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Disclaimer

        �e Nursing Continuing Professional Education materials produced by APRNWORLD® 

are made as an integrated review of current evidence available from  multiple sources. �e bulk 

of the information is taken from major scienti�c journals and other relevant publications. 

APRNWORLD® made every reasonable e�ort to cite these resources appropriately however, 

may have omissions made inadvertently due to the vast and generic nature of the scienti�c 

information available. APRNWORLD® does not hold copyright of any of such information. 

�e copyright of such information belongs to the speci�c author/ publisher or their legal 

designee. Even though we made every reasonable e�ort in ensuring the quality and correctness 

of  information, APRNWORLD® does not bear the responsibility of the accuracy of the infor-

mation as it was taken from publicly available sources. �e education material is meant for 

licensed professionals with a solid body of knowledge, experience and understanding of 

complex medical scenarios. �e material presented here does not replace sound scienti�c and 

up-to-date guidelines from professional sources. Because of the dynamic nature of medical and 

scienti�c advancements, these training materials should not be used as the sole basis for medical 

practice. Individual practitioner should exercise their critical thinking and clinical reasoning 

skills in dealing with complex medical scenarios. APRNWORLD® does not bear any responsi-

bility for the claims that the information presented through its platforms caused injury or 

unwanted outcomes in any clinical situations.
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ANCC Accredited NCPD Hours: 3 hrs.

Target Audience: RN/APRN

 One of the signi�cant factors for poor 
quality of health care services is human 
agents. Human force plays a substantial role 
in the evolution and progression of health 
care issues and is enumerated as one of the 
main components of each organization, 
which has always been emphasized by 
human resources development experts. It 
seems that achieving the objectives of organi-
zations is highly dependent on the capacity 
of human resources. Nurses are the key 
members and play the major part of 
service-providing system in almost all coun-
tries. Nurses should practice with adequate 
knowledge on legal and ethical issues, princi-
ples and professional attitude. Improved job 
performance followed by a positive outlook 
and job satisfaction will enhance the quality 
of patients’ care and increased productivity, 
hence as reported in di�erent studies, the 
internal factors are far more than external 
factors in job motivation among nurses.

Need Assessment 

Goal
 �e goal of this article is to combine 
experiences of advanced practice nursing in 
general practice in Ohio concerning the 
continuity of advanced practice roles, inde-
pendent of setting and within the profes-
sional boundaries.

Discuss the scope of Nursing Practice 
in the State of Ohio 

Appraise the various Standards of 
Nursing Practice 

Analyse the patient safety regulations 
in nursing practice 

Adapt with the regulations of Ohio 
Board regarding quality improvement, 
preventive care, integrative primary 
health care and evidence based practices 

Justify the Ethical concerns in Profes-
sional Nursing Practice

Describe nursing competencies in inte-
grative primary healthcare 

Objectives 
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 �ere is a scarcity of primary care pro-
viders   in the United States, the e�ects of 
which may be exacerbated by the Patient 
Protection and A�ordable Care Act, which 
increases access to health insurance coverage 
without necessarily increasing the supply of 
providers. As the point in which most Amer-
icans interface with the health care system, 
primary care plays a prominent role in 
ensuring access and quality and in promot-
ing lower cost service delivery through the 
application of preventative medicine and 
screening.

    In contrast to physicians, Nurse prac-
titioners and Physician assistants commonly 
enter primary care. Estimates vary but sug-
gest that between 52% and 60% of Nurse 
practitioners and 43% and 50% of Physician 
assistants work in primary care. Indeed, 
rural practices often rely on Nurse practi-
tioners and Physician assistants in place of 
physicians, since physicians less commonly 
elect to work in these otherwise under-
served areas. �e same is true for nursing 
homes, community health centers, and other 
settings where physician presence is more 
limited.

 Research con�rms that the quality of 
care provided by Nurse practitioners is 
high. Patients who receive primary care from 
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Introduction 

Scope of practice is de�ned as 

the rules, the regulations, and 

the boundaries within which a 

fully quali�ed practitioner with 

substantial and appropriate 

training, knowledge, and experi-

ence may practice in a �eld of 

medicine or surgery, or other 

speci�cally de�ned �eld. Such 

practice is governed by require-

ments for continuing education 

and professional accountability. 

NPs are often more satis�ed with the care 
provided than those served by physicians. 
Research also suggests that in addition to 
increasing access to care, Physician assistants 
provide care comparable in quality to that 
provided by their physician supervisors. 
Moreover, greater presence of nurse practi-
tioners and Physician assistants results in 
equal or better quality of nursing home care, 
including fewer potentially avoidable hospi-
talizations and other favourable outcomes. 

 One study suggests that nurse practi-
tioners and Physician assistants contribute to 
improvements in nursing home quality by 
providing care that complements rather than 
substitutes for care provided by physicians. 
Although patients may initially prefer physi-
cians, they often choose an nurse practitioner 
or Physician assistant rather than wait longer 

to see a physician. In fact, according to one 
recent survey, substantial numbers of 
patients prefer nurse practitioners and Physi-
cian assistants even when wait time is not a 
factor. Furthermore, although half of 
patients surveyed would prefer a physician as 
their primary care provider, 22% would 
choose a Nurse practitioner or Physician 
assistants; the remainder indicated no prefer-
ence.

 Although Nurse practitioners and 
Physician assistants are certi�ed nationally, 
state scope-of-practice laws determine the 
extent to which they may practice inde-
pendently. �ese laws regulate the level of 
educational attainment needed, the 
amount of prescriptive authority availa-
ble, and the level of physician involvement 
required. Potentially problematic is substan-
tial variability in restrictiveness, “With barri-
ers to full deployment of [NPs/PAs] in some 
states, full utilization of [NPs/PAs] in others, 
and many shades in between”. �e Institute 
of Medicine recently called for regulatory 
standardization. �is recommendation 
re�ects recognition that scope-of-practice 
legislation in some states is very speci�c 
and detailed; while in others it is vague and 
open to interpretation. It also re�ects recog-
nition that some states regularly update their 
scope-of-practice regulations in light of 
broader health care system changes but most 
do not. Of primary concern is that the scope 

with which nurse practitioners and Physi-
cian assistants may practice depends large-
ly on idiosyncratic political and regulatory 
considerations, rather than practitioner 
ability and education.

 Considerable cross-state variation in 
nurse practitioners and Physician assistant 
authority makes understanding their poten-
tial role in reducing the primary care short-
age di�cult. Recent calls for regulatory 
standardization emphasize the need to 
understand the variety of practice regula-
tions, their impact on health system perfor-
mance, and their e�ects on patient access 
and quality. Before such standardization 
can take place, however, it is necessary to 
document the evolution of the regulatory 
landscape. [2, Rank 3]



 �ere is a scarcity of primary care pro-
viders   in the United States, the e�ects of 
which may be exacerbated by the Patient 
Protection and A�ordable Care Act, which 
increases access to health insurance coverage 
without necessarily increasing the supply of 
providers. As the point in which most Amer-
icans interface with the health care system, 
primary care plays a prominent role in 
ensuring access and quality and in promot-
ing lower cost service delivery through the 
application of preventative medicine and 
screening.

    In contrast to physicians, Nurse prac-
titioners and Physician assistants commonly 
enter primary care. Estimates vary but sug-
gest that between 52% and 60% of Nurse 
practitioners and 43% and 50% of Physician 
assistants work in primary care. Indeed, 
rural practices often rely on Nurse practi-
tioners and Physician assistants in place of 
physicians, since physicians less commonly 
elect to work in these otherwise under-
served areas. �e same is true for nursing 
homes, community health centers, and other 
settings where physician presence is more 
limited.

 Research con�rms that the quality of 
care provided by Nurse practitioners is 
high. Patients who receive primary care from 
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NPs are often more satis�ed with the care 
provided than those served by physicians. 
Research also suggests that in addition to 
increasing access to care, Physician assistants 
provide care comparable in quality to that 
provided by their physician supervisors. 
Moreover, greater presence of nurse practi-
tioners and Physician assistants results in 
equal or better quality of nursing home care, 
including fewer potentially avoidable hospi-
talizations and other favourable outcomes. 

 One study suggests that nurse practi-
tioners and Physician assistants contribute to 
improvements in nursing home quality by 
providing care that complements rather than 
substitutes for care provided by physicians. 
Although patients may initially prefer physi-
cians, they often choose an nurse practitioner 
or Physician assistant rather than wait longer 

to see a physician. In fact, according to one 
recent survey, substantial numbers of 
patients prefer nurse practitioners and Physi-
cian assistants even when wait time is not a 
factor. Furthermore, although half of 
patients surveyed would prefer a physician as 
their primary care provider, 22% would 
choose a Nurse practitioner or Physician 
assistants; the remainder indicated no prefer-
ence.

 Although Nurse practitioners and 
Physician assistants are certi�ed nationally, 
state scope-of-practice laws determine the 
extent to which they may practice inde-
pendently. �ese laws regulate the level of 
educational attainment needed, the 
amount of prescriptive authority availa-
ble, and the level of physician involvement 
required. Potentially problematic is substan-
tial variability in restrictiveness, “With barri-
ers to full deployment of [NPs/PAs] in some 
states, full utilization of [NPs/PAs] in others, 
and many shades in between”. �e Institute 
of Medicine recently called for regulatory 
standardization. �is recommendation 
re�ects recognition that scope-of-practice 
legislation in some states is very speci�c 
and detailed; while in others it is vague and 
open to interpretation. It also re�ects recog-
nition that some states regularly update their 
scope-of-practice regulations in light of 
broader health care system changes but most 
do not. Of primary concern is that the scope 

with which nurse practitioners and Physi-
cian assistants may practice depends large-
ly on idiosyncratic political and regulatory 
considerations, rather than practitioner 
ability and education.

 Considerable cross-state variation in 
nurse practitioners and Physician assistant 
authority makes understanding their poten-
tial role in reducing the primary care short-
age di�cult. Recent calls for regulatory 
standardization emphasize the need to 
understand the variety of practice regula-
tions, their impact on health system perfor-
mance, and their e�ects on patient access 
and quality. Before such standardization 
can take place, however, it is necessary to 
document the evolution of the regulatory 
landscape. [2, Rank 3]

 �e Board licenses and regulates reg-
istered nurses (RNs), licensed practical 
nurses (LPNs), Advanced Practice Regis-
tered Nurses (APRNs), Dialysis Techni-
cians (DTs), Community Health Workers 
(CHWs) and Medication Aides. �e 
Board’s top priorities are to e�ciently license 
the nursing workforce and remove danger-
ous practitioners from practice in a timely 
manner to protect Ohio patients.

Ohio Board of Nursing
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 �e Board licenses and regulates reg-
istered nurses (RNs), licensed practical 
nurses (LPNs), Advanced Practice Regis-
tered Nurses (APRNs), Dialysis Techni-
cians (DTs), Community Health Workers 
(CHWs) and Medication Aides. �e 
Board’s top priorities are to e�ciently license 
the nursing workforce and remove danger-
ous practitioners from practice in a timely 
manner to protect Ohio patients.

  According to Schmitt and Shimberg, 
regulation is intended to three basic inevita-
bilities. (as shown in Figure 1) 

Basic norms or assumptions have been kept 
while providing a framework for nursing 
practice (as shown in �gure 2) 

 Public should have the top priority in 
scope of practice decisions, rather than pro-
fessional interest. �e public should have 
access to providers who practice safely and 
competently. Healthcare practice acts also 
need to evolve as healthcare demands and 
capabilities change. Competent providers 
will refer to other providers when faced with 
issues or situations beyond the original pro-
vider’s own practice competence with proper 
answers to all Questions. One activity does 

Scope of Practice

Need for Nursing 
Board and Regulations

Figure 1: Need for Nursing Regulations

Figure 2: Norms Related to Scope of Practice

not de�ne a profession, but it is the entire 
scope of activities within the practice that 
makes any particular profession unique. 
Practice acts should require licensees to 
demonstrate that they have the requisite 
training and competence to provide a 
service. No professional has enough skills or 
knowledge to perform all aspects of the pro-
fession’s scope of practice. 

Ensure that the public is
protected from unscrupulous,

incompetent and 
unethical practitioners

Provide a means by
which individuals

who fails to comply
with the profession’s

standards can be
disciplined, including

the revocation of
their licenses

Offer some
assurance to the
public that the

regulated individual
is competent to
provide certain

services in a safe
and effective manner

NORMS FOR NURSING 
REGULATIONS

Public Protection

Evolving Health 
Care and Delivery

Collaboration

Demystifying Regu-
lations,Licence rules

Necessity of Over 
lapping of Professions

Competency and
Training
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 Public should have the top priority in 
scope of practice decisions, rather than pro-
fessional interest. �e public should have 
access to providers who practice safely and 
competently. Healthcare practice acts also 
need to evolve as healthcare demands and 
capabilities change. Competent providers 
will refer to other providers when faced with 
issues or situations beyond the original pro-
vider’s own practice competence with proper 
answers to all Questions. One activity does 

Registered Nurses (RN)

Figure 3: Scope of Practice for Registered Nurses Figure 4: Registered Nurse- Practice Criteria

not de�ne a profession, but it is the entire 
scope of activities within the practice that 
makes any particular profession unique. 
Practice acts should require licensees to 
demonstrate that they have the requisite 
training and competence to provide a 
service. No professional has enough skills or 
knowledge to perform all aspects of the pro-
fession’s scope of practice. 

 Ohio Board de�nes the scope of RN 
practice as: “Providing to individuals and 
groups of nursing care requiring specialized 
knowledge, judgment, and skill derived from 
the principles of biological, physical, behav-
ioural, social, and nursing sciences.’’ (as 
shown in Figure 3)

 Registered Nurses have independent 
licensed authority to engage in all aspects of 
practice speci�ed and must have an order 
from an individual who is authorized to prac-
tice for administration of medication or treat-
ments or for the regimen that is to be execut-
ed. Based on the “health status assessment” 
RNs determine the nursing care needs of the 
patient and the resulting nursing regimen 
that will be executed which “may include pre-
ventative, restorative, and health-promotion 
activities.” (as shown in Figure 4)

Identifying patterns of human responses
to actual or potential health problems

Executing a nursing regimen through the 
selection, performance, management

Evaluation of nursing actions

Assessing health status for providing 
nursing care

Providing health counseling and health
teaching

Administering medications, treatments

Executing regimens authorized by an
individual who is authorized

Teaching, administering, supervising,
delegating, and evaluating nursing practice

Registered Nurse - Speci�ed 
Practice Criteria

Collects patient health data from patient,
family, and other health careproviders.

Analyzes data to determine nursing regimen

Establishes, accepts, or modi�es a nursing
diagnosis or problem.

Implements and communicates the 
plan of nursing care

Evaluates and documents the patient’s
response to the nursing care.

Reassesses and revises the nursing plan
of care as appropriate.
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Licensed Practical Nurses (LPN)

Figure 5: Scope of Practice for LPNs Figure 6: Prohibited Practice Criteria for LPNs

 Supervision of Nursing Practice is speci-
�ed within the de�nition of Registered nurse 
practice, noting that RNs teach, administer, 
supervise, delegate, and evaluate nursing prac-
tice. It is the “practice” of nursing that the 
Registered nurse supervises and evaluates, 
rather than a person’s employment perfor-
mance. �e supervising registered nurse must 
be continuously available through some form of 
telecommunication with the supervised nurse.

 Ohio Board of Nursing de�nes the 
scope of Licensed Practical Nurses practice as 
“Providing to individuals and groups nursing 
care requiring the application of basic knowl-
edge of the biological, physical, behavioral, 
social, and nursing sciences at the direction of a 
registered nurse or any of the following who is 
authorized to practice in this state: a physician, 
physician assistant, dentist, podiatrist, optome-
trist, or chiropractor.’’ (as shown in Figure 5)

 Licensed Practical Nurses have a "de-
pendent" practice, which means the LPN is 
authorized to practice only when the practice 
is directed by a registered nurse or any person 
who is authorized to practice in the state.

 �e “direction” required for Licensed 
Practical Nurse practice is further de�ned as 
“communicating a plan of care to a licensed 
practical nurse” 

 �e Licensed Practical Nurse is 
accountable to identify the Registered nurse or 
other authorized health care provider who is 
directing the Licensed Practical Nurses’ prac-
tice. Engaging in practice beyond the Licensed 
Practical Nurses authorized scope is prohibit-
ed (as shown in Figure 6)

Observation, patient teaching, and care in a 
diversity of health care settings

Contributions to the planning, implementa-
tion, and evaluation of nursing

Delegation of nursing tasks as directed by 
a registered nurse

Teaching nursing tasks to licensed practical
nurses and individuals to whom the licensed
practical nurse is authorized to delegate
nursing tasks as directed by a registered nurse

Administration of medications and treatments
as authorized by an authorized professional

Administration of intravenous therapy as 
authorized by an authorized professional

LPN Practice Prohibitions

Engaging  in nursing practice without
authorized health care provider 
direction.

Administering IV push medications

Teaching the “practice of nursing”

Supervising and evaluating “nursing
practice”

Assessing health status for purposes
of providing nursing
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 �e Licensed Practical Nurses contrib-
ute to all steps of the nursing process by com-
municating with the registered nurse or the 
directing authorized health care provider con-
cerning the patient’s status and needs. (as 
shown in Figure 7) When a registered nurse is 
directing Licensed Practical Nurses practice, 
it is the registered nurse who establishes the 
nursing regimen and communicates the nurs-
ing practice needs of the patient.

 IV therapy procedures should be done 
by IV therapy certi�ed Licenced Practical 
Nurses and others are prohibited from per-
forming. Supervision of employee perfor-
mance and other employment requirements 
are established by the employer and may 
encompass responsibilities beyond the 
licensed practice of nursing.
 Both the Registered Nurse and 
Licenced Practical Nurse implement the 
nursing process in the provision of nursing 
care in accordance with the Ohio Board rules. 
�e scope of Licenced Practical Nurse prac-
tice does not include assessing health status 
for purposes of providing nursing care that is 
included in the Registered Nurse scope. 
Although it is the Registered Nurse who 
reviews and assimilates the patient’s health 
status data and information into the nursing 
assessment for purposes of providing nursing 
care, the Licenced Practical Nurse is author-
ized to contribute to this process by obtaining 
responses to health questions posed to the 
patient, performing physical examinations, 
recognizing changes in patient status or com-
plications.

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

Licenced Practical 
Nurse Speci�ed Practice 
Criteria

Collects and documents
objective and subjective data and 
observations about the patient

Contributes
Observations and health 
information to the nursing
assessment and authorized 
directing health care provider

Implements the current plan
of nursing care at the direction 
of the RN

Implements medication or 
treatment assigned by the 
authorized professional for 
practice

Documents the patient’s response
to the nursing plan of care or 
treatment

Contributes to the revision of the 
nursing plan of care through
documentation and verbal
communication

Figure 7: Licenced Practical Nurse-Practice Criteria



2

® Nursing Jurisprudence Laws In Ohio

10

De�nitions by 
Ohio Board of Nursing

Nursing Board Mission 
and Standards of Practice

 �e mission of the Ohio Board of 
Nursing (Board) is to actively safeguard the 

Certi�ed nurse practitioner:  A registered 
nurse who has met the requirements as per 
the board regulations, and holds a current 
valid advanced practice registered nurse 
license issued by the board 

Clinical judgment: Application of the 
nurse's knowledge and reasoning within the 
context of the clinical environment in making 
decisions about patient care.

Direction: Direction is communicating a 
plan of care to a licensed practical nurse. 
Direction by a registered nurse is not meant 
to imply the registered nurse is supervising 
the licensed practical nurse in the employ-
ment context.

Licensed nurse: A registered nurse or a 
licensed practical nurse who holds a current 
valid license to practice nursing in Ohio.

Nursing diagnosis: It is the identi�cation of 
a patient's needs or problems which are 
amenable to nursing intervention.

Patient: �e recipient of nursing care, which 
may include an individual, a group, or a com-
munity.

health of the public through the e�ective 
regulation of nursing care. Competent and 
safe nursing practice begins with education 
programs that prepare individuals for prac-
tice. �e Board approves pre-licensure educa-
tion programs to assure the programs main-
tain academic and clinical standards for 
preparation of entry-level nurses. �e Board 
regulates 189 pre-licensure nursing educa-
tion programs and a total of 50 various 
types of training programs.

 Using Nurse practitioners (NPs) and 
physician assistants (PAs) to �ll the gap 
between service need and care capacity may 
alleviate the primary care crisis, as they pro-
vide a cost e�cient means of supplying much 
of the hands-on care otherwise provided by 
better paid and more highly trained physi-
cians. Nurse practitioners are registered 
nurses with graduate degrees, who have also 
completed additional clinical training. In 
2010, 84% of Nurse practitioners had a mas-
ter’s degree, 4% had a doctorate; the remain-
ing 12% only had a bachelor’s degree, having 
begun practicing before additional graduate 
work was required. States license Nurse prac-
titioners and/or require that they pass a 
national board certi�cation exam. Physician 
assistants are part of a physician-led team; 
thus in contrast to NPs, they rarely practice 
independently but instead perform tasks 
delegated by physician supervisors. Forty 
percent of Physician assistants hold bachelor’s 

degrees; 43% master’s degrees; the remainder 
(17%) qualify to practice through on-the-job 
training or prior experience. Physician assis-
tants must pass a national certi�cation exam 
and, like Nurse practitioners, are licensed by 
the states. 

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              
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Primary Care Standards

Customer Service Standardss

Figure 8: Primary Care Services- Ohio

 �e mission of the Ohio Board of 
Nursing (Board) is to actively safeguard the 

health of the public through the e�ective 
regulation of nursing care. Competent and 
safe nursing practice begins with education 
programs that prepare individuals for prac-
tice. �e Board approves pre-licensure educa-
tion programs to assure the programs main-
tain academic and clinical standards for 
preparation of entry-level nurses. �e Board 
regulates 189 pre-licensure nursing educa-
tion programs and a total of 50 various 
types of training programs.

 Using Nurse practitioners (NPs) and 
physician assistants (PAs) to �ll the gap 
between service need and care capacity may 
alleviate the primary care crisis, as they pro-
vide a cost e�cient means of supplying much 
of the hands-on care otherwise provided by 
better paid and more highly trained physi-
cians. Nurse practitioners are registered 
nurses with graduate degrees, who have also 
completed additional clinical training. In 
2010, 84% of Nurse practitioners had a mas-
ter’s degree, 4% had a doctorate; the remain-
ing 12% only had a bachelor’s degree, having 
begun practicing before additional graduate 
work was required. States license Nurse prac-
titioners and/or require that they pass a 
national board certi�cation exam. Physician 
assistants are part of a physician-led team; 
thus in contrast to NPs, they rarely practice 
independently but instead perform tasks 
delegated by physician supervisors. Forty 
percent of Physician assistants hold bachelor’s 

degrees; 43% master’s degrees; the remainder 
(17%) qualify to practice through on-the-job 
training or prior experience. Physician assis-
tants must pass a national certi�cation exam 
and, like Nurse practitioners, are licensed by 
the states. 

 �e impact of the primary care short-
age in Ohio became more salient with the 
advent of health care reform, as not enough 
physicians were available to meet the primary 
care needs of large numbers of newly insured 
state residents. Ohio primary care serves the 
following standards (as shown in Figure 8)

Increased use of primary care is associated 
with decreased risk of morbidity and mor-
tality and with reductions in hospitaliza-
tions and costs. However, one in �ve Ameri-
cans live in primary care shortage areas, where 
the ratio of the population to primary care 

providers is greater than 2,000 to 1. Without 
concerted action, this ratio is unlikely to 
change in the immediate future. Just 37% of 
doctors serve in primary care although it 
accounts for 56% of physician o�ce visits. 
Furthermore, only one in four medical 
students is planning a career in primary care. 
It is expected that by 2015, the United States 
will face a shortage of 33,100 primary care 
practitioners. �e primary care physician 
workforce is also unevenly distributed. Rural 
and inner-city areas with high proportions of 
low income and minority populations, who 
often have greater health needs, have lower 
supplies of primary care providers than their 
higher income, less racially/ethnically diverse 
counterparts. Although there was a slight 
reduction in regional workforce variation 
from 1979 to 1999 due to a 51% growth in 
the aggregate supply per capita, most physi-
cians practiced in regions with an already 
high supply of doctors. [1, Rank 5]

 Ohio Nursing Board identi�es cus-
tomer service duties (as shown in Figure 9) in 
employee Position Descriptions. Ohio 
Revised Code requires that “Each state 
agency shall develop, and as it becomes neces-
sary or advisable may improve, customer 
service standards for each employee of the 
agency whose duties include a signi�cant 
level of contact with the public. �e agency 

shall base the standards on the job descrip-
tions of the positions that the employees hold 
in the agency.” Customer service, are 
reviewed annually in conjunction with the 
performance evaluation. Incorporation of 
customer service goals is added in employee 
performance reviews including that of nurses. 
Standards/goals are reviewed during the 
annual performance evaluation for employees 
for each performance review period. Goals 
related to each customer service duty, as iden-
ti�ed in the employee’s position are included 
in the employee’s performance evaluation. 
Supervisors monitor employees’ success in 
achieving the implementation of the custom-
er service standards through the performance 
evaluation process.

�e Board incorporates customer service 
standards in its Strategic Plan. Program Man-
agers monitor and evaluate employees’ suc-
cess in achieving the objectives of the strategic 
plan and report the outcomes on a semi-an-
nual basis. Outcomes are presented to the 
members of the Board of Nursing for their 
review.

 A possible reason for the less successful 
outcomes may be organisations failure to 
identify who the customer is and what is 
important. Important predictors of custom-
er/ patient satisfaction are identi�ed. (as 
shown in Figure 10) [14, Rank 4]

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              
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Figure 9: Customer Service Standards
Figure 10: Predictors of Patient Satisfaction

 Ohio Nursing Board identi�es cus-
tomer service duties (as shown in Figure 9) in 
employee Position Descriptions. Ohio 
Revised Code requires that “Each state 
agency shall develop, and as it becomes neces-
sary or advisable may improve, customer 
service standards for each employee of the 
agency whose duties include a signi�cant 
level of contact with the public. �e agency 

shall base the standards on the job descrip-
tions of the positions that the employees hold 
in the agency.” Customer service, are 
reviewed annually in conjunction with the 
performance evaluation. Incorporation of 
customer service goals is added in employee 
performance reviews including that of nurses. 
Standards/goals are reviewed during the 
annual performance evaluation for employees 
for each performance review period. Goals 
related to each customer service duty, as iden-
ti�ed in the employee’s position are included 
in the employee’s performance evaluation. 
Supervisors monitor employees’ success in 
achieving the implementation of the custom-
er service standards through the performance 
evaluation process.

�e Board incorporates customer service 
standards in its Strategic Plan. Program Man-
agers monitor and evaluate employees’ suc-
cess in achieving the objectives of the strategic 
plan and report the outcomes on a semi-an-
nual basis. Outcomes are presented to the 
members of the Board of Nursing for their 
review.

 A possible reason for the less successful 
outcomes may be organisations failure to 
identify who the customer is and what is 
important. Important predictors of custom-
er/ patient satisfaction are identi�ed. (as 
shown in Figure 10) [14, Rank 4]

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              
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Standards Related to Patient Safety

Figure 11: Direct Nursing care standards

Table 1: Unacceptable behaviours of a Nurse

 �e Board is providing information 
and guidance about nursing practice based on 
the Nurse Practice Act and the administrative 
rules.

• When a licensed nurse, certi�ed nurse 
midwife, certi�ed nurse practitioner or clini-
cal nurse specialist is providing direct nursing 
care to a patient or engage in nursing practice 
or interacting with the patient, the nurse shall 
display the applicable title, relevant licensure 
as per the regulations and rules of Ohio Board 
of Nursing.

• A licensed nurse shall delegate a nurs-
ing task, including medication administra-
tion, only in accordance with the regulations 
and guidelines of the Administrative Code – 
Ohio Board of Nursing.

• A licensed nurse shall implement 
measures to promote a safe environment for 
each patient and shall delineate, establish, and 
maintain professional boundaries with each 
patient.

• At all times when a licensed nurse is 
providing direct nursing care to a patient the 
licensed nurse shall maintain the standards 
(as shown in Figure 11)

• Unacceptable comportments are also 
de�ned by the board of Nursing Ohio.(as 
shown in Table 1)

• A licensed nurse shall, in a complete, 
accurate, and timely manner, report and doc-
ument nursing assessments or observations, 
the care provided by the nurse for the patient, 
and the patient's response to that care and, 
report to the appropriate practitioner errors 
in or deviations from the current valid order.

• A licensed nurse shall not falsify, or 
conceal by any method, any patient record or 
any other document prepared or utilized for 
nursing practice including the case manage-
ment documents or reports or time records 
and billing documents.

• Current valid license to practice nurs-
ing or a current valid certi�cate to practice as 
a dialysis technician or medication aide in 
Ohio should be obtained when a licensed 
nurse functioning in an administrative role as 
dialysis technician, or medication aide under 
the nurse administrator.

• Only a registered nurse shall supervise 
or evaluate the practice of nursing, under the 
rules of the board but in matters other than 
the practice of nursing, a non-nursing super-
visor may evaluate a nurse employee.

• Supervision requires that the registered 
nurse be continuously available through some 
form of telecommunication with the super-
vised nurse, and take all action necessary, 
including but not limited to conducting peri-
odic on-site visits, to insure that the super-
vised nurse is practicing in accordance with 

acceptable and prevailing standards of safe 
nursing care as set forth.

• Evaluation requires that the registered 
nurse conduct periodic on-site visits su�cient 
to enable the evaluating nurse to evaluate the 
evaluated nurse's performance.

• A licensed nurse shall not make any 
false, misleading, or deceptive statements, or 
submit or cause to be submitted any false, 
misleading or deceptive information, or 
documentation to the board or any repre-
sentatives, current and prospective employ-
ers, temporary, agency, or locus tenens 
assignment in which, or for whom, the 
nurse is working, other members of the 
patient's health care team or to law enforce-
ment personnel.

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              
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• Engage in behavior that causes or may
   cause physical, verbal, mental, or
   emotional abuse to a patient

• Engage in behavior toward a patient
   that may be interpreted as physical, 
   verbal, mental, or emotional abuse.

• Misappropriate a patient’s property

• Seek or obtain personal gain at the
   patient’s expense

• Inappropriate involvement in the 
   patient’s personal relationships or
   �nancial matters   

• Sexual conduct with a patient and
   verbal behavior that is seductive or
   sexually demeaning to a patient  
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Standards for Nursing Process 

 �e Board is providing information 
and guidance about nursing practice based on 
the Nurse Practice Act and the administrative 
rules.

• When a licensed nurse, certi�ed nurse 
midwife, certi�ed nurse practitioner or clini-
cal nurse specialist is providing direct nursing 
care to a patient or engage in nursing practice 
or interacting with the patient, the nurse shall 
display the applicable title, relevant licensure 
as per the regulations and rules of Ohio Board 
of Nursing.

• A licensed nurse shall delegate a nurs-
ing task, including medication administra-
tion, only in accordance with the regulations 
and guidelines of the Administrative Code – 
Ohio Board of Nursing.

• A licensed nurse shall implement 
measures to promote a safe environment for 
each patient and shall delineate, establish, and 
maintain professional boundaries with each 
patient.

• At all times when a licensed nurse is 
providing direct nursing care to a patient the 
licensed nurse shall maintain the standards 
(as shown in Figure 11)

• Unacceptable comportments are also 
de�ned by the board of Nursing Ohio.(as 
shown in Table 1)

• A licensed nurse shall, in a complete, 
accurate, and timely manner, report and doc-
ument nursing assessments or observations, 
the care provided by the nurse for the patient, 
and the patient's response to that care and, 
report to the appropriate practitioner errors 
in or deviations from the current valid order.

• A licensed nurse shall not falsify, or 
conceal by any method, any patient record or 
any other document prepared or utilized for 
nursing practice including the case manage-
ment documents or reports or time records 
and billing documents.

• Current valid license to practice nurs-
ing or a current valid certi�cate to practice as 
a dialysis technician or medication aide in 
Ohio should be obtained when a licensed 
nurse functioning in an administrative role as 
dialysis technician, or medication aide under 
the nurse administrator.

• Only a registered nurse shall supervise 
or evaluate the practice of nursing, under the 
rules of the board but in matters other than 
the practice of nursing, a non-nursing super-
visor may evaluate a nurse employee.

• Supervision requires that the registered 
nurse be continuously available through some 
form of telecommunication with the super-
vised nurse, and take all action necessary, 
including but not limited to conducting peri-
odic on-site visits, to insure that the super-
vised nurse is practicing in accordance with 

acceptable and prevailing standards of safe 
nursing care as set forth.

• Evaluation requires that the registered 
nurse conduct periodic on-site visits su�cient 
to enable the evaluating nurse to evaluate the 
evaluated nurse's performance.

• A licensed nurse shall not make any 
false, misleading, or deceptive statements, or 
submit or cause to be submitted any false, 
misleading or deceptive information, or 
documentation to the board or any repre-
sentatives, current and prospective employ-
ers, temporary, agency, or locus tenens 
assignment in which, or for whom, the 
nurse is working, other members of the 
patient's health care team or to law enforce-
ment personnel.

 �e nursing process is cyclical in nature 
and requires that the nurse's actions respond 
to the patient's changing status throughout 
the process. �e following standards shall be 
used by a registered nurse, using clinical judg-
ment, in applying the nursing process for 
each patient under the registered nurse's care 
(as shown in Figure 12)

 �e licensed practical nurse shall 
contribute to the nursing process in the 
practice of nursing as set in the Revised 
Code and in the rules of the board. (as 
shown in Figure 13) 

 �e nursing process is cyclical in 
nature so that the nurse's actions respond to 
the patient's changing status throughout the 
process. �e licensed practical nurse is 
directed in providing nursing care by the 
established nursing plan. �e following 
standards shall be used by a licensed practi-
cal nurse in utilization of the nursing pro-
cess.

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              
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Figure 12: Standards for applying Nursing Process for a 
REGISTERED NURSE

Figure 13: Standards for applying Nursing Process for a 
LICENCED PRACTICAL NURSE

 �e nursing process is cyclical in nature 
and requires that the nurse's actions respond 
to the patient's changing status throughout 
the process. �e following standards shall be 
used by a registered nurse, using clinical judg-
ment, in applying the nursing process for 
each patient under the registered nurse's care 
(as shown in Figure 12)

 �e licensed practical nurse shall 
contribute to the nursing process in the 
practice of nursing as set in the Revised 
Code and in the rules of the board. (as 
shown in Figure 13) 

 �e nursing process is cyclical in 
nature so that the nurse's actions respond to 
the patient's changing status throughout the 
process. �e licensed practical nurse is 
directed in providing nursing care by the 
established nursing plan. �e following 
standards shall be used by a licensed practi-
cal nurse in utilization of the nursing pro-
cess.

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

Assessment of  Health Status

• Collection of subjective and 
   objective data
•  Direct or delegate the performance 
   of data collection
•  Documentation of the collected data

Analysis and Reporting

•  Identify, organize, assimilate, 
    interpret data
•  Establish, accept, or modify a nursing 
    diagnosis
•   Report the patient’s health status 
    and nursing diagnosis as necessary
    to other members

Planning

•  Develop, establish, maintain, or 
   modify the nursing plan with current 
   nursing science, including the nursing 
   diagnosis, desired patient outcomes 
   or goals, and nursing interventions
•  Comminicate the nursing plan of care 
   and all modi�cations to members
   of the health care team

Evaluation

•  Evaluate, document, and report the 
   patient response and progress
• Reassess the patient’s health status, 
  and establish or modify the nursing 
  plan

Implementation

•  Executing the nursing regimen
•  Implementing the current valid order
•  Providing nursing care commensurate 
   with the documented education, 
   knowledge, skills, and abilities
•  Assisting and collaborating with other 
   health care providers
• Delegating nursing tasks medication 
  administration in accordance with 
  Board regulations 

Collect and document objective and subjective 
data related to the patient’s health status

Contribution to assessment of patient health 
status

Report objective and subjective data to the 
directing registered nurse or health care provider

Contribute to the development, maintenance, or 
modi�cation of the nursing care plan

Communicate the nursing plan and modi�ca-
tions of the plan to members

Collecting and reporting patient data as directed

Administering medications and treatments 
prescribed by authorized practitioner

Providing basic nursing care as directed by a 
RN/APRN/Physician

Collaborating with other nurses and other 
members

Delegating nursing tasks as directed

Contributing to evaluation

Document the patient’s responses to nursing 
interventions

Communicate the patient’s responses to the 
directing registered nurse or health care provider

Contribute to the reassessment of the patient’s 
health status

Contribute to modi�cations of any aspect of the 
nursing plan
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Standards Relating to Competent 
Practice as a Registered Nurse

 �e nursing process is cyclical in nature 
and requires that the nurse's actions respond 
to the patient's changing status throughout 
the process. �e following standards shall be 
used by a registered nurse, using clinical judg-
ment, in applying the nursing process for 
each patient under the registered nurse's care 
(as shown in Figure 12)

 �e licensed practical nurse shall 
contribute to the nursing process in the 
practice of nursing as set in the Revised 
Code and in the rules of the board. (as 
shown in Figure 13) 

 �e nursing process is cyclical in 
nature so that the nurse's actions respond to 
the patient's changing status throughout the 
process. �e licensed practical nurse is 
directed in providing nursing care by the 
established nursing plan. �e following 
standards shall be used by a licensed practi-
cal nurse in utilization of the nursing pro-
cess.

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              
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Standards Relating to Competent 
Practice as a Licensed Practical Nurse.

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

• A licensed practical nurse shall func-
tion within the scope of practice of nursing 
for a licensed practical nurse as set forth in 
Revised Code and the rules of the board.

• A licensed practical nurse shall main-
tain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• �ey should demonstrate competence 
and accountability in all areas of practice 

• A licensed practical nurse may pro-
vide nursing care in accordance with divi-
sion Revised Code 

• �e nurse obtains education that em-

anates from a recognized body of knowledge 
relative to the nursing care to be provided 
and demonstrates knowledge, skills, and 
abilities necessary to perform the nursing 
care.

• Maintains documentation satisfacto-
ry to the board requirements set forth 

• �e nurse should have a speci�c cur-
rent valid order or direction from an indi-
vidual who is authorized to practice and is 
acting within the course of the individual's 
professional practice and the nursing care 
does not involve a function or procedure 
that is prohibited by any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A licensed practical nurse shall con-
sult as necessary with other nurses or other 
members of the health care and maintain 
the con�dentiality of patient information 
obtained in the course of nursing practice.

• When a licensed practical nurse is 
directed to observe, advise, instruct, or eval-
uate the performance of a nursing task, the 
licensed practical nurse shall use acceptable 
standards of safe nursing care as a basis for 
that observation, advice, instruction, teach-
ing, or evaluation and shall communicate 
information that is consistent with accept-
able standards of safe nursing care.

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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Standards for Specialty Nurses

Indications for Not 
Implementing an Order

Figure14: Indications for not Implementing an Order

Figure 15: Specialty Nurses Cadres

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

• Function within the scope of practice 
of nursing for a registered nurse as set forth 
in the Revised Code and the rules of the 
board.

• When the practice of a certi�ed nurse 
midwife, certi�ed nurse practitioner, or 
clinical nurse specialist is evaluated, the 
evaluation shall be provided by a collaborat-
ing licensed physician or podiatrist, or an 
advanced practice registered nurse holding a 
current, valid license with the same designa-
tion as the individual being evaluated. 
When the practice of a certi�ed registered 
nurse anesthetist is evaluated, the evaluation 
shall be provided by a supervising licensed 
physician, podiatrist, dentist or a certi�ed 
registered nurse anesthetist whose license is 
current and valid.

• A certi�ed nurse-midwife, certi�ed 
nurse practitioner, certi�ed registered nurse 
anesthetist, or clinical nurse specialist may 
provide care within their specialty provided

• �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided 
and should  demonstrate knowledge, skills, 
and abilities 

• �e nurse maintains documentation 
satisfactory to the board 

 A registered nurse or licenced practi-
cal nurse should not implement an order 
in certain circumstances. (as shown in 
Figure 14)

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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Social understanding about 

nursing made the society 

consider nurses as cost–bene�t 

health care providers and 

independent decision makers. 

Therefore, nursed could receive 

more funds and governmental 

�nancial aids

Applying for the Fields 
of Nursing Professionals

Specialty Certi�cation

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

 A registered nurse with a current, 
valid license to practice nursing in Ohio 
may use a title or initials denoting specialty 
certi�cation in a particular area of specialty 
in nursing granted by a national certifying 
organization that has established standards 
for practice quali�cations, formal educa-
tion, continuing education, or other 
demonstration of knowledge in specialty 
practice. �e title to be used by the regis-
tered nurse who focuses in a particular 
area of specialty in nursing shall be the 
title granted by the national certifying 
organization to those nurses who meet the 
requirements for specialty certi�cation 
established by the national certifying organ-
ization. �e registered nurse may use such 
title or initials following the title "Regis-
tered Nurse" or the initials "RN". 

 No person shall use any title or initials 
implying or representing specialty certi�ca-
tion unless that person has been granted a 
specialty certi�cation title in nursing by a 
national certifying organization as set forth 
by Board of Nursing.

 Professionalization is an important 
characteristic of in-service careers. �e con-
cept of professionalization is expressed in 

the terminology of many job groups and has 
a long history, especially in social context. 
Dynamic feature and multiple interpreta-
tions of professionalization result in 
numerous de�nitions with di�erent func-
tions and nature. Over the years, many 
people spoke about professionalization in 
nursing and its features. �erefore, there are 
multiple de�nitions and characteristics for 
professionalization in nursing. Also, 
researchers used di�erent methods and tools 
for its assessment and evaluation.

 Nursing profession status is an 
inter-profession and intra-profession 
challenge. Whether there exist nursing 
professionalism or not, remains a chal-
lenge among nurses, sociologists, and his-
torians. For many years, other scientists 
considered nursing as a semi-professional 
career. Until 1970s, nursing profession was 
considered as a female work and women 
were considered as barriers to professionali-
zation in nursing due to their high workload 
and part-time work. At that time, some fac-

tors such as slow formation of scienti�c 
fundamentals of nursing, disagreement in 
educational requirements for nurses, lack 
of academic education at the entry level of 
nursing courses, and lack of theory and 
theory-based research were considered as 
barriers for nursing as a profession.

 Gradually, development of education 
standards and professional certi�cates led 
nursing move to professional status. Having 
stronger powerful basis for theory and 
practice and professional education in 
nursing discipline brought about social 
cognition. 

 Today's rapid changes in value 
systems in society caused nursing to 
encounter more ethical and philosophical 
challenges at providing care to its clients. 
�ese changes also created new nursing 
environments that require professional 
nursing. Accordingly, nursing professionali-
zation de�nition and its attributes need to 
be clari�ed and adapted with rapid changes. 
For this purpose, concept analysis is a suita-
ble method.

 Concepts are the building blocks of 
theories. �ey have important role in 
theory development. Concept analysis is 
one of the strategies in concept develop-
ment. In this strategy, the basic elements of 
a concept for understanding its structure 
and function are assessed. During concept 

analysis process, a researcher, theorist, or 
clinician becomes familiar with di�erent 
attributes and de�nitions of concept and 
its function.

 Evolutionary approach of Rodgers 

in concept analysis is based on contempo-
rary philosophical thinking on concepts 
and their roles in knowledge development. 
In this approach, dynamic features of con-
cepts over time and di�erent social contexts 
are emphasized. From evolutionary perspec-
tive, instead of emphasis on what it is, more 
discovery and assessment are mostly 
focused. Consequently, this process results 
in a form of cyclical concept development. 
With this approach, the �nal results are the 
starting point for more concept analysis. 
Purpose of concept analysis in this 
approach is to explain the concept and its 
attributes more clearly for its further devel-
opment.

 Accordingly, the purpose of the study 
is assessment of nursing professionalization 
concept to understand more about its attrib-
utes, antecedents, and consequences. Since 
the contemporary nursing believed human 
and other nursing phenomena have con-
stantly a changing and interrelated context, 
it seems that nursing professionalization is 
also better understood in the context. �is 
perspective is congruent with evolutionary 
approach in concept analysis. [3, Rank 5]

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

 Professionalization is an important 
characteristic of in-service careers. �e con-
cept of professionalization is expressed in 

the terminology of many job groups and has 
a long history, especially in social context. 
Dynamic feature and multiple interpreta-
tions of professionalization result in 
numerous de�nitions with di�erent func-
tions and nature. Over the years, many 
people spoke about professionalization in 
nursing and its features. �erefore, there are 
multiple de�nitions and characteristics for 
professionalization in nursing. Also, 
researchers used di�erent methods and tools 
for its assessment and evaluation.

 Nursing profession status is an 
inter-profession and intra-profession 
challenge. Whether there exist nursing 
professionalism or not, remains a chal-
lenge among nurses, sociologists, and his-
torians. For many years, other scientists 
considered nursing as a semi-professional 
career. Until 1970s, nursing profession was 
considered as a female work and women 
were considered as barriers to professionali-
zation in nursing due to their high workload 
and part-time work. At that time, some fac-

tors such as slow formation of scienti�c 
fundamentals of nursing, disagreement in 
educational requirements for nurses, lack 
of academic education at the entry level of 
nursing courses, and lack of theory and 
theory-based research were considered as 
barriers for nursing as a profession.

 Gradually, development of education 
standards and professional certi�cates led 
nursing move to professional status. Having 
stronger powerful basis for theory and 
practice and professional education in 
nursing discipline brought about social 
cognition. 

 Today's rapid changes in value 
systems in society caused nursing to 
encounter more ethical and philosophical 
challenges at providing care to its clients. 
�ese changes also created new nursing 
environments that require professional 
nursing. Accordingly, nursing professionali-
zation de�nition and its attributes need to 
be clari�ed and adapted with rapid changes. 
For this purpose, concept analysis is a suita-
ble method.

 Concepts are the building blocks of 
theories. �ey have important role in 
theory development. Concept analysis is 
one of the strategies in concept develop-
ment. In this strategy, the basic elements of 
a concept for understanding its structure 
and function are assessed. During concept 

analysis process, a researcher, theorist, or 
clinician becomes familiar with di�erent 
attributes and de�nitions of concept and 
its function.

 Evolutionary approach of Rodgers 

in concept analysis is based on contempo-
rary philosophical thinking on concepts 
and their roles in knowledge development. 
In this approach, dynamic features of con-
cepts over time and di�erent social contexts 
are emphasized. From evolutionary perspec-
tive, instead of emphasis on what it is, more 
discovery and assessment are mostly 
focused. Consequently, this process results 
in a form of cyclical concept development. 
With this approach, the �nal results are the 
starting point for more concept analysis. 
Purpose of concept analysis in this 
approach is to explain the concept and its 
attributes more clearly for its further devel-
opment.

 Accordingly, the purpose of the study 
is assessment of nursing professionalization 
concept to understand more about its attrib-
utes, antecedents, and consequences. Since 
the contemporary nursing believed human 
and other nursing phenomena have con-
stantly a changing and interrelated context, 
it seems that nursing professionalization is 
also better understood in the context. �is 
perspective is congruent with evolutionary 
approach in concept analysis. [3, Rank 5]

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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Registered Nurse

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

 In the Global Nursing Working Envi-
ronments category, discrepancies in work 
environments of clinical nursing specialists 
due to globalization might transform 
evidence‐based nursing practice or research to 
support inequalities in the global village. �e 
main concern is that global care chains 
demonstrate the south to north migration of 
nurses and this global movement reinforces 
inequities. 

 Migration is structured by the power 
hierarchies embodied in class, ethnicity, 
gender, nationality and race especially in 
the era of Global Nursing shortage described 
how the Norwegian welfare state is becom-
ing a global employer and global nurse 
recruitment generates transnational spaces 
of care. Furthermore, international nurse 
recruitment is not a win–win situation and 
the idealized image of social justice and 
gender equality needs to be critically exam-
ined. 

 Power hierarchies and global justice 
or fairness is a deeper human right need to 
be discussed in practical contexts in nursing 
education. By training nurses to discover 
stereotypical behaviour, hidden prejudices 
and normative structures, nursing education 
has the opportunity to explain how to coun-
teract inequities. Consequently, it is impor-
tant that the use of suitable solutions follows 

local contexts in nursing practice and research.

 �e consequences of power hierarchies 
in clinical nursing healthcare systems cause 
di�erences in nursing, a loss of identity for 
nurses and a risk for deskilling in the profes-
sion. Gender and class are often constituted as 
otherness. Moreover, identity such as the Self 
is relative and changing compared with the 
other argued that Western societies have used 
their hegemonic position of interpretation to 
antagonize those who are non‐Western. 
�roughout colonial history, there have been 
descriptions of qualities such as the other; to 
be childish, irrational and depraved in con-
trast to the Self which has been ascribed with 
qualities as rational, mature, virtues and 
normal.  

 �e present culture, historically and 
still today, has monopolized science, knowl-
edge, and clinical practice and health‐pro-
moting models. It is our lack of concern 
about the social disadvantage of others at 
local, national and global levels that leads to 
serious health disparities. Furthermore, 
social justice is highlighted as being of 
importance for nurses. �ese cases have to be 
further investigated. Education can prevent 
inequalities by training nurses to make con-
scious choices in nursing activities when 
power hierarchies occur in healthcare systems. 
�e Nursing Workforce Management catego-
ry highlighted futuristic modi�cations of the 
existing standards. (as shown in Figure 16) 

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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Licensed Practical Nurse

Figure 16: Nursing- Futuristic Standards

Figure 18: Drift of Standard Setting in Nursing Profession

Figure 17: WHO Suggestions for Standard Improvement 
of the Nursing Profession

 However, nurse migration and the 
export of nurses create business and pro�ts 
for many countries, organizations and 
agencies. �is raises the question of how 
inequality in nurse migration has become a 
moral problem. US researchers concluded 
that analyses of linkages between globali-
zation, migration and care are essential. 

 Nursing education and practice are 
challenged in meeting the expectations of 
nurse professionals and in guaranteeing 
growth in the nursing profession. [4, Rank 
5] 

 �e World Health Organization calls 
for principles which reduces migratory 
e�orts of nurses and improves the standards 
among developing countries (as shown in 
Figure 17) 

Nursing education provides a great opportu-
nity to promote global competencies and 
explain diminishing aspects important for 
the nursing profession in nursing practice. 
Furthermore, a mission is to prepare students 
to train global awareness by actions and 
re�ection on their experiences. 

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

 Advanced Registered Nursing Practice 
Competencies have shifted in focus to 
engagement in a global leadership and pro-
fessional activism. 

 According to research �ndings, they 
recommend an ethical framework and nurs-
ing actions as useful tools in the e�orts to 

reduce inequities and inequalities in Global 
Nursing practice. �e LPN Networking 
explains strategies that could be helpful and 
used to further develop joint creative projects. 
Moreover, global leadership was described as 
being of vital importance. 

 Accordingly, there is a need for inno-
vation in nursing practice to accommodate 
the huge challenges facing the future of nurs-
ing. Work in di�erent healthcare systems and 
team building together with a long‐term 
innovation climate is important for Global 
Nursing Networking. In both nursing educa-
tion and practice, there are great opportunities 
for nurse professionals and faculty to collabo-
rate in the global community. �e results 
showed that the UK and the USA are active 
participants writing about Global Nursing 
issues, which means that it is essentially a 
Western perspective that is being shown. 

 �is is a question of concern as the con-
cept of a global representation might also be 
connected to values that have their origin in 
colonialism. Researchers stress the importance 
of postcolonial awareness in nursing when 
dealing with matters of globalization. Post-co-
lonialism has been described as the response 
to the marginalization of Western cultures’ 
values and norms. �is is a concern as the 
Western context needs to undergo a series of 
changes to tackle its colonial past even in 
nursing. �is is a critical aspect in advocating 
for a global agenda in nursing. [4, Rank 5]

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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In countries with nurse export, 

there is a lack of healthcare 

professionals, which in turn 

results in a lack of health care, an 

economic imbalance and 

vulnerability among people. 

Accordingly, in developing 

countries, nurse recruitment 

hinders people in their ability to 

make use of their political 

liberties.

Expert Nursing Practice

Nursing education provides a great opportu-
nity to promote global competencies and 
explain diminishing aspects important for 
the nursing profession in nursing practice. 
Furthermore, a mission is to prepare students 
to train global awareness by actions and 
re�ection on their experiences. 

• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

 Advanced Registered Nursing Practice 
Competencies have shifted in focus to 
engagement in a global leadership and pro-
fessional activism. 

 According to research �ndings, they 
recommend an ethical framework and nurs-
ing actions as useful tools in the e�orts to 

reduce inequities and inequalities in Global 
Nursing practice. �e LPN Networking 
explains strategies that could be helpful and 
used to further develop joint creative projects. 
Moreover, global leadership was described as 
being of vital importance. 

 Accordingly, there is a need for inno-
vation in nursing practice to accommodate 
the huge challenges facing the future of nurs-
ing. Work in di�erent healthcare systems and 
team building together with a long‐term 
innovation climate is important for Global 
Nursing Networking. In both nursing educa-
tion and practice, there are great opportunities 
for nurse professionals and faculty to collabo-
rate in the global community. �e results 
showed that the UK and the USA are active 
participants writing about Global Nursing 
issues, which means that it is essentially a 
Western perspective that is being shown. 

 �is is a question of concern as the con-
cept of a global representation might also be 
connected to values that have their origin in 
colonialism. Researchers stress the importance 
of postcolonial awareness in nursing when 
dealing with matters of globalization. Post-co-
lonialism has been described as the response 
to the marginalization of Western cultures’ 
values and norms. �is is a concern as the 
Western context needs to undergo a series of 
changes to tackle its colonial past even in 
nursing. �is is a critical aspect in advocating 
for a global agenda in nursing. [4, Rank 5]

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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• A registered nurse shall provide nurs-
ing care within the scope of practice of nurs-
ing for a registered nurse. �e nurse should 
maintain current knowledge of the duties, 
responsibilities, and accountabilities for safe 
nursing practice.

• A registered nurse shall demonstrate 
competence and accountability in all areas 
of practice in which the nurse is engaged 
including. 

• Consistent performance of all aspects 
of nursing care and recognition, referral or 
consultation, and intervention, when a 
complication arises.

•  A registered nurse may provide nurs-
ing care that is beyond basic nursing prepa-
ration for a registered nurse, provided.

•  �e nurse obtains education that em-
anates from a recognized body of knowledge 
relative to the nursing care to be provided.

• �e nurse demonstrates knowledge, 
skills, and abilities necessary to provide the 
nursing care.

• �e nurse maintains documentation 
satisfactory to the board when the nursing 
care is to be provided 

• �e nursing care does not involve a 
function or procedure that is prohibited by 
any other law or rule.

• Take any other action needed to 
assure the safety of the patient.

• A registered nurse shall, in a timely 
manner, report to and consult as necessary 
with other nurses or other members of the 
health care team and make referrals as neces-
sary.

• A registered nurse shall maintain the 
con�dentiality of patient information. �e 
registered nurse shall communicate patient 
information with other members of the 
health care team for health care purposes 
only, shall access patient information only 
for purposes of patient care and shall not 
disseminate patient information through 
social media, texting, emailing or any other 
form of communication.

•  To the maximum extent feasible, 
identi�able patient health care information 
shall not be disclosed by a registered nurse 
unless the patient has consented to the 
disclosure of identi�able patient health care 
information. 

• �e registered nurse shall use accept-
able standards of safe nursing care as a basis 
for any observation, advice, instruction, 
teaching, or evaluation and shall communi-
cate information which is consistent with 
acceptable standards of safe nursing care.

• When a registered nurse provides 
direction to a licensed practical nurse the 
registered nurse shall �rst assess the condi-
tion of the patient, type of nursing care the 
patient requires, complexity and frequency 
of the nursing care and the training, skill, 
and ability of the licensed practical nurse 
with resources available.              

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)
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The meta-language of nursing 

contains the basic building 

blocks or foundation for the 

discipline and profession of 

nursing. The basic elements of 

the discipline need to be 

explored from an integral or 

holistic nursing perspective 

throughout nursing education 

programs and especially in 

introductory and fundamen-

tals courses.

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]
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�e Practice of 
Nursing as a Registered Nurse 

Figure 19: Changes in Nursing Challenges –                  
How to Solve?

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 Researchers used the 2007 Pearson 
Report and found that states that had only 
the state’s Board of Nursing as a regulator 
granted Nurse practitioners more authority 
than states where the Board of Nursing 
shared regulatory authority with other 
groups (usually physician led). Researchers 
consulted each state’s Board of Nursing to 
characterize Nurse practitioners regulations 
in 2001. �ey found that many states had 
recently broadened Nurse practitioners’ 
scope-of-practice, speci�cally granting 
greater prescriptive authority.  Researchers 
examined Nurse practitioners regulations 
over time, speci�cally those addressing 
Nurse practitioners ability to practice 

without physician oversight, and found 
that in states that allow independent 
Nurse practitioner practice there were 
more frequent routine checkups and less 
emergency room usage. 

 Other studies look at the relationship 
between state Nurse practitioners regulation 
and various labor market outcomes but, 
again, only for individual years and/or a lim-
ited range of regulatory characteristics, for 
example, used the Pearson Report to look at 
the relationship between state regulations 
and growth in the nurse practitioners work-
force.  Researchers used Pearson data to 
examine the relationship between Nurse 
practitioners regulation of independent 
practice and/or prescription authority and 
receipt of primary care from Nurse practi-
tioners by Medicare bene�ciaries, �nding 
that bene�ciaries residing in less restrictive 
states had a greater likelihood of receiving 
care from nurse practitioners. Because state 
Nurse practitioners regulations were classi-
�ed into three general levels of restrictive-
ness, detailed information on state regula-
tion of Nurse practitioners was not reported.

 Research on Physician assistant reg-
ulations is especially limited. Results indi-
cate that Physician assistants were 
increasing in number, increasingly female, 
and increasingly subject to more stringent 
educational requirements. Few investiga-
tions examined trends in both Nurse prac-

titioners and Physician assistants’ regula-
tions, and in few instances is detailed 
information regarding speci�c regulations 
provided. �is thorough examination of 
nurse practitioners and Physician assistant 
regulations across states over the 1990s 
found that NP and Physician assistants 
scope-of-practice increased over the 1990s, 
as did their use. 

 Nurse practitioners and Physician 
assistants scope-of-practice laws, if liber-
alized, would increase entry-to-practice, 
with positive bene�ts for patient out-
comes. �us, it is expected that providing 
Nurse practitioners and Physician assis-
tants with increased prescriptive authority 
and the ability to practice with reduced 
levels of physician involvement should 
both enhance their ability to provide care 
and draw additional entrants into the 
�eld, thereby improving patient access to 
primary care.

 It is possible that concomitant adop-
tion of more stringent educational require-
ments could, over the short term, serve as a 
barrier to aspiring Physician assistants and 
Physician assistants, thereby, reducing 
entry-to-practice, with adverse implications 
for patient access. On the other hand, since 
demand for professional services and inabil-
ity of the medical profession to supply the 
demand has contributed to the develop-
ment of the NP and Physician assistants 

professions, it is possible that in the future 
there could be graded levels of these midlev-
el professionals, akin to the distinction 
between associates degree-level physical/ 
occupational therapy assistants from doctor-
al-level physical/occupational therapists. [3, 
Rank 5]

 Nurses are the largest group of pro-
fessionals within the global health care 
system, with a total of 19.3 million nurs-
ing and midwifery personnel in the world. 
�e current and growing shortage of regis-
tered nurses (RNs) in health care systems is 
thus a global concern. In fact, the European 
Commission has estimated that there will be 
a shortage of 590,000 nurses by the year 
2020. In the United States, employment of 
RNs is expected to grow faster than the 
expected average for all occupations. Most 
countries within the Organization for 
Economic Cooperation and Development 
(OECD) have reported a nursing short-
age, which is predicted to get worse 
because the current nursing population is 
aging. �is shortage of RNs in�uences the 
delivery of health care and negatively a�ects 
patient outcomes; an insu�cient nurse 
sta�ng level is associated with negative 
patient outcomes and decreased nurse job 
satisfaction.

 From the society's and healthcare's 
points of view, professional turnover is a 
more signi�cant form of work transitions 

than organizational turnover. �ose RNs, 
who are leaving the profession, are reduc-
ing the total number of nurses in the man-
power, which has an impact on the present 
nursing shortage and is leading to a per-
manent loss of productivity. Nurses leav-
ing the profession take their implicit 
knowledge, experience, and contribution 
from the organizations and also from the 
nursing workforce. 

 �e �nancial investments used on 
nurse's education, orientation, and con-
tinuing education are lost. Moreover, 
nurse turnover is also costly to organizations 
(as shown in Figure 20)

  It results in the direct and indirect 
costs of �lling the positions, and second, 
because of the loss of organizational produc-
tivity and knowledge. At the same time of 
this global nursing shortage, many nurses 
are considering leaving their job, profession 
or are out of the nursing workforce. Nurses' 

intention to leave the profession varied from 
4% up to 54% across the studies interna-
tionally.

 Turnover intention appears to be a 
multistage process consisting of psychologi-
cal, cognitive, and behavioral components 
and has been found to predict the actual 
decision to leave the profession. (as shown 
in Figure 21)

 �e majority of leavers began the pro-
cess with serious consideration in the �nal 
year preceding leaving, and the actual deci-
sion to leave was then made within the 6 
months prior to determination. One year 
prior to changing careers, actual career 
changers were actively looking for a new 
career and had a high intention to leave 
their current job. Furthermore, another 

study revealed that nurses left nursing 
within 6 months of their decision to leave. 
Several speci�c factors are related to young 
RNs' intentions to leave the profession (as 

shown in Figure 22) 
  An imbalance of e�ort and reward, high 
psychological demands, and higher job 
strain, in�uence young nurses' intention to 
resign from their nursing careers and ulti-
mately result in Professional standard devia-
tions.

 �e �nal decision to leave the profes-
sion is likely to be the result of an individual 
re�ection process with multiple underlying 
causes. �e youngest generation of nurses 
are most willing to leave the job and the 
nursing profession. Researchers have report-
ed that in the United States more RN grad-

uates left their �rst nursing job (26%) 
than nursing profession (2%) during the 
�rst two years in career. According to a 
study, in most European countries the 
intent to leave the profession was highest in 
the age groups between 25 and 35 years of 
age. In another study, diploma-quali�ed 
nurses' movement into other activities was 
highest around the age of 28 and declined 
thereafter. �e rate of leaving the nursing 
profession for a better job was highest at the 
age of 32. However, con�icting �ndings also 
exist. Also older nurses were having higher 
intention to leave the profession than 
younger nurses.

 According to a study, graduates of a 
younger age are more vulnerable to early 
career burnout, which is associated with the 
intention to leave the profession. In another 
study, both the survey questionnaire and the 
open-ended questions showed that young 
nurses' intentions to leave the profession 
were connected with the highly demanding 
work, burnout and dissatisfaction with 
salary levels. [3, Rank 4]

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

Pooling Teaching Resources

Tracking and Projecting
Faculty Needs

New Educational Models

Global Networking
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 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 Researchers used the 2007 Pearson 
Report and found that states that had only 
the state’s Board of Nursing as a regulator 
granted Nurse practitioners more authority 
than states where the Board of Nursing 
shared regulatory authority with other 
groups (usually physician led). Researchers 
consulted each state’s Board of Nursing to 
characterize Nurse practitioners regulations 
in 2001. �ey found that many states had 
recently broadened Nurse practitioners’ 
scope-of-practice, speci�cally granting 
greater prescriptive authority.  Researchers 
examined Nurse practitioners regulations 
over time, speci�cally those addressing 
Nurse practitioners ability to practice 

without physician oversight, and found 
that in states that allow independent 
Nurse practitioner practice there were 
more frequent routine checkups and less 
emergency room usage. 

 Other studies look at the relationship 
between state Nurse practitioners regulation 
and various labor market outcomes but, 
again, only for individual years and/or a lim-
ited range of regulatory characteristics, for 
example, used the Pearson Report to look at 
the relationship between state regulations 
and growth in the nurse practitioners work-
force.  Researchers used Pearson data to 
examine the relationship between Nurse 
practitioners regulation of independent 
practice and/or prescription authority and 
receipt of primary care from Nurse practi-
tioners by Medicare bene�ciaries, �nding 
that bene�ciaries residing in less restrictive 
states had a greater likelihood of receiving 
care from nurse practitioners. Because state 
Nurse practitioners regulations were classi-
�ed into three general levels of restrictive-
ness, detailed information on state regula-
tion of Nurse practitioners was not reported.

 Research on Physician assistant reg-
ulations is especially limited. Results indi-
cate that Physician assistants were 
increasing in number, increasingly female, 
and increasingly subject to more stringent 
educational requirements. Few investiga-
tions examined trends in both Nurse prac-

titioners and Physician assistants’ regula-
tions, and in few instances is detailed 
information regarding speci�c regulations 
provided. �is thorough examination of 
nurse practitioners and Physician assistant 
regulations across states over the 1990s 
found that NP and Physician assistants 
scope-of-practice increased over the 1990s, 
as did their use. 

 Nurse practitioners and Physician 
assistants scope-of-practice laws, if liber-
alized, would increase entry-to-practice, 
with positive bene�ts for patient out-
comes. �us, it is expected that providing 
Nurse practitioners and Physician assis-
tants with increased prescriptive authority 
and the ability to practice with reduced 
levels of physician involvement should 
both enhance their ability to provide care 
and draw additional entrants into the 
�eld, thereby improving patient access to 
primary care.

 It is possible that concomitant adop-
tion of more stringent educational require-
ments could, over the short term, serve as a 
barrier to aspiring Physician assistants and 
Physician assistants, thereby, reducing 
entry-to-practice, with adverse implications 
for patient access. On the other hand, since 
demand for professional services and inabil-
ity of the medical profession to supply the 
demand has contributed to the develop-
ment of the NP and Physician assistants 

professions, it is possible that in the future 
there could be graded levels of these midlev-
el professionals, akin to the distinction 
between associates degree-level physical/ 
occupational therapy assistants from doctor-
al-level physical/occupational therapists. [3, 
Rank 5]

 Nurses are the largest group of pro-
fessionals within the global health care 
system, with a total of 19.3 million nurs-
ing and midwifery personnel in the world. 
�e current and growing shortage of regis-
tered nurses (RNs) in health care systems is 
thus a global concern. In fact, the European 
Commission has estimated that there will be 
a shortage of 590,000 nurses by the year 
2020. In the United States, employment of 
RNs is expected to grow faster than the 
expected average for all occupations. Most 
countries within the Organization for 
Economic Cooperation and Development 
(OECD) have reported a nursing short-
age, which is predicted to get worse 
because the current nursing population is 
aging. �is shortage of RNs in�uences the 
delivery of health care and negatively a�ects 
patient outcomes; an insu�cient nurse 
sta�ng level is associated with negative 
patient outcomes and decreased nurse job 
satisfaction.

 From the society's and healthcare's 
points of view, professional turnover is a 
more signi�cant form of work transitions 

than organizational turnover. �ose RNs, 
who are leaving the profession, are reduc-
ing the total number of nurses in the man-
power, which has an impact on the present 
nursing shortage and is leading to a per-
manent loss of productivity. Nurses leav-
ing the profession take their implicit 
knowledge, experience, and contribution 
from the organizations and also from the 
nursing workforce. 

 �e �nancial investments used on 
nurse's education, orientation, and con-
tinuing education are lost. Moreover, 
nurse turnover is also costly to organizations 
(as shown in Figure 20)

  It results in the direct and indirect 
costs of �lling the positions, and second, 
because of the loss of organizational produc-
tivity and knowledge. At the same time of 
this global nursing shortage, many nurses 
are considering leaving their job, profession 
or are out of the nursing workforce. Nurses' 

intention to leave the profession varied from 
4% up to 54% across the studies interna-
tionally.

 Turnover intention appears to be a 
multistage process consisting of psychologi-
cal, cognitive, and behavioral components 
and has been found to predict the actual 
decision to leave the profession. (as shown 
in Figure 21)

 �e majority of leavers began the pro-
cess with serious consideration in the �nal 
year preceding leaving, and the actual deci-
sion to leave was then made within the 6 
months prior to determination. One year 
prior to changing careers, actual career 
changers were actively looking for a new 
career and had a high intention to leave 
their current job. Furthermore, another 

study revealed that nurses left nursing 
within 6 months of their decision to leave. 
Several speci�c factors are related to young 
RNs' intentions to leave the profession (as 

shown in Figure 22) 
  An imbalance of e�ort and reward, high 
psychological demands, and higher job 
strain, in�uence young nurses' intention to 
resign from their nursing careers and ulti-
mately result in Professional standard devia-
tions.

 �e �nal decision to leave the profes-
sion is likely to be the result of an individual 
re�ection process with multiple underlying 
causes. �e youngest generation of nurses 
are most willing to leave the job and the 
nursing profession. Researchers have report-
ed that in the United States more RN grad-

uates left their �rst nursing job (26%) 
than nursing profession (2%) during the 
�rst two years in career. According to a 
study, in most European countries the 
intent to leave the profession was highest in 
the age groups between 25 and 35 years of 
age. In another study, diploma-quali�ed 
nurses' movement into other activities was 
highest around the age of 28 and declined 
thereafter. �e rate of leaving the nursing 
profession for a better job was highest at the 
age of 32. However, con�icting �ndings also 
exist. Also older nurses were having higher 
intention to leave the profession than 
younger nurses.

 According to a study, graduates of a 
younger age are more vulnerable to early 
career burnout, which is associated with the 
intention to leave the profession. In another 
study, both the survey questionnaire and the 
open-ended questions showed that young 
nurses' intentions to leave the profession 
were connected with the highly demanding 
work, burnout and dissatisfaction with 
salary levels. [3, Rank 4]

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]
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Figure 20: Nurses Turnover and Burden on Organisation

Figure 21: Nurses’ Turn Over and Fcators A�ecting 
Turnover Intention

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 Researchers used the 2007 Pearson 
Report and found that states that had only 
the state’s Board of Nursing as a regulator 
granted Nurse practitioners more authority 
than states where the Board of Nursing 
shared regulatory authority with other 
groups (usually physician led). Researchers 
consulted each state’s Board of Nursing to 
characterize Nurse practitioners regulations 
in 2001. �ey found that many states had 
recently broadened Nurse practitioners’ 
scope-of-practice, speci�cally granting 
greater prescriptive authority.  Researchers 
examined Nurse practitioners regulations 
over time, speci�cally those addressing 
Nurse practitioners ability to practice 

without physician oversight, and found 
that in states that allow independent 
Nurse practitioner practice there were 
more frequent routine checkups and less 
emergency room usage. 

 Other studies look at the relationship 
between state Nurse practitioners regulation 
and various labor market outcomes but, 
again, only for individual years and/or a lim-
ited range of regulatory characteristics, for 
example, used the Pearson Report to look at 
the relationship between state regulations 
and growth in the nurse practitioners work-
force.  Researchers used Pearson data to 
examine the relationship between Nurse 
practitioners regulation of independent 
practice and/or prescription authority and 
receipt of primary care from Nurse practi-
tioners by Medicare bene�ciaries, �nding 
that bene�ciaries residing in less restrictive 
states had a greater likelihood of receiving 
care from nurse practitioners. Because state 
Nurse practitioners regulations were classi-
�ed into three general levels of restrictive-
ness, detailed information on state regula-
tion of Nurse practitioners was not reported.

 Research on Physician assistant reg-
ulations is especially limited. Results indi-
cate that Physician assistants were 
increasing in number, increasingly female, 
and increasingly subject to more stringent 
educational requirements. Few investiga-
tions examined trends in both Nurse prac-

titioners and Physician assistants’ regula-
tions, and in few instances is detailed 
information regarding speci�c regulations 
provided. �is thorough examination of 
nurse practitioners and Physician assistant 
regulations across states over the 1990s 
found that NP and Physician assistants 
scope-of-practice increased over the 1990s, 
as did their use. 

 Nurse practitioners and Physician 
assistants scope-of-practice laws, if liber-
alized, would increase entry-to-practice, 
with positive bene�ts for patient out-
comes. �us, it is expected that providing 
Nurse practitioners and Physician assis-
tants with increased prescriptive authority 
and the ability to practice with reduced 
levels of physician involvement should 
both enhance their ability to provide care 
and draw additional entrants into the 
�eld, thereby improving patient access to 
primary care.

 It is possible that concomitant adop-
tion of more stringent educational require-
ments could, over the short term, serve as a 
barrier to aspiring Physician assistants and 
Physician assistants, thereby, reducing 
entry-to-practice, with adverse implications 
for patient access. On the other hand, since 
demand for professional services and inabil-
ity of the medical profession to supply the 
demand has contributed to the develop-
ment of the NP and Physician assistants 

professions, it is possible that in the future 
there could be graded levels of these midlev-
el professionals, akin to the distinction 
between associates degree-level physical/ 
occupational therapy assistants from doctor-
al-level physical/occupational therapists. [3, 
Rank 5]

 Nurses are the largest group of pro-
fessionals within the global health care 
system, with a total of 19.3 million nurs-
ing and midwifery personnel in the world. 
�e current and growing shortage of regis-
tered nurses (RNs) in health care systems is 
thus a global concern. In fact, the European 
Commission has estimated that there will be 
a shortage of 590,000 nurses by the year 
2020. In the United States, employment of 
RNs is expected to grow faster than the 
expected average for all occupations. Most 
countries within the Organization for 
Economic Cooperation and Development 
(OECD) have reported a nursing short-
age, which is predicted to get worse 
because the current nursing population is 
aging. �is shortage of RNs in�uences the 
delivery of health care and negatively a�ects 
patient outcomes; an insu�cient nurse 
sta�ng level is associated with negative 
patient outcomes and decreased nurse job 
satisfaction.

 From the society's and healthcare's 
points of view, professional turnover is a 
more signi�cant form of work transitions 

than organizational turnover. �ose RNs, 
who are leaving the profession, are reduc-
ing the total number of nurses in the man-
power, which has an impact on the present 
nursing shortage and is leading to a per-
manent loss of productivity. Nurses leav-
ing the profession take their implicit 
knowledge, experience, and contribution 
from the organizations and also from the 
nursing workforce. 

 �e �nancial investments used on 
nurse's education, orientation, and con-
tinuing education are lost. Moreover, 
nurse turnover is also costly to organizations 
(as shown in Figure 20)

  It results in the direct and indirect 
costs of �lling the positions, and second, 
because of the loss of organizational produc-
tivity and knowledge. At the same time of 
this global nursing shortage, many nurses 
are considering leaving their job, profession 
or are out of the nursing workforce. Nurses' 

intention to leave the profession varied from 
4% up to 54% across the studies interna-
tionally.

 Turnover intention appears to be a 
multistage process consisting of psychologi-
cal, cognitive, and behavioral components 
and has been found to predict the actual 
decision to leave the profession. (as shown 
in Figure 21)

 �e majority of leavers began the pro-
cess with serious consideration in the �nal 
year preceding leaving, and the actual deci-
sion to leave was then made within the 6 
months prior to determination. One year 
prior to changing careers, actual career 
changers were actively looking for a new 
career and had a high intention to leave 
their current job. Furthermore, another 

study revealed that nurses left nursing 
within 6 months of their decision to leave. 
Several speci�c factors are related to young 
RNs' intentions to leave the profession (as 

shown in Figure 22) 
  An imbalance of e�ort and reward, high 
psychological demands, and higher job 
strain, in�uence young nurses' intention to 
resign from their nursing careers and ulti-
mately result in Professional standard devia-
tions.

 �e �nal decision to leave the profes-
sion is likely to be the result of an individual 
re�ection process with multiple underlying 
causes. �e youngest generation of nurses 
are most willing to leave the job and the 
nursing profession. Researchers have report-
ed that in the United States more RN grad-

uates left their �rst nursing job (26%) 
than nursing profession (2%) during the 
�rst two years in career. According to a 
study, in most European countries the 
intent to leave the profession was highest in 
the age groups between 25 and 35 years of 
age. In another study, diploma-quali�ed 
nurses' movement into other activities was 
highest around the age of 28 and declined 
thereafter. �e rate of leaving the nursing 
profession for a better job was highest at the 
age of 32. However, con�icting �ndings also 
exist. Also older nurses were having higher 
intention to leave the profession than 
younger nurses.

 According to a study, graduates of a 
younger age are more vulnerable to early 
career burnout, which is associated with the 
intention to leave the profession. In another 
study, both the survey questionnaire and the 
open-ended questions showed that young 
nurses' intentions to leave the profession 
were connected with the highly demanding 
work, burnout and dissatisfaction with 
salary levels. [3, Rank 4]

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]
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 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 Researchers used the 2007 Pearson 
Report and found that states that had only 
the state’s Board of Nursing as a regulator 
granted Nurse practitioners more authority 
than states where the Board of Nursing 
shared regulatory authority with other 
groups (usually physician led). Researchers 
consulted each state’s Board of Nursing to 
characterize Nurse practitioners regulations 
in 2001. �ey found that many states had 
recently broadened Nurse practitioners’ 
scope-of-practice, speci�cally granting 
greater prescriptive authority.  Researchers 
examined Nurse practitioners regulations 
over time, speci�cally those addressing 
Nurse practitioners ability to practice 

without physician oversight, and found 
that in states that allow independent 
Nurse practitioner practice there were 
more frequent routine checkups and less 
emergency room usage. 

 Other studies look at the relationship 
between state Nurse practitioners regulation 
and various labor market outcomes but, 
again, only for individual years and/or a lim-
ited range of regulatory characteristics, for 
example, used the Pearson Report to look at 
the relationship between state regulations 
and growth in the nurse practitioners work-
force.  Researchers used Pearson data to 
examine the relationship between Nurse 
practitioners regulation of independent 
practice and/or prescription authority and 
receipt of primary care from Nurse practi-
tioners by Medicare bene�ciaries, �nding 
that bene�ciaries residing in less restrictive 
states had a greater likelihood of receiving 
care from nurse practitioners. Because state 
Nurse practitioners regulations were classi-
�ed into three general levels of restrictive-
ness, detailed information on state regula-
tion of Nurse practitioners was not reported.

 Research on Physician assistant reg-
ulations is especially limited. Results indi-
cate that Physician assistants were 
increasing in number, increasingly female, 
and increasingly subject to more stringent 
educational requirements. Few investiga-
tions examined trends in both Nurse prac-

titioners and Physician assistants’ regula-
tions, and in few instances is detailed 
information regarding speci�c regulations 
provided. �is thorough examination of 
nurse practitioners and Physician assistant 
regulations across states over the 1990s 
found that NP and Physician assistants 
scope-of-practice increased over the 1990s, 
as did their use. 

 Nurse practitioners and Physician 
assistants scope-of-practice laws, if liber-
alized, would increase entry-to-practice, 
with positive bene�ts for patient out-
comes. �us, it is expected that providing 
Nurse practitioners and Physician assis-
tants with increased prescriptive authority 
and the ability to practice with reduced 
levels of physician involvement should 
both enhance their ability to provide care 
and draw additional entrants into the 
�eld, thereby improving patient access to 
primary care.

 It is possible that concomitant adop-
tion of more stringent educational require-
ments could, over the short term, serve as a 
barrier to aspiring Physician assistants and 
Physician assistants, thereby, reducing 
entry-to-practice, with adverse implications 
for patient access. On the other hand, since 
demand for professional services and inabil-
ity of the medical profession to supply the 
demand has contributed to the develop-
ment of the NP and Physician assistants 

professions, it is possible that in the future 
there could be graded levels of these midlev-
el professionals, akin to the distinction 
between associates degree-level physical/ 
occupational therapy assistants from doctor-
al-level physical/occupational therapists. [3, 
Rank 5]

 Nurses are the largest group of pro-
fessionals within the global health care 
system, with a total of 19.3 million nurs-
ing and midwifery personnel in the world. 
�e current and growing shortage of regis-
tered nurses (RNs) in health care systems is 
thus a global concern. In fact, the European 
Commission has estimated that there will be 
a shortage of 590,000 nurses by the year 
2020. In the United States, employment of 
RNs is expected to grow faster than the 
expected average for all occupations. Most 
countries within the Organization for 
Economic Cooperation and Development 
(OECD) have reported a nursing short-
age, which is predicted to get worse 
because the current nursing population is 
aging. �is shortage of RNs in�uences the 
delivery of health care and negatively a�ects 
patient outcomes; an insu�cient nurse 
sta�ng level is associated with negative 
patient outcomes and decreased nurse job 
satisfaction.

 From the society's and healthcare's 
points of view, professional turnover is a 
more signi�cant form of work transitions 

than organizational turnover. �ose RNs, 
who are leaving the profession, are reduc-
ing the total number of nurses in the man-
power, which has an impact on the present 
nursing shortage and is leading to a per-
manent loss of productivity. Nurses leav-
ing the profession take their implicit 
knowledge, experience, and contribution 
from the organizations and also from the 
nursing workforce. 

 �e �nancial investments used on 
nurse's education, orientation, and con-
tinuing education are lost. Moreover, 
nurse turnover is also costly to organizations 
(as shown in Figure 20)

  It results in the direct and indirect 
costs of �lling the positions, and second, 
because of the loss of organizational produc-
tivity and knowledge. At the same time of 
this global nursing shortage, many nurses 
are considering leaving their job, profession 
or are out of the nursing workforce. Nurses' 

intention to leave the profession varied from 
4% up to 54% across the studies interna-
tionally.

 Turnover intention appears to be a 
multistage process consisting of psychologi-
cal, cognitive, and behavioral components 
and has been found to predict the actual 
decision to leave the profession. (as shown 
in Figure 21)

 �e majority of leavers began the pro-
cess with serious consideration in the �nal 
year preceding leaving, and the actual deci-
sion to leave was then made within the 6 
months prior to determination. One year 
prior to changing careers, actual career 
changers were actively looking for a new 
career and had a high intention to leave 
their current job. Furthermore, another 

study revealed that nurses left nursing 
within 6 months of their decision to leave. 
Several speci�c factors are related to young 
RNs' intentions to leave the profession (as 

shown in Figure 22) 
  An imbalance of e�ort and reward, high 
psychological demands, and higher job 
strain, in�uence young nurses' intention to 
resign from their nursing careers and ulti-
mately result in Professional standard devia-
tions.

 �e �nal decision to leave the profes-
sion is likely to be the result of an individual 
re�ection process with multiple underlying 
causes. �e youngest generation of nurses 
are most willing to leave the job and the 
nursing profession. Researchers have report-
ed that in the United States more RN grad-

uates left their �rst nursing job (26%) 
than nursing profession (2%) during the 
�rst two years in career. According to a 
study, in most European countries the 
intent to leave the profession was highest in 
the age groups between 25 and 35 years of 
age. In another study, diploma-quali�ed 
nurses' movement into other activities was 
highest around the age of 28 and declined 
thereafter. �e rate of leaving the nursing 
profession for a better job was highest at the 
age of 32. However, con�icting �ndings also 
exist. Also older nurses were having higher 
intention to leave the profession than 
younger nurses.

 According to a study, graduates of a 
younger age are more vulnerable to early 
career burnout, which is associated with the 
intention to leave the profession. In another 
study, both the survey questionnaire and the 
open-ended questions showed that young 
nurses' intentions to leave the profession 
were connected with the highly demanding 
work, burnout and dissatisfaction with 
salary levels. [3, Rank 4]

 A close examination of the process of 
intervention implementation suggests that 
it was successful in engaging practice mem-
bers in developing a sense of shared purpose 
and identity that enabled some participants 

to discover, envision and implement mean-
ingful change objectives and learn from the 
change process. Quality Improvement (QI) 
is most likely to be embraced by members 
in practices where there is a perceived 
urgent practice need or concern, clear 
system and practice leadership support for 
change, a perception of �exibility around 
options for change, and, where there is a 
history of previous success implementing 
change. 

 First, the current conditions of daily 
practice often impede practice change. Pri-
mary care practices face tremendous pro-
ductivity pressures in today's health care 
environment. In addition, practice resources 
are shallow. In the current stretched-thin 
environment, practices have limited capaci-
ty for change. �ey are under strong pres-
sure just to get through and survive the day. 
�us, even if motivation is generated by the 
initial stages, competing demands and limi-
tations mitigate against being able to trans-
late this motivation and vision into changes 
that may make more work in the short term, 
even if they have the potential to be bene�-
cial in the long term.

 Second, the approach was a compro-
mise on two levels. Logistically, the Quality 
Improvement intervention was squeezed 
into busy practice days, rather than rolled 
out in o�-site day-long or multi-day 

retreats, as it typically has been used in 
industry. Embedding the introduction and 
implementation of the intervention within 
usual work days was necessary to achieve the 
initial buy-in of sta� members at busy par-
ticipating practices. Yet, the truncated 
schedule meant abbreviating important 
elements of the Quality Improvement pro-
cess; the crafting of a resonate change topic 
and the sharing of personal stories that are 
both the source of new organizational 
images and set a climate for collective 
dreaming by helping people open up about 
deeply held desires and yearnings.

 Furthermore, schedule restrictions 
meant that the intervention did not neces-
sarily have the time to generate buy-in and 
strong instrumental support of the practice 
and systems leaders (a key initial condition 

for practice engagement) or allow motivat-
ed, engaged practice participants to gain a 
sense that the envisioned changes could be 
supported in day-to-day practice. �is 
adapted approach may have impeded the 
e�ectiveness of Quality Improvement and 
discouraged practices from initiating truly 
transformative change by encouraging a 
quick and easy change objective. 

 Additionally, in order to try to �nd a 
balance between changes that were fully 
practice-initiated and those that related spe-
ci�cally to preventive service delivery, we 
engaged practices in two Quality Improve-
ment cycles: the �rst on a totally practice-in-
itiated topic, the second on preventive 
service delivery. A shared motivation among 
practice members is considered important 
for quality improvement success, however, 
many practices found the topic less engag-
ing than the change objective that they 
self-identi�ed as being more important. �e 
compromise of trying to rush through two 
topics in already over-extended practices 
may have been self-defeating.

 �e familiarity and comfort with Ap-
preciative Inquiry may not have been strong 
enough to make the researchers pro�cient at 
adapting the approach to an untried setting 
and timeframe. �e training and previous 
exposure to the process were around two to 
three day intensive intervention retreats in 
business settings and skill at helping to craft 

an a�rmative topic that is strategic, attrac-
tive and positive instead of problem focused 
were un-tested. In successful examples of 
Quality Improvement, the management 
and leadership of organizations were 
intensely involved in setting the appreciative 
topic and throughout the design and imple-
mentation stages. Additionally, a goal of 
Quality Improvement is to change the way 
people talk about and perceive their organi-
zation, to generate a new, or at least expand-
ed self image that plays out in how people 
perform. �e timeframe, the practice's 
availability, and the initial study time spent 
identifying practice change objectives made 
their approach ill-suited to molding practice 
culture or facilitating the transformational 
changes that Quality Improvement has pro-
duced for others.

 One way to act on these interpreta-
tions of the �ndings would be to apply 
Quality Improvement only in highly select-
ed settings in which time, high-level buy-in 
and follow-through resources are present. 
�ere are hopeful signs that when primary 
care practices are given reduced workloads 
they are more able to make substantial prac-
tice inprovements. System changes that pro-
vide primary care with the time and resourc-
es necessary to ful�ll its essential role in a 
functional health care system will provide 
increased opportunities for application of 
study �ndings.

 Another approach is to build on what 
has been learned here about when the Qual-
ity Improvement process may be most help-
ful, and how it can be tailored to the unique 
characteristics of each setting. A quality Im-
provement topic that re�ects a shared prac-
tice vision and purpose is more engaging to 
practices than an externally decided change 
topic. In particular, this service could not be 
searched because you are not connected to 
the Internet. Please connect and try again. 
process can be helpful to practices needing 
to address issues where self-re�ection and 
clarity of practice values are important. A 
topic re�ecting shared values can energize 
people on a personal, meaningful level and 
allow practice members to coalesce around a 
common goal. 

 Based upon the level of enthusiasm 
they observed in practices when a shared 
vision was identi�ed it may be an important 
consideration when trying to choose and 
implement a practice improvement. Further 
study incorporating e�orts to uncover and 
take advantage of existing practice motiva-
tions, in addition to �nding ways to develop 
enabling practice conditions, may inform 
the development of creative multi-faceted 
interventions that can better mesh with 
external guideline goals to improve quality 
management in healthcare. [10, Rank 3]

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

High Psychological Demands

Higher Job Strain

Imbalance of Effort and Reward

LOSS OF STANDARDS

JOB RESIGNATION



2

® Nursing Jurisprudence Laws In Ohio

30

Evidence-based practice in 

nursing has been de�ned as 

patient-centered care that 

integrates the evidence available, 

nursing expertise, and the values 

and preferences of the individuals, 

families, and communities who 

are served which takes place 

within the context of the practi-

tioner-patient interaction and 

relationship, which involves 

knowing the patient, empathy, 

and trust.

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 A close examination of the process of 
intervention implementation suggests that 
it was successful in engaging practice mem-
bers in developing a sense of shared purpose 
and identity that enabled some participants 

to discover, envision and implement mean-
ingful change objectives and learn from the 
change process. Quality Improvement (QI) 
is most likely to be embraced by members 
in practices where there is a perceived 
urgent practice need or concern, clear 
system and practice leadership support for 
change, a perception of �exibility around 
options for change, and, where there is a 
history of previous success implementing 
change. 

 First, the current conditions of daily 
practice often impede practice change. Pri-
mary care practices face tremendous pro-
ductivity pressures in today's health care 
environment. In addition, practice resources 
are shallow. In the current stretched-thin 
environment, practices have limited capaci-
ty for change. �ey are under strong pres-
sure just to get through and survive the day. 
�us, even if motivation is generated by the 
initial stages, competing demands and limi-
tations mitigate against being able to trans-
late this motivation and vision into changes 
that may make more work in the short term, 
even if they have the potential to be bene�-
cial in the long term.

 Second, the approach was a compro-
mise on two levels. Logistically, the Quality 
Improvement intervention was squeezed 
into busy practice days, rather than rolled 
out in o�-site day-long or multi-day 

retreats, as it typically has been used in 
industry. Embedding the introduction and 
implementation of the intervention within 
usual work days was necessary to achieve the 
initial buy-in of sta� members at busy par-
ticipating practices. Yet, the truncated 
schedule meant abbreviating important 
elements of the Quality Improvement pro-
cess; the crafting of a resonate change topic 
and the sharing of personal stories that are 
both the source of new organizational 
images and set a climate for collective 
dreaming by helping people open up about 
deeply held desires and yearnings.

 Furthermore, schedule restrictions 
meant that the intervention did not neces-
sarily have the time to generate buy-in and 
strong instrumental support of the practice 
and systems leaders (a key initial condition 

for practice engagement) or allow motivat-
ed, engaged practice participants to gain a 
sense that the envisioned changes could be 
supported in day-to-day practice. �is 
adapted approach may have impeded the 
e�ectiveness of Quality Improvement and 
discouraged practices from initiating truly 
transformative change by encouraging a 
quick and easy change objective. 

 Additionally, in order to try to �nd a 
balance between changes that were fully 
practice-initiated and those that related spe-
ci�cally to preventive service delivery, we 
engaged practices in two Quality Improve-
ment cycles: the �rst on a totally practice-in-
itiated topic, the second on preventive 
service delivery. A shared motivation among 
practice members is considered important 
for quality improvement success, however, 
many practices found the topic less engag-
ing than the change objective that they 
self-identi�ed as being more important. �e 
compromise of trying to rush through two 
topics in already over-extended practices 
may have been self-defeating.

 �e familiarity and comfort with Ap-
preciative Inquiry may not have been strong 
enough to make the researchers pro�cient at 
adapting the approach to an untried setting 
and timeframe. �e training and previous 
exposure to the process were around two to 
three day intensive intervention retreats in 
business settings and skill at helping to craft 

an a�rmative topic that is strategic, attrac-
tive and positive instead of problem focused 
were un-tested. In successful examples of 
Quality Improvement, the management 
and leadership of organizations were 
intensely involved in setting the appreciative 
topic and throughout the design and imple-
mentation stages. Additionally, a goal of 
Quality Improvement is to change the way 
people talk about and perceive their organi-
zation, to generate a new, or at least expand-
ed self image that plays out in how people 
perform. �e timeframe, the practice's 
availability, and the initial study time spent 
identifying practice change objectives made 
their approach ill-suited to molding practice 
culture or facilitating the transformational 
changes that Quality Improvement has pro-
duced for others.

 One way to act on these interpreta-
tions of the �ndings would be to apply 
Quality Improvement only in highly select-
ed settings in which time, high-level buy-in 
and follow-through resources are present. 
�ere are hopeful signs that when primary 
care practices are given reduced workloads 
they are more able to make substantial prac-
tice inprovements. System changes that pro-
vide primary care with the time and resourc-
es necessary to ful�ll its essential role in a 
functional health care system will provide 
increased opportunities for application of 
study �ndings.

 Another approach is to build on what 
has been learned here about when the Qual-
ity Improvement process may be most help-
ful, and how it can be tailored to the unique 
characteristics of each setting. A quality Im-
provement topic that re�ects a shared prac-
tice vision and purpose is more engaging to 
practices than an externally decided change 
topic. In particular, this service could not be 
searched because you are not connected to 
the Internet. Please connect and try again. 
process can be helpful to practices needing 
to address issues where self-re�ection and 
clarity of practice values are important. A 
topic re�ecting shared values can energize 
people on a personal, meaningful level and 
allow practice members to coalesce around a 
common goal. 

 Based upon the level of enthusiasm 
they observed in practices when a shared 
vision was identi�ed it may be an important 
consideration when trying to choose and 
implement a practice improvement. Further 
study incorporating e�orts to uncover and 
take advantage of existing practice motiva-
tions, in addition to �nding ways to develop 
enabling practice conditions, may inform 
the development of creative multi-faceted 
interventions that can better mesh with 
external guideline goals to improve quality 
management in healthcare. [10, Rank 3]

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]
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 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 A close examination of the process of 
intervention implementation suggests that 
it was successful in engaging practice mem-
bers in developing a sense of shared purpose 
and identity that enabled some participants 

to discover, envision and implement mean-
ingful change objectives and learn from the 
change process. Quality Improvement (QI) 
is most likely to be embraced by members 
in practices where there is a perceived 
urgent practice need or concern, clear 
system and practice leadership support for 
change, a perception of �exibility around 
options for change, and, where there is a 
history of previous success implementing 
change. 

 First, the current conditions of daily 
practice often impede practice change. Pri-
mary care practices face tremendous pro-
ductivity pressures in today's health care 
environment. In addition, practice resources 
are shallow. In the current stretched-thin 
environment, practices have limited capaci-
ty for change. �ey are under strong pres-
sure just to get through and survive the day. 
�us, even if motivation is generated by the 
initial stages, competing demands and limi-
tations mitigate against being able to trans-
late this motivation and vision into changes 
that may make more work in the short term, 
even if they have the potential to be bene�-
cial in the long term.

 Second, the approach was a compro-
mise on two levels. Logistically, the Quality 
Improvement intervention was squeezed 
into busy practice days, rather than rolled 
out in o�-site day-long or multi-day 

retreats, as it typically has been used in 
industry. Embedding the introduction and 
implementation of the intervention within 
usual work days was necessary to achieve the 
initial buy-in of sta� members at busy par-
ticipating practices. Yet, the truncated 
schedule meant abbreviating important 
elements of the Quality Improvement pro-
cess; the crafting of a resonate change topic 
and the sharing of personal stories that are 
both the source of new organizational 
images and set a climate for collective 
dreaming by helping people open up about 
deeply held desires and yearnings.

 Furthermore, schedule restrictions 
meant that the intervention did not neces-
sarily have the time to generate buy-in and 
strong instrumental support of the practice 
and systems leaders (a key initial condition 

for practice engagement) or allow motivat-
ed, engaged practice participants to gain a 
sense that the envisioned changes could be 
supported in day-to-day practice. �is 
adapted approach may have impeded the 
e�ectiveness of Quality Improvement and 
discouraged practices from initiating truly 
transformative change by encouraging a 
quick and easy change objective. 

 Additionally, in order to try to �nd a 
balance between changes that were fully 
practice-initiated and those that related spe-
ci�cally to preventive service delivery, we 
engaged practices in two Quality Improve-
ment cycles: the �rst on a totally practice-in-
itiated topic, the second on preventive 
service delivery. A shared motivation among 
practice members is considered important 
for quality improvement success, however, 
many practices found the topic less engag-
ing than the change objective that they 
self-identi�ed as being more important. �e 
compromise of trying to rush through two 
topics in already over-extended practices 
may have been self-defeating.

 �e familiarity and comfort with Ap-
preciative Inquiry may not have been strong 
enough to make the researchers pro�cient at 
adapting the approach to an untried setting 
and timeframe. �e training and previous 
exposure to the process were around two to 
three day intensive intervention retreats in 
business settings and skill at helping to craft 

an a�rmative topic that is strategic, attrac-
tive and positive instead of problem focused 
were un-tested. In successful examples of 
Quality Improvement, the management 
and leadership of organizations were 
intensely involved in setting the appreciative 
topic and throughout the design and imple-
mentation stages. Additionally, a goal of 
Quality Improvement is to change the way 
people talk about and perceive their organi-
zation, to generate a new, or at least expand-
ed self image that plays out in how people 
perform. �e timeframe, the practice's 
availability, and the initial study time spent 
identifying practice change objectives made 
their approach ill-suited to molding practice 
culture or facilitating the transformational 
changes that Quality Improvement has pro-
duced for others.

 One way to act on these interpreta-
tions of the �ndings would be to apply 
Quality Improvement only in highly select-
ed settings in which time, high-level buy-in 
and follow-through resources are present. 
�ere are hopeful signs that when primary 
care practices are given reduced workloads 
they are more able to make substantial prac-
tice inprovements. System changes that pro-
vide primary care with the time and resourc-
es necessary to ful�ll its essential role in a 
functional health care system will provide 
increased opportunities for application of 
study �ndings.

 Another approach is to build on what 
has been learned here about when the Qual-
ity Improvement process may be most help-
ful, and how it can be tailored to the unique 
characteristics of each setting. A quality Im-
provement topic that re�ects a shared prac-
tice vision and purpose is more engaging to 
practices than an externally decided change 
topic. In particular, this service could not be 
searched because you are not connected to 
the Internet. Please connect and try again. 
process can be helpful to practices needing 
to address issues where self-re�ection and 
clarity of practice values are important. A 
topic re�ecting shared values can energize 
people on a personal, meaningful level and 
allow practice members to coalesce around a 
common goal. 

 Based upon the level of enthusiasm 
they observed in practices when a shared 
vision was identi�ed it may be an important 
consideration when trying to choose and 
implement a practice improvement. Further 
study incorporating e�orts to uncover and 
take advantage of existing practice motiva-
tions, in addition to �nding ways to develop 
enabling practice conditions, may inform 
the development of creative multi-faceted 
interventions that can better mesh with 
external guideline goals to improve quality 
management in healthcare. [10, Rank 3]

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]
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Multifaceted Capabilities 
of Trained Nurses

Figure 23: Challenges in Quality Improvement Process

 �e concept of expert nursing prac-
tice comes from more than intuition or 
instinct, and it is the result of a complex pat-
tern recognition process that occurs as a 
patient’s presentation is subconsciously 
cross-referenced with the nurse’s knowledge 
base. It is crucial that when we speak of pat-
tern recognition, we are not describing our 
abilities in terms that imply good nurses are 
telepathic, medical intuitive or that our 
newly licensed members are too inexperi-
enced to respond therapeutically in complex 
or critical situations. 

 Literature refers to pattern recogni-
tion as clinical judgment and focuses on 
the importance of the nurse’s inner envi-
ronment including past experience, the 
context or external environment, and the 
nurse-patient relationship or engagement. 

 Recognizing, articulating, and acting 
on the patterns we recognize with our 
patients are essential for ensuring those we 
work with are in the best environment and 
position for healing/health. Appreciating 
and building upon the wealth of knowledge 
that beginning students already have about 
what it means to care and be cared for 
would provide a unifying entry point for 
nursing studies, especially for programs that 
are currently organized using a body 
system/disease framework. Situated caring 
provides a rationale for everything from 
bed making to highly technical tasks. 

 It provides a reason for holding some-
one’s hand or making sure a draw sheet is 
wrinkle free and for calling an interdiscipli-
nary team meeting or family conference to 
discuss how care could be best provided in 
challenging situations. Situated caring pro-
vides a motivating force for nurses to 
engage in political and policy issues, in 
their institutions and communities and at 
the state and national levels. Situated 
caring becomes a philosophy, a theory, and a 
context. In education, theory is often seen as 
divorced from practice, at least within the 
eyes of the students. Situated caring has the 
potential to become a part of every action, 
thought and perspective of each student and 
nurse. 

 �eory is not separated from but is 
integral to nursing praxis. An approach to 

discussing situated caring that would be 
especially appropriate for schools that em-
phasize evidence-based practice is to have 
students gather the evidence for nursing, 
as a discipline distinct from medicine, psy-
chology, or social work. As a beginning 
exercise, this forces students and faculty to 
consider broadly what constitutes knowl-
edge and evidence for practice. 

 �is Concept-based education is not 
new and has been used e�ectively for dec-
ades to teach integrated nursing care 
related to concepts including aging, 
behavior change, comfort, culture, �uid 
and electrolyte imbalance, infection con-
trol, shock, spirituality, and transitions. 

 Curricular changes in nursing are pro-
gressively resulting in the elimination of 
courses and content in nursing theory and 
history at the undergraduate level. In actual-
ity, knowledge and application of nursing 
theories, especially those that explicitly em-
phasize the unitary relationship between 
human beings and their internal and exter-
nal environments, should be used to ground 
the introduction of courses such as genom-
ics. [6, Rank 4]

 �e response to concerns about a lack 
of a theoretical base for nursing has created 
the current emphasis on mid-level theories 
related to concepts, including the model of 
behavior change or the theory of experienc-

ing transitions. While mid-range theories 
are considered more accessible to research-
ers and clinicians, they still require a 
nursing perspective that considers phe-
nomena holistically, dynamically, and 
within context. How students conceptual-
ize human beings and health, appreciate the 
impact of environment, and view the role of 
nursing are critical to their formation as 
nurses and essential to the development of 
health care providers with a unique and 
distinct perspective and approach to care 
within the multidisciplinary team. 

 �rough an emphasis on integrality 
within the nursing meta-paradigm we can 
achieve the radical transformation called 
for on nursing education that require 
nursing students to learn to put their 
patients’ experience in context, including 
the cultural background, the patient’s 
environment, illness experience, and rela-
tionships with the patient and the family. 
[5, Rank 3]

 �e literature on Nurse practition-

ers and Physician assistants regulations 
across states and over time is limited and 
incomplete. No single source provides an 
accounting of the changes in Nurse practi-
tioners and Physician assistants authority. 
Several studies have synthesized state Nurse 
practitioners’ regulations but focus only on 
individual years and/ or a limited range of 

regulatory characteristics. �ey used data 
from the 2012 Pearson Report (which cata-
logues NP regulations by state) to present 
Nurse practitioners regulations in that year, 
as part of a discussion of proposals to 
increase Nurse practitioners authority 
intended to reduce the primary care short-
age.  

 One solution for change in nursing 
challenges is proposed which highlight that 
Global Networking can be used to design 
new education models that suit global 
healthcare needs, pooling teaching resourc-
es, designing and using databases across 
organizations to track and project faculty 
needs.(as shown in Figure 19)

 A close examination of the process of 
intervention implementation suggests that 
it was successful in engaging practice mem-
bers in developing a sense of shared purpose 
and identity that enabled some participants 

to discover, envision and implement mean-
ingful change objectives and learn from the 
change process. Quality Improvement (QI) 
is most likely to be embraced by members 
in practices where there is a perceived 
urgent practice need or concern, clear 
system and practice leadership support for 
change, a perception of �exibility around 
options for change, and, where there is a 
history of previous success implementing 
change. 

 First, the current conditions of daily 
practice often impede practice change. Pri-
mary care practices face tremendous pro-
ductivity pressures in today's health care 
environment. In addition, practice resources 
are shallow. In the current stretched-thin 
environment, practices have limited capaci-
ty for change. �ey are under strong pres-
sure just to get through and survive the day. 
�us, even if motivation is generated by the 
initial stages, competing demands and limi-
tations mitigate against being able to trans-
late this motivation and vision into changes 
that may make more work in the short term, 
even if they have the potential to be bene�-
cial in the long term.

 Second, the approach was a compro-
mise on two levels. Logistically, the Quality 
Improvement intervention was squeezed 
into busy practice days, rather than rolled 
out in o�-site day-long or multi-day 

retreats, as it typically has been used in 
industry. Embedding the introduction and 
implementation of the intervention within 
usual work days was necessary to achieve the 
initial buy-in of sta� members at busy par-
ticipating practices. Yet, the truncated 
schedule meant abbreviating important 
elements of the Quality Improvement pro-
cess; the crafting of a resonate change topic 
and the sharing of personal stories that are 
both the source of new organizational 
images and set a climate for collective 
dreaming by helping people open up about 
deeply held desires and yearnings.

 Furthermore, schedule restrictions 
meant that the intervention did not neces-
sarily have the time to generate buy-in and 
strong instrumental support of the practice 
and systems leaders (a key initial condition 

for practice engagement) or allow motivat-
ed, engaged practice participants to gain a 
sense that the envisioned changes could be 
supported in day-to-day practice. �is 
adapted approach may have impeded the 
e�ectiveness of Quality Improvement and 
discouraged practices from initiating truly 
transformative change by encouraging a 
quick and easy change objective. 

 Additionally, in order to try to �nd a 
balance between changes that were fully 
practice-initiated and those that related spe-
ci�cally to preventive service delivery, we 
engaged practices in two Quality Improve-
ment cycles: the �rst on a totally practice-in-
itiated topic, the second on preventive 
service delivery. A shared motivation among 
practice members is considered important 
for quality improvement success, however, 
many practices found the topic less engag-
ing than the change objective that they 
self-identi�ed as being more important. �e 
compromise of trying to rush through two 
topics in already over-extended practices 
may have been self-defeating.

 �e familiarity and comfort with Ap-
preciative Inquiry may not have been strong 
enough to make the researchers pro�cient at 
adapting the approach to an untried setting 
and timeframe. �e training and previous 
exposure to the process were around two to 
three day intensive intervention retreats in 
business settings and skill at helping to craft 

an a�rmative topic that is strategic, attrac-
tive and positive instead of problem focused 
were un-tested. In successful examples of 
Quality Improvement, the management 
and leadership of organizations were 
intensely involved in setting the appreciative 
topic and throughout the design and imple-
mentation stages. Additionally, a goal of 
Quality Improvement is to change the way 
people talk about and perceive their organi-
zation, to generate a new, or at least expand-
ed self image that plays out in how people 
perform. �e timeframe, the practice's 
availability, and the initial study time spent 
identifying practice change objectives made 
their approach ill-suited to molding practice 
culture or facilitating the transformational 
changes that Quality Improvement has pro-
duced for others.

 One way to act on these interpreta-
tions of the �ndings would be to apply 
Quality Improvement only in highly select-
ed settings in which time, high-level buy-in 
and follow-through resources are present. 
�ere are hopeful signs that when primary 
care practices are given reduced workloads 
they are more able to make substantial prac-
tice inprovements. System changes that pro-
vide primary care with the time and resourc-
es necessary to ful�ll its essential role in a 
functional health care system will provide 
increased opportunities for application of 
study �ndings.

 Another approach is to build on what 
has been learned here about when the Qual-
ity Improvement process may be most help-
ful, and how it can be tailored to the unique 
characteristics of each setting. A quality Im-
provement topic that re�ects a shared prac-
tice vision and purpose is more engaging to 
practices than an externally decided change 
topic. In particular, this service could not be 
searched because you are not connected to 
the Internet. Please connect and try again. 
process can be helpful to practices needing 
to address issues where self-re�ection and 
clarity of practice values are important. A 
topic re�ecting shared values can energize 
people on a personal, meaningful level and 
allow practice members to coalesce around a 
common goal. 

 Based upon the level of enthusiasm 
they observed in practices when a shared 
vision was identi�ed it may be an important 
consideration when trying to choose and 
implement a practice improvement. Further 
study incorporating e�orts to uncover and 
take advantage of existing practice motiva-
tions, in addition to �nding ways to develop 
enabling practice conditions, may inform 
the development of creative multi-faceted 
interventions that can better mesh with 
external guideline goals to improve quality 
management in healthcare. [10, Rank 3]

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]
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 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]
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Clinical nurses with novel, 

practical ideas for bringing 

about change to the structure 

of nursing can also be 

periodically invited to 

participate in policymaking 

sessions for practice standards 

improvement

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]
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 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]
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Comparison of Regulations 
with Other Streams in Health Care

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 Many states increased entry-to-prac-
tice requirements. Institution of more strin-
gent educational requirements of Nurse 
practitioners (NP) and Physician assistants 
(PA) may improve quality and e�ciency, 
while increased practice authority may facil-
itate greater use of Nurse practitioners and 
Physician assistants as a strategy for address-
ing the primary care gap facing the nation. 
Since this gap is expected to grow as health 
insurance coverage becomes more widely 
available, monitoring the regulatory trends 
in Nurse practitioners and Physician assis-
tants practice is important.

 Nurse practitioners and Physician 
assistants regulations have varied widely 
across states and over time. �is variation 
permits studies that assess the impact of 

state policies a�ecting Nurse practitioners 
and Physician assistants practice on 
patient access, cost, and quality. Such 
studies are needed in order to understand 
how to best shape regulations to achieve 
better patient care. Some research along this 
line has already been conducted; for exam-
ple, previous research suggests that states 
with restrictive Nurse practitioners regula-
tions had lower rates of Nurse practitioners 
workforce growth, whereas states with less 
restrictive regulations had more patients 
who received primary care from Nurse prac-
titioners.

 Additionally, research has examined 
labor market impacts of Nurse practitioners 
regulation. One study using Current Popu-
lation Survey data found that in states 
where Nurse practitioners had higher 
levels of autonomy, physicians and Nurse 
practitioners earned less, while Physician 
assistants earned more. �e authors 
hypothesized that this happens because 
when Nurse practitioners were granted high 
levels of autonomy, physicians were less 
likely to hire them and more likely to hire 
Physician assistants because they did not 
want to share responsibility for providing 
care with Nurse practitioners. On the other 
hand, Physician assistants were more likely 
to be hired as they are required to be under 
the supervision of a physician. 
 Other research, also relying on 

nationally representative data sources, 
found that greater Nurse practitioners 
authority increases Nurse practitioners 
income, reduces physician income, and has 
a di�erential impact on Physician assistants 
income. In contrast, increased Physician 
assistants authority had little e�ect on Phy-
sician assistants income but was associated 
with reduced NP and increased physician 
income. Importantly, cross-state variation 
may impact overall system performance to 
the extent that states with more stringent 
regulations do not bene�t as much from the 
high quality, low cost care that NPs and 
Physician assistants provide.

 It is important to note that the extent 
to which Nurse practitioners and Physician 
assistants provide patient care depends, in 
part, on factors other than scope-of-prac-
tice, including, for example, the impact of 
insurance reimbursement practices on pro-
vider income. Future research should con-
sider the relative importance of Nurse prac-
titioners and Physician assistants reimburse-
ment, scope-of-practice, and other consider-
ations in impacting both the attractiveness 
of entering the profession to potential Nurse 
practitioners and Physician assistants, as 
well as the extent to which Nurse practition-
ers and Physician assistants can be used to 
meet national needs. It may be the prevail-
ing mix of payment and regulation that 
results in di�erential use of Nurse practi-

tioners and Physician assistants across states, 
and that keeps Nurse practitioners and Phy-
sician assistants from practicing up to their 
fullest potential in helping to meet the 
nation’s primary care needs.

 �e regulation of Nurse practitioners 
and Physician assistants di�ers, and as a 
consequence, the information available for 
the two varies somewhat, with, for example, 
participation in an accredited program 
being a dimension of Physician assistants 
but not Nurse practitioners regulation. Dif-
ferences such as this preclude uniform 
apple-to-apple comparisons of state regula-
tory regimes toward Nurse practitioners and 
Physician assistants . �is was problematic 
because the published reports presented reg-
ulations in consistent, and thus comparable 
and more quanti�able ways, but the laws 

and regulations the reports were abstracted 
from were less clear and easily interpretable. 
It is possible that the compilers of these 
reports and the authors of this article inter-
preted speci�c laws in di�erent ways.

 Nevertheless, the data reported in this 
article present a detailed picture of how state 
practice regulations developed during the 
�rst decade of the 21st century. It provides 
researchers with a more nuanced sense of 
regulatory change than the older, more lim-
ited data used in prior investigations. �e 
current data are also important because they 
permit a better understanding of the di�er-
ent regulations of Nurse practitioners and 
Physician assistants . Future research could 
use this information to develop an overall 
measure of regulatory stringency which can 
be tracked over time. Research could also 
use this information to better understand 
the political, economic, social, and pro-
grammatic factors that result in the adop-
tion of speci�c Nurse practitioners and Phy-
sician assistants  regulations, or changes in 
overall regulatory stringency, across states 
over time. 

 �is would result in a better under-
standing of the characteristics of states that 
lead to more or less restrictive regulatory 
policies a�ecting the use of Nurse practi-
tioners and Physician assistants . �e great 
deal of regulatory variability could also be 
used to study relationships among overall 

regulatory stringency and speci�c state 
regulations, the primary care workforce, 
and other indicators of system perfor-
mance such as cost, quality, and access. 
Results from these studies could inform 
policy about best practices, with respect to 
regulatory regimes that lead to the most 
desirable outcomes, including closing the 
gap between demand and supply in primary 
care. [6, Rank 5]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]
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According to the US Centers for 

Disease Control and Prevention 

(CDC) national surveys conducted 

between 2002 and 2012, one-third of 

adults and 12% of children and 

adolescents in the United States use 

complementary and alternative 

medicine (CAM). The Institute of 

Medicine has recommended that all 

healthcare providers become 

familiar with CAM approaches, so 

they can properly counsel their 

patients regarding their use.

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 Many states increased entry-to-prac-
tice requirements. Institution of more strin-
gent educational requirements of Nurse 
practitioners (NP) and Physician assistants 
(PA) may improve quality and e�ciency, 
while increased practice authority may facil-
itate greater use of Nurse practitioners and 
Physician assistants as a strategy for address-
ing the primary care gap facing the nation. 
Since this gap is expected to grow as health 
insurance coverage becomes more widely 
available, monitoring the regulatory trends 
in Nurse practitioners and Physician assis-
tants practice is important.

 Nurse practitioners and Physician 
assistants regulations have varied widely 
across states and over time. �is variation 
permits studies that assess the impact of 

state policies a�ecting Nurse practitioners 
and Physician assistants practice on 
patient access, cost, and quality. Such 
studies are needed in order to understand 
how to best shape regulations to achieve 
better patient care. Some research along this 
line has already been conducted; for exam-
ple, previous research suggests that states 
with restrictive Nurse practitioners regula-
tions had lower rates of Nurse practitioners 
workforce growth, whereas states with less 
restrictive regulations had more patients 
who received primary care from Nurse prac-
titioners.

 Additionally, research has examined 
labor market impacts of Nurse practitioners 
regulation. One study using Current Popu-
lation Survey data found that in states 
where Nurse practitioners had higher 
levels of autonomy, physicians and Nurse 
practitioners earned less, while Physician 
assistants earned more. �e authors 
hypothesized that this happens because 
when Nurse practitioners were granted high 
levels of autonomy, physicians were less 
likely to hire them and more likely to hire 
Physician assistants because they did not 
want to share responsibility for providing 
care with Nurse practitioners. On the other 
hand, Physician assistants were more likely 
to be hired as they are required to be under 
the supervision of a physician. 
 Other research, also relying on 

nationally representative data sources, 
found that greater Nurse practitioners 
authority increases Nurse practitioners 
income, reduces physician income, and has 
a di�erential impact on Physician assistants 
income. In contrast, increased Physician 
assistants authority had little e�ect on Phy-
sician assistants income but was associated 
with reduced NP and increased physician 
income. Importantly, cross-state variation 
may impact overall system performance to 
the extent that states with more stringent 
regulations do not bene�t as much from the 
high quality, low cost care that NPs and 
Physician assistants provide.

 It is important to note that the extent 
to which Nurse practitioners and Physician 
assistants provide patient care depends, in 
part, on factors other than scope-of-prac-
tice, including, for example, the impact of 
insurance reimbursement practices on pro-
vider income. Future research should con-
sider the relative importance of Nurse prac-
titioners and Physician assistants reimburse-
ment, scope-of-practice, and other consider-
ations in impacting both the attractiveness 
of entering the profession to potential Nurse 
practitioners and Physician assistants, as 
well as the extent to which Nurse practition-
ers and Physician assistants can be used to 
meet national needs. It may be the prevail-
ing mix of payment and regulation that 
results in di�erential use of Nurse practi-

tioners and Physician assistants across states, 
and that keeps Nurse practitioners and Phy-
sician assistants from practicing up to their 
fullest potential in helping to meet the 
nation’s primary care needs.

 �e regulation of Nurse practitioners 
and Physician assistants di�ers, and as a 
consequence, the information available for 
the two varies somewhat, with, for example, 
participation in an accredited program 
being a dimension of Physician assistants 
but not Nurse practitioners regulation. Dif-
ferences such as this preclude uniform 
apple-to-apple comparisons of state regula-
tory regimes toward Nurse practitioners and 
Physician assistants . �is was problematic 
because the published reports presented reg-
ulations in consistent, and thus comparable 
and more quanti�able ways, but the laws 

and regulations the reports were abstracted 
from were less clear and easily interpretable. 
It is possible that the compilers of these 
reports and the authors of this article inter-
preted speci�c laws in di�erent ways.

 Nevertheless, the data reported in this 
article present a detailed picture of how state 
practice regulations developed during the 
�rst decade of the 21st century. It provides 
researchers with a more nuanced sense of 
regulatory change than the older, more lim-
ited data used in prior investigations. �e 
current data are also important because they 
permit a better understanding of the di�er-
ent regulations of Nurse practitioners and 
Physician assistants . Future research could 
use this information to develop an overall 
measure of regulatory stringency which can 
be tracked over time. Research could also 
use this information to better understand 
the political, economic, social, and pro-
grammatic factors that result in the adop-
tion of speci�c Nurse practitioners and Phy-
sician assistants  regulations, or changes in 
overall regulatory stringency, across states 
over time. 

 �is would result in a better under-
standing of the characteristics of states that 
lead to more or less restrictive regulatory 
policies a�ecting the use of Nurse practi-
tioners and Physician assistants . �e great 
deal of regulatory variability could also be 
used to study relationships among overall 

regulatory stringency and speci�c state 
regulations, the primary care workforce, 
and other indicators of system perfor-
mance such as cost, quality, and access. 
Results from these studies could inform 
policy about best practices, with respect to 
regulatory regimes that lead to the most 
desirable outcomes, including closing the 
gap between demand and supply in primary 
care. [6, Rank 5]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]
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 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 Many states increased entry-to-prac-
tice requirements. Institution of more strin-
gent educational requirements of Nurse 
practitioners (NP) and Physician assistants 
(PA) may improve quality and e�ciency, 
while increased practice authority may facil-
itate greater use of Nurse practitioners and 
Physician assistants as a strategy for address-
ing the primary care gap facing the nation. 
Since this gap is expected to grow as health 
insurance coverage becomes more widely 
available, monitoring the regulatory trends 
in Nurse practitioners and Physician assis-
tants practice is important.

 Nurse practitioners and Physician 
assistants regulations have varied widely 
across states and over time. �is variation 
permits studies that assess the impact of 

state policies a�ecting Nurse practitioners 
and Physician assistants practice on 
patient access, cost, and quality. Such 
studies are needed in order to understand 
how to best shape regulations to achieve 
better patient care. Some research along this 
line has already been conducted; for exam-
ple, previous research suggests that states 
with restrictive Nurse practitioners regula-
tions had lower rates of Nurse practitioners 
workforce growth, whereas states with less 
restrictive regulations had more patients 
who received primary care from Nurse prac-
titioners.

 Additionally, research has examined 
labor market impacts of Nurse practitioners 
regulation. One study using Current Popu-
lation Survey data found that in states 
where Nurse practitioners had higher 
levels of autonomy, physicians and Nurse 
practitioners earned less, while Physician 
assistants earned more. �e authors 
hypothesized that this happens because 
when Nurse practitioners were granted high 
levels of autonomy, physicians were less 
likely to hire them and more likely to hire 
Physician assistants because they did not 
want to share responsibility for providing 
care with Nurse practitioners. On the other 
hand, Physician assistants were more likely 
to be hired as they are required to be under 
the supervision of a physician. 
 Other research, also relying on 

nationally representative data sources, 
found that greater Nurse practitioners 
authority increases Nurse practitioners 
income, reduces physician income, and has 
a di�erential impact on Physician assistants 
income. In contrast, increased Physician 
assistants authority had little e�ect on Phy-
sician assistants income but was associated 
with reduced NP and increased physician 
income. Importantly, cross-state variation 
may impact overall system performance to 
the extent that states with more stringent 
regulations do not bene�t as much from the 
high quality, low cost care that NPs and 
Physician assistants provide.

 It is important to note that the extent 
to which Nurse practitioners and Physician 
assistants provide patient care depends, in 
part, on factors other than scope-of-prac-
tice, including, for example, the impact of 
insurance reimbursement practices on pro-
vider income. Future research should con-
sider the relative importance of Nurse prac-
titioners and Physician assistants reimburse-
ment, scope-of-practice, and other consider-
ations in impacting both the attractiveness 
of entering the profession to potential Nurse 
practitioners and Physician assistants, as 
well as the extent to which Nurse practition-
ers and Physician assistants can be used to 
meet national needs. It may be the prevail-
ing mix of payment and regulation that 
results in di�erential use of Nurse practi-

tioners and Physician assistants across states, 
and that keeps Nurse practitioners and Phy-
sician assistants from practicing up to their 
fullest potential in helping to meet the 
nation’s primary care needs.

 �e regulation of Nurse practitioners 
and Physician assistants di�ers, and as a 
consequence, the information available for 
the two varies somewhat, with, for example, 
participation in an accredited program 
being a dimension of Physician assistants 
but not Nurse practitioners regulation. Dif-
ferences such as this preclude uniform 
apple-to-apple comparisons of state regula-
tory regimes toward Nurse practitioners and 
Physician assistants . �is was problematic 
because the published reports presented reg-
ulations in consistent, and thus comparable 
and more quanti�able ways, but the laws 

and regulations the reports were abstracted 
from were less clear and easily interpretable. 
It is possible that the compilers of these 
reports and the authors of this article inter-
preted speci�c laws in di�erent ways.

 Nevertheless, the data reported in this 
article present a detailed picture of how state 
practice regulations developed during the 
�rst decade of the 21st century. It provides 
researchers with a more nuanced sense of 
regulatory change than the older, more lim-
ited data used in prior investigations. �e 
current data are also important because they 
permit a better understanding of the di�er-
ent regulations of Nurse practitioners and 
Physician assistants . Future research could 
use this information to develop an overall 
measure of regulatory stringency which can 
be tracked over time. Research could also 
use this information to better understand 
the political, economic, social, and pro-
grammatic factors that result in the adop-
tion of speci�c Nurse practitioners and Phy-
sician assistants  regulations, or changes in 
overall regulatory stringency, across states 
over time. 

 �is would result in a better under-
standing of the characteristics of states that 
lead to more or less restrictive regulatory 
policies a�ecting the use of Nurse practi-
tioners and Physician assistants . �e great 
deal of regulatory variability could also be 
used to study relationships among overall 

regulatory stringency and speci�c state 
regulations, the primary care workforce, 
and other indicators of system perfor-
mance such as cost, quality, and access. 
Results from these studies could inform 
policy about best practices, with respect to 
regulatory regimes that lead to the most 
desirable outcomes, including closing the 
gap between demand and supply in primary 
care. [6, Rank 5]

 Integrative healthcare (IH) reaf-
�rms the importance of the relationship 
between practitioner and patient, focuses 
on the whole person, is informed by evi-
dence, and makes use of all appropriate 
therapeutic approaches, healthcare profes-
sionals and disciplines to achieve optimal 
health and healing. By de�nition, IH 
addresses the biomedical as well as socio-
cultural determinants of health and takes 
a broad view of health creation and dis-
ease prevention. In focusing on prevention, 
patient empowerment and activation, and 
treating not only the patient but the family 
and the community, IH has the potential to 
signi�cantly contribute to the prevention 
and treatment of many if not all of the 
chronic health problems causing morbidi-
ty and mortality in our society today, 
including obesity, cancer, cardiovascular 

disease, diabetes, violence, and depres-
sion.
 Integrative health includes both 
conventional and licensed complementary 
and alternative medicine (CAM) practi-
tioners. Published evidence is accumulating 
regarding both the clinical e�ectiveness5 
and cost e�ectiveness of IH. Yet due to a 
shortage of trained providers and limited 
resources, the principles and practice of IH 
have not been widely incorporated into the 
conventional healthcare delivery system in 
the United States. �is is particularly true 
for the medically underserved communities 
most at risk for health disparities.

 To address this gap in access to Inte-
grative health-care, the federal Health 
Resources and Services Administration 
(HRSA) during the past 4 years has sup-
ported an educational initiative to incor-
porate evidence-based integrative medi-
cine curricula. (as shown in Table 2)

 HRSA funding was awarded to the 
University of Arizona Center for Integrative 
Medicine which, in collaboration with the 
Academic Consortium for Integrative 
Health and Medicine (the Consortium), has 
now established the National Center for 
Integrative Primary Healthcare (NCIPH). 

 �e ultimate goal of the NCIPH is 
education of interprofessional teams that 
will be highly e�ective in embedding the 

principles of IH with a focus on prevention 
and elimination of health disparities in 
primary care. �is goal is especially critical 
given the shifts in the healthcare landscape 
being brought about by the implementation 
of the A�ordable Care Act (ACA). 

 As our healthcare system struggles to 
provide quality care for more than 30 mil-
lion potential new patients and moves 
toward team-based, collaborative, interpro-
fessional care with a stronger emphasis on 

prevention, it becomes more critical that 
our primary care workforce be versed in the 
principles of whole-person, patient-cen-
tered, integrative health. New skills needed 
for IH-trained practitioners include these 
principles (as shown in Figure 24)

�ese are just a few of the core skills of Inte-
grative health care that have generally been 
absent or underemphasized in conventional 
primary care training, yet they are critical 
for successful functioning in the new health-
care delivery model 

 �e National Center for Integrative 
Primary Healthcare will advance the incor-

poration of competency and evidence-based 
IH curricula and best practices into primary 
care education and practice. Targeted 
primary care disciplines include family med-
icine, internal medicine, pediatrics, preven-
tive medicine, nursing, public health, 
behavioral medicine, pharmacy, chiroprac-
tic, acupuncture, naturopathy, physician 
assistants, nutrition, and others. In order to 
accomplish our goal of building e�ective 
and knowledgeable interprofessional inte-
grative team care and to begin to break 
down the storage that divide the professions 
in terms of training and practice standards, 
the National Center for Integrative Primary 
Healthcare leadership made a strategic deci-
sion to engage as wide a spectrum as possi-
ble of professions involved in primary care 
to create a common set of competencies in 
IH. [7, Rank 4]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]
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Table 2: Addressing CAM Challenges for Practitioners

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 Integrative healthcare (IH) reaf-
�rms the importance of the relationship 
between practitioner and patient, focuses 
on the whole person, is informed by evi-
dence, and makes use of all appropriate 
therapeutic approaches, healthcare profes-
sionals and disciplines to achieve optimal 
health and healing. By de�nition, IH 
addresses the biomedical as well as socio-
cultural determinants of health and takes 
a broad view of health creation and dis-
ease prevention. In focusing on prevention, 
patient empowerment and activation, and 
treating not only the patient but the family 
and the community, IH has the potential to 
signi�cantly contribute to the prevention 
and treatment of many if not all of the 
chronic health problems causing morbidi-
ty and mortality in our society today, 
including obesity, cancer, cardiovascular 

disease, diabetes, violence, and depres-
sion.
 Integrative health includes both 
conventional and licensed complementary 
and alternative medicine (CAM) practi-
tioners. Published evidence is accumulating 
regarding both the clinical e�ectiveness5 
and cost e�ectiveness of IH. Yet due to a 
shortage of trained providers and limited 
resources, the principles and practice of IH 
have not been widely incorporated into the 
conventional healthcare delivery system in 
the United States. �is is particularly true 
for the medically underserved communities 
most at risk for health disparities.

 To address this gap in access to Inte-
grative health-care, the federal Health 
Resources and Services Administration 
(HRSA) during the past 4 years has sup-
ported an educational initiative to incor-
porate evidence-based integrative medi-
cine curricula. (as shown in Table 2)

 HRSA funding was awarded to the 
University of Arizona Center for Integrative 
Medicine which, in collaboration with the 
Academic Consortium for Integrative 
Health and Medicine (the Consortium), has 
now established the National Center for 
Integrative Primary Healthcare (NCIPH). 

 �e ultimate goal of the NCIPH is 
education of interprofessional teams that 
will be highly e�ective in embedding the 

principles of IH with a focus on prevention 
and elimination of health disparities in 
primary care. �is goal is especially critical 
given the shifts in the healthcare landscape 
being brought about by the implementation 
of the A�ordable Care Act (ACA). 

 As our healthcare system struggles to 
provide quality care for more than 30 mil-
lion potential new patients and moves 
toward team-based, collaborative, interpro-
fessional care with a stronger emphasis on 

prevention, it becomes more critical that 
our primary care workforce be versed in the 
principles of whole-person, patient-cen-
tered, integrative health. New skills needed 
for IH-trained practitioners include these 
principles (as shown in Figure 24)

�ese are just a few of the core skills of Inte-
grative health care that have generally been 
absent or underemphasized in conventional 
primary care training, yet they are critical 
for successful functioning in the new health-
care delivery model 

 �e National Center for Integrative 
Primary Healthcare will advance the incor-

poration of competency and evidence-based 
IH curricula and best practices into primary 
care education and practice. Targeted 
primary care disciplines include family med-
icine, internal medicine, pediatrics, preven-
tive medicine, nursing, public health, 
behavioral medicine, pharmacy, chiroprac-
tic, acupuncture, naturopathy, physician 
assistants, nutrition, and others. In order to 
accomplish our goal of building e�ective 
and knowledgeable interprofessional inte-
grative team care and to begin to break 
down the storage that divide the professions 
in terms of training and practice standards, 
the National Center for Integrative Primary 
Healthcare leadership made a strategic deci-
sion to engage as wide a spectrum as possi-
ble of professions involved in primary care 
to create a common set of competencies in 
IH. [7, Rank 4]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]
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Identi�cation of Facilitators and 
Obstacles of Integrative 
Health Competencies 

Figure 24: Advanced Skills for an Integrative Health 
Practitioner

 �is sub-theme also emphasizes 
increasing course credits with a content of 
policymaking in the health system in order 
to acquire multifaceted capabilities and 
train nurse managers with policymaking 
abilities especially at the top policymaking 
levels. It is evident that nurses who have 
acquired skills and knowledge in areas relat-
ed to nursing, such as, teaching, research, 
management, and even areas such as, epide-
miology, health economics, etc., have a 
better chance at entering policymaking 
�elds. With regard to nursing education at 
the master’s level and the nursing level, there 
is a shortage of trained nurses with master’s 
degrees who can assume social responsibili-
ties in the name of nurse leaders in order to 

further advance the healthcare system, and 
at the PhD level, there is a shortage of train-
ing in policy analysis, research in policy-
making �elds and models. 

 Researchers have emphasized the 
addition of public health policymaking 
courses for a better understanding of policy-
making processes as a major need of prepar-
ing nurses at the graduate level. So far, vari-
ous programs have been designed with the 
purpose of preparing nurses or nurse man-
agers for a more e�ective and active presence 
in policymaking �elds, management and for 
revision making. In Florida, nurse managers 
and students can also bene�t from these 
programs in graduate studies. For example, 
the Leadership for Change program is 
mostly the reinforcement of leadership skills 
and change management, Nevertheless, for 
gaining more bene�t from the Leadership 
for Change program, taking some other 
courses are also necessary, such as courses in 
the Management Business Organization 
(MBO), mini-MBOs, health policymaking, 
health economics and entrepreneurship. 

 We should not forget that these 
courses do not easily provide us with the 
prerequisites for entering the �eld of nurs-
ing policymaking; in fact, entering this �eld 
requires a series of capabilities, which is only 
partially reinforced through these courses. 
On the same note, it is true that policymak-

ing has its own particular theoretical foun-
dations and that we need to boost our brain 
if we are to advance in policymaking; yet, 
policymaking is not merely an intellectual 
activity; more than anything, it is a practical 
tool for making changes. 

 Nursing rule addresses one of these 
courses in his article titled Leadership Em-
powerment Organization (LEO), and 
writes, although programs like the LEO 
have strengthened the managerial skills of 
nurse managers, we cannot expect anyone to 
be an in�uential clinical manager just by 
passing these courses, as this end will only 
be achieved by using practical opportunities 
to show leadership prowess. In other words, 
we have to see if the hats have been altered 
or the heads as well. Years spent on ful�lling 
nursing credits might have kept some stu-
dents away from the mission and goals of 
the discipline of nursing and the purpose of 
training nursing workforce. �is change in 
beliefs has a�ected their participation in 
areas of decision-making for nursing and 
patient issues. 

 In a study on the preparation of 
nursing students for future presence in the 
domain of policymaking, researchers con-
clude that, without training students who 
believe in nursing, conditions will not be 
provided for the future presence of nurses 
in the policymaking domains. �ey there-

fore consider strengthening the students’ 
belief in nursing a prerequisite for prepara-
tion programs. Findings of a study also 
show that, since faculty members and the 
educated class of nurses -a class to which 
nursing policymakers also generally belong- 
have acquired new titles, they no longer 
wish to carry the title of nurse. In our socie-
ty, the nursing title can facilitate the accept-
ance of the nurses’ opinions in deci-
sion-making and policymaking sessions. 

 Nevertheless, this title has not greatly 
resulted in the growth of nurses’ participa-
tion in decision-making processes. In a study 
conducted, it is argued that there is a greater 
expectation of nurses with titles to partici-
pate in policymaking debates, since they 
possess a broader viewpoint. But it seems 
that, despite their degrees and education, the 
performance of these nurses has not changed 
much with regard to policymaking process-
es. �e present study addresses another per-
formance aspect of nursing graduates, that 
is, the lack of con�dence in their practical 
skills, both in terms of patient safety and 
role-modelling in nursing. 

 Clinical settings form the �rst place 
all nurses walk into as nursing students. �e 
practical skills of nursing graduates often 
working as nursing instructors can lay the 
foundation of patient safety and 
role-model setting in the nursing profes-

sion for nursing students. In another study 
one participant quoted Nurses with titles 
only possess theoretical knowledge and 
therefore cannot participate in clinical func-
tions. �ere is thus not much hope for them 
to improve the clinical performance of 
nurses. 

 In other study conducted, the lack of 
top-notch instructors for guiding and super-
vising students, unsuitable role-model 
setting, shortage of nurses with graduate 
degrees in clinical settings and the contrast 
between knowledge and performance in 
clinical settings have been highlighted. Poli-
cymaking from an educational perspective 
and the remoteness of policymakers from 
clinical settings comprised another issue 
raised by participants of a study, which is 
particularly e�ective in the clinical practical-
ity of the policies and decisions made. 
Wherever nursing leaders were engaged in 
clinical management, they acquired more 

bene�ts from policymaking sessions on clin-
ical issues. 

 A look at the composition of nursing 
board members at the state level in the 
United States also shows operational level 
presence at this position. Although the com-
position of members depends on state laws, 
it often includes people from various aca-
demic and occupational levels. For instance, 
state boards are mostly composed of Regis-
tered Nurses and Advanced Practice Regis-
tered Nurses, and to a lesser extent, Licensed 
Practical/Vocational Nurses with lower aca-
demic degrees and occasionally Consumers 
or patients as well.

 A large part of general de�ciencies in 
nursing education pertain to the foundation 
of nursing education in our country. In US, 
nursing education does not provide the con-
ditions in which nurses are trained in a way 
that they acquire primary capabilities for an 
active presence in decision-making 
domains. 

 One of the most crucial capabilities 
that should be conveyed to the students 
through nursing education is skillfulness 
and specialization in the science of care, by 
means of which nurses can appear in nurs-
ing policymaking domains of the health 
system with greater dignity as specialists in 
the area of care. Researchers considered the 
existence of bits and pieces from the bio-

medical education system deep within nurs-
ing education as responsible for the failure 
to properly transfer the knowledge of care to 
students. 

 �e educational method used for 
nursing education has been modeled after 
medical education and is based on teaching 
diseases rather than care issues caused by the 
disease. Since the third decade of the 19th 
century, physicians established nursing pro-
grams to provide services to physicians in 
treating patients. �is medical training 
model mostly emphasizes nursing duties 
and techniques rather than the process of 
care. �e obvious outcome of this role-mod-
el setting is fostering obedience in nurses. 
Such nurses will rarely be able to participate 
in professional decision-makings by apply-
ing critical thinking. 

 An impediment to the participation 
of nurses in clinical decision-makings is the 
educational policy in which nursing educa-
tion follows the role of medical education. It 
is asserted that nurses should themselves be 
the founders of theories and methods for 
improving the quality of nursing education. 
Researchers also point out the biomedical 
educational structure in nursing instructors’ 
method of teaching. 

 Quoting a nursing student, they 
write, teachers allocate a large proportion of 
a two-hour session of class to explaining and 

emphasizing diseases and their pathophysi-
ology and mostly convey medical informa-
tion, so that when they switch their focus to 
topics of nursing care, the students are no 
longer in the mood to listen. Poor commu-
nity feedback on nursing policymaking was 
proposed by the present study as another 
de�ciency in nursing education. When 
nursing education policies re�ect the health 
needs of the community, they will appear 
more prominently on the agenda of macro 
policymakers. [9, Rank 5]

 Integrative healthcare (IH) reaf-
�rms the importance of the relationship 
between practitioner and patient, focuses 
on the whole person, is informed by evi-
dence, and makes use of all appropriate 
therapeutic approaches, healthcare profes-
sionals and disciplines to achieve optimal 
health and healing. By de�nition, IH 
addresses the biomedical as well as socio-
cultural determinants of health and takes 
a broad view of health creation and dis-
ease prevention. In focusing on prevention, 
patient empowerment and activation, and 
treating not only the patient but the family 
and the community, IH has the potential to 
signi�cantly contribute to the prevention 
and treatment of many if not all of the 
chronic health problems causing morbidi-
ty and mortality in our society today, 
including obesity, cancer, cardiovascular 

disease, diabetes, violence, and depres-
sion.
 Integrative health includes both 
conventional and licensed complementary 
and alternative medicine (CAM) practi-
tioners. Published evidence is accumulating 
regarding both the clinical e�ectiveness5 
and cost e�ectiveness of IH. Yet due to a 
shortage of trained providers and limited 
resources, the principles and practice of IH 
have not been widely incorporated into the 
conventional healthcare delivery system in 
the United States. �is is particularly true 
for the medically underserved communities 
most at risk for health disparities.

 To address this gap in access to Inte-
grative health-care, the federal Health 
Resources and Services Administration 
(HRSA) during the past 4 years has sup-
ported an educational initiative to incor-
porate evidence-based integrative medi-
cine curricula. (as shown in Table 2)

 HRSA funding was awarded to the 
University of Arizona Center for Integrative 
Medicine which, in collaboration with the 
Academic Consortium for Integrative 
Health and Medicine (the Consortium), has 
now established the National Center for 
Integrative Primary Healthcare (NCIPH). 

 �e ultimate goal of the NCIPH is 
education of interprofessional teams that 
will be highly e�ective in embedding the 

principles of IH with a focus on prevention 
and elimination of health disparities in 
primary care. �is goal is especially critical 
given the shifts in the healthcare landscape 
being brought about by the implementation 
of the A�ordable Care Act (ACA). 

 As our healthcare system struggles to 
provide quality care for more than 30 mil-
lion potential new patients and moves 
toward team-based, collaborative, interpro-
fessional care with a stronger emphasis on 

prevention, it becomes more critical that 
our primary care workforce be versed in the 
principles of whole-person, patient-cen-
tered, integrative health. New skills needed 
for IH-trained practitioners include these 
principles (as shown in Figure 24)

�ese are just a few of the core skills of Inte-
grative health care that have generally been 
absent or underemphasized in conventional 
primary care training, yet they are critical 
for successful functioning in the new health-
care delivery model 

 �e National Center for Integrative 
Primary Healthcare will advance the incor-

poration of competency and evidence-based 
IH curricula and best practices into primary 
care education and practice. Targeted 
primary care disciplines include family med-
icine, internal medicine, pediatrics, preven-
tive medicine, nursing, public health, 
behavioral medicine, pharmacy, chiroprac-
tic, acupuncture, naturopathy, physician 
assistants, nutrition, and others. In order to 
accomplish our goal of building e�ective 
and knowledgeable interprofessional inte-
grative team care and to begin to break 
down the storage that divide the professions 
in terms of training and practice standards, 
the National Center for Integrative Primary 
Healthcare leadership made a strategic deci-
sion to engage as wide a spectrum as possi-
ble of professions involved in primary care 
to create a common set of competencies in 
IH. [7, Rank 4]

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

Integrative Health
Practitioner:
Advanced Skills

How to Work with 
an Inter Professional 
Team?

How to Actively
Incorporate the 
Patients’ Perspectives,
Experiences, Strengths,
and Resources into the
Plan of Care. ?

How to Engage 

Patients and Care 

Partners in Preventive 

Self-Care Strategies to Stay 

Healthy Rather than Wait for

Disease to Develop?
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The development of the new 

evolving infrastructure for 

healthcare in the United 

States—based on the medical/ 

health home model and the role of 

Accountable Care Organizations 

that will focus on prevention and 

patient engagement as strategies 

to control cost and deliver quality 

care—provides a tremendous 

opportunity to incorporate 

INTEGRATIVE HEALTH care princi-

ples more deeply into our system.

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 



2

® Nursing Jurisprudence Laws In Ohio

42

Preventive Role of Practicing Nurse

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

 �e integration of more into primary 
care can a�ect cancer screening and recom-
mendations in several di�erent ways. �is 
integration has the potential to increase the 
overall percentage of the population ever 
receiving speci�c cancer prevention and 
screening recommendations, as was shown 

in an intervention study included in this 
review. For example, colorectal cancer 
screening uptake in the US is substantially 
lower than for breast or cervical cancer 
screening. �e US Preventive Services Task 
Force (USPSTF) recommends any of three 
di�erent tests for colorectal cancer. 

 In the descriptive or intervention 
research they identi�ed, only 15 studies 
during a 21 year period, Advanced Practice 
Registered Nurse (APRN) /Physician assis-
tants are involved in recommending screen-
ing and prevention. �e limited research is 
somewhat surprising, because a team 
approach, including physicians and 
APRN/Physician assistants, has long been 
recommended for improving healthcare. 
After receiving the appropriate training, Ad-
vanced Practicing Registered Nurses expect 
to provide or recommend chronic disesaes 
preventive interventions such as Pap tests, 
mammograms and Fecal Occult Blood Test 
(FOBT) while studies only reported on 
physicians working concurrently with other 
practitioners to screen for cervical cancer 
and colorectal cancer. With the enactment 
of the A�ordable Care Act, millions of pre-
viously uninsured or underinsured will gain 
access to healthcare. A better understanding 
of the potential roles of APRN/PAs in meet-
ing this demand for cancer prevention and 
screening is critical.
 

 �ese tests have di�erent screening 
intervals, involvement of specialists, levels of 
invasiveness and other characteristics, 
potentially requiring detailed discussion to 
allow patients to make informed decisions 
about screening. Currently, less than 25% of 
physicians report actually working with Ad-
vanced Practicing Registered Nurse to pro-
vide colorectal cancer screening. However, 
one challenge with moving forward with 
team-based health care is that physicians 
do not always want to work with nurse 
practitioners.

 In a time constrained primary care 
setting, Advanced Practice Registered Nurse 
might play a critical role in improving 
discussion about options and ultimately 
improving uptake of chronic diseases and 
cancers. Alternatively, research featuring 
Advanced Practicing Registered Nurse 
might focus on improving all aspects of 
cancer control among speci�c populations, 
such as those previously uninsured or with 
key risk factors. 

 Lack of health insurance and lack of 
prior screening has been consistently associ-
ated with late stage of disease at diagnosis 
for breast, cervical, and colorectal cancer. 
Tobacco use and obesity are associated with 
many chronic diseases and the role of Ad-
vanced Practicing Registered Nurse in 
encouraging healthy behaviors could 

improve a variety of health outcomes of the 
US population. Future research is needed 
that investigates that relationship between a 
visit with an Advanced Practicing Registered 
Nurse and other primary care provider types 
within team-based primary care that over-
samples racial and ethnic minorities and 
lower socioeconomic status populations.

 Most of the studies were cross-sec-
tional and did not assess cancer prevention 
or screening outcomes longitudinally. Sur-
prisingly, only three studies reported results 
of interventions, therefore not allowing for a 
quantitative analysis of using Advanced 
Practice Registered Nurse for cancer screen-
ing or prevention recommendations. Few 
reported the type of Advanced Practice Reg-
istered Nurse or Physician assistant provider 
separately, included comparison groups, or 
were based on well-described samples. In 
addition, studies that did include compari-
son groups did not consistently report on 
statistical signi�cance of comparisons. 

 Inconsistencies in outcome measure 
reporting among these studies impacted our 
ability to compare guideline adherence and 
patient populations. Few studies evaluated 
whether screening recommendations were 
consistent with evidence-based guidelines 
for patient age at initiation or frequency. 
�is is particularly important because both 
overuse and underuse of screening can have 

adverse patient outcomes. Most of the stud-
ies neglected to report patient demographics 
or key covariates, such as weight, body mass 
index, and comorbidities, hindering our 
ability to determine if either physicians or 
Advanced Practicing Registered Nurse are 
providing cancer screening based on guide-
lines.

 Outcome measures were most com-
monly reported using either provider or 
patient self-reported data about recommen-
dations and did not report on receipt of 
service or a documented change in behavior. 
Further, primary care addresses multiple 
preventive services, but only about half of 
the studies included more than one aspect of 
cancer control and no studies address 
post-treatment survivorship care. Future 
research should address these limitations 
and be conducted in longitudinal cohorts 
with comparison groups of well-described 
provider types, document patient receipt of 
screening or prevention recommendations, 
and assess multiple cancer control recom-
mendations. Use of standardized measures, 
including for patient characteristics associat-
ed with guideline recommendations, evalua-
tion of guideline adherence and longer term 
patient outcomes will also be important.

 �e studies we identi�ed were fairly 
heterogeneous in terms of patient popula-
tions, geographic region, provider type, and 

type of a comparison group. Additionally, 
included studies used a variety of approach-
es to measure cancer screening and preven-
tion, such as physician, non-physician pro-
vider and patient self-report. As a result, 
synthesis of �ndings was descriptive rather 
than quantitative. Findings are generalizable 
only to the primary care setting. [6, Rank 3]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

 �e integration of more into primary 
care can a�ect cancer screening and recom-
mendations in several di�erent ways. �is 
integration has the potential to increase the 
overall percentage of the population ever 
receiving speci�c cancer prevention and 
screening recommendations, as was shown 

in an intervention study included in this 
review. For example, colorectal cancer 
screening uptake in the US is substantially 
lower than for breast or cervical cancer 
screening. �e US Preventive Services Task 
Force (USPSTF) recommends any of three 
di�erent tests for colorectal cancer. 

 In the descriptive or intervention 
research they identi�ed, only 15 studies 
during a 21 year period, Advanced Practice 
Registered Nurse (APRN) /Physician assis-
tants are involved in recommending screen-
ing and prevention. �e limited research is 
somewhat surprising, because a team 
approach, including physicians and 
APRN/Physician assistants, has long been 
recommended for improving healthcare. 
After receiving the appropriate training, Ad-
vanced Practicing Registered Nurses expect 
to provide or recommend chronic disesaes 
preventive interventions such as Pap tests, 
mammograms and Fecal Occult Blood Test 
(FOBT) while studies only reported on 
physicians working concurrently with other 
practitioners to screen for cervical cancer 
and colorectal cancer. With the enactment 
of the A�ordable Care Act, millions of pre-
viously uninsured or underinsured will gain 
access to healthcare. A better understanding 
of the potential roles of APRN/PAs in meet-
ing this demand for cancer prevention and 
screening is critical.
 

 �ese tests have di�erent screening 
intervals, involvement of specialists, levels of 
invasiveness and other characteristics, 
potentially requiring detailed discussion to 
allow patients to make informed decisions 
about screening. Currently, less than 25% of 
physicians report actually working with Ad-
vanced Practicing Registered Nurse to pro-
vide colorectal cancer screening. However, 
one challenge with moving forward with 
team-based health care is that physicians 
do not always want to work with nurse 
practitioners.

 In a time constrained primary care 
setting, Advanced Practice Registered Nurse 
might play a critical role in improving 
discussion about options and ultimately 
improving uptake of chronic diseases and 
cancers. Alternatively, research featuring 
Advanced Practicing Registered Nurse 
might focus on improving all aspects of 
cancer control among speci�c populations, 
such as those previously uninsured or with 
key risk factors. 

 Lack of health insurance and lack of 
prior screening has been consistently associ-
ated with late stage of disease at diagnosis 
for breast, cervical, and colorectal cancer. 
Tobacco use and obesity are associated with 
many chronic diseases and the role of Ad-
vanced Practicing Registered Nurse in 
encouraging healthy behaviors could 

improve a variety of health outcomes of the 
US population. Future research is needed 
that investigates that relationship between a 
visit with an Advanced Practicing Registered 
Nurse and other primary care provider types 
within team-based primary care that over-
samples racial and ethnic minorities and 
lower socioeconomic status populations.

 Most of the studies were cross-sec-
tional and did not assess cancer prevention 
or screening outcomes longitudinally. Sur-
prisingly, only three studies reported results 
of interventions, therefore not allowing for a 
quantitative analysis of using Advanced 
Practice Registered Nurse for cancer screen-
ing or prevention recommendations. Few 
reported the type of Advanced Practice Reg-
istered Nurse or Physician assistant provider 
separately, included comparison groups, or 
were based on well-described samples. In 
addition, studies that did include compari-
son groups did not consistently report on 
statistical signi�cance of comparisons. 

 Inconsistencies in outcome measure 
reporting among these studies impacted our 
ability to compare guideline adherence and 
patient populations. Few studies evaluated 
whether screening recommendations were 
consistent with evidence-based guidelines 
for patient age at initiation or frequency. 
�is is particularly important because both 
overuse and underuse of screening can have 

adverse patient outcomes. Most of the stud-
ies neglected to report patient demographics 
or key covariates, such as weight, body mass 
index, and comorbidities, hindering our 
ability to determine if either physicians or 
Advanced Practicing Registered Nurse are 
providing cancer screening based on guide-
lines.

 Outcome measures were most com-
monly reported using either provider or 
patient self-reported data about recommen-
dations and did not report on receipt of 
service or a documented change in behavior. 
Further, primary care addresses multiple 
preventive services, but only about half of 
the studies included more than one aspect of 
cancer control and no studies address 
post-treatment survivorship care. Future 
research should address these limitations 
and be conducted in longitudinal cohorts 
with comparison groups of well-described 
provider types, document patient receipt of 
screening or prevention recommendations, 
and assess multiple cancer control recom-
mendations. Use of standardized measures, 
including for patient characteristics associat-
ed with guideline recommendations, evalua-
tion of guideline adherence and longer term 
patient outcomes will also be important.

 �e studies we identi�ed were fairly 
heterogeneous in terms of patient popula-
tions, geographic region, provider type, and 

type of a comparison group. Additionally, 
included studies used a variety of approach-
es to measure cancer screening and preven-
tion, such as physician, non-physician pro-
vider and patient self-report. As a result, 
synthesis of �ndings was descriptive rather 
than quantitative. Findings are generalizable 
only to the primary care setting. [6, Rank 3]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

 �e integration of more into primary 
care can a�ect cancer screening and recom-
mendations in several di�erent ways. �is 
integration has the potential to increase the 
overall percentage of the population ever 
receiving speci�c cancer prevention and 
screening recommendations, as was shown 

in an intervention study included in this 
review. For example, colorectal cancer 
screening uptake in the US is substantially 
lower than for breast or cervical cancer 
screening. �e US Preventive Services Task 
Force (USPSTF) recommends any of three 
di�erent tests for colorectal cancer. 

 In the descriptive or intervention 
research they identi�ed, only 15 studies 
during a 21 year period, Advanced Practice 
Registered Nurse (APRN) /Physician assis-
tants are involved in recommending screen-
ing and prevention. �e limited research is 
somewhat surprising, because a team 
approach, including physicians and 
APRN/Physician assistants, has long been 
recommended for improving healthcare. 
After receiving the appropriate training, Ad-
vanced Practicing Registered Nurses expect 
to provide or recommend chronic disesaes 
preventive interventions such as Pap tests, 
mammograms and Fecal Occult Blood Test 
(FOBT) while studies only reported on 
physicians working concurrently with other 
practitioners to screen for cervical cancer 
and colorectal cancer. With the enactment 
of the A�ordable Care Act, millions of pre-
viously uninsured or underinsured will gain 
access to healthcare. A better understanding 
of the potential roles of APRN/PAs in meet-
ing this demand for cancer prevention and 
screening is critical.
 

 �ese tests have di�erent screening 
intervals, involvement of specialists, levels of 
invasiveness and other characteristics, 
potentially requiring detailed discussion to 
allow patients to make informed decisions 
about screening. Currently, less than 25% of 
physicians report actually working with Ad-
vanced Practicing Registered Nurse to pro-
vide colorectal cancer screening. However, 
one challenge with moving forward with 
team-based health care is that physicians 
do not always want to work with nurse 
practitioners.

 In a time constrained primary care 
setting, Advanced Practice Registered Nurse 
might play a critical role in improving 
discussion about options and ultimately 
improving uptake of chronic diseases and 
cancers. Alternatively, research featuring 
Advanced Practicing Registered Nurse 
might focus on improving all aspects of 
cancer control among speci�c populations, 
such as those previously uninsured or with 
key risk factors. 

 Lack of health insurance and lack of 
prior screening has been consistently associ-
ated with late stage of disease at diagnosis 
for breast, cervical, and colorectal cancer. 
Tobacco use and obesity are associated with 
many chronic diseases and the role of Ad-
vanced Practicing Registered Nurse in 
encouraging healthy behaviors could 

improve a variety of health outcomes of the 
US population. Future research is needed 
that investigates that relationship between a 
visit with an Advanced Practicing Registered 
Nurse and other primary care provider types 
within team-based primary care that over-
samples racial and ethnic minorities and 
lower socioeconomic status populations.

 Most of the studies were cross-sec-
tional and did not assess cancer prevention 
or screening outcomes longitudinally. Sur-
prisingly, only three studies reported results 
of interventions, therefore not allowing for a 
quantitative analysis of using Advanced 
Practice Registered Nurse for cancer screen-
ing or prevention recommendations. Few 
reported the type of Advanced Practice Reg-
istered Nurse or Physician assistant provider 
separately, included comparison groups, or 
were based on well-described samples. In 
addition, studies that did include compari-
son groups did not consistently report on 
statistical signi�cance of comparisons. 

 Inconsistencies in outcome measure 
reporting among these studies impacted our 
ability to compare guideline adherence and 
patient populations. Few studies evaluated 
whether screening recommendations were 
consistent with evidence-based guidelines 
for patient age at initiation or frequency. 
�is is particularly important because both 
overuse and underuse of screening can have 

adverse patient outcomes. Most of the stud-
ies neglected to report patient demographics 
or key covariates, such as weight, body mass 
index, and comorbidities, hindering our 
ability to determine if either physicians or 
Advanced Practicing Registered Nurse are 
providing cancer screening based on guide-
lines.

 Outcome measures were most com-
monly reported using either provider or 
patient self-reported data about recommen-
dations and did not report on receipt of 
service or a documented change in behavior. 
Further, primary care addresses multiple 
preventive services, but only about half of 
the studies included more than one aspect of 
cancer control and no studies address 
post-treatment survivorship care. Future 
research should address these limitations 
and be conducted in longitudinal cohorts 
with comparison groups of well-described 
provider types, document patient receipt of 
screening or prevention recommendations, 
and assess multiple cancer control recom-
mendations. Use of standardized measures, 
including for patient characteristics associat-
ed with guideline recommendations, evalua-
tion of guideline adherence and longer term 
patient outcomes will also be important.

 �e studies we identi�ed were fairly 
heterogeneous in terms of patient popula-
tions, geographic region, provider type, and 

type of a comparison group. Additionally, 
included studies used a variety of approach-
es to measure cancer screening and preven-
tion, such as physician, non-physician pro-
vider and patient self-report. As a result, 
synthesis of �ndings was descriptive rather 
than quantitative. Findings are generalizable 
only to the primary care setting. [6, Rank 3]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

 �e integration of more into primary 
care can a�ect cancer screening and recom-
mendations in several di�erent ways. �is 
integration has the potential to increase the 
overall percentage of the population ever 
receiving speci�c cancer prevention and 
screening recommendations, as was shown 

in an intervention study included in this 
review. For example, colorectal cancer 
screening uptake in the US is substantially 
lower than for breast or cervical cancer 
screening. �e US Preventive Services Task 
Force (USPSTF) recommends any of three 
di�erent tests for colorectal cancer. 

 In the descriptive or intervention 
research they identi�ed, only 15 studies 
during a 21 year period, Advanced Practice 
Registered Nurse (APRN) /Physician assis-
tants are involved in recommending screen-
ing and prevention. �e limited research is 
somewhat surprising, because a team 
approach, including physicians and 
APRN/Physician assistants, has long been 
recommended for improving healthcare. 
After receiving the appropriate training, Ad-
vanced Practicing Registered Nurses expect 
to provide or recommend chronic disesaes 
preventive interventions such as Pap tests, 
mammograms and Fecal Occult Blood Test 
(FOBT) while studies only reported on 
physicians working concurrently with other 
practitioners to screen for cervical cancer 
and colorectal cancer. With the enactment 
of the A�ordable Care Act, millions of pre-
viously uninsured or underinsured will gain 
access to healthcare. A better understanding 
of the potential roles of APRN/PAs in meet-
ing this demand for cancer prevention and 
screening is critical.
 

 �ese tests have di�erent screening 
intervals, involvement of specialists, levels of 
invasiveness and other characteristics, 
potentially requiring detailed discussion to 
allow patients to make informed decisions 
about screening. Currently, less than 25% of 
physicians report actually working with Ad-
vanced Practicing Registered Nurse to pro-
vide colorectal cancer screening. However, 
one challenge with moving forward with 
team-based health care is that physicians 
do not always want to work with nurse 
practitioners.

 In a time constrained primary care 
setting, Advanced Practice Registered Nurse 
might play a critical role in improving 
discussion about options and ultimately 
improving uptake of chronic diseases and 
cancers. Alternatively, research featuring 
Advanced Practicing Registered Nurse 
might focus on improving all aspects of 
cancer control among speci�c populations, 
such as those previously uninsured or with 
key risk factors. 

 Lack of health insurance and lack of 
prior screening has been consistently associ-
ated with late stage of disease at diagnosis 
for breast, cervical, and colorectal cancer. 
Tobacco use and obesity are associated with 
many chronic diseases and the role of Ad-
vanced Practicing Registered Nurse in 
encouraging healthy behaviors could 

improve a variety of health outcomes of the 
US population. Future research is needed 
that investigates that relationship between a 
visit with an Advanced Practicing Registered 
Nurse and other primary care provider types 
within team-based primary care that over-
samples racial and ethnic minorities and 
lower socioeconomic status populations.

 Most of the studies were cross-sec-
tional and did not assess cancer prevention 
or screening outcomes longitudinally. Sur-
prisingly, only three studies reported results 
of interventions, therefore not allowing for a 
quantitative analysis of using Advanced 
Practice Registered Nurse for cancer screen-
ing or prevention recommendations. Few 
reported the type of Advanced Practice Reg-
istered Nurse or Physician assistant provider 
separately, included comparison groups, or 
were based on well-described samples. In 
addition, studies that did include compari-
son groups did not consistently report on 
statistical signi�cance of comparisons. 

 Inconsistencies in outcome measure 
reporting among these studies impacted our 
ability to compare guideline adherence and 
patient populations. Few studies evaluated 
whether screening recommendations were 
consistent with evidence-based guidelines 
for patient age at initiation or frequency. 
�is is particularly important because both 
overuse and underuse of screening can have 

adverse patient outcomes. Most of the stud-
ies neglected to report patient demographics 
or key covariates, such as weight, body mass 
index, and comorbidities, hindering our 
ability to determine if either physicians or 
Advanced Practicing Registered Nurse are 
providing cancer screening based on guide-
lines.

 Outcome measures were most com-
monly reported using either provider or 
patient self-reported data about recommen-
dations and did not report on receipt of 
service or a documented change in behavior. 
Further, primary care addresses multiple 
preventive services, but only about half of 
the studies included more than one aspect of 
cancer control and no studies address 
post-treatment survivorship care. Future 
research should address these limitations 
and be conducted in longitudinal cohorts 
with comparison groups of well-described 
provider types, document patient receipt of 
screening or prevention recommendations, 
and assess multiple cancer control recom-
mendations. Use of standardized measures, 
including for patient characteristics associat-
ed with guideline recommendations, evalua-
tion of guideline adherence and longer term 
patient outcomes will also be important.

 �e studies we identi�ed were fairly 
heterogeneous in terms of patient popula-
tions, geographic region, provider type, and 

type of a comparison group. Additionally, 
included studies used a variety of approach-
es to measure cancer screening and preven-
tion, such as physician, non-physician pro-
vider and patient self-report. As a result, 
synthesis of �ndings was descriptive rather 
than quantitative. Findings are generalizable 
only to the primary care setting. [6, Rank 3]

 It is within the purview of the Central 
Nursing Organization (CNO) and other 
senior nursing leaders to de�ne the organi-
zation’s mission and culture for nursing 
scholarship. Given the well-articulated bar-
riers to evidence based practice gleaned 
from the literature, it is no wonder that it 
can take years to translate the evidence into 
practice. �erefore, this leadership team 
plays a pivotal role in narrowing this gap 
by building the capacity for nursing schol-
arship.

 It is ultimately the responsibility of 
the Central Nursing Organization support-
ed by other senior nurse leaders, to over-
come individual and organizational barriers 
to evidence based practice At the helm of 
successful hospital-based nursing research 
and evidence based practice programs are 
nursing leaders who have made it their 

mission to make evidence based practice 
transparent across all nursing roles. �ey 
accomplish this mission by implementing a 
comprehensive infrastructure that builds 
and sustains the capacity for innovative, 
evidence-based nursing practices. As a 
result, these organizations achieve exempla-
ry outcomes for both nurses and patients.

 In settings where nursing scholarship 
is truly embraced, nursing leaders foster a 
culture shift in the day-to-day practice of 
the nurse. Nursing care that is steeped in 
tradition is no longer acceptable. �e new 
norm establishes an expectation that nurses 
question their practice, seek answers from 
the best evidence, and apply it to their prac-
tice. When evidence is lacking, nurses are 
charged with using the research process to 
generate and disseminate new knowledge 
that may ultimately lead to innovations in 
practice.

 Building the capacity for scholarly work 
of the nursing sta� requires a major redesign of 
the nursing infrastructure. Tradition-based 
hierarchical models in which sta� nurses are 
the least empowered of all nurses to make 
practice decisions are abandoned for a collabo-
rative governance structure (CGS). �e CGS 
is based on the belief that sta� nurses own 
their practice and are responsible for advanc-
ing and sustaining it. �is paradigm shift gives 

sta� nurses the authority and accountability 
for making practice decisions that are guided 
by the results of research and other sources of 
evidence.

 �e creation of a collaborative govern-
ance structure involves implementing new 
structures and processes, as well as the addition 
of material and human resources needed to 
support the scholarly work of the nurse. New 
committees and advisory councils, including a 
nursing research committee (NRC), are estab-
lished. Communication processes are de�ned 
to facilitate interactions among nursing 
departments and the various collaborative gov-
ernance structure committees and advisory 
councils. Many organizations involved in this 
work recommend that an evidence based prac-
tice model be selected to guild the evidence 
based practice and research processes. Building 
the capacity for advancing the scholarly work 
of sta� nurses takes time. It may be at least 3 to 
5 years before organizations garner the bene�ts 
of this work, as evidenced by increasing num-
bers of nurses from all levels of the organiza-
tion fully engaged in �nding answers to press-
ing clinical questions through their involve-
ment in evidence based practice and research 
projects. [3, Rank 4]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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Barriers to Evidence-Based Research at 
Nursing Level

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]  Building the capacity for scholarly work 

of the nursing sta� requires a major redesign of 
the nursing infrastructure. Tradition-based 
hierarchical models in which sta� nurses are 
the least empowered of all nurses to make 
practice decisions are abandoned for a collabo-
rative governance structure (CGS). �e CGS 
is based on the belief that sta� nurses own 
their practice and are responsible for advanc-
ing and sustaining it. �is paradigm shift gives 

sta� nurses the authority and accountability 
for making practice decisions that are guided 
by the results of research and other sources of 
evidence.

 �e creation of a collaborative govern-
ance structure involves implementing new 
structures and processes, as well as the addition 
of material and human resources needed to 
support the scholarly work of the nurse. New 
committees and advisory councils, including a 
nursing research committee (NRC), are estab-
lished. Communication processes are de�ned 
to facilitate interactions among nursing 
departments and the various collaborative gov-
ernance structure committees and advisory 
councils. Many organizations involved in this 
work recommend that an evidence based prac-
tice model be selected to guild the evidence 
based practice and research processes. Building 
the capacity for advancing the scholarly work 
of sta� nurses takes time. It may be at least 3 to 
5 years before organizations garner the bene�ts 
of this work, as evidenced by increasing num-
bers of nurses from all levels of the organiza-
tion fully engaged in �nding answers to press-
ing clinical questions through their involve-
ment in evidence based practice and research 
projects. [3, Rank 4]

 Despite the external and internal mo-
tivators for sta� nurses to be involved in Evi-
dence Based Projects (EBP) and research, 

there is a plethora of reasons, at both the 
individual and organizational level, that 
create barriers for sta� nurses in the acute 
care setting. Although sta� nurses frequent-
ly need information to support daily prac-
tice and have access to health science librar-
ies, they rarely use them. �ey are more 
likely to ask peers or access the Internet 
rather than use the library or search elec-
tronic databases. For those nurses who 
know how to access the evidence, the 
volume of literature available for considera-
tion is overwhelming. �e demands associ-
ated with patient care limit the time nurses 
have to become involved in EBP activities 
during scheduled work hours. Sta� nurses 
have reported that they lack the knowledge 
and skill necessary to formulate searchable 
clinical questions, conduct literature search-
es, critique and synthesize the literature, and 
change practice based on the evidence. Neg-
ative attitudes about research make nurses 
less likely to participate in projects designed 
to advance nursing practice.

 Another frequently cited barrier has 
to do with nurses’ self-reported lack of con-
�dence in their ability to engage in EBP. 
�is barrier relates directly to nurses’ educa-
tional preparation. With the aging nursing 
workforce, many sta� nurses are graduates 
of nursing schools in which the curriculum 
did not emphasize EBP and research. In a 
recent study, there was a signi�cant di�er-

ence between the views of nurses having a 
baccalaureate or higher degree in nursing 
compared with their diploma and associate 
degree peers. �e former group had a 
stronger belief that nursing should be a 
research-based profession and that EBP is 
essential for professional nursing practice. 
�ese knowledge gaps and attitudinal di�er-
ences among sta� nurses are further exacer-
bated by practicing in organizations that 
lack adequately prepared nurses to mentor 
sta� through the EBP or research process. 
Insurmountable barriers to EBP are a result 
of additional organizational characteristics 
and cultures. Impediments for sta� nurses 
include working in organizations that fail to 
value EBP, allocate protected sta� time and 
resources to support scholarly work, or pro-
mote nurses’ autonomy to change practice. 
[10, Rank 3]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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Current and Future Challenges 
on Nursing regulations

Regulatory Scope of Practice for 
Advanced Practice Nurses

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

 Despite the external and internal mo-
tivators for sta� nurses to be involved in Evi-
dence Based Projects (EBP) and research, 

there is a plethora of reasons, at both the 
individual and organizational level, that 
create barriers for sta� nurses in the acute 
care setting. Although sta� nurses frequent-
ly need information to support daily prac-
tice and have access to health science librar-
ies, they rarely use them. �ey are more 
likely to ask peers or access the Internet 
rather than use the library or search elec-
tronic databases. For those nurses who 
know how to access the evidence, the 
volume of literature available for considera-
tion is overwhelming. �e demands associ-
ated with patient care limit the time nurses 
have to become involved in EBP activities 
during scheduled work hours. Sta� nurses 
have reported that they lack the knowledge 
and skill necessary to formulate searchable 
clinical questions, conduct literature search-
es, critique and synthesize the literature, and 
change practice based on the evidence. Neg-
ative attitudes about research make nurses 
less likely to participate in projects designed 
to advance nursing practice.

 Another frequently cited barrier has 
to do with nurses’ self-reported lack of con-
�dence in their ability to engage in EBP. 
�is barrier relates directly to nurses’ educa-
tional preparation. With the aging nursing 
workforce, many sta� nurses are graduates 
of nursing schools in which the curriculum 
did not emphasize EBP and research. In a 
recent study, there was a signi�cant di�er-

ence between the views of nurses having a 
baccalaureate or higher degree in nursing 
compared with their diploma and associate 
degree peers. �e former group had a 
stronger belief that nursing should be a 
research-based profession and that EBP is 
essential for professional nursing practice. 
�ese knowledge gaps and attitudinal di�er-
ences among sta� nurses are further exacer-
bated by practicing in organizations that 
lack adequately prepared nurses to mentor 
sta� through the EBP or research process. 
Insurmountable barriers to EBP are a result 
of additional organizational characteristics 
and cultures. Impediments for sta� nurses 
include working in organizations that fail to 
value EBP, allocate protected sta� time and 
resources to support scholarly work, or pro-
mote nurses’ autonomy to change practice. 
[10, Rank 3]

 Both nurse practitioner and Clinical 
nurse specialists are considered advanced 
practice nurses. Nurse practitioners are 
de�ned as RNs who have additional edu-
cation in recognized programs, preferably 
at the graduate level. �ey demonstrate 
advanced competencies to practice autono-
mously and collaboratively to perform 

assessments, order laboratory and diagnostic 
tests, diagnose, prescribe medications and 
treatments, and perform procedures, as 
authorized by legislation and their regulato-
ry scope of practice, as well as performing an 
advanced nursing role that includes consul-
tation, collaboration, education, research, 
and leadership. 

 Clinical nurse specialists are regis-
tered nurses (RNs) with a graduate degree 
in nursing who have expertise in a clinical 
specialty and perform an advanced nurs-
ing role that includes practice, consulta-
tion, collaboration, education, research, 
and leadership.

 Nurse practitioners and Clinical 
nurse specialists function in alternative or 
complementary provider roles. �ose work-
ing in alternative roles provide similar 
services to those for whom they are substi-
tuting, usually physicians. �ose working in 
complementary roles provide additional 
services that are intended to complement or 
extend existing services. �e intention of the 
alternative role is typically to reduce cost or 
workload or to address workforce shortages 
while maintaining or improving the quality 
of care; in contrast, the intention of the 
complementary role is to improve the quali-
ty of care.

 Nurse practitioners improved 
resource utilization and access to care, 

increased primary care services in the com-
munity, and reduced costs. Over the past 
few years, a number of literature reviews and 
systematic reviews have summarized the 
�ndings of studies evaluating nurse practi-
tioner s. �e reviews have consistently 
shown no di�erence in the health outcomes 
of patients receiving nurse practitioner care 
when compared to patients receiving physi-
cian care, but often both quality of care and 
patient satisfaction are higher with nurse 
practitioner care.

 Researchers reporting RCTs (Rand-
omized control trials) may also �nd the 
following recommendations helpful. A clear 
brief description of the sequence generation 
(e.g., random number table; computer 
random number generator) is needed to 
allow the reader to determine if the process 
should provide comparable groups. A 
description of allocation concealment (e.g., 
sequentially numbered, opaque, and sealed 
envelope) is important for the reader to 
determine if allocation to groups could be 
manipulated. 

 While blinding of participants is not 
possible in a study incorporating nurse prac-
titioner s or Clinical nurse specialists , a 
description of procedures used to blind out-
come assessors and/ or the description of 
valid outcome measures is needed to assess 
the quality of the study. 

 Completeness of outcome data for 
each outcome measure and group, including 
the description of missing data and details 
of all participants excluded, lost to 
follow-up (e.g., dropped out of study or 
died), or reincluded at each stage, also needs 
to be reported. If researchers do not report 
outcomes that were measured or key out-
comes that would be expected, a clear 
description is needed of the reasons for fail-
ing to report the outcome. [6, Rank 5]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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Addressing Disparities in Nursing 
Access Among Diverse Populations

 To identify the potential facilitators 
and obstacles to adoption of the meta-com-
petencies and discipline-speci�c sub-com-
petencies within the participating disci-
plines, a competencies adoption question-
naire was created. �e questionnaire was 
designed as a tool for mapping the initial 
competencies adoption strategy for each 
discipline and then following that process 

over time. Responses were discussed at the 
meeting and stimulated a brainstorming 
process around adoption among attendees.
Despite the diversity of �elds represented 
and varying degrees of development of inte-
grative health competencies in the �elds, 
several common themes emerged from this 
informal analysis. �e necessity of wide dis-
semination via multiple avenues was a 
common goal and identi�ed as an impor-
tant factor in promoting adoption. Dis-
semination strategies ranged from tradition-
al avenues such as publications and pres-
entations at national conferences to more 
grassroots avenues such as lectures, network-
ing with colleagues, faculty and program 
directors, and working within professional 
organizations to garner support. 

 Suggestions for widespread dissemi-
nation included obtaining the support of 
speci�c in�uential organizations, such as 
national councils of colleges or education-
al organizations, accrediting bodies and 
program directors, and aligning sub-com-
petencies with educational goals and com-
petencies of national organizations within 
the �eld. Speci�c attributes of the proposed 
curriculum thought to facilitate adoption 
were identi�ed, including high-quality con-
tent, cost, ease of use, and ability to meet an 
existing curricular need. Systemic factors 
in�uencing adoption, including the pres-
ence of an evidence base for curriculum 

content and the need for reimbursement for 
IH services in primary care, were also identi-
�ed. Readiness for adoption ratings ranged 
from 3 to 10, with an average of 7 indicating 
that most participants believed �elds were 
leaning toward adoption.

 Obstacles to adoption were also iden-
ti�ed. �e most frequently mentioned per-
tained to competing priorities and �nding 
time in the curriculum. Also mentioned was 
a lack of knowledge of or interest in IH. Bias 
against or resistance to IH principles was 
also viewed as an obstacle. Curriculum 
attributes such as medically-focused lan-
guage, educational level, and implementa-
tion costs may either facilitate or impede 
adoption.

 As the competencies adoption process 
described above indicates, although we have 

succeeded in developing a set of consensus 
competencies for the primary care profes-
sions in IH, the next phase of the National 
Center for Integrative Primary Healthcare 
curriculum project promises new challeng-
es. �e competencies will have an impact 
only if they are coupled with a high-quality, 
relevant curriculum that can be incorporat-
ed into primary care training programs 
across the country in order to prepare train-
ees to actually become competent in inte-
grative health. �e National Center for Inte-
grative Primary Healthcare curriculum team 
is now working to develop an online pro-
gram keyed to the interprofessional me-
ta-competencies, which will be piloted later 
this year in training programs and subse-
quently revised and re�ned for wider distri-
bution.

 A number of potential barriers will 
need to be addressed during the course of 
this project, including �nding time in 
already overloaded schedules, securing 
buy-in and commitment from overextended 
faculty and program directors, and address-
ing the lingering criticisms of integrative 
health as non–evidence-based that persist in 
some sectors of the primary care system. 
One major challenge in the implementation 
of this new curriculum will be the fact that, 
as we have learned from other curriculum 
development projects such as the Integrative 
Medicine in Residency programs for family 

medicine and pediatrics, gaps in training 
programs cannot be �lled by online educa-
tional content alone. 

 Signi�cant attention must also be 
paid to developing needed onsite experien-
tial and clinical activities in order to assess 
the impact of the knowledge in IH skills. 
Faculty development to prepare onsite 
faculty for this role is an essential piece of 
this process as well. A �nal challenge will be 
the development of e�ective strategies to 
assist educators in measuring the degree to 
which their learners have mastered the com-
petencies. Despite these challenges, our 
intent is that these competencies will 
become required material for all primary 
healthcare professions, embraced by accred-
iting agencies as a critical and necessary 
element of primary healthcare training, and 
that the availability of a high-quality, 
evidence-based curriculum will facilitate the 
implementation of these competencies with 
long-term bene�t to the healthcare system. 
[9, Rank 4]

 Both nurse practitioner and Clinical 
nurse specialists are considered advanced 
practice nurses. Nurse practitioners are 
de�ned as RNs who have additional edu-
cation in recognized programs, preferably 
at the graduate level. �ey demonstrate 
advanced competencies to practice autono-
mously and collaboratively to perform 

assessments, order laboratory and diagnostic 
tests, diagnose, prescribe medications and 
treatments, and perform procedures, as 
authorized by legislation and their regulato-
ry scope of practice, as well as performing an 
advanced nursing role that includes consul-
tation, collaboration, education, research, 
and leadership. 

 Clinical nurse specialists are regis-
tered nurses (RNs) with a graduate degree 
in nursing who have expertise in a clinical 
specialty and perform an advanced nurs-
ing role that includes practice, consulta-
tion, collaboration, education, research, 
and leadership.

 Nurse practitioners and Clinical 
nurse specialists function in alternative or 
complementary provider roles. �ose work-
ing in alternative roles provide similar 
services to those for whom they are substi-
tuting, usually physicians. �ose working in 
complementary roles provide additional 
services that are intended to complement or 
extend existing services. �e intention of the 
alternative role is typically to reduce cost or 
workload or to address workforce shortages 
while maintaining or improving the quality 
of care; in contrast, the intention of the 
complementary role is to improve the quali-
ty of care.

 Nurse practitioners improved 
resource utilization and access to care, 

increased primary care services in the com-
munity, and reduced costs. Over the past 
few years, a number of literature reviews and 
systematic reviews have summarized the 
�ndings of studies evaluating nurse practi-
tioner s. �e reviews have consistently 
shown no di�erence in the health outcomes 
of patients receiving nurse practitioner care 
when compared to patients receiving physi-
cian care, but often both quality of care and 
patient satisfaction are higher with nurse 
practitioner care.

 Researchers reporting RCTs (Rand-
omized control trials) may also �nd the 
following recommendations helpful. A clear 
brief description of the sequence generation 
(e.g., random number table; computer 
random number generator) is needed to 
allow the reader to determine if the process 
should provide comparable groups. A 
description of allocation concealment (e.g., 
sequentially numbered, opaque, and sealed 
envelope) is important for the reader to 
determine if allocation to groups could be 
manipulated. 

 While blinding of participants is not 
possible in a study incorporating nurse prac-
titioner s or Clinical nurse specialists , a 
description of procedures used to blind out-
come assessors and/ or the description of 
valid outcome measures is needed to assess 
the quality of the study. 

 Completeness of outcome data for 
each outcome measure and group, including 
the description of missing data and details 
of all participants excluded, lost to 
follow-up (e.g., dropped out of study or 
died), or reincluded at each stage, also needs 
to be reported. If researchers do not report 
outcomes that were measured or key out-
comes that would be expected, a clear 
description is needed of the reasons for fail-
ing to report the outcome. [6, Rank 5]

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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Establishing and Maintaining 
Con�dence Among Advanced 

Practice Nurses

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 

 Advanced practice nurses gained con-
�dence from participation in further train-
ing and this assurance was noticeable to col-
leagues and clients. However, researchers 
found that professional development 
played virtually no part in solidifying the 

role of the advanced practice nurse within 
general practices. Nurse Practitioners and 
specialists like Diabetic Nurse Educators ( 
DNEs) who, by the nature of their position, 
had more education than other nurses in the 
practice, believed that the path to recognisa-
ble status was increasingly independent 
practice. �ey resented practicing nurses 
being given extended duties after they had 
completed a relatively small amount of 
training that was mostly funded by the prac-
tice. �ey also believed that this devalued 

their on the job training and more compre-
hensive, self-funded education, giving the 
advanced practice nurses the impression 
that practice decision makers did not value 
the nurse’s overall worth to the general prac-
tice particularly highly.

 Strengthening the �eld of advanced 
practice nursing requires certain elements 
(as shown in Figure 25)

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28
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Eliminating boundaries between 
general practitioners and advanced 

practice nurses

Figure 20: Nurses Turnover and Burden on Organisation

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 

 Advanced practice nurses gained con-
�dence from participation in further train-
ing and this assurance was noticeable to col-
leagues and clients. However, researchers 
found that professional development 
played virtually no part in solidifying the 

role of the advanced practice nurse within 
general practices. Nurse Practitioners and 
specialists like Diabetic Nurse Educators ( 
DNEs) who, by the nature of their position, 
had more education than other nurses in the 
practice, believed that the path to recognisa-
ble status was increasingly independent 
practice. �ey resented practicing nurses 
being given extended duties after they had 
completed a relatively small amount of 
training that was mostly funded by the prac-
tice. �ey also believed that this devalued 

their on the job training and more compre-
hensive, self-funded education, giving the 
advanced practice nurses the impression 
that practice decision makers did not value 
the nurse’s overall worth to the general prac-
tice particularly highly.

 Strengthening the �eld of advanced 
practice nursing requires certain elements 
(as shown in Figure 25)

 Clari�cation was both a means of 
strengthening and weakening boundaries 
between General practitioners and advanced 
practice nurses. In practices where there was 
a mature relationship between the two, clar-
i�cations was an empowering force that 
kept communication channels open and 
provided opportunities for wider consulta-
tion about matters central to the running of 
the practice. However, other associations 
were not so productive. In these relation-
ships, advanced practice nurses used clari�-
cation as a means of rebuilding their own 
con�dence. �is only resulted in trivialising 
the duties of the advanced practice nurse to 
the extent that they had to be formalised in 
a more detailed way with protocols.

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

Strengthening the Field of
Advanced Practice Nursing

Eliminating boundaries between 
general practitioners and advanced 
practice nurses

Establishing and maintaining the 
value of advanced practice nursing

Legitimacy of advanced practice 
nursing in general practice

Ultimate changes of the traditional 
assumptions of practice

Assimilating practice with 
integrated health and primary 
health

Increasing accountablity of 
APRNs



Establishing and maintaining the 
value of advanced practice nursing

Legitimacy of advanced practice 
nursing in general practice

Ultimate changes of the traditional 
assumptions of practice

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 

 An unexpected �nding was the dialec-
tic verbalised by general practitioners con-
cerning the value of their consultation time 
versus the recovery of costs incurred 
through the provision of an advanced prac-
tice nurse. On the one hand, general practi-
tioners were happy to hand over some of the 
more time-consuming responsibilities of 
care to nurses to see more patients them-
selves and, presumably, bring more money 
into the practice. However, there was a limit 
to this pattern because nurses are, in the 
main, salaried from the total earnings of a 
general practice and recover very little in the 
way of rebates for their services. �is balanc-
ing act placed the advanced practice nurse at 
a considerable disadvantage when compared 
to a revenue earning GP in terms of justify-
ing their position in the long term. 

 Advanced practice nursing does not 
have a legitimate foothold in general prac-
tice. Despite patients, nurses and doctors 
being able to articulate problems concern-
ing con�dence, boundaries and value, there 
had been scant progress towards organising 
this niche of practice in any sustainable way. 
Critical theorists would claim that this 
maelstrom is subtly encouraged by the med-
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ical profession as a means of asserting and 
supporting their dominance in the general 
practice sphere. However, the uncertainty 
surrounding advanced practice nursing in 
general practice is the result of a complex set 
of related factors that have sabotaged 
attempts to gain professional recognition for 
over a decade. [8, Rank 2]

 While this could be interpreted that 
the General practitioner had con�dence in 
the ability of the advanced practice nurse, 
pragmatically, it meant that tasks of lower 
clinical importance were delegated. �e 
result of this custom was that advanced 
practice nurses became unsure of what they 
were supposed to doing and hesitant to 
assume additional responsibility when it was 
o�ered. Advanced practice nurses were also 
inclined to default to tasks such as patient 
�ow in the absence of other meaningful 
work. While important to the day-to-day 
running of the practice, this task could have 
been delegated to more junior nurses or 
indeed reception sta�.

 Advanced practice nurses were not 
automatically bestowed with the level of 
trust that their skills and abilities demanded. 
It appeared that colleagues either side of the 
advanced practice nurse, were better placed 
in this way because they held positions and 

performed duties that were more easily rec-
ognised and understood by patients. To gain 
respect from General practitioner advanced 
practice nurses felt that they had to display 
skills that were more medically oriented, 
however, these skills were not accepted by 
their less quali�ed nursing colleagues who 
themselves felt undervalued and over-
worked. Nurse practitioner, who had statu-
tory and nominal advantage over their 
advanced practice nursing counterparts, still 
prioritised the nursing component of their 
practice and was dismayed when their con-
sultations were time restricted.

 Assumptions by General practition-
er that they are responsible for everything 
that transpires within the practice are, 
therefore, dangerous because they may 
give colleagues the (wrong) impression 
that they are somehow absolved from any 
culpability deriving from their own care 
decisions. If patients also expect General 
practitioner to retain �nal say over their 
care, the advanced practice nurse is, in 
e�ect, performing a function that has little 
relevance. �is situation has the potential to 
create environments where there is a reliance 
on standing orders and protocols, which 
only diminishes opportunities for inde-
pendent practice by advanced practice 
nurses.
 �is traditional view of peer-to-peer 
referrals is supported by time honoured 

practices such as referral letters written in 
standardised, long winded formats that act 
to exclude newcomers to the arena who do 
not have a solid grasp of the nuances 
involved. Given that some General practi-
tioner also resented advanced practice 
nurses making diagnoses, it is possible that 
the pushback from specialists was a means 
of preserving the last bastion of a closed 
fraternity.

 �ere was a tendency for General 
practitioners to relinquish duties to 
advanced practice nurses for reasons other 
than the skills and abilities of the nurse. �is 
also applied to situations where the General 
practitioner retained sole responsibility for 
the task. In many cases, General practitioner 
handed over tasks that they had no interest 
in, did not enjoy performing or took up too 
much of their consultation time. �is creat-
ed an uneasy tension between General prac-
titioner and advanced practice nurses 
because it appeared that General practition-
er were the sole arbiter of what the nurse 
could or could not do.

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28



Assimilating practice with 
integrated health 

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 

2

® Nursing Jurisprudence Laws In Ohio

52

 While this could be interpreted that 
the General practitioner had con�dence in 
the ability of the advanced practice nurse, 
pragmatically, it meant that tasks of lower 
clinical importance were delegated. �e 
result of this custom was that advanced 
practice nurses became unsure of what they 
were supposed to doing and hesitant to 
assume additional responsibility when it was 
o�ered. Advanced practice nurses were also 
inclined to default to tasks such as patient 
�ow in the absence of other meaningful 
work. While important to the day-to-day 
running of the practice, this task could have 
been delegated to more junior nurses or 
indeed reception sta�.

 Advanced practice nurses were not 
automatically bestowed with the level of 
trust that their skills and abilities demanded. 
It appeared that colleagues either side of the 
advanced practice nurse, were better placed 
in this way because they held positions and 

performed duties that were more easily rec-
ognised and understood by patients. To gain 
respect from General practitioner advanced 
practice nurses felt that they had to display 
skills that were more medically oriented, 
however, these skills were not accepted by 
their less quali�ed nursing colleagues who 
themselves felt undervalued and over-
worked. Nurse practitioner, who had statu-
tory and nominal advantage over their 
advanced practice nursing counterparts, still 
prioritised the nursing component of their 
practice and was dismayed when their con-
sultations were time restricted.

 Assumptions by General practition-
er that they are responsible for everything 
that transpires within the practice are, 
therefore, dangerous because they may 
give colleagues the (wrong) impression 
that they are somehow absolved from any 
culpability deriving from their own care 
decisions. If patients also expect General 
practitioner to retain �nal say over their 
care, the advanced practice nurse is, in 
e�ect, performing a function that has little 
relevance. �is situation has the potential to 
create environments where there is a reliance 
on standing orders and protocols, which 
only diminishes opportunities for inde-
pendent practice by advanced practice 
nurses.
 �is traditional view of peer-to-peer 
referrals is supported by time honoured 

practices such as referral letters written in 
standardised, long winded formats that act 
to exclude newcomers to the arena who do 
not have a solid grasp of the nuances 
involved. Given that some General practi-
tioner also resented advanced practice 
nurses making diagnoses, it is possible that 
the pushback from specialists was a means 
of preserving the last bastion of a closed 
fraternity.

 �ere was a tendency for General 
practitioners to relinquish duties to 
advanced practice nurses for reasons other 
than the skills and abilities of the nurse. �is 
also applied to situations where the General 
practitioner retained sole responsibility for 
the task. In many cases, General practitioner 
handed over tasks that they had no interest 
in, did not enjoy performing or took up too 
much of their consultation time. �is creat-
ed an uneasy tension between General prac-
titioner and advanced practice nurses 
because it appeared that General practition-
er were the sole arbiter of what the nurse 
could or could not do.

 �e competencies and advanced 
thoughts on professional development have 
led to the integrated health competencies 
forward within speci�c disciplines. Strate-

gies for adoption and dissemination were 
described and will be used to evaluate and 
track the adoption process moving forward. 
Identi�cation of potential obstacles provid-
ed insight for both the adoption process and 
curriculum development. 

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28



Nursing Workforce Development

Increasing accountability of APRNs

Factors Hindering the Success of a 
Nursing Workforce in General Practice

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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 �e competencies and advanced 
thoughts on professional development have 
led to the integrated health competencies 
forward within speci�c disciplines. Strate-

gies for adoption and dissemination were 
described and will be used to evaluate and 
track the adoption process moving forward. 
Identi�cation of potential obstacles provid-
ed insight for both the adoption process and 
curriculum development. 

 �e concept of accountability was 
used by both General practitioners and 
patients to justify an unwillingness to 
increase the responsibility of advanced 
practice nurses. Researches show that 
patients, nurses and doctors agreed that the 
General practitioner was ultimately respon-
sible for a patient’s care in the general prac-
tice. While this view could appear to be rea-
sonably justi�ed, today’s healthcare environ-
ment demands that every person charged 
with the care of patients is ultimately 
answerable for their own practice.

 In US, since the introduction of uni-
versity-based education for nurses, newly 
quali�ed registered nurses typically enter 
the workforce through a transition to 
practice program. At present, there is a sur-
plus of new graduate nurses resulting in lim-
ited placements. �erefore, the addition of a 
transition program for new graduate nurses 
into PHC will increase employment oppor-

tunities, and may inevitably increase current 
and predicted nursing shortages in the 
future.

 Similarly, new graduate nurses speci�-
cally recruited to work in a general practice 
setting, would also require the support pro-
vided by a transition program - to access 
speci�c education and develop the necessary 
skills to work e�ectively in this �eld. How-
ever, there is a paucity of information on 
transition programs for graduate nurses 
entering general practice settings. �erefore, 
this innovation would require the develop-
ment and evaluation of a transition to prac-
tice program speci�cally for graduate nurses 
entering the nursing profession in a general 
practice setting. [3, Rank 2]

�e capacity of general practice support the 
employment of new nurse graduates, in 
addition to current nursing sta�, will be 
important to ascertain in the initial needs 
assessment. Physical size constraints of 
practices have been reported to impact on 
the number of nurses employed in general 
practices. Investigating the optimal size and 
work environments of general practices, will 
be important in developing recruitment 
protocols as part of a program implementa-
tion plan. 
  

 �e con�dence of new graduates 
may be a�ected negatively by inexperi-
enced or poorly motivated preceptors. It 
will be important that a selection criteria is 
developed for engaging experienced and 
motivated nurses into the role of a preceptor 
and that they are in addition provided with 
su�cient education and training in transi-
tion theory and the needs of new graduate 
nurses, as well as being provided with sup-
port and feedback by the coordinators of the 
program. Investigating other incentives 
such as business case studies to encourage 
general practices to collaboratively engage 
and support the program will be important. 
Linking the transition to practice program 
to obtaining credit points associated with 
gaining a formal post-graduate tertiary 
quali�cation in specialties may increase 
the interest of pre-registration students in 
taking part in the program and partially 
remove barriers associated with comple-
tion of post-graduate studies. 

 In addition, securing funding to sup-
port ongoing program implementation 
and evaluation will be paramount. Devel-
opment of the program in partnership 
with key stakeholders will be paramount 
in ensuring sustainability. An initial prior-
ity in program inception will be to under-
take a national needs assessment of sta� 
within general practices and �nal year 
pre-registration nurses to provide critical 

information related to attitudes, knowledge, 
skills and support needs to inform program 
design and delivery.

 Postgraduate training support 
models for general practice such as the 
Prevocational General Practice Place-
ment (PGPP) or the US General Practice 
Training programs could be expanded or 
modi�ed to include nurses. 

 �is might be justi�ed on the provi-
sion of �nancial assistance to allow practices 
to o�set the cost and time spent by the spe-
cialty nurses and the potential supernumer-
ary time of the new nurse graduates. 

 An integral component of a transition 
to the role of practitioner will be compre-
hensive, formative and summative evalua-
tions, including cost-e�ectiveness studies. 
To support evaluations, key performance 
indicators and targeted outcome measures 
should be de�ned and evaluated. 

 �ese indicators at a minimum 
should focus on the level of competency and 
con�dence obtained by the new graduates 
and their intention to stay in the nursing 
workforce and in the �eld of general prac-
tice in the future. Evaluations should also 
include the impact of engagement with the 
program on the existing nurse workforce 
and the service delivery of general practices. 
[2, Rank 4]

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28



 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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 In US, since the introduction of uni-
versity-based education for nurses, newly 
quali�ed registered nurses typically enter 
the workforce through a transition to 
practice program. At present, there is a sur-
plus of new graduate nurses resulting in lim-
ited placements. �erefore, the addition of a 
transition program for new graduate nurses 
into PHC will increase employment oppor-

tunities, and may inevitably increase current 
and predicted nursing shortages in the 
future.

 Similarly, new graduate nurses speci�-
cally recruited to work in a general practice 
setting, would also require the support pro-
vided by a transition program - to access 
speci�c education and develop the necessary 
skills to work e�ectively in this �eld. How-
ever, there is a paucity of information on 
transition programs for graduate nurses 
entering general practice settings. �erefore, 
this innovation would require the develop-
ment and evaluation of a transition to prac-
tice program speci�cally for graduate nurses 
entering the nursing profession in a general 
practice setting. [3, Rank 2]

�e capacity of general practice support the 
employment of new nurse graduates, in 
addition to current nursing sta�, will be 
important to ascertain in the initial needs 
assessment. Physical size constraints of 
practices have been reported to impact on 
the number of nurses employed in general 
practices. Investigating the optimal size and 
work environments of general practices, will 
be important in developing recruitment 
protocols as part of a program implementa-
tion plan. 
  

 �e con�dence of new graduates 
may be a�ected negatively by inexperi-
enced or poorly motivated preceptors. It 
will be important that a selection criteria is 
developed for engaging experienced and 
motivated nurses into the role of a preceptor 
and that they are in addition provided with 
su�cient education and training in transi-
tion theory and the needs of new graduate 
nurses, as well as being provided with sup-
port and feedback by the coordinators of the 
program. Investigating other incentives 
such as business case studies to encourage 
general practices to collaboratively engage 
and support the program will be important. 
Linking the transition to practice program 
to obtaining credit points associated with 
gaining a formal post-graduate tertiary 
quali�cation in specialties may increase 
the interest of pre-registration students in 
taking part in the program and partially 
remove barriers associated with comple-
tion of post-graduate studies. 

 In addition, securing funding to sup-
port ongoing program implementation 
and evaluation will be paramount. Devel-
opment of the program in partnership 
with key stakeholders will be paramount 
in ensuring sustainability. An initial prior-
ity in program inception will be to under-
take a national needs assessment of sta� 
within general practices and �nal year 
pre-registration nurses to provide critical 

information related to attitudes, knowledge, 
skills and support needs to inform program 
design and delivery.

 Postgraduate training support 
models for general practice such as the 
Prevocational General Practice Place-
ment (PGPP) or the US General Practice 
Training programs could be expanded or 
modi�ed to include nurses. 

 �is might be justi�ed on the provi-
sion of �nancial assistance to allow practices 
to o�set the cost and time spent by the spe-
cialty nurses and the potential supernumer-
ary time of the new nurse graduates. 

 An integral component of a transition 
to the role of practitioner will be compre-
hensive, formative and summative evalua-
tions, including cost-e�ectiveness studies. 
To support evaluations, key performance 
indicators and targeted outcome measures 
should be de�ned and evaluated. 

 �ese indicators at a minimum 
should focus on the level of competency and 
con�dence obtained by the new graduates 
and their intention to stay in the nursing 
workforce and in the �eld of general prac-
tice in the future. Evaluations should also 
include the impact of engagement with the 
program on the existing nurse workforce 
and the service delivery of general practices. 
[2, Rank 4]

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28
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Figure 27: General Ethical Principles in Nursing

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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�e most important ethical principles (as 
shown in Figure 27) that should be consid-
ered in nursing profession are:
1. Respecting the patient/client and pre        
    serving human dignity
2. Altruism and sympathy
3. Devotion to professional obligations
4. Accountability, responsibility and con 
      science. Accountability is accepting       
      responsibility for one's own actions.

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

5.   Justice (fairness) in services
6.   Bene�cence - doing good and the right    
      thing for the patient
7.   Commitment to honesty and loyalty
8.   Non male�cence - doing no harm
9.   Fidelity - keeping one's promises
10. Maintaining patient’s privacy, and 
      commitment to con�dentiality, and 
      trust
11. Continuous improvement of scienti�c  
      and practical competence
12. Veracity - being completely truthful 
      with patients
13. Promote the awareness of professional  
      rules and ethical guidelines, and  
      respecting them
14. Mutual respect and appropriate com 
      munication with other health care 
      providers
15. Respecting autonomy and self-determi
      nation of the patient/client
16. Compassion and kindness [10, Rank 3]

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28
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Factors A�ecting Professional 
Ethics in Nursing

 Ethnically diverse and medically 
underserved populations are deprived of 
potentially bene�cial approaches when their 
health-care team lacks training. For exam-
ple, the NCIPH (National Center for Inte-
grative Primary Healthcare curriculum) will 
train primary care professionals to o�er 
sound advice on such topics as herb-medica-
tion interactions; dietary supplement con-
tamination and adulteration; the role of 
mind-body therapies in treatment of chron-
ic pain and stress-related conditions; and the 
applications of acupuncture, manual, and 
movement therapies. [8, Rank 5]

 Although complementary and inte-
grative therapies are used by approxi-
mately one third of US adults, use among 
most minorities and individuals with 
lower income or education is less common. 

For example, in 2012, 38% of non-Hispan-
ic whites reported complementary and alter-
native medicine use in contrast to only 19% 
of blacks and 22% of Hispanics. Using yoga 
as an exemplar, national usage increased 
substantially from 3.8% in 1998 to 8.4% in 
2012. However, in 2007 yoga was used by 
6.5% of whites vs 3.3% of blacks; 6.6% of 
non-Hispanics vs 2.9% of Hispanics; 9.5% 
in college-educated individuals vs 1.9% in 
non–college educated individuals; and 
8.6% of individuals in the highest income 
quartile vs 4.9% of individuals in the lowest 
quartile.

 Barriers to accessing complementary 
and integrative therapies among diverse 
populations include a�ordability, availabili-
ty, and awareness. Limited disposable 
income, lack of integrative services in 
low-income, racially diverse neighbour-
hoods, and lack of knowledge about integra-
tive health often prevent low–socioeconom-
ic status minority populations from bene�t-
ting from complementary and integrative 
therapies. �is disparity is concerning given 
increased evidence of the safety and e�ec-
tiveness of di�erent complementary and 
integrative therapies. For example, yoga is 
now considered moderately e�ective and 
safe for chronic low back pain, which 
disproportionately impacts racial and eco-
nomically diverse populations. 
Moreover, racially diverse populations are 

amenable to trying new integrative 
approaches if they are made a�ordable and 
available and if patients are made aware of 
and understand them. As federal, private, 
and academic stakeholders invest millions of 
dollars into integrative health research, edu-
cation, and clinical services, it is imperative 
that diverse socioeconomic and multicultur-
al communities and vulnerable populations 
have equal access to evidence-based comple-
mentary and integrative therapies.

 �e National Center for Integrative 
Primary Healthcare curriculum will provide 
adequate training in integrative primary 
healthcare to the interprofessional work-
force and o�er services to these patient pop-
ulations, particularly in federally quali�ed 
community health centers. �is will address 
multiple challenges. Vulnerable patient pop-
ulations experience risk from potential 
interactions and adverse e�ects of some 
integrative approaches when their primary 
care providers are not routinely trained in 
complementary and integrative therapies. 
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 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28
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 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.
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 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 �e �rst main category of the �ndings 
was focused on the individual character and 
responsibility. It was emphasized on devel-
oping a sense of responsibility in nurses as 
a signi�cant factor that in�uences profes-
sional behavior. Also, nursing literature 
indicated that creating professional commit-
ment should be regarded as a necessary qual-
ity for nursing practice; nurses should be 
accountable for their decisions and out-
comes. Such characteristics lead to better 
observance of professional ethics by nurses. 
Indeed, most nurses believed that individ-
ual character and responsibility play an 
important role in sensitivity to the profes-
sional ethics compliance and moral devel-
opment. Students who desire to enter into 
nursing profession should be checked for 
metacognitive features (e. g. personality) 
and be coordinated with nursing profession.

 �e second category is communica-
tion challenges among health care members. 
�e participants highlighted e�ective rela-
tionship as the element of professional 
ethics. �e researchers also believe that 
e�ective nursing is highly related to devel-
oping proper relationships among members 
of the health care system. In the absence of 

such attitudes, patient care will be adversely 
a�ected.
 �is study also indicates that 
patient’s assessment is one of the impor-
tant measures in establishing rapport 
between nurse and patient. In recent years, 
it has been emphasized on professionalism 
in nursing. �us, health care system requires 
nurses who are able to develop relationships 
with the multidisciplinary professionals as 
well as patients and their families. Nurses do 
not work solely. In other words, they should 
try to expand connections with other health 
care teams in order to enhance patients’ 
quality care. 

 In addition, interpersonal relation-
ship is a vital factor in ethical sensitivity, 
and ignoring it may decrease the sensitivity. 
Also, participating students in another 
study expressed poor interpersonal commu-
nication as one of the barriers in achieving 
professional ethics. Poor communication 
between doctors and nurses and patients is a 
main part of the most raised ethical prob-
lems, which could lead to the violation of 
patients’ rights.

Factors Affecting Professional 
Ethics in Nursing Practice

Individual Character and 
Responsibility.

Communication Challenges

Organizational Preconditions

Support Systems

Cultural Integration

Level of Education



Organizational Preconditions 

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.
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 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 �e second category is communica-
tion challenges among health care members. 
�e participants highlighted e�ective rela-
tionship as the element of professional 
ethics. �e researchers also believe that 
e�ective nursing is highly related to devel-
oping proper relationships among members 
of the health care system. In the absence of 

such attitudes, patient care will be adversely 
a�ected.
 �is study also indicates that 
patient’s assessment is one of the impor-
tant measures in establishing rapport 
between nurse and patient. In recent years, 
it has been emphasized on professionalism 
in nursing. �us, health care system requires 
nurses who are able to develop relationships 
with the multidisciplinary professionals as 
well as patients and their families. Nurses do 
not work solely. In other words, they should 
try to expand connections with other health 
care teams in order to enhance patients’ 
quality care. 

 In addition, interpersonal relation-
ship is a vital factor in ethical sensitivity, 
and ignoring it may decrease the sensitivity. 
Also, participating students in another 
study expressed poor interpersonal commu-
nication as one of the barriers in achieving 
professional ethics. Poor communication 
between doctors and nurses and patients is a 
main part of the most raised ethical prob-
lems, which could lead to the violation of 
patients’ rights.

 Organizational preconditions are the 
third category a�ecting professional ethics. 
Organizational structure should be com-
patible with nursing professional knowl-
edge. When there are inappropriate organi-

zational structures in health care systems, 
nurses cannot use professional knowledge 
properly. In fact, it is a reasonable expecta-
tion that in an environment, which is con-
sistent with organized standard of care, 
basic ethical working conditions are met.

 Although patient care is important for 
nurses, de�ciency of clinical standards nega-
tively a�ects nurses’ performance. �is study 
showed that the e�ects of environmental 
factors including facilities and equipment 
on professional ethics have not been widely 
reported in the literature. Based on the par-
ticipants’ perspective, another important 
aspect in compliance of professional ethics is 
the existence of human resources. Both time 
and sta� shortage and/or in some cases the 
presence of too many patients are major bar-
riers that challenge nurses in using research 
evidence and observance of professional 
ethics in health care. 

 Nurses have in close contact with 
patients and have a good situation to sup-
port them; however, such a role is ignored in 
Greek hospitals due to sta� shortage, lack of 
enough time and proper training regarding 
these subjects. Participants In a study men-
tioned that excessive work and sta� shortage 
are two important factors that reduce the 
quality of care and ethical issues. �ey also 
stressed that even if the nurses wish to do so, 
it is not possible to provide adequate ethical 
nursing care.



Professional ethics refers to the 

use of logical and consistent 

communication, knowledge, 

clinical skills, emotions and values 

in nursing practice.

Support Systems Cultural Integration

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.
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 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 Studies showed that elements of 
supportive environment in nursing con-
tain an appropriate team work, accepting 
sense of personal identity, freedom to ask 
questions, and having a suitable working 
relationship. �ese factors can enhance 
professionalism and autonomy in nurs-
ing. From practical point of view, howev-
er, most nurses have not experienced 
such a supportive working environment; 
too much e�ort is needed to get support. 
In other studies, inappropriate feedback 
and insu�cient support from both man-
agers and organizations were mentioned 
by the participants as factors that 
decrease ethical sensitivity. 

 In this regard, inadequate support 
systems were major causes of moral sen-
sibility reduction. Participants of this 
study believed that when a person was 
sensitive to an issue, receiving support 
from others could compensate the inabil-
ities and de�ciencies and empower this 
sensitivity, while inadequate support 
could suppress this sensitivity. Inade-
quate support shared among the manag-
ers and colleagues can cause decreased 
job satisfaction resulting in decreased 
ethical sensitivity and increased moral 
distress.

 Experts have explained that establish-
ing bonds of commitment to nursing pro-
fession depends on cultural considerations. 
�is, in turn, will lead to the enhancement 
of professional ethics in clinical practices. In 
doing so, the need for cultural understand-
ing and establishing e�ective relationships 
with patients is widely expected to be insert-
ed in the curriculums designed for nursing. 
Another external factor in�uencing profes-
sional ethics as reported by participants of 
this study was their desire for an e�cient 
educational system. 

 Nurses, as signi�cant agents of human 
resources in health care services, play a 
major role in health promotion of society. 
�erefore, training programs of nursing 
should contain materials that incorporate 
boarder needs of society. Also such programs 
should be modi�ed according to the changes 
and advancements in the medical care. 
Teachers who have theoretical and profes-
sional knowledge in the �eld of ethics can be 
considered as role models; in fact, they 

could assist the development of professional 
ethics. Although the role of instructors as 
role models in creation of student’s ethical 
behavior is important, student’s philosophi-
cal readiness and knowledge development in 
ethical �eld are the responsibilities of nurs-
ing instructors. 



Knowledge and Performance 
of Nursing Ethics Code

Educational Levels

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.
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 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 Experts have explained that establish-
ing bonds of commitment to nursing pro-
fession depends on cultural considerations. 
�is, in turn, will lead to the enhancement 
of professional ethics in clinical practices. In 
doing so, the need for cultural understand-
ing and establishing e�ective relationships 
with patients is widely expected to be insert-
ed in the curriculums designed for nursing. 
Another external factor in�uencing profes-
sional ethics as reported by participants of 
this study was their desire for an e�cient 
educational system. 

 Nurses, as signi�cant agents of human 
resources in health care services, play a 
major role in health promotion of society. 
�erefore, training programs of nursing 
should contain materials that incorporate 
boarder needs of society. Also such programs 
should be modi�ed according to the changes 
and advancements in the medical care. 
Teachers who have theoretical and profes-
sional knowledge in the �eld of ethics can be 
considered as role models; in fact, they 

could assist the development of professional 
ethics. Although the role of instructors as 
role models in creation of student’s ethical 
behavior is important, student’s philosophi-
cal readiness and knowledge development in 
ethical �eld are the responsibilities of nurs-
ing instructors. 

 A wide range of studies are empha-
sized the e�ects of education on increasing 
compliance and ethical sensitivity. In a con-
ducted review study education and training 
methods could e�ect on ethical sensitivity. 
Doctors and nurses were not able to proper-
ly make an ethical decision and follow a 
consistent pattern, mainly due to their lack 
of education in ethical issues. In addition, 
ethics education improves student’s aware-
ness from ethical issues and their application 
in the workplace is e�ective. 

 Moreover, students attending ethics 
courses were more able in decision making 
for ethical issues compare to those who did 
not attend such courses. Curriculum is an 
e�ective factor in shaping peoples’ attitude 
and increasing their knowledge, and also a 
framework to discuss and criticize the ethi-
cal issues. Furthermore, he claims that ethi-
cal knowledge is an important issue in nurs-
ing. In fact, including ethical issues in the 
curriculum is an appropriate way to be 
assured of increased ability in solving the 

ethical dilemmas as well as improved ethical 
judgment.

 In a study which investigated knowl-
edge and performance of nursing ethic 
codes from nurses' and patients' perspective 
in teaching hospitals and the e�ect of demo-
graphic characteristics on the levels of 
nurses' knowledge and performance was 
conducted. Findings showed, nurses were 
aware of ethic codes, had job satisfaction 
and no ethical complaints. Nurses, who 
work at night, were aware of ethic codes 
more than the others. Nurses in surgical 
ward act more ethically. Older nurses are 
also increased their ethical performance. �e 
result of this study showed that 86.4% of 
nurses were aware of nursing ethic codes and 
91.9% of nurses and 41.8% of patients 
stated that nurses act ethically. �ere was 
signi�cant di�erence between patients' and 
nurses' perspective about this matter. Unlike 
patients, nurses believed that they always act 
based on nursing ethics codes.

 Against this study, one study revealed 
that 11% of nurses daily and more than 
35% of nurses faced with ethical dilemmas 
every week that a quarter of them were not 
aware of nursing ethic codes. 34% of nurses 
did not know the codes. 29% of physicians 
and 37% of nurses had no knowledge of any 

hospital ethics committee. Doctors had a 
stronger opinion than nurses regarding ethi-
cal performance and more than half of Par-
ticipants were aware of ethics and law from 
multiple sources. 

 Nurses acquired their knowledge of 
ethics and law during training. More than 
70% of doctors and nurses acquired their 
knowledge of ethics during work. In the 
present study, the 79.1% of nurses acquired 
their knowledge of ethics in nursing school, 
and 53.6% of them acquired their knowl-
edge of ethics during work also 40.5% of 
nurses stated that nursing ethic codes is for-
mally given them. According to one study, 
three common problems in nursing ethic 
codes are; Lack of e�ectiveness in daily clini-
cal practice, the di�erence between the 
moral code and realities of clinical and actu-
ally, some of the nurses are not aware of the 
content of ethical codes. 

 Findings of another study showed 
that nurses deal with ethical problems not 
always based on ICN code for nurses. In 
addition they are informed by local ethical 
performances related to some institutional 
and cultural environment in Ghana. Nurses 
face ethical issues were a�ected by the con-
�ict and nurses worked with local ethical 
performance and attitudes. Also concern 
about ethical competence of nurses is rising. 
In fact, nurses' application of available ethic 

codes in research has revealed that their 
knowledge about and their use of ethic 
codes was incomplete. Only half of the 
nurses used ANA code of ethics or some 
other ethical frameworks for their perfor-
mance and stated there is a de�nite need 
for continuing education about ethical 
issues that enable nurses to use ANA code 
of ethics as a framework for action. 

 �e result of another study showed 
that 8% of social workers versus, 23% of 
nurses had no ethics training and only 57% 
of participants had ethics training in their 
professional education programs. �ose 
with professional ethics training or in-ser-
vice or continuous education were more 
con�dent in their moral judgment, use 
ethics resources to act ethically. Social work-
ers, who were trained in ethics dimension, 
had higher con�dence and moral action 
scores and use ethics resources, more than 
nurses. 

 �ese di�erences between the results 
of these studies can be due to lack of nursing 
ethics codes of these countries, their di�er-
ent cultures, environments, method and 
measurement tools. In di�erent countries 
and even di�erent parts of one country aca-
demic education programs and in-service or 
continuous education in nursing ethics 
codes may vary. According to �ndings of 
this present study, the e�ect of existence 

ethic codes on nurses' knowledge and per-
formance is evident and di�erences can 
indicate weakness in moral education in 
schools and hospitals or weakness in writing 
and promoting nursing ethic codes.

 Although, some nursing ethic codes 
has been written in accordance with Islamic 
culture, di�erences between nurses' and 
patients'  perspective about nurses' perfor-
mance of ethic codes, need more attention 
to ethics education of students and promo-
tion or supervisory programs for nurses per-
formances.  However, it cannot be claimed 
nurses knowledge and performances will be 
upgraded by only a course or training. Per-
haps, patients may not have su�cient 
knowledge or reasonable expectations of the 
areas of nurses' ethical performance. [8, 
Rank 4]



 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.
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 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 In a study which investigated knowl-
edge and performance of nursing ethic 
codes from nurses' and patients' perspective 
in teaching hospitals and the e�ect of demo-
graphic characteristics on the levels of 
nurses' knowledge and performance was 
conducted. Findings showed, nurses were 
aware of ethic codes, had job satisfaction 
and no ethical complaints. Nurses, who 
work at night, were aware of ethic codes 
more than the others. Nurses in surgical 
ward act more ethically. Older nurses are 
also increased their ethical performance. �e 
result of this study showed that 86.4% of 
nurses were aware of nursing ethic codes and 
91.9% of nurses and 41.8% of patients 
stated that nurses act ethically. �ere was 
signi�cant di�erence between patients' and 
nurses' perspective about this matter. Unlike 
patients, nurses believed that they always act 
based on nursing ethics codes.

 Against this study, one study revealed 
that 11% of nurses daily and more than 
35% of nurses faced with ethical dilemmas 
every week that a quarter of them were not 
aware of nursing ethic codes. 34% of nurses 
did not know the codes. 29% of physicians 
and 37% of nurses had no knowledge of any 

hospital ethics committee. Doctors had a 
stronger opinion than nurses regarding ethi-
cal performance and more than half of Par-
ticipants were aware of ethics and law from 
multiple sources. 

 Nurses acquired their knowledge of 
ethics and law during training. More than 
70% of doctors and nurses acquired their 
knowledge of ethics during work. In the 
present study, the 79.1% of nurses acquired 
their knowledge of ethics in nursing school, 
and 53.6% of them acquired their knowl-
edge of ethics during work also 40.5% of 
nurses stated that nursing ethic codes is for-
mally given them. According to one study, 
three common problems in nursing ethic 
codes are; Lack of e�ectiveness in daily clini-
cal practice, the di�erence between the 
moral code and realities of clinical and actu-
ally, some of the nurses are not aware of the 
content of ethical codes. 

 Findings of another study showed 
that nurses deal with ethical problems not 
always based on ICN code for nurses. In 
addition they are informed by local ethical 
performances related to some institutional 
and cultural environment in Ghana. Nurses 
face ethical issues were a�ected by the con-
�ict and nurses worked with local ethical 
performance and attitudes. Also concern 
about ethical competence of nurses is rising. 
In fact, nurses' application of available ethic 

codes in research has revealed that their 
knowledge about and their use of ethic 
codes was incomplete. Only half of the 
nurses used ANA code of ethics or some 
other ethical frameworks for their perfor-
mance and stated there is a de�nite need 
for continuing education about ethical 
issues that enable nurses to use ANA code 
of ethics as a framework for action. 

 �e result of another study showed 
that 8% of social workers versus, 23% of 
nurses had no ethics training and only 57% 
of participants had ethics training in their 
professional education programs. �ose 
with professional ethics training or in-ser-
vice or continuous education were more 
con�dent in their moral judgment, use 
ethics resources to act ethically. Social work-
ers, who were trained in ethics dimension, 
had higher con�dence and moral action 
scores and use ethics resources, more than 
nurses. 

 �ese di�erences between the results 
of these studies can be due to lack of nursing 
ethics codes of these countries, their di�er-
ent cultures, environments, method and 
measurement tools. In di�erent countries 
and even di�erent parts of one country aca-
demic education programs and in-service or 
continuous education in nursing ethics 
codes may vary. According to �ndings of 
this present study, the e�ect of existence 

ethic codes on nurses' knowledge and per-
formance is evident and di�erences can 
indicate weakness in moral education in 
schools and hospitals or weakness in writing 
and promoting nursing ethic codes.

 Although, some nursing ethic codes 
has been written in accordance with Islamic 
culture, di�erences between nurses' and 
patients'  perspective about nurses' perfor-
mance of ethic codes, need more attention 
to ethics education of students and promo-
tion or supervisory programs for nurses per-
formances.  However, it cannot be claimed 
nurses knowledge and performances will be 
upgraded by only a course or training. Per-
haps, patients may not have su�cient 
knowledge or reasonable expectations of the 
areas of nurses' ethical performance. [8, 
Rank 4]



Ethical Violations in 
Clinical Setting

Figure 29: Sources of Work Place Violence

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

2

® Nursing Jurisprudence Laws In Ohio

62

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 In a study which investigated knowl-
edge and performance of nursing ethic 
codes from nurses' and patients' perspective 
in teaching hospitals and the e�ect of demo-
graphic characteristics on the levels of 
nurses' knowledge and performance was 
conducted. Findings showed, nurses were 
aware of ethic codes, had job satisfaction 
and no ethical complaints. Nurses, who 
work at night, were aware of ethic codes 
more than the others. Nurses in surgical 
ward act more ethically. Older nurses are 
also increased their ethical performance. �e 
result of this study showed that 86.4% of 
nurses were aware of nursing ethic codes and 
91.9% of nurses and 41.8% of patients 
stated that nurses act ethically. �ere was 
signi�cant di�erence between patients' and 
nurses' perspective about this matter. Unlike 
patients, nurses believed that they always act 
based on nursing ethics codes.

 Against this study, one study revealed 
that 11% of nurses daily and more than 
35% of nurses faced with ethical dilemmas 
every week that a quarter of them were not 
aware of nursing ethic codes. 34% of nurses 
did not know the codes. 29% of physicians 
and 37% of nurses had no knowledge of any 

hospital ethics committee. Doctors had a 
stronger opinion than nurses regarding ethi-
cal performance and more than half of Par-
ticipants were aware of ethics and law from 
multiple sources. 

 Nurses acquired their knowledge of 
ethics and law during training. More than 
70% of doctors and nurses acquired their 
knowledge of ethics during work. In the 
present study, the 79.1% of nurses acquired 
their knowledge of ethics in nursing school, 
and 53.6% of them acquired their knowl-
edge of ethics during work also 40.5% of 
nurses stated that nursing ethic codes is for-
mally given them. According to one study, 
three common problems in nursing ethic 
codes are; Lack of e�ectiveness in daily clini-
cal practice, the di�erence between the 
moral code and realities of clinical and actu-
ally, some of the nurses are not aware of the 
content of ethical codes. 

 Findings of another study showed 
that nurses deal with ethical problems not 
always based on ICN code for nurses. In 
addition they are informed by local ethical 
performances related to some institutional 
and cultural environment in Ghana. Nurses 
face ethical issues were a�ected by the con-
�ict and nurses worked with local ethical 
performance and attitudes. Also concern 
about ethical competence of nurses is rising. 
In fact, nurses' application of available ethic 

codes in research has revealed that their 
knowledge about and their use of ethic 
codes was incomplete. Only half of the 
nurses used ANA code of ethics or some 
other ethical frameworks for their perfor-
mance and stated there is a de�nite need 
for continuing education about ethical 
issues that enable nurses to use ANA code 
of ethics as a framework for action. 

 �e result of another study showed 
that 8% of social workers versus, 23% of 
nurses had no ethics training and only 57% 
of participants had ethics training in their 
professional education programs. �ose 
with professional ethics training or in-ser-
vice or continuous education were more 
con�dent in their moral judgment, use 
ethics resources to act ethically. Social work-
ers, who were trained in ethics dimension, 
had higher con�dence and moral action 
scores and use ethics resources, more than 
nurses. 

 �ese di�erences between the results 
of these studies can be due to lack of nursing 
ethics codes of these countries, their di�er-
ent cultures, environments, method and 
measurement tools. In di�erent countries 
and even di�erent parts of one country aca-
demic education programs and in-service or 
continuous education in nursing ethics 
codes may vary. According to �ndings of 
this present study, the e�ect of existence 

ethic codes on nurses' knowledge and per-
formance is evident and di�erences can 
indicate weakness in moral education in 
schools and hospitals or weakness in writing 
and promoting nursing ethic codes.

 Although, some nursing ethic codes 
has been written in accordance with Islamic 
culture, di�erences between nurses' and 
patients'  perspective about nurses' perfor-
mance of ethic codes, need more attention 
to ethics education of students and promo-
tion or supervisory programs for nurses per-
formances.  However, it cannot be claimed 
nurses knowledge and performances will be 
upgraded by only a course or training. Per-
haps, patients may not have su�cient 
knowledge or reasonable expectations of the 
areas of nurses' ethical performance. [8, 
Rank 4]

 Professional guidelines and integrity 
were compromised through the use of stu-
dent nurses as adjunct sta�. Nursing stu-
dents’ involvement in such jobs may have 
consequences for their training as they are 
unable to adequately train during their stu-
dent years due to the responsibilities of sta� 
duties, and this also forces error-making in 
the workplace due to inadequate knowledge.
 Although, ideally, medical policies 
and local laws aim to guarantee nurse safety 

and integrity in the clinical setting, our �nd-
ings reveal that nurses reported experienc-
ing high levels of verbal and physical vio-
lence during role delivery. 

 Nurses have to manage violence from 
many sources: co-workers and trainers, 
patients, and multiple family attendants etc. 
Social acceptance of the low status of 
nurses and fears of violence from multiple 
sources leads to nurses adopting coping 
strategies such as non-disclosure and with-
drawal of treatment from patients.

 Patients are reluctant or unwilling to 
receive treatment from nurses, due to the 
inferior status of nurses and a negative nurse 
identity in the community. �e reluctance 
of patients to receive treatment from nurses 
is known to have a negative impact on 
patient safety due to delayed treatment in 

the absence of a doctor, and even to cause 
patient mortality. Previous research con�rms 
that patients from developing and patriar-
chal regions prefer medical administra-
tion to be performed by doctors, while pre-
ferring nurse duties to be reserved for tasks 
like body-sponging and bed-linen chang-
ing. Reasons for patient reluctance to receive 
treatment from nurses includes the general 
belief that nurses are medically incompe-
tent, a lack of nurse training in dealing with 
di�erent languages, customs and sectarian 
beliefs, and patients witnessing the general 
attitude of doctors in treating nurses as infe-
rior colleagues.

 Patient informed consent is being 
seriously violated, according to a study’s 
�ndings. All participants con�rmed that 
there is a near-absence of consent taking 
from patients for most non-surgical medical 
procedures and an absence of patient con-
sent taking for receiving treatment from stu-
dent nurses. Discussions revealed that this 
was mainly due to time constraints, and the 
di�culties of having to communicate with 
populations that are largely illiterate. 

 In Asian societies, there is a lot of 
pressure to take informed consent from 
multiple family members, due to family 
autonomy taking precedence over individual 
autonomy, and thus medical practitioners 
prefer to take swift decisions autonomously. 

However, research shows that the lack of 
consent taking or discussion of treatment 
options with patients contributes in the 
long run to patient hostility, distrust and 
feelings of lack of control. In addition, the 
absence of consent taking also weighs heavi-
ly on nurse practitioners’ professional ethics 
and becomes a burden on them psychologi-
cally; consequently, this in�uences their 
commitment to work.

 Patient rights were found to be 
breached through the withdrawal of treat-
ment. Firstly, hospital service delivery and 
the allocation of sta�ng and resources were 
being distributed according to a patient’s 
socio-demographic characteristics. �e 
poor, the illiterate and populations of lower 
socio-economic status, who usually visited 
public-sector hospitals, were being deprived 
of optimal care provision, in comparison to 
richer populations and those of upper 
socio-economic status. �is is consistent 
with previous research, which found that 
confounding problems of sta�ng and 
resource shortages, role burden, di�culties 
in dealing with illiterate patients, and pres-
sure from VIP society (which control pro-
motion and the retention of medical practi-
tioners) contribute to the practice of patient 
discrimination in public health services. 

 Nurses were practising withdrawal of 
treatment from patients out of concern for 

their own safety and fears of facing violence. 
As a consequence, nurse communication, 
cultural competency, emotional relief and 
care provision for patients were limited. �e 
absence of care provision and inadequate 
role delivery by the nurse practitioner is of 
grave concern due to the negative conse-
quences on patient safety, and also on the 
job satisfaction and job commitment of the 
nursing professional.

 Co-worker coordination for compe-
tency, learning and patient safety is an 
integral component of nursing ethics. Clin-
ical trainers are instrumental in teaching 
ethics and creating a culture of learning and 
sharing; which consequently promotes ethi-
cal compliance and error reporting. �ese 
�ndings, however, show that nurses are 
training in a non-learning and hierarchical 
culture, where knowledge-sharing and com-

petency development is dangerously limited. 
Barriers to learning and sharing are created 
through informal social laws that sanction 
outspoken and enquiring juniors through 
character defamation. Other studies have 
highlighted that non-learning cultures are 
common in hospital settings when there is a 
shortage of sta�, a heavy workload and hier-
archical cultures.

 Doctors and surgeons shift blame 
onto nurses as a norm, speci�cally when 
nurses attempt to report or share errors in 
the workplace. Fears of losing their job or 
lack of promotional opportunities create 
disincentives amongst nurses to report 
errors. Character defamation for female 
members of society is not a minor problem, 
as it causes family dishonour, social ostra-
cism, and lack of arranged marriage pros-
pects, and fear of these major consequences 
limits nurse resistance to the status quo. 
Other research has also evidenced that whis-
tle-blowing in the hospital setting is 
frowned upon and ethical violations are 
underreported due to the pressures of a 
hierarchical culture and the fear of dis-
missal. Healthcare sector su�ers from an 
absence of formal systems for tracking and 
reporting errors and also from an absence of 
the culture of error reporting and error shar-
ing; both of which are harmful to patient 
safety and optimal healthcare coordination 
and planning. [7, Rank 3]
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 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 Professional guidelines and integrity 
were compromised through the use of stu-
dent nurses as adjunct sta�. Nursing stu-
dents’ involvement in such jobs may have 
consequences for their training as they are 
unable to adequately train during their stu-
dent years due to the responsibilities of sta� 
duties, and this also forces error-making in 
the workplace due to inadequate knowledge.
 Although, ideally, medical policies 
and local laws aim to guarantee nurse safety 

and integrity in the clinical setting, our �nd-
ings reveal that nurses reported experienc-
ing high levels of verbal and physical vio-
lence during role delivery. 

 Nurses have to manage violence from 
many sources: co-workers and trainers, 
patients, and multiple family attendants etc. 
Social acceptance of the low status of 
nurses and fears of violence from multiple 
sources leads to nurses adopting coping 
strategies such as non-disclosure and with-
drawal of treatment from patients.

 Patients are reluctant or unwilling to 
receive treatment from nurses, due to the 
inferior status of nurses and a negative nurse 
identity in the community. �e reluctance 
of patients to receive treatment from nurses 
is known to have a negative impact on 
patient safety due to delayed treatment in 
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the absence of a doctor, and even to cause 
patient mortality. Previous research con�rms 
that patients from developing and patriar-
chal regions prefer medical administra-
tion to be performed by doctors, while pre-
ferring nurse duties to be reserved for tasks 
like body-sponging and bed-linen chang-
ing. Reasons for patient reluctance to receive 
treatment from nurses includes the general 
belief that nurses are medically incompe-
tent, a lack of nurse training in dealing with 
di�erent languages, customs and sectarian 
beliefs, and patients witnessing the general 
attitude of doctors in treating nurses as infe-
rior colleagues.

 Patient informed consent is being 
seriously violated, according to a study’s 
�ndings. All participants con�rmed that 
there is a near-absence of consent taking 
from patients for most non-surgical medical 
procedures and an absence of patient con-
sent taking for receiving treatment from stu-
dent nurses. Discussions revealed that this 
was mainly due to time constraints, and the 
di�culties of having to communicate with 
populations that are largely illiterate. 

 In Asian societies, there is a lot of 
pressure to take informed consent from 
multiple family members, due to family 
autonomy taking precedence over individual 
autonomy, and thus medical practitioners 
prefer to take swift decisions autonomously. 

However, research shows that the lack of 
consent taking or discussion of treatment 
options with patients contributes in the 
long run to patient hostility, distrust and 
feelings of lack of control. In addition, the 
absence of consent taking also weighs heavi-
ly on nurse practitioners’ professional ethics 
and becomes a burden on them psychologi-
cally; consequently, this in�uences their 
commitment to work.

 Patient rights were found to be 
breached through the withdrawal of treat-
ment. Firstly, hospital service delivery and 
the allocation of sta�ng and resources were 
being distributed according to a patient’s 
socio-demographic characteristics. �e 
poor, the illiterate and populations of lower 
socio-economic status, who usually visited 
public-sector hospitals, were being deprived 
of optimal care provision, in comparison to 
richer populations and those of upper 
socio-economic status. �is is consistent 
with previous research, which found that 
confounding problems of sta�ng and 
resource shortages, role burden, di�culties 
in dealing with illiterate patients, and pres-
sure from VIP society (which control pro-
motion and the retention of medical practi-
tioners) contribute to the practice of patient 
discrimination in public health services. 

 Nurses were practising withdrawal of 
treatment from patients out of concern for 

their own safety and fears of facing violence. 
As a consequence, nurse communication, 
cultural competency, emotional relief and 
care provision for patients were limited. �e 
absence of care provision and inadequate 
role delivery by the nurse practitioner is of 
grave concern due to the negative conse-
quences on patient safety, and also on the 
job satisfaction and job commitment of the 
nursing professional.

 Co-worker coordination for compe-
tency, learning and patient safety is an 
integral component of nursing ethics. Clin-
ical trainers are instrumental in teaching 
ethics and creating a culture of learning and 
sharing; which consequently promotes ethi-
cal compliance and error reporting. �ese 
�ndings, however, show that nurses are 
training in a non-learning and hierarchical 
culture, where knowledge-sharing and com-

petency development is dangerously limited. 
Barriers to learning and sharing are created 
through informal social laws that sanction 
outspoken and enquiring juniors through 
character defamation. Other studies have 
highlighted that non-learning cultures are 
common in hospital settings when there is a 
shortage of sta�, a heavy workload and hier-
archical cultures.

 Doctors and surgeons shift blame 
onto nurses as a norm, speci�cally when 
nurses attempt to report or share errors in 
the workplace. Fears of losing their job or 
lack of promotional opportunities create 
disincentives amongst nurses to report 
errors. Character defamation for female 
members of society is not a minor problem, 
as it causes family dishonour, social ostra-
cism, and lack of arranged marriage pros-
pects, and fear of these major consequences 
limits nurse resistance to the status quo. 
Other research has also evidenced that whis-
tle-blowing in the hospital setting is 
frowned upon and ethical violations are 
underreported due to the pressures of a 
hierarchical culture and the fear of dis-
missal. Healthcare sector su�ers from an 
absence of formal systems for tracking and 
reporting errors and also from an absence of 
the culture of error reporting and error shar-
ing; both of which are harmful to patient 
safety and optimal healthcare coordination 
and planning. [7, Rank 3]



Cultural tendencies towards 

violence against women, especially 

in patriarchal societies, tend to 

cross over into professional 

relations, especially in nursing. 

Nurses also experience violence 

from patients and family members 

due to shortages of staf�ng, being 

overburdened in their duties and 

the practice of reserving better 

services for patients of elite 

socio-economic status.

 Nursing mission is to provide high quali-
ty healthcare and maintaining and improving 
community health. Ethics is considered as an 
essential element of all healthcare professions 
including nursing. �us, it has a central role in 
nurses’ moral behavior toward patients, which 
strongly in�uences on patients’ health improve-
ment. Professional ethics constitutes legitimate 
norms or standards that govern professional 
behavior of both client and non-client. Indeed, 
professional ethics addresses obligations of a 
profession towards people who are served.

 An inherent part of nursing is to respect 
human values, rights and dignity. From a clini-
cal point of view, nursing has three basic princi-
ples of caring, namely ethics, clinical judgment, 
and care. Research points to �ve elements that 
are epistemological and fundamental to nurs-
ing, which include the following: knowledge of 
nursing, art of nursing, individual knowledge, 
ethics of nursing, and sociopolitical knowledge. 
From moral and philosophical perspective, 
nursing ethics incorporates using of critical 
thinking and logical reasoning in clinical prac-
tice on the basis of values.
 Ethics are highly interwoven with clini-
cal practices that cannot be alienated from 
them. Ethical commitment to care is an inte-
gral part of nursing practice in nurse-patient 
relationship.

 Nowadays, health care settings are 
changing rapidly. �us, nurses are facing ethical 
challenges in healthcare that put them at risk of 
ethical con�ict. Although meeting the require-
ments of professional ethics in patients’ care is 
essential, studies revealed that standards of pro-
fessional ethics are not observed in nursing prac-
tices. Indeed, standards and criteria of profes-
sional ethics are not considered based on 
patients’ preferences and culture. According to 
previously conducted studies, nurses had poor 
attachment to professional ethics. Nursing 
awareness and application of ethical principles 
in patient’s care and clinical decisions were not 
desirable. 

 Additionally, nurses were not interested 
in applying ethical knowledge in their work. 
Safe medication administration by nurses was 
signi�cantly poor and lacked adherence to the 
professional ethics. A comparative study on 
nurses’ perceptions of ethical problems in China 
and Switzerland revealed that there were di�er-
ences in some ethical concepts including culture 
and faith. Chinese nurses were more nervous, 
sad and dissatis�ed during and after the work 
compared to nurses from Switzerland. Howev-
er, both groups experienced ethical problems of 
poor communication with patients due to 
heavy workload. Another study reported that 
nurses might confront with various problems 
during their works. �us, ethical issues should 
be taken seriously as a basic requirement. On 
the other hand, the most comprehensive and 

complete approach to observe ethical standards 
is qualitative approach in which participants 
share their experiences. Such information helps 
administrators promote professional ethics.

 �e research �ndings have shown that 
both internal and external factors a�ect profes-
sional ethics in clinical practice. �erefore, pro-
fessional ethics is not limited to the internal 
factors. External factors including instructors, 
administrators, health care providers, educa-
tion, and culture can be applied in workplace in 
order to assist nurses in moral development. [7, 
Rank 5]

 Factors e�ecting professional ethics in 
nursing practice have been identi�ed. (as shown 
in Figure 28

 Professional guidelines and integrity 
were compromised through the use of stu-
dent nurses as adjunct sta�. Nursing stu-
dents’ involvement in such jobs may have 
consequences for their training as they are 
unable to adequately train during their stu-
dent years due to the responsibilities of sta� 
duties, and this also forces error-making in 
the workplace due to inadequate knowledge.
 Although, ideally, medical policies 
and local laws aim to guarantee nurse safety 

and integrity in the clinical setting, our �nd-
ings reveal that nurses reported experienc-
ing high levels of verbal and physical vio-
lence during role delivery. 

 Nurses have to manage violence from 
many sources: co-workers and trainers, 
patients, and multiple family attendants etc. 
Social acceptance of the low status of 
nurses and fears of violence from multiple 
sources leads to nurses adopting coping 
strategies such as non-disclosure and with-
drawal of treatment from patients.

 Patients are reluctant or unwilling to 
receive treatment from nurses, due to the 
inferior status of nurses and a negative nurse 
identity in the community. �e reluctance 
of patients to receive treatment from nurses 
is known to have a negative impact on 
patient safety due to delayed treatment in 
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the absence of a doctor, and even to cause 
patient mortality. Previous research con�rms 
that patients from developing and patriar-
chal regions prefer medical administra-
tion to be performed by doctors, while pre-
ferring nurse duties to be reserved for tasks 
like body-sponging and bed-linen chang-
ing. Reasons for patient reluctance to receive 
treatment from nurses includes the general 
belief that nurses are medically incompe-
tent, a lack of nurse training in dealing with 
di�erent languages, customs and sectarian 
beliefs, and patients witnessing the general 
attitude of doctors in treating nurses as infe-
rior colleagues.

 Patient informed consent is being 
seriously violated, according to a study’s 
�ndings. All participants con�rmed that 
there is a near-absence of consent taking 
from patients for most non-surgical medical 
procedures and an absence of patient con-
sent taking for receiving treatment from stu-
dent nurses. Discussions revealed that this 
was mainly due to time constraints, and the 
di�culties of having to communicate with 
populations that are largely illiterate. 

 In Asian societies, there is a lot of 
pressure to take informed consent from 
multiple family members, due to family 
autonomy taking precedence over individual 
autonomy, and thus medical practitioners 
prefer to take swift decisions autonomously. 

However, research shows that the lack of 
consent taking or discussion of treatment 
options with patients contributes in the 
long run to patient hostility, distrust and 
feelings of lack of control. In addition, the 
absence of consent taking also weighs heavi-
ly on nurse practitioners’ professional ethics 
and becomes a burden on them psychologi-
cally; consequently, this in�uences their 
commitment to work.

 Patient rights were found to be 
breached through the withdrawal of treat-
ment. Firstly, hospital service delivery and 
the allocation of sta�ng and resources were 
being distributed according to a patient’s 
socio-demographic characteristics. �e 
poor, the illiterate and populations of lower 
socio-economic status, who usually visited 
public-sector hospitals, were being deprived 
of optimal care provision, in comparison to 
richer populations and those of upper 
socio-economic status. �is is consistent 
with previous research, which found that 
confounding problems of sta�ng and 
resource shortages, role burden, di�culties 
in dealing with illiterate patients, and pres-
sure from VIP society (which control pro-
motion and the retention of medical practi-
tioners) contribute to the practice of patient 
discrimination in public health services. 

 Nurses were practising withdrawal of 
treatment from patients out of concern for 

their own safety and fears of facing violence. 
As a consequence, nurse communication, 
cultural competency, emotional relief and 
care provision for patients were limited. �e 
absence of care provision and inadequate 
role delivery by the nurse practitioner is of 
grave concern due to the negative conse-
quences on patient safety, and also on the 
job satisfaction and job commitment of the 
nursing professional.

 Co-worker coordination for compe-
tency, learning and patient safety is an 
integral component of nursing ethics. Clin-
ical trainers are instrumental in teaching 
ethics and creating a culture of learning and 
sharing; which consequently promotes ethi-
cal compliance and error reporting. �ese 
�ndings, however, show that nurses are 
training in a non-learning and hierarchical 
culture, where knowledge-sharing and com-

petency development is dangerously limited. 
Barriers to learning and sharing are created 
through informal social laws that sanction 
outspoken and enquiring juniors through 
character defamation. Other studies have 
highlighted that non-learning cultures are 
common in hospital settings when there is a 
shortage of sta�, a heavy workload and hier-
archical cultures.

 Doctors and surgeons shift blame 
onto nurses as a norm, speci�cally when 
nurses attempt to report or share errors in 
the workplace. Fears of losing their job or 
lack of promotional opportunities create 
disincentives amongst nurses to report 
errors. Character defamation for female 
members of society is not a minor problem, 
as it causes family dishonour, social ostra-
cism, and lack of arranged marriage pros-
pects, and fear of these major consequences 
limits nurse resistance to the status quo. 
Other research has also evidenced that whis-
tle-blowing in the hospital setting is 
frowned upon and ethical violations are 
underreported due to the pressures of a 
hierarchical culture and the fear of dis-
missal. Healthcare sector su�ers from an 
absence of formal systems for tracking and 
reporting errors and also from an absence of 
the culture of error reporting and error shar-
ing; both of which are harmful to patient 
safety and optimal healthcare coordination 
and planning. [7, Rank 3]



Nurses’ Reaction During 
Patient Aggression

Table 3: Facts on Aggression Experience Among Nurses

 Patient aggression toward health pro-
fessionals is a serious global concern. Health 
professionals taking care of persons with 
mental disturbances are often exposed to 
patient aggression. Patient aggression in 
these settings is associated with healthcare 
workers’ wellbeing. Being the target of 
patient aggression has been found to be 
associated with anxiety, fear, guilt, sleep 
disturbances, burnout, poor self-rated 
health or dissatisfaction toward work. Fur-
thermore, longitudinal studies have shown 
that the relationship between workplace 
aggression and the wellbeing of employees 
seems bidirectional; those who experience 
aggression are more likely to report occupa-
tional stress, and those who report occupa-
tional stress are at a higher risk of workplace 
aggression.

 Sta� members working in mental 
health settings are at a higher risk of being 
assaulted by patients. For example, a system-
atic review showed that the rate of physical 
violence varied considerably across settings, 
the highest being in psychiatry (55%). �e 
risk for aggression may be greater among 
inpatients, persons with substance abuse 
disorder and those who have severe mental 
disorders. Working in psychiatry also 
includes greater odds for diagnosed depres-
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sion, antidepressant medication use and sick 
leave due to depression and mental disor-
ders. On the other hand, sta� working in 
emergency care units is at an elevated risk of 
experiencing physical aggression, although 
the risk is lower than for sta� working in 
psychiatric settings. �e risk of experiencing 
physical aggression is signi�cantly lower in 
medical and surgical specialties.

 To prevent a serious shortage of 
nurses in the coming years and nurses leav-
ing the �eld because of increased stress as a 
result of patient aggression, more knowl-
edge about the association between patient 
aggression and nurses’ wellbeing is needed. 
[1, Rank 5]

Facts on Aggression Experience

1.

2.

3.

More nurses working in psychiatric 
settings experience patient aggres-
sion than nurses in non-psychiatric 
settings.

Nurses working in psychiatric 
settings have poorer self-rated 
health, more sleep disturbances 
and psychological distress, and 
reduced work ability compared to 
nurses in non-psychiatric settings.

Nurses who experience patient 
aggression while working in psychi-
atric settings are more likely to 
experience poor self-rated health, 
sleep disturbances, psychological 
distress and reduced work ability 
compared to their counterparts in 
non-psychiatric units



Aggression can be de�ned as a 

range of behaviors or actions that 

has the potential to harm, hurt or 

injure another person, either 

physically or verbally, regardless of 

whether or not harm is actually 

sustained or the intention is clear.

Physical Violence and Mental Abuse 
in Healthcare Setting
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 More nurses in psychiatric settings 
experienced patient aggression compared to 
nurses who worked in medical and surgical 
settings. However, physical aggression and 
mental abuse were more common in emer-
gency settings, compared to psychiatric 
settings. �e �nding regarding physical 
aggression is not totally in line with previous 
studies, although earlier research has report-
ed emergency settings as having a high risk 
for experiencing physical aggression. On the 
other hand, some studies have found a 
higher occurrence of non-physical aggres-
sion in emergency settings, compared to psy-
chiatric settings. Nevertheless, the �nding 
regarding the high occurrence of patient 
aggression in psychiatric settings is worrying 
because working in psychiatry includes 
higher odds for diagnosed depression, anti-
depressant medication use and sick leave due 
to depression and mental disorders.

 Nurses working in medical and surgi-
cal settings su�er from psychological distress 
and sleep disturbances more often than 
nurses in psychiatric settings, whereas they 
did not detect any signi�cant di�erences in 
these indicators regarding emergency 
settings. Nurses in psychiatric settings are 
merely more likely to seek help for psycho-
logical disturbances because they can more 

easily recognize factors related to psychiatric 
wellbeing and have more positive attitudes 
toward mental health problems than those 
working in medical and surgical settings. 
�is might also indicate that psychiatric 
organizations and those providing emergen-
cy services have better tools to manage stress-
ful work environments. 

 �e fact that psychiatric nurses are 
more likely to recognize these issues might 
also re�ect on our �nding of poor self-rated 
health among psychiatric sta�, a �nding that 
has emerged in previous studies, too. Fur-
thermore, certain types of violence such as 
bullying by sta� members, which has been 
associated with employees’ wellbeing, might 
be more common in non-psychiatric settings 
compared to psychiatric settings when com-
paring occurrences found in separate studies. 
�is situation might explain why nurses in 
medical and surgical settings su�er from psy-
chological distress and sleep disturbances 
more often than nurses in psychiatric 
settings. However, the di�erences between 

the mean values of these wellbeing scores in 
psychiatric and non-psychiatric settings were 
small, as were the e�ect sizes. 
Nurses working outside the psychiatric �eld 
are more likely to experience psychological 
distress and sleep disturbances in cases of 
patient aggression. Nurses working in psy-
chiatric settings may be better educated on 
how to manage patient aggressive behavior 
or they may have better coping mechanisms 
in these events. On the other hand, nurses 
working in psychiatric settings may be more 
hardened toward less severe forms of patient 
aggression, and therefore their psychological 
reactions are less severe than those of their 
counterparts. Our earlier studies have 
already shown that psychiatric nurses have 
reported in interviews that verbal assaults are 
not always recognized as violence, and 
patient aggression is rather unavoidable in 
their job. 

 On the other hand, a study conducted 
in Italy found that the association between 
experiences of verbal aggression and psycho-
logical problems were stronger among stu-
dent nurses than among professional nurses, 
which might indicate that less experienced 
nurses have less resilience to workplace vio-
lence. When comparing occurrences in sepa-
rate studies, nurses in non-psychiatric 
settings experience lower rates of, for exam-
ple, patient-initiated verbal abuse compared 
to psychiatric nurses. 

It has been suggested that in non-psychiatric 
settings, perpetrators are mainly visitors, car-
egivers or relatives, whereas in psychiatric 
settings the perpetrators are mainly patients. 
�erefore, non-psychiatric nurses might be 
less experienced than psychiatric nurses in 
managing this type of patient aggression and 
its consequences, which might explain the 
results that they are more likely to experience 
psychological distress and sleep disturbances 
in cases of patient aggression. However, this 
still raises the question of why nurses work-
ing in emergency settings are more likely to 
su�er from sleep disturbances in cases of 
physical assaults and armed threats. 
Although certain types of aggression are 
more prevalent in emergency departments, 
education in the management of aggression 
and its consequences is lacking compared to 
that in psychiatric settings.

 We need to ask whether poorer 
self-rated health and reduced perceived work 
ability among nurses working in psychiatric 
settings are signs of a serious hidden problem 
among sta� in health services, which should 
urgently be considered. If nurses’ silent con-
cerns cannot be identi�ed, they may result in 
depression and medication use, something 
that has been found in our previous studies. 
On the other hand, we need to ask whether 
nurses working outside psychiatric settings, 
who face aggressive events, are in more seri-
ous danger to su�er from poor psychiatric 

wellbeing and sleep disturbances. More 
research on this should be conducted. In any 
case, both problems identi�ed in this study 
need to seriously be taken into account to 
ensure occupational safety and support the 
wellbeing of sta� in their work.

 �e cross-sectional nature of the study 
does not allow us to make de�nite causal 
conclusions about the results. �e study 
relies on self-reported questionnaires, which 
include the possibility of common method 
variance, and misunderstanding or modify-
ing answers in order to give a more socially 
desirable response. �is is a case, especially 
in the retrospective evaluation of patient 
aggression during the 12 months prior to the 
measurement, which causes concerns due to 
recall bias or likelihood to underestimate the 
occurrence of aggression. More objective 
data collection, such as organizations’ inci-
dent reports, could have been provided, 
although underreporting cannot be avoided 
in incident reports either.

 �e di�erences between the groups 
could have been a�ected by the large sample 
size, although the �nding is not relevant in 
clinical practice. However, the sample size 
obtained in this study is representative, with 
a good response rate (72%) from various 
regions. �is allows generalization of the 
results to Finnish healthcare services and 
abroad, keeping in mind the di�erences in 
the health systems. [2, Rank 5]
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 More nurses in psychiatric settings 
experienced patient aggression compared to 
nurses who worked in medical and surgical 
settings. However, physical aggression and 
mental abuse were more common in emer-
gency settings, compared to psychiatric 
settings. �e �nding regarding physical 
aggression is not totally in line with previous 
studies, although earlier research has report-
ed emergency settings as having a high risk 
for experiencing physical aggression. On the 
other hand, some studies have found a 
higher occurrence of non-physical aggres-
sion in emergency settings, compared to psy-
chiatric settings. Nevertheless, the �nding 
regarding the high occurrence of patient 
aggression in psychiatric settings is worrying 
because working in psychiatry includes 
higher odds for diagnosed depression, anti-
depressant medication use and sick leave due 
to depression and mental disorders.

 Nurses working in medical and surgi-
cal settings su�er from psychological distress 
and sleep disturbances more often than 
nurses in psychiatric settings, whereas they 
did not detect any signi�cant di�erences in 
these indicators regarding emergency 
settings. Nurses in psychiatric settings are 
merely more likely to seek help for psycho-
logical disturbances because they can more 

easily recognize factors related to psychiatric 
wellbeing and have more positive attitudes 
toward mental health problems than those 
working in medical and surgical settings. 
�is might also indicate that psychiatric 
organizations and those providing emergen-
cy services have better tools to manage stress-
ful work environments. 

 �e fact that psychiatric nurses are 
more likely to recognize these issues might 
also re�ect on our �nding of poor self-rated 
health among psychiatric sta�, a �nding that 
has emerged in previous studies, too. Fur-
thermore, certain types of violence such as 
bullying by sta� members, which has been 
associated with employees’ wellbeing, might 
be more common in non-psychiatric settings 
compared to psychiatric settings when com-
paring occurrences found in separate studies. 
�is situation might explain why nurses in 
medical and surgical settings su�er from psy-
chological distress and sleep disturbances 
more often than nurses in psychiatric 
settings. However, the di�erences between 

the mean values of these wellbeing scores in 
psychiatric and non-psychiatric settings were 
small, as were the e�ect sizes. 
Nurses working outside the psychiatric �eld 
are more likely to experience psychological 
distress and sleep disturbances in cases of 
patient aggression. Nurses working in psy-
chiatric settings may be better educated on 
how to manage patient aggressive behavior 
or they may have better coping mechanisms 
in these events. On the other hand, nurses 
working in psychiatric settings may be more 
hardened toward less severe forms of patient 
aggression, and therefore their psychological 
reactions are less severe than those of their 
counterparts. Our earlier studies have 
already shown that psychiatric nurses have 
reported in interviews that verbal assaults are 
not always recognized as violence, and 
patient aggression is rather unavoidable in 
their job. 

 On the other hand, a study conducted 
in Italy found that the association between 
experiences of verbal aggression and psycho-
logical problems were stronger among stu-
dent nurses than among professional nurses, 
which might indicate that less experienced 
nurses have less resilience to workplace vio-
lence. When comparing occurrences in sepa-
rate studies, nurses in non-psychiatric 
settings experience lower rates of, for exam-
ple, patient-initiated verbal abuse compared 
to psychiatric nurses. 

It has been suggested that in non-psychiatric 
settings, perpetrators are mainly visitors, car-
egivers or relatives, whereas in psychiatric 
settings the perpetrators are mainly patients. 
�erefore, non-psychiatric nurses might be 
less experienced than psychiatric nurses in 
managing this type of patient aggression and 
its consequences, which might explain the 
results that they are more likely to experience 
psychological distress and sleep disturbances 
in cases of patient aggression. However, this 
still raises the question of why nurses work-
ing in emergency settings are more likely to 
su�er from sleep disturbances in cases of 
physical assaults and armed threats. 
Although certain types of aggression are 
more prevalent in emergency departments, 
education in the management of aggression 
and its consequences is lacking compared to 
that in psychiatric settings.

 We need to ask whether poorer 
self-rated health and reduced perceived work 
ability among nurses working in psychiatric 
settings are signs of a serious hidden problem 
among sta� in health services, which should 
urgently be considered. If nurses’ silent con-
cerns cannot be identi�ed, they may result in 
depression and medication use, something 
that has been found in our previous studies. 
On the other hand, we need to ask whether 
nurses working outside psychiatric settings, 
who face aggressive events, are in more seri-
ous danger to su�er from poor psychiatric 

wellbeing and sleep disturbances. More 
research on this should be conducted. In any 
case, both problems identi�ed in this study 
need to seriously be taken into account to 
ensure occupational safety and support the 
wellbeing of sta� in their work.

 �e cross-sectional nature of the study 
does not allow us to make de�nite causal 
conclusions about the results. �e study 
relies on self-reported questionnaires, which 
include the possibility of common method 
variance, and misunderstanding or modify-
ing answers in order to give a more socially 
desirable response. �is is a case, especially 
in the retrospective evaluation of patient 
aggression during the 12 months prior to the 
measurement, which causes concerns due to 
recall bias or likelihood to underestimate the 
occurrence of aggression. More objective 
data collection, such as organizations’ inci-
dent reports, could have been provided, 
although underreporting cannot be avoided 
in incident reports either.

 �e di�erences between the groups 
could have been a�ected by the large sample 
size, although the �nding is not relevant in 
clinical practice. However, the sample size 
obtained in this study is representative, with 
a good response rate (72%) from various 
regions. �is allows generalization of the 
results to Finnish healthcare services and 
abroad, keeping in mind the di�erences in 
the health systems. [2, Rank 5]



Clinical Ethical Support 

 Clinical ethical support from a bot-
tom-up perspective might give healthcare 
professionals opportunities to think and 
re�ect on issues they are facing in their 
everyday work. A dominant top-down per-
spective could be a less risky approach if, 
and only if, it removes ethical responsibility 
from the healthcare personnel. For example, 
if a consultant makes a decision, or gives 
advice or a recommendation that is not ben-
e�cial for either the patient or the personnel, 
but only bene�cial from an economical per-
spective. If later on the consequences of that 
decision or advice/recommendation proved 
detrimental to the patient, the healthcare 
personnel involved could free themselves 
from guilt by placing the blame on the con-
sultant. If a decision or recommendation 
was based on a bottom-up approach that 
involves the re�ections of the healthcare per-
sonnel, they would need to assume greater 
ethical responsibility and perhaps wish to 
re�ect more in such situations. Consequent-
ly, the status of a professional expert in 
ethics might lead to a risk, an undermining, 
or a challenge to the healthcare personnel’s 
personal autonomy, e.g., a limitation on 
their autonomy when dealing with ethical 
issues. Professional practitioners are special-
ists that encounter certain types of situations 
again and again in their daily work. �ey 

 More nurses in psychiatric settings 
experienced patient aggression compared to 
nurses who worked in medical and surgical 
settings. However, physical aggression and 
mental abuse were more common in emer-
gency settings, compared to psychiatric 
settings. �e �nding regarding physical 
aggression is not totally in line with previous 
studies, although earlier research has report-
ed emergency settings as having a high risk 
for experiencing physical aggression. On the 
other hand, some studies have found a 
higher occurrence of non-physical aggres-
sion in emergency settings, compared to psy-
chiatric settings. Nevertheless, the �nding 
regarding the high occurrence of patient 
aggression in psychiatric settings is worrying 
because working in psychiatry includes 
higher odds for diagnosed depression, anti-
depressant medication use and sick leave due 
to depression and mental disorders.

 Nurses working in medical and surgi-
cal settings su�er from psychological distress 
and sleep disturbances more often than 
nurses in psychiatric settings, whereas they 
did not detect any signi�cant di�erences in 
these indicators regarding emergency 
settings. Nurses in psychiatric settings are 
merely more likely to seek help for psycho-
logical disturbances because they can more 

easily recognize factors related to psychiatric 
wellbeing and have more positive attitudes 
toward mental health problems than those 
working in medical and surgical settings. 
�is might also indicate that psychiatric 
organizations and those providing emergen-
cy services have better tools to manage stress-
ful work environments. 

 �e fact that psychiatric nurses are 
more likely to recognize these issues might 
also re�ect on our �nding of poor self-rated 
health among psychiatric sta�, a �nding that 
has emerged in previous studies, too. Fur-
thermore, certain types of violence such as 
bullying by sta� members, which has been 
associated with employees’ wellbeing, might 
be more common in non-psychiatric settings 
compared to psychiatric settings when com-
paring occurrences found in separate studies. 
�is situation might explain why nurses in 
medical and surgical settings su�er from psy-
chological distress and sleep disturbances 
more often than nurses in psychiatric 
settings. However, the di�erences between 

the mean values of these wellbeing scores in 
psychiatric and non-psychiatric settings were 
small, as were the e�ect sizes. 
Nurses working outside the psychiatric �eld 
are more likely to experience psychological 
distress and sleep disturbances in cases of 
patient aggression. Nurses working in psy-
chiatric settings may be better educated on 
how to manage patient aggressive behavior 
or they may have better coping mechanisms 
in these events. On the other hand, nurses 
working in psychiatric settings may be more 
hardened toward less severe forms of patient 
aggression, and therefore their psychological 
reactions are less severe than those of their 
counterparts. Our earlier studies have 
already shown that psychiatric nurses have 
reported in interviews that verbal assaults are 
not always recognized as violence, and 
patient aggression is rather unavoidable in 
their job. 

 On the other hand, a study conducted 
in Italy found that the association between 
experiences of verbal aggression and psycho-
logical problems were stronger among stu-
dent nurses than among professional nurses, 
which might indicate that less experienced 
nurses have less resilience to workplace vio-
lence. When comparing occurrences in sepa-
rate studies, nurses in non-psychiatric 
settings experience lower rates of, for exam-
ple, patient-initiated verbal abuse compared 
to psychiatric nurses. 

It has been suggested that in non-psychiatric 
settings, perpetrators are mainly visitors, car-
egivers or relatives, whereas in psychiatric 
settings the perpetrators are mainly patients. 
�erefore, non-psychiatric nurses might be 
less experienced than psychiatric nurses in 
managing this type of patient aggression and 
its consequences, which might explain the 
results that they are more likely to experience 
psychological distress and sleep disturbances 
in cases of patient aggression. However, this 
still raises the question of why nurses work-
ing in emergency settings are more likely to 
su�er from sleep disturbances in cases of 
physical assaults and armed threats. 
Although certain types of aggression are 
more prevalent in emergency departments, 
education in the management of aggression 
and its consequences is lacking compared to 
that in psychiatric settings.

 We need to ask whether poorer 
self-rated health and reduced perceived work 
ability among nurses working in psychiatric 
settings are signs of a serious hidden problem 
among sta� in health services, which should 
urgently be considered. If nurses’ silent con-
cerns cannot be identi�ed, they may result in 
depression and medication use, something 
that has been found in our previous studies. 
On the other hand, we need to ask whether 
nurses working outside psychiatric settings, 
who face aggressive events, are in more seri-
ous danger to su�er from poor psychiatric 
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wellbeing and sleep disturbances. More 
research on this should be conducted. In any 
case, both problems identi�ed in this study 
need to seriously be taken into account to 
ensure occupational safety and support the 
wellbeing of sta� in their work.

 �e cross-sectional nature of the study 
does not allow us to make de�nite causal 
conclusions about the results. �e study 
relies on self-reported questionnaires, which 
include the possibility of common method 
variance, and misunderstanding or modify-
ing answers in order to give a more socially 
desirable response. �is is a case, especially 
in the retrospective evaluation of patient 
aggression during the 12 months prior to the 
measurement, which causes concerns due to 
recall bias or likelihood to underestimate the 
occurrence of aggression. More objective 
data collection, such as organizations’ inci-
dent reports, could have been provided, 
although underreporting cannot be avoided 
in incident reports either.

 �e di�erences between the groups 
could have been a�ected by the large sample 
size, although the �nding is not relevant in 
clinical practice. However, the sample size 
obtained in this study is representative, with 
a good response rate (72%) from various 
regions. �is allows generalization of the 
results to Finnish healthcare services and 
abroad, keeping in mind the di�erences in 
the health systems. [2, Rank 5]

learn what to look for and how to respond 
to those particular types of situations. Even 
though many ethically di�cult situations 
are unique, repeating patterns can be found. 
�erefore, the ethical responsibility and 
choice of what to do should remain with the 
healthcare personnel in clinical practice. To 
permit someone from the outside to make a 
decision or give a recommendation in a par-
ticular situation could be risky.



Conclusion

*Important information for post-test is highlighted in red 
letters, boxes and diagrams.

 Clinical ethical support from a bot-
tom-up perspective might give healthcare 
professionals opportunities to think and 
re�ect on issues they are facing in their 
everyday work. A dominant top-down per-
spective could be a less risky approach if, 
and only if, it removes ethical responsibility 
from the healthcare personnel. For example, 
if a consultant makes a decision, or gives 
advice or a recommendation that is not ben-
e�cial for either the patient or the personnel, 
but only bene�cial from an economical per-
spective. If later on the consequences of that 
decision or advice/recommendation proved 
detrimental to the patient, the healthcare 
personnel involved could free themselves 
from guilt by placing the blame on the con-
sultant. If a decision or recommendation 
was based on a bottom-up approach that 
involves the re�ections of the healthcare per-
sonnel, they would need to assume greater 
ethical responsibility and perhaps wish to 
re�ect more in such situations. Consequent-
ly, the status of a professional expert in 
ethics might lead to a risk, an undermining, 
or a challenge to the healthcare personnel’s 
personal autonomy, e.g., a limitation on 
their autonomy when dealing with ethical 
issues. Professional practitioners are special-
ists that encounter certain types of situations 
again and again in their daily work. �ey 
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learn what to look for and how to respond 
to those particular types of situations. Even 
though many ethically di�cult situations 
are unique, repeating patterns can be found. 
�erefore, the ethical responsibility and 
choice of what to do should remain with the 
healthcare personnel in clinical practice. To 
permit someone from the outside to make a 
decision or give a recommendation in a par-
ticular situation could be risky.

 Nursing profession requires knowl-
edge of ethics to guide performance. Nurs-
ing ethics is professional ethics of care. �e 
nature of this profession necessitates ethical 
care more than routine care. Ethical con-
cepts are one of the basic elements in this 
profession and the important indicator of its 
progress. Ethical performance is critical 
aspects of nursing care and development of 
moral competence, is essential for nursing 
practice in present and future. In this regard, 
any gaps in nursing ethics can a�ect the 
most scienti�c and the best nursing care. 
Promote the principles of professional prac-
tice by emphasizing ethical foundations are 
the only way to strengthen trusting on med-
ical group. Today, worldwide de�nition of 
professional ethic codes has been done based 
on human and ethical issues in the commu-
nication between nurse and patient. In this 
regard, professional and international 
organizations, have written codes despite 
some apparent di�erences, their goal is 
accreditation of the nursing profession by 
providing good quality care to patients. [9, 
Rank 5]
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