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“Knowing is not enough; we must apply.
Willing is not enough; we must do.”

—Goethe

Advising the Nation. Improving Health.
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Foreword

The founding documents of the Institute of Medicine (IOM) call for experts 
to discuss, debate, and examine possible solutions for the multitude of complex 
health concerns that face the United States and the world. Equally important is 
the timely implementation of those solutions in a way that improves health. The 
United States is at an important crossroads as health care reforms are being car-
ried out and the system begins to change. The possibility of strengthening the 
largest component of the health care workforce—nurses—to become partners and 
leaders in improving the delivery of care and the health care system as a whole 
inspired the IOM to partner with the Robert Wood Johnson Foundation (RWJF) 
in creating the RWJF Initiative on the Future of Nursing, at the IOM. In this part-
nership, the IOM and RWJF were in agreement that accessible, high-quality care 
cannot be achieved without exceptional nursing care and leadership. By working 
together, the two organizations sought to bring more credibility and visibility to 
the topic than either could by working alone. The organizations merged staff and 
resources in an unprecedented partnership to explore challenges central to the 
future of the nursing profession.

To support this collaborative effort, the IOM welcomed staff from RWJF, 
as loaned employees, to provide speci�c content expertise in nursing, research, 
and communications. Combining staff from two different organizations was an 
experiment that integrated best practices from both organizations and inspired us 
to think in fresh ways about how we conduct our work. We are indebted to RWJF 
for the leadership, support, and partnership that made this endeavor possible.

I am deeply grateful to the committee—led by Donna Shalala, committee 
chair and former Secretary of the Department of Health and Human Services, and 
Linda Burnes Bolton, committee vice chair—and to the staff, especially Susan 
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x FOREWORD

Hassmiller, Adrienne Stith Butler, Andrea Schultz, and Katharine Bothner, who 
produced this report. Their work will serve as a blueprint for how the nursing 
profession can transform itself into an ever more potent and relevant force for 
lasting solutions to enhance the quality and value of U.S. health care in ways 
that will meet the future health needs of diverse populations. The report calls on 
nurses, individually and as a profession, to embrace changes needed to promote 
health, prevent illness, and care for people in all settings across the lifespan. The 
nursing profession cannot make these changes on its own, however. The report 
calls for multisector support and interprofessional collaboration. In this sense, it 
calls on all health professionals and health care decision makers to work with 
nurses to make the changes needed for a more accessible, cost-effective, and 
high-quality health care system. 

Since its foundation 40 years ago, the IOM has produced many reports 
echoing the theme of high-quality, safe, effective, evidence-based, and patient-
centered care. The present report expands on this theme by addressing the critical 
role of nursing. It demonstrates that achieving a successful health care system in 
the future rests on the future of nursing. 

Harvey V. Fineberg, M.D., Ph.D.
President, Institute of Medicine
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Preface

This report is being published at a time of great opportunity in health care. 
Legislation passed in March 2010 will provide insurance coverage for 32 million 
more Americans. The implications of this new demand on the nation’s health care 
system are signi�cant. How can the system accommodate the increased demand 
while improving the quality of health care services provided to the American 
public? 

Nursing represents the largest sector of the health professions, with more 
than 3 million registered nurses in the United States. The question presented to 
the committee that produced this report was: What roles can nursing assume to 
address the increasing demand for safe, high-quality, and effective health care ser-
vices? In the near term, the new health care laws identify great challenges in the 
management of chronic conditions, primary care (including care coordination and 
transitional care), prevention and wellness, and the prevention of adverse events 
(such as hospital-acquired infections). The demand for better provision of mental 
health services, school health services, long-term care, and palliative care (includ-
ing end-of-life care) is increasing as well. Whether improvements in all these 
areas of care will slow the rate of growth in health care expenditures remains to 
be seen; however, experts believe they will result in better health outcomes. 

What nursing brings to the future is a steadfast commitment to patient care, 
improved safety and quality, and better outcomes. Most of the near-term chal-
lenges identi�ed in the health care reform legislation speak to traditional and 
current strengths of the nursing profession in such areas as care coordination, 
health promotion, and quality improvement. How well nurses are trained and do 
their jobs is inextricably tied to most health care quality measures that have been 
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xii PREFACE

targeted for improvement over the past few years. Thus for nursing, health care 
reform provides an opportunity for the profession to meet the demand for safe, 
high-quality, patient-centered, and equitable health care services. We believe 
nurses have key roles to play as team members and leaders for a reformed and 
better-integrated, patient-centered health care system.

This report begins with the assumption that nursing can �ll such new and 
expanded roles in a redesigned health care system. To take advantage of these op-
portunities, however, nurses must be allowed to practice in accordance with their 
professional training, and the education they receive must better prepare them to 
deliver patient-centered, equitable, safe, high-quality health care services. Addi-
tionally, they must engage with physicians and other health care professionals to 
deliver ef�cient and effective care and assume leadership roles in the redesign of 
the health care system. In particular, we believe that preparation of an expanded 
workforce, necessary to serve the millions who will now have access to health 
insurance for the �rst time, will require changes in nursing scopes of practice, 
advances in the education of nurses across all levels, improvements in the prac-
tice of nursing across the continuum of care, transformation in the utilization 
of nurses across settings, and leadership at all levels so nurses can be deployed 
effectively and appropriately as partners in the health care team. 

In 2008, the Robert Wood Johnson Foundation (RWJF) approached the 
Institute of Medicine (IOM) to propose a partnership between the two organiza-
tions to assess and respond to the need to transform the nursing profession to 
meet these challenges. The resulting collaborative partnership created a unique 
blend of organizational expertise and content expertise, drawing on the IOM’s 
mission to serve as adviser to the nation to improve health and RWJF’s long-
standing commitment to ensuring that the nursing workforce has the necessary 
capacity, in terms of numbers, skills, and competence, to meet the present and 
future health care needs of the public. Recognizing that the nursing profession 
faces the challenges outlined above, RWJF and the IOM established a 2-year 
Initiative on the Future of Nursing. The cornerstone of the initiative is the work 
of this IOM committee. The Committee on the Robert Wood Johnson Foundation 
Initiative on the Future of Nursing, at the Institute of Medicine was tasked with 
producing a report containing recommendations for an action-oriented blueprint 
for the future of nursing, including changes in public and institutional policies 
at the national, state, and local levels. The speci�c charge to the committee is 
presented in Box P-1.

The committee held �ve meetings that included three technical workshops, 
which were designed to gather information on topics related to the study charge. 
In addition to these meetings, the committee hosted three public forums on the fu-
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PREFACE xiii

ture of nursing that focused on acute care; care in the community, with emphasis 
on community health, public health, primary care, and long-term care; and nurs-
ing education. Summaries of these forums have been published separately, are 
available at www.iom.edu/nursing, and are included on the CD-ROM in the back 
of this report. The committee also conducted a series of site visits in conjunction 
with each public forum to learn how nurses function in various health care and 
educational settings. In addition to the workshops, forums, and site visits, the 
committee collected testimony and welcomed public input throughout the study 
process, conducted a literature review, and commissioned a series of papers from 
a research network of esteemed colleagues.

BOX P-1 
Committee Charge

 An ad hoc committee will examine the capacity of the nursing workforce to 
meet the demands of a reformed health care and public health system. It will 
develop a set of bold national recommendations, including ones that address the 
delivery of nursing services in a shortage environment and the capacity of the 
nursing education system. In its report, the committee will de�ne  a clear agenda 
and blueprint for action including changes in public and institutional policies at the 
national, state, and local levels. Its recommendations would address a range of 
system changes, including innovative ways to solve the nursing shortage in the 
United States. 
 The committee may examine and produce recommendations related to the 
following issues, with the goal of identifying vital roles for nurses in designing and 
implementing a more effective and ef�cient  health care system:

 �u  Reconceptualizing the role of nurses within the context of the entire work-
force, the shortage, societal issues, and current and future technology; 

 �u  Expanding nursing faculty, increasing the capacity of nursing schools, and 
redesigning nursing education to assure that it can produce an adequate 
number of well-prepared nurses able to meet current and future health care 
demands; 

 �u  Examining innovative solutions related to care delivery and health profes-
sional education by focusing on nursing and the delivery of nursing ser-
vices; and

 �u  Attracting and retaining well-prepared nurses in multiple care settings, 
including acute, ambulatory, primary care, long-term care, community, and 
public health.

http://www.nap.edu/12956


xiv THE FUTURE OF NURSING

For this committee, the IOM assembled an extraordinary group of profes-
sionals, including experts from areas such as business, academia, health care 
delivery, and health policy. The team brought diverse perspectives to the table 
that went well outside the nursing profession. Most of the members did not 
have a degree in nursing and were not involved in nursing education, practice, 
research, or governance. We are grateful to these committee members and to the 
exceptionally talented staff of the IOM and RWJF, all of whom worked hard with 
enthusiasm, great skill, �exibility, clarity, and drive.

Donna E. Shalala, Ph.D., FAAN
Chair

Linda Burnes Bolton, Dr.P.H., R.N., FAAN
Vice Chair
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Summary1

1 This summary does not include references. Citations for the discussion presented in the summary 
appear in the subsequent report chapters.

The United States has the opportunity to transform its health care sys-
tem to provide seamless, affordable, quality care that is accessible to 
all, patient centered, and evidence based and leads to improved health 
outcomes. Achieving this transformation will require remodeling many 
aspects of the health care system. This is especially true for the nurs-
ing profession, the largest segment of the health care workforce. This 
report offers recommendations that collectively serve as a blueprint to 
(1) ensure that nurses can practice to the full extent of their education 
and training, (2) improve nursing education, (3) provide opportunities 
for nurses to assume leadership positions and to serve as full partners 
in health care redesign and improvement efforts, and (4) improve data 
collection for workforce planning and policy making.

A VISION FOR HEALTH CARE

In 2010, Congress passed and the President signed into law comprehensive 
health care legislation. With the enactment of these laws, collectively referred 
to in this report as the Affordable Care Act (ACA), the United States has an 
opportunity to transform its health care system to provide higher-quality, safer, 

1
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more affordable, and more accessible care. During the course of its work, the 
Committee on the Robert Wood Johnson Foundation Initiative on the Future of 
Nursing, at the Institute of Medicine developed a vision for a transformed health 
care system. The committee envisions a future system that makes quality care 
accessible to the diverse populations of the United States, intentionally promotes 
wellness and disease prevention, reliably improves health outcomes, and provides 
compassionate care across the lifespan. In this envisioned future, primary care 
and prevention are central drivers of the health care system. Interprofessional 
collaboration and coordination are the norm. Payment for health care services 
rewards value, not volume of services, and quality care is provided at a price 
that is affordable for both individuals and society. The rate of growth of health 
care expenditures slows. In all these areas, the health care system consistently 
demonstrates that it is responsive to individuals’ needs and desires through the 
delivery of truly patient-centered care. 

The ACA represents the broadest changes to the health care system since the 
1965 creation of the Medicare and Medicaid programs and is expected to provide 
insurance coverage for an additional 32 million previously uninsured Americans. 
Although passage of the ACA is historic, realizing the vision outlined above will 
require a transformation of many aspects of the health care system. This is espe-
cially true for the nursing profession, which, with more than 3 million members, 
represents the largest segment of the health care workforce. 

STUDY CHARGE

In 2008, the Robert Wood Johnson Foundation (RWJF) approached the In-
stitute of Medicine (IOM) to propose a partnership to assess and respond to the 
need to transform the nursing profession. Recognizing that the nursing profession 
faces several challenges in ful�lling the promise of a reformed health care system 
and meeting the nation’s health needs, RWJF and the IOM established a 2-year 
Initiative on the Future of Nursing. The cornerstone of the initiative is this com-
mittee, which was tasked with producing a report containing recommendations 
for an action-oriented blueprint for the future of nursing, including changes in 
public and institutional policies at the national, state, and local levels (Box S-1). 
Following the report’s release, the IOM and RWJF will host a national conference 
on November 30 and December 1, 2010, to begin a dialogue on how the report’s 
recommendations can be translated into action. The report will also serve as the 
basis for an extensive implementation phase to be facilitated by RWJF. 

THE ROLE OF NURSES IN REALIZING A 
TRANSFORMED HEALTH CARE SYSTEM

By virtue of its numbers and adaptive capacity, the nursing profession has 
the potential to effect wide-reaching changes in the health care system. Nurses’ 
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regular, close proximity to patients and scienti�c understanding of care processes 
across the continuum of care give them a unique ability to act as partners with 
other health professionals and to lead in the improvement and redesign of the 
health care system and its many practice environments, including hospitals, 
schools, homes, retail health clinics, long-term care facilities, battle�elds, and 
community and public health centers. Nurses thus are poised to help bridge the 
gap between coverage and access, to coordinate increasingly complex care for 
a wide range of patients, to ful�ll their potential as primary care providers to 
the full extent of their education and training, and to enable the full economic 
value of their contributions across practice settings to be realized. In addition, a 
promising �eld of evidence links nursing care to high quality of care for patients, 
including protecting their safety. Nurses are crucial in preventing medication 
errors, reducing rates of infection, and even facilitating patients’ transition from 
hospital to home.

BOX S-1 
Committee Charge

 An ad hoc committee will examine the capacity of the nursing workforce to 
meet the demands of a reformed health care and public health system. It will 
develop a set of bold national recommendations, including ones that address the 
delivery of nursing services in a shortage environment and the capacity of the 
nursing education system. In its report, the committee will de�ne  a clear agenda 
and blueprint for action including changes in public and institutional policies at the 
national, state, and local levels. Its recommendations would address a range of 
system changes, including innovative ways to solve the nursing shortage in the 
United States. 
 The committee may examine and produce recommendations related to the 
following issues, with the goal of identifying vital roles for nurses in designing and 
implementing a more effective and ef�cient  health care system:

 �u  Reconceptualizing the role of nurses within the context of the entire work-
force, the shortage, societal issues, and current and future technology; 

 �u  Expanding nursing faculty, increasing the capacity of nursing schools, and 
redesigning nursing education to assure that it can produce an adequate 
number of well-prepared nurses able to meet current and future health care 
demands; 

 �u  Examining innovative solutions related to care delivery and health profes-
sional education by focusing on nursing and the delivery of nursing ser-
vices; and

 �u  Attracting and retaining well-prepared nurses in multiple care settings, 
including acute, ambulatory, primary care, long-term care, community, and 
public health.
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Nursing practice covers a broad continuum from health promotion, to dis-
ease prevention, to coordination of care, to cure—when possible—and to pal-
liative care when cure is not possible. While this continuum of practice is well 
matched to the needs of the American population, the nursing profession has its 
challenges. It is not as diverse as it needs to be—with respect to race, ethnicity, 
gender, and age—to provide culturally relevant care to all populations. Many 
members of the profession require more education and preparation to adopt new 
roles quickly in response to rapidly changing health care settings and an evolv-
ing health care system. Restrictions on scope of practice, policy- and reimburse-
ment-related limitations, and professional tensions have undermined the nursing 
profession’s ability to provide and improve both general and advanced care. 
Producing a health care system that delivers the right care—quality care that is 
patient centered, accessible, evidence based, and sustainable—at the right time 
will require transforming the work environment, scope of practice, education, and 
numbers of America’s nurses.

KEY MESSAGES 

As a result of its deliberations, the committee formulated four key messages 
that structure the discussion and recommendations presented in this report: 

1. Nurses should practice to the full extent of their education and 
training.

2. Nurses should achieve higher levels of education and training through 
an improved education system that promotes seamless academic 
progression.

3. Nurses should be full partners, with physicians and other health profes-
sionals, in redesigning health care in the United States. 

4. Effective workforce planning and policy making require better data col-
lection and an improved information infrastructure. 

The recommendations offered in this report focus on the critical intersection 
between the health needs of diverse populations across the lifespan and the ac-
tions of the nursing workforce. They are intended to support efforts to improve 
the health of the U.S. population through the contributions nurses can make to 
the delivery of care. But they are not necessarily about achieving what is most 
comfortable, convenient, or easy for the nursing profession.

Key Message #1: Nurses Should Practice to the Full Extent 
of Their Education and Training (Chapter 3)

Nurses have great potential to lead innovative strategies to improve the 
health care system. However, a variety of historical, regulatory, and policy bar-
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riers have limited nurses’ ability to generate widespread transformation. Other 
barriers include fragmentation of the health care system, high rates of turnover 
among nurses, dif�culties for nurses transitioning from school to practice, and 
an aging workforce and other demographic challenges. Many of these barriers 
have developed as a result of structural �aws in the U.S. health care system; 
others re�ect limitations in the present work environment or the capacity and 
demographic makeup of the nursing workforce itself. Regulatory barriers are 
particularly problematic.

Regulations de�ning scope-of-practice limitations vary widely by state. 
Some are highly detailed, while others contain vague provisions that are open to 
interpretation. Some states have kept pace with the evolution of the health care 
system by changing their scope-of-practice regulations to allow nurse practitio-
ners to see patients and prescribe medications without a physician’s supervision 
or collaboration. However, the majority of state laws lag behind in this regard. As 
a result, what nurse practitioners are able to do once they graduate varies widely 
for reasons that are related not to their ability, education or training, or safety con-
cerns, but to the political decisions of the state in which they work. Depending on 
the state, restrictions on the scope of practice of an advanced practice registered 
nurse may limit or deny altogether the authority to prescribe medications, admit 
patients to the hospital, assess patient conditions, and order and evaluate tests. 

Because many of the problems related to varied scopes of practice are 
the result of a patchwork of state regulatory regimes, the federal government 
is especially well situated to promote effective reforms by collecting and dis-
seminating best practices from across the country and incentivizing their adop-
tion. Speci�cally, the Federal Trade Commission has a long history of targeting 
anticompetitive conduct in the health care market, including restrictions on the 
business practices of health care providers, as well as policies that could act as 
a barrier to the entry of new competitors in the market. As a payer and adminis-
trator of health insurance coverage for federal employees, the Of�ce of Person-
nel Management and the Federal Employees Health Bene�ts Program have a 
responsibility to promote and ensure the access of employees/subscribers to the 
widest choice of competent, cost-effective health care providers. Principles of 
equity would suggest that this subscriber choice should be promoted by policies 
ensuring that full, evidence-based practice is permitted to all providers regardless 
of geographic location. Finally, the Centers for Medicare and Medicaid Services 
has the responsibility to promulgate rules and policies that promote Medicare and 
Medicaid bene�ciaries’ access to appropriate care, and therefore can ensure that 
its rules and polices re�ect the evolving practice abilities of licensed providers.

In addition to barriers related to scope of practice, high turnover rates among 
newly graduated nurses highlight the need for a greater focus on managing the 
transition from school to practice. In 2002, the Joint Commission recommended 
the development of nurse residency programs—planned, comprehensive periods 
of time during which nursing graduates can acquire the knowledge and skills to 
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deliver safe, quality care that meets de�ned (organization or professional soci-
ety) standards of practice. Residency programs are supported predominantly in 
hospitals and larger health systems, with a focus on acute care. This has been 
the area of greatest need since most new graduates gain employment in acute 
care settings, and the proportion of new hires (and nursing staff) that are new 
graduates is rapidly increasing. It is essential, however, that residency programs 
outside of acute care settings be developed and evaluated. Much of the evidence 
supporting the success of residencies has been produced through self-evaluations 
by the residency programs themselves. For example, one organization, Versant,2 
has demonstrated a profound reduction in turnover rates for new graduate regis-
tered nurses—from 35 to 6 percent at 12 months and from 55 to 11 percent at 24 
months—compared with new graduate registered nurse control groups hired at a 
facility prior to implementation of the residency program.

Key Message #2: Nurses Should Achieve Higher Levels of 
Education and Training Through an Improved Education System 

That Promotes Seamless Academic Progression (Chapter 4)

Major changes in the U.S. health care system and practice environment will 
require equally profound changes in the education of nurses both before and 
after they receive their license. An improved education system is necessary to 
ensure that the current and future generations of nurses can deliver safe, quality, 
patient-centered care across all settings, especially in such areas as primary care 
and community and public health.

Nursing is unique among the health professions in the United States in 
that it has multiple educational pathways leading to an entry-level license to 
practice. The quali�cations and level of education required for entry into the 
nursing profession have been widely debated by nurses, nursing organizations, 
academics, and a host of other stakeholders for more than 40 years. During that 
time, competencies needed to practice have expanded, especially in the domains 
of community and public health, geriatrics, leadership, health policy, system 
improvement and change, research and evidence-based practice, and teamwork 
and collaboration. These new competencies have placed increased pressures on 
the education system and its curricula.

Care within hospital and community settings also has become more complex. 
In hospitals, nurses must make critical decisions associated with care for sicker, 
frailer patients and work with sophisticated, life-saving technology. Nurses are 
being called upon to �ll primary care roles and to help patients manage chronic 
illnesses, thereby preventing acute care episodes and disease progression. They 

2 Versant is a nonpro�t organization that provides, supervises, and evaluates nurse transition-to-
practice residency programs for children’s and general acute care hospitals. See http://www.versant.
org/item.asp?id=35.
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are expected to use a variety of technological tools and complex information 
management systems that require skills in analysis and synthesis to improve the 
quality and effectiveness of care. Across settings, nurses are being called upon to 
coordinate care and collaborate with a variety of health professionals, including 
physicians, social workers, physical and occupational therapists, and pharmacists, 
most of whom hold master’s or doctoral degrees. Shortages of nurses in the posi-
tions of primary care providers, faculty, and researchers continue to be a barrier 
to advancing the profession and improving the delivery of care to patients.

To respond to these demands of an evolving health care system and meet the 
changing needs of patients, nurses must achieve higher levels of education and 
training. One step in realizing this goal is for a greater number of nurses to enter 
the workforce with a baccalaureate degree or progress to this degree early in their 
career. Moreover, to alleviate shortages of nurse faculty, primary care providers, 
and researchers, a cadre of quali�ed nurses needs to be ready to advance to the 
master’s and doctoral levels. Nursing education should therefore include opportu-
nities for seamless transition to higher degree programs—from licensed practical 
nurse (LPN)/licensed vocational nurse (LVN) degrees, to the associate’s degree in 
nursing (ADN) and bachelor’s of science in nursing (BSN), to master’s of science 
in nursing (MSN), and to the PhD and doctor of nursing practice (DNP). Further, 
nursing education should serve as a platform for continued lifelong learning. 
Nurses also should be educated with physicians and other health professionals 
as students and throughout their careers. Finally, as efforts are made to improve 
the education system, greater emphasis must be placed on increasing the diversity 
of the workforce, including in the areas of gender and race/ethnicity, as well as 
ensuring that nurses are able to provide culturally relevant care.

While the capacity of the education system will need to expand, and the fo-
cus of curricula will need to be updated to ensure that nurses have the right com-
petencies, a variety of traditional and innovative strategies already are being used 
across the country to achieve these aims. Examples include the use of technolo-
gies such as online education and simulation, consortium programs that create a 
seamless pathway from the ADN to the BSN, and ADN-to-MSN programs that 
provide a direct link to graduate education. Collectively, these strategies can be 
scaled up and re�ned to effect the needed transformation of nursing education.

Key Message #3: Nurses Should Be Full Partners, with 
Physicians and Other Health Professionals, in Redesigning 

Health Care in the United States (Chapter 5)

Strong leadership is critical if the vision of a transformed health care sys-
tem is to be realized. To play an active role in achieving this vision, the nursing 
profession must produce leaders throughout the system, from the bedside to the 
boardroom. These leaders must act as full partners with physicians and other 
health professionals, and must be accountable for their own contributions to de-
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livering high-quality care while working collaboratively with leaders from other 
health professions.

Being a full partner transcends all levels of the nursing profession and re-
quires leadership skills and competencies that must be applied within the profes-
sion and in collaboration with other health professionals. In care environments, 
being a full partner involves taking responsibility for identifying problems and 
areas of waste, devising and implementing a plan for improvement, tracking 
improvement over time, and making necessary adjustments to realize established 
goals. Moreover, being a full partner translates more broadly to the health policy 
arena. To be effective in reconceptualized roles, nurses must see policy as some-
thing they can shape rather than something that happens to them. Nurses should 
have a voice in health policy decision making and be engaged in implementation 
efforts related to health care reform. Nurses also should serve actively on advi-
sory committees, commissions, and boards where policy decisions are made to 
advance health systems to improve patient care.

Strong leadership on the part of nurses, physicians, and others will be re-
quired to devise and implement the changes necessary to increase quality, access, 
and value and deliver patient-centered care. While not all nurses begin their ca-
reer with thoughts of becoming a leader, leadership is fundamental to advancing 
the profession. To ensure that nurses are ready to assume leadership roles, leader-
ship-related competencies need to be embedded throughout nursing education, 
leadership development and mentoring programs need to be made available for 
nurses at all levels, and a culture that promotes and values leadership needs to 
be fostered. Equally important, all nurses—from students, to bedside and com-
munity nurses, to chief nursing of�cers and members of nursing organizations, to 
researchers—must take responsibility for their personal and professional growth 
by developing leadership competencies. They must exercise these competencies 
in a collaborative environment in all settings, including hospitals, communities, 
schools, boards, and political and business arenas, both within nursing and across 
the health professions. And in doing so, they must not only mentor others along 
the way, but develop partnerships and gain allies both within and beyond the 
health care environment.

Key Message #4: Effective Workforce Planning and 
Policy Making Require Better Data Collection and an 

Improved Information Infrastructure (Chapter 6)

Achieving a transformation of the health care system and the practice en-
vironment will require a balance of skills and perspectives among physicians, 
nurses, and other health professionals. However, strategic health care workforce 
planning to achieve this balance is hampered by the lack of suf�ciently reliable 
and granular data on, for example, the numbers and types of health professionals 
currently employed, where they are employed and in what roles, and what types 
of activities they perform. These data are required to determine regional health 

http://www.nap.edu/12956


SUMMARY 9

care workforce needs and to establish regional targets and plans for appropriately 
increasing the supply of health professionals. Additionally, understanding of the 
impact of innovations such as bundled payments, medical homes, accountable 
care organizations, health information technology, and comparative effective-
ness will be incomplete without information on and analysis of the necessary 
contributions of the various types of health professionals. Data collection and 
analysis across the health professions will also be essential because of the overlap 
in scopes of practice for primary care providers such as physicians, physician 
assistants, and nurse practitioners and the increasing shift toward team-based 
care. In the speci�c context of this study, planning for fundamental, wide-ranging 
changes in the education and deployment of the nursing workforce will require 
comprehensive data on the numbers and types of nurses currently available and 
required to meet future needs. Once an infrastructure for collecting and analyzing 
workforce data is in place, systematic assessment and projection of nursing work-
force requirements by role, skill mix, region, and demographics will be needed 
to inform necessary changes in nursing practice and education. 

The ACA mandates the creation of a National Health Care Workforce Com-
mission whose mission is, among other things, to “[develop] and [commission] 
evaluations of education and training activities to determine whether the demand 
for health care workers is being met,” and to “[identify] barriers to improved 
coordination at the Federal, State, and local levels and recommend ways to ad-
dress such barriers.”3 The ACA also authorizes a National Center for Workforce 
Analysis, as well as state and regional workforce centers, and provides funding 
for workforce data collection and studies. A priority for these new structures and 
resources should be systematic monitoring of the supply of health care workers 
across professions, review of the data and methods needed to develop accurate 
predictions of future workforce needs, and coordination of the collection of data 
on the health care workforce at the state and regional levels. To be most useful, 
the data and information gathered must be timely and publicly accessible.

RECOMMENDATIONS

Recommendation 1: Remove scope-of-practice barriers. Advanced practice 
registered nurses should be able to practice to the full extent of their education 
and training. To achieve this goal, the committee recommends the following 
actions.

For the Congress:

�u Expand the Medicare program to include coverage of advanced practice 
registered nurse services that are within the scope of practice under ap-
plicable state law, just as physician services are now covered.

3 Patient Protection and Affordable Care Act, H.R. 3590 § 5101, 111th Congress.
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�u Amend the Medicare program to authorize advanced practice registered 
nurses to perform admission assessments, as well as certi�cation of 
patients for home health care services and for admission to hospice and 
skilled nursing facilities.

�u Extend the increase in Medicaid reimbursement rates for primary care 
physicians included in the ACA to advanced practice registered nurses 
providing similar primary care services.

�u Limit federal funding for nursing education programs to only those pro-
grams in states that have adopted the National Council of State Boards 
of Nursing Model Nursing Practice Act and Model Nursing Administra-
tive Rules (Article XVIII, Chapter 18).

For state legislatures:

�u Reform scope-of-practice regulations to conform to the National Coun-
cil of State Boards of Nursing Model Nursing Practice Act and Model 
Nursing Administrative Rules (Article XVIII, Chapter 18).

�u Require third-party payers that participate in fee-for-service payment 
arrangements to provide direct reimbursement to advanced practice 
registered nurses who are practicing within their scope of practice under 
state law.

For the Centers for Medicare and Medicaid Services:

�u Amend or clarify the requirements for hospital participation in the Medi-
care program to ensure that advanced practice registered nurses are 
eligible for clinical privileges, admitting privileges, and membership on 
medical staff.

For the Of�ce of Personnel Management:

�u Require insurers participating in the Federal Employees Health Bene�ts 
Program to include coverage of those services of advanced practice 
registered nurses that are within their scope of practice under applicable 
state law.

For the Federal Trade Commission and the Antitrust Division of the Department 
of Justice:

�u Review existing and proposed state regulations concerning advanced 
practice registered nurses to identify those that have anticompetitive ef-
fects without contributing to the health and safety of the public. States 
with unduly restrictive regulations should be urged to amend them to 
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allow advanced practice registered nurses to provide care to patients in 
all circumstances in which they are quali�ed to do so. 

Recommendation 2: Expand opportunities for nurses to lead and diffuse col-
laborative improvement efforts. Private and public funders, health care orga-
nizations, nursing education programs, and nursing associations should expand 
opportunities for nurses to lead and manage collaborative efforts with physicians 
and other members of the health care team to conduct research and to redesign 
and improve practice environments and health systems. These entities should also 
provide opportunities for nurses to diffuse successful practices.

To this end:

�u The Center for Medicare and Medicaid Innovation should support the 
development and evaluation of models of payment and care delivery that 
use nurses in an expanded and leadership capacity to improve health out-
comes and reduce costs. Performance measures should be developed and 
implemented expeditiously where best practices are evident to re�ect the 
contributions of nurses and ensure better-quality care.

�u Private and public funders should collaborate, and when possible pool 
funds, to advance research on models of care and innovative solutions, 
including technology, that will enable nurses to contribute to improved 
health and health care. 

�u Health care organizations should support and help nurses in taking 
the lead in developing and adopting innovative, patient-centered care 
models.

�u Health care organizations should engage nurses and other front-line staff 
to work with developers and manufacturers in the design, development, 
purchase, implementation, and evaluation of medical and health devices 
and health information technology products. 

�u Nursing education programs and nursing associations should provide 
entrepreneurial professional development that will enable nurses to initi-
ate programs and businesses that will contribute to improved health and 
health care. 

Recommendation 3: Implement nurse residency programs. State boards of 
nursing, accrediting bodies, the federal government, and health care organiza-
tions should take actions to support nurses’ completion of a transition-to-practice 
program (nurse residency) after they have completed a prelicensure or advanced 
practice degree program or when they are transitioning into new clinical practice 
areas. 

The following actions should be taken to implement and support nurse residency 
programs:
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�u State boards of nursing, in collaboration with accrediting bodies such 
as the Joint Commission and the Community Health Accreditation Pro-
gram, should support nurses’ completion of a residency program after 
they have completed a prelicensure or advanced practice degree program 
or when they are transitioning into new clinical practice areas.

�u The Secretary of Health and Human Services should redirect all gradu-
ate medical education funding from diploma nursing programs to sup-
port the implementation of nurse residency programs in rural and critical 
access areas.

�u Health care organizations, the Health Resources and Services Admin-
istration and Centers for Medicare and Medicaid Services, and philan-
thropic organizations should fund the development and implementation 
of nurse residency programs across all practice settings.

�u Health care organizations that offer nurse residency programs and foun-
dations should evaluate the effectiveness of the residency programs in 
improving the retention of nurses, expanding competencies, and improv-
ing patient outcomes.

Recommendation 4: Increase the proportion of nurses with a baccalaureate 
degree to 80 percent by 2020. Academic nurse leaders across all schools of 
nursing should work together to increase the proportion of nurses with a bac-
calaureate degree from 50 to 80 percent by 2020. These leaders should partner 
with education accrediting bodies, private and public funders, and employers to 
ensure funding, monitor progress, and increase the diversity of students to cre-
ate a workforce prepared to meet the demands of diverse populations across the 
lifespan.

�u The Commission on Collegiate Nursing Education, working in collabo-
ration with the National League for Nursing Accrediting Commission, 
should require all nursing schools to offer de�ned academic pathways, 
beyond articulation agreements, that promote seamless access for nurses 
to higher levels of education. 

�u Health care organizations should encourage nurses with associate’s and 
diploma degrees to enter baccalaureate nursing programs within 5 years 
of graduation by offering tuition reimbursement, creating a culture that 
fosters continuing education, and providing a salary differential and 
promotion.

�u Private and public funders should collaborate, and when possible pool 
funds, to expand baccalaureate programs to enroll more students by of-
fering scholarships and loan forgiveness, hiring more faculty, expanding 
clinical instruction through new clinical partnerships, and using technol-
ogy to augment instruction. These efforts should take into consideration 
strategies to increase the diversity of the nursing workforce in terms of 
race/ethnicity, gender, and geographic distribution. 
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�u The U.S. Secretary of Education, other federal agencies including the 
Health Resources and Services Administration, and state and private 
funders should expand loans and grants for second-degree nursing 
students.

�u Schools of nursing, in collaboration with other health professional 
schools, should design and implement early and continuous interpro-
fessional collaboration through joint classroom and clinical training 
opportunities.

�u Academic nurse leaders should partner with health care organizations, 
leaders from primary and secondary school systems, and other commu-
nity organizations to recruit and advance diverse nursing students.

Recommendation 5: Double the number of nurses with a doctorate by 2020. 
Schools of nursing, with support from private and public funders, academic ad-
ministrators and university trustees, and accrediting bodies, should double the 
number of nurses with a doctorate by 2020 to add to the cadre of nurse faculty 
and researchers, with attention to increasing diversity.

�u The Commission on Collegiate Nursing Education and the National 
League for Nursing Accrediting Commission should monitor the prog-
ress of each accredited nursing school to ensure that at least 10 percent 
of all baccalaureate graduates matriculate into a master’s or doctoral 
program within 5 years of graduation. 

�u Private and public funders, including the Health Resources and Services 
Administration and the Department of Labor, should expand funding for 
programs offering accelerated graduate degrees for nurses to increase 
the production of master’s and doctoral nurse graduates and to increase 
the diversity of nurse faculty, scientists, and researchers. 

�u Academic administrators and university trustees should create salary and 
bene�t packages that are market competitive to recruit and retain highly 
quali�ed academic and clinical nurse faculty. 

Recommendation 6: Ensure that nurses engage in lifelong learning. Accredit-
ing bodies, schools of nursing, health care organizations, and continuing com-
petency educators from multiple health professions should collaborate to ensure 
that nurses and nursing students and faculty continue their education and engage 
in lifelong learning to gain the competencies needed to provide care for diverse 
populations across the lifespan.

�u Faculty should partner with health care organizations to develop and 
prioritize competencies so curricula can be updated regularly to ensure 
that graduates at all levels are prepared to meet the current and future 
health needs of the population.

�u The Commission on Collegiate Nursing Education and the National 

http://www.nap.edu/12956


14 THE FUTURE OF NURSING

League for Nursing Accrediting Commission should require that all 
nursing students demonstrate a comprehensive set of clinical perfor-
mance competencies that encompass the knowledge and skills needed 
to provide care across settings and the lifespan. 

�u Academic administrators should require all faculty to participate in 
continuing professional development and to perform with cutting-edge 
competence in practice, teaching, and research.

�u All health care organizations and schools of nursing should foster a 
culture of lifelong learning and provide resources for interprofessional 
continuing competency programs.

�u Health care organizations and other organizations that offer continu-
ing competency programs should regularly evaluate their programs for 
adaptability, �exibility, accessibility, and impact on clinical outcomes 
and update the programs accordingly.

Recommendation 7: Prepare and enable nurses to lead change to advance 
health. Nurses, nursing education programs, and nursing associations should 
prepare the nursing workforce to assume leadership positions across all levels, 
while public, private, and governmental health care decision makers should en-
sure that leadership positions are available to and �lled by nurses. 

�u Nurses should take responsibility for their personal and professional 
growth by continuing their education and seeking opportunities to de-
velop and exercise their leadership skills.

�u Nursing associations should provide leadership development, mentoring 
programs, and opportunities to lead for all their members.

�u Nursing education programs should integrate leadership theory and busi-
ness practices across the curriculum, including clinical practice.

�u Public, private, and governmental health care decision makers at every 
level should include representation from nursing on boards, on executive 
management teams, and in other key leadership positions. 

Recommendation 8: Build an infrastructure for the collection and analysis of 
interprofessional health care workforce data. The National Health Care Work-
force Commission, with oversight from the Government Accountability Of�ce and 
the Health Resources and Services Administration, should lead a collaborative 
effort to improve research and the collection and analysis of data on health care 
workforce requirements. The Workforce Commission and the Health Resources 
and Services Administration should collaborate with state licensing boards, state 
nursing workforce centers, and the Department of Labor in this effort to ensure 
that the data are timely and publicly accessible.

�u The Workforce Commission and the Health Resources and Services 
Administration should coordinate with state licensing boards, including 
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those for nursing, medicine, dentistry, and pharmacy, to develop and 
promulgate a standardized minimum data set across states and profes-
sions that can be used to assess health care workforce needs by demo-
graphics, numbers, skill mix, and geographic distribution. 

�u The Workforce Commission and the Health Resources and Services 
Administration should set standards for the collection of the minimum 
data set by state licensing boards; oversee, coordinate, and house the 
data; and make the data publicly accessible. 

�u The Workforce Commission and the Health Resources and Services 
Administration should retain, but bolster, the Health Resources and 
Services Administration’s registered nurse sample survey by increasing 
the sample size, �elding the survey every other year, expanding the data 
collected on advanced practice registered nurses, and releasing survey 
results more quickly. 

�u The Workforce Commission and the Health Resources and Services 
Administration should establish a monitoring system that uses the most 
current analytic approaches and data from the minimum data set to 
systematically measure and project nursing workforce requirements by 
role, skill mix, region, and demographics. 

�u The Workforce Commission and the Health Resources and Services 
Administration should coordinate workforce research efforts with the 
Department of Labor, state and regional educators, employers, and state 
nursing workforce centers to identify regional health care workforce 
needs, and establish regional targets and plans for appropriately increas-
ing the supply of health professionals.

�u The Government Accountability Of�ce should ensure that the Workforce 
Commission membership includes adequate nursing expertise.

CONCLUSION

Nurses are already committed to delivering high-quality care under current 
regulatory, business, and organizational conditions. But the power to change 
those conditions to deliver better care does not rest primarily with nurses, re-
gardless of how ably led or educated they are; it also lies with governments, 
businesses, health care institutions, professional organizations and other health 
professionals, and the insurance industry. The recommendations presented in 
this report are directed to individual policy makers; national, state, and local 
government leaders; payers; health care researchers; executives; and profession-
als—including nurses and others—as well as to larger groups such as licensing 
bodies, educational institutions, and philanthropic and advocacy organizations, 
especially those advocating for consumers. Together, these groups have the power 
to transform the health care system to provide seamless, affordable, quality care 
that is accessible to all, patient centered, and evidence based and leads to im-
proved health outcomes.
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Overview of the Report

This report is organized into three parts. Part I presents the report’s key mes-
sages and important contextual information for the study. Chapter 1 offers the 
committee’s vision for health care in the United States, explains why nurses have 
an essential role in realizing this vision and why a fundamental transformation 
of the nursing profession is needed if they are to ful�ll this role, and details four 
key messages that structure the discussion and recommendations in Parts II and 
III. As context for the remainder of the report, Chapter 2 describes how the U.S. 
health care system is evolving and sets forth principles the committee believes 
should guide that evolution.

Part II details the fundamental transformation of the nursing profession that 
is needed to achieve the improved health care system described in Chapter 1. 
This transformation needs to occur in three broad areas: practice (Chapter 3), 
education (Chapter 4), and leadership (Chapter 5). This part of the report also 
addresses the crucial need for better data on the health care workforce to inform 
this transformation and that of the overall health care system (Chapter 6).

Chapters 2 through 6 include a series of case studies and pro�les illustrating 
the work of nurses and innovative models that either were developed by nurses 
or feature nurses in a leadership role. These case studies and pro�les not only 
provide texture to the report but also offer real-life examples of nurses working in 
reconceptualized roles and directly affecting the quality, accessibility, and value 
of health care. Cumulatively, these case studies and pro�les offer a glimpse into 
what the future of nursing could be.

Finally, Part III offers the committee’s blueprint for action in the form of 
recommendations and related research priorities (Chapter 7).

In addition, the report includes 10 appendixes. Appendix A describes the study 
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methods and information sources used to inform the committee’s deliberations; 
Appendix B contains biographical sketches of the committee members; Appen-
dix C offers highlights from the three public forums held by the committee on the 
future of nursing in the areas of acute care, care in the community, and education; 
Appendix D contains the consensus model for advanced practice registered nurse 
(APRN) regulation that is referenced in Chapter 3 and in recommendation 1 in 
Chapter 7; and Appendix E provides a brief description of undergraduate nursing 
education in the United States. Appendixes F�J are not printed in this report but 
can be found on the CD-ROM in the back of this book and contain papers com-
missioned by the committee on the following topics: matching nursing practice 
and skills to future needs; transformational models of nursing across different care 
settings; federal options for maximizing the value of APRNs in providing qual-
ity, cost-effective health care; the future of nursing education; and international 
models of nursing.
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Key Messages of the Report

The U.S. health care system is characterized by a high degree of fragmenta-
tion across many sectors, which raises substantial barriers to providing accessible, 
quality care at an affordable price. In part, the fragmentation in the system comes 
from disconnects between public and private services, between providers and 
patients, between what patients need and how providers are trained, between the 
health needs of the nation and the services that are offered, and between those 
with insurance and those without (Stevens, 1999). Communication between 
providers is dif�cult, and much care is redundant because there is no way of 
sharing results.

This report is being published at an opportune time. In 2010, Congress 
passed and the President signed into law comprehensive health care legislation. 
These laws, the Patient Protection and Affordable Care Act (Public Law 111-148) 
and the Health Care and Education Affordability Reconciliation Act (Public Law 
111-152), are collectively referred to throughout this report as the Affordable Care 
Act (ACA). The ACA represents the broadest changes to the health care system 
since the 1965 creation of the Medicare and Medicaid programs and is expected 
to provide insurance coverage for an additional 32 million previously uninsured 
Americans. The need to improve the health care system is becoming increasingly 
evident as challenges related to both the quality and costs of care persist. 

As discussed in the preface, this study was undertaken to explore how the 
nursing profession can be transformed to help exploit these opportunities and 
contribute to building a health care system that will meet the demand for safe, 
quality, patient-centered, accessible, and affordable care. This chapter presents 
the key messages that emerged from the study committee’s deliberations. It 
begins by describing a vision for a transformed system that can meet the health 
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needs of the U.S. population in the 21st century. The chapter then delineates the 
roles of nurses in realizing this vision. The third section explains why a funda-
mental transformation of the nursing profession will be required if nurses are to 
assume these roles. The �nal section presents conclusions.

A VISION FOR HEALTH CARE

During the course of its work, the Committee on the Robert Wood Johnson 
Foundation Initiative on the Future of Nursing, at the Institute of Medicine 
developed a vision for a transformed health care system, while recognizing the 
demands and limitations of the current health care system outlined above. The 
committee envisions a future system that makes quality care accessible to the 
diverse populations of the United States, intentionally promotes wellness and 
disease prevention, reliably improves health outcomes, and provides compassion-
ate care across the lifespan. In this envisioned future, primary care and preven-
tion are central drivers of the health care system. Interprofessional collaboration 
and coordination are the norm. Payment for health care services rewards value, 
not volume of services, and quality care is provided at a price that is affordable 
for both individuals and society. The rate of growth of health care expenditures 
slows. In all these areas, the health care system consistently demonstrates that it is 
responsive to individuals’ needs and desires through the delivery of truly patient-
centered care. Annex 1-1 lists the committee’s de�nitions for three core terms 
related to its vision: health, health care, and the health care system. 

THE ROLE OF NURSES IN REALIZING THIS VISION

The ACA provides a call to action for nurses, and several sections of the leg-
islation are directly relevant to their work.1 For example, sections 5501 through 
5509 are aimed at substantially strengthening the provision of primary care—a 
need generally recognized by health professionals and policy experts; section 
2717 calls for “ensuring the quality of care”; and section 2718 emphasizes 
“bringing down the cost of health care coverage.” Enactment of the ACA offers 
a myriad of opportunities for the nursing profession to facilitate improvements 
to the health care system and the mechanisms by which care is delivered across 
various settings. Systemwide changes are needed that capture the full economic 
value of nurses and take into account the growing body of evidence that links 
nursing practice to improvements in the safety and quality of care. Advanced 
practice registered nurses (APRNs) should be called upon to ful�ll and expand 
their potential as primary care providers across practice settings based on their 

1 For a list of nursing-related provisions included in the ACA, see http://championnursing.org/sites/
default/�les/nursingandhealthreformlawable.pdf.
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education and competency. Nursing initiatives and programs should be scaled up 
to help bridge the gap between insurance coverage and access to care. 

The nursing profession has the potential capacity to implement wide-reaching 
changes in the health care system. With more than 3 million members, the profes-
sion has nearly doubled since 1980 and represents the largest segment of the U.S. 
health care workforce (HRSA, 2010; U.S. Census Bureau, 2009). By virtue of 
their regular, close proximity to patients and their scienti�c understanding of care 
processes across the continuum of care, nurses have a considerable opportunity to 
act as full partners with other health professionals and to lead in the improvement 
and redesign of the health care system and its practice environment. 

Nurses practice in many settings, including hospitals, schools, homes, retail 
health clinics, long-term care facilities, battle�elds, and community and public 
health centers. They have varying levels of education and competencies—from 
licensed practical nurses, who greatly contribute to direct patient care in nursing 
homes, to nurse scientists, who research and evaluate more effective ways of 
caring for patients and promoting health. As described in Annex 1-1 at the end 
of this chapter, most nurses are registered nurses (RNs), who “complete a pro-
gram of study at a community college, diploma school of nursing, or a four-year 
college or university and are required to pass a nationally standardized licensing 
exam in the state in which they begin practice” (AARP, 2010). Figure 1-1 shows 
that of the many settings where RNs practice, the majority practice in hospitals; 
Figure 1-2 shows the employment settings of nurses by highest nursing or nurs-
ing-related education. More than a quarter of a million nurses are APRNs (HRSA, 
2010), who hold master’s or doctoral degrees and pass national certi�cation ex-
ams. APRNs deliver primary and other types of health care services. For example, 
they teach and counsel patients to understand their health problems and what they 
can do to get better, they coordinate care and advocate for patients in the complex 
health care system, and they refer patients to physicians and other health care 
providers. APRNs include nurse practitioners, clinical nurse specialists, certi-
�ed registered nurse anesthetists, and certi�ed nurse midwives (see Table 1-1). 
Annex 1-1 provides more detailed descriptions of the preparation and roles of 
nurses, pathways in nursing education, and numbers of nurses.

Nursing practice covers a broad continuum from health promotion, to disease 
prevention, to coordination of care, to cure—when possible—and to palliative 
care when cure is not possible. This continuum of practice is well matched to the 
current and future needs of the American population (see Chapter 2). Nurses have 
a direct effect on patient care. They provide the majority of patient assessments, 
evaluations, and care in hospitals, nursing homes, clinics, schools, workplaces, 
and ambulatory settings. They are at the front lines in ensuring that care is de-
livered safely, effectively, and compassionately. Additionally, nurses attend to 
patients and their families in a holistic way that often goes beyond physical health 
needs to recognize and respond to social, mental, and spiritual needs. Given their 
education, experience, and unique perspectives and the centrality of their role in 
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providing care, nurses will play a signi�cant role in the transformation of the 
health care system. Likewise, while changes in the health care system will have 
profound effects on all providers, this will be undoubtedly true for nurses. 

Traditional nursing competencies such as care management and coordina-
tion, patient education, public health intervention, and transitional care are likely 
to dominate in a reformed health care system as it inevitably moves toward an 
emphasis on prevention and management rather than acute care (O’Neil, 2009). 
Nurses have also begun developing new competencies for the future to help bridge 
the gap between coverage and access, to coordinate increasingly complex care 
for a wide range of patients, to ful�ll their potential as primary care providers to 
the full extent of their education and training, to implement systemwide changes 
that take into account the growing body of evidence linking nursing practice to 
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SOURCE: HRSA, 2010.
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fundamental improvements in the safety and quality of care, and to capture the 
full economic value of their contributions across practice settings. 

At the same time, the nursing profession has its challenges. While there 
are concerns regarding the number of nurses available to meet the demands of 
the health care system and the needs of patients, and there is reason to view as 
a priority replacing at least 900,000 nurses over the age of 50 (BLS, 2009), the 
composition of the workforce is turning out to be an even greater challenge for the 
future of the profession. The workforce is generally not as diverse as it needs to 
be—with respect to race and ethnicity (just 16.8 percent of the workforce is non-
white), gender (approximately 7 percent of employed nurses are male), or age 
(the median age of nurses is 46, compared to 38 in 1988)—to provide culturally 
relevant care to all populations (HRSA, 2010). Many members of the profession 
lack the education and preparation necessary to adapt to new roles quickly in 
response to rapidly changing health care settings and an evolving health care sys-
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tem. Restrictions on scope of practice and professional tensions have undermined 
the nursing profession’s ability to provide and improve both general and advanced 
care. Producing a health care system that delivers the right care—quality care that 
is patient centered, accessible, evidence based, and sustainable—at the right time 
will require transforming the work environment, scope of practice, education, 
and numbers and composition of America’s nurses. The remainder of this section 
examines the role of the nursing profession in health care reform according to 
the same three parameters by which all other health care reform initiatives are 
evaluated—quality, access, and value.

Nurses and Quality

Although it is dif�cult to prove causation, an emerging body of literature 
suggests that quality of care depends to a large degree on nurses (Kane et al., 
2007; Lacey and Cox, 2009; Landon et al., 2006; Sales et al., 2008). The Joint 
Commission, the leading independent accrediting body for health care organiza-
tions, believes that “the future state of nursing is inextricably linked to the strides 

TABLE 1-1 Types of Advanced Practice Registered Nurses (APRNs)

Who Are 
They?

How Many in 
United States? What Do They Do?

Nurse 
Practitioners 
(NPs)

153,348 Take health histories and provide complete physical exams; 
diagnose and treat acute and chronic illnesses; provide 
immunizations; prescribe and manage medications and other 
therapies; order and interpret lab tests and x-rays; provide health 
teaching and supportive counseling.

Clinical Nurse 
Specialists 
(CNSs)

59,242* Provide advanced nursing care in hospitals and other clinical 
sites; provide acute and chronic care management; develop 
quality improvement programs; serve as mentors, educators, 
researchers, and consultants.

Certi�ed 
Registered 
Nurse 
Anesthetists 
(CRNAs)

34,821 Administer anesthesia and provide related care before and after 
surgical, therapeutic, diagnostic, and obstetrical procedures, as 
well as pain management. Settings include operating rooms, 
outpatient surgical centers, and dental of�ces. CRNAs deliver 
more than 65% of all anesthetics to patients in the United States.

Certi�ed 
Nurse 
Midwives 
(CNMs)

18,492 Provide primary care to women, including gynecological exams, 
family planning advice, prenatal care, management of low-risk 
labor and delivery, and neonatal care. Practice settings include 
hospitals, birthing centers, community clinics, and patient homes.

 *APRNs are identi�ed by their responses to the National Sample Survey of Registered Nurses, and 
this number may not re�ect the true population of CNSs.
SOURCE: AARP, 2010. Courtesy of AARP. All rights reserved.
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in patient care quality and safety that are critical to the success of America’s 
health care system, today and tomorrow” (Joint Commission, 2010). While qual-
ity measures have historically focused on conditions or diseases, many of the 
quality measures used over the past few years address how well nurses are able 
to do their jobs (Kurtzman and Buerhaus, 2008). 

In 2004, the National Quality Forum (NQF) endorsed the �rst set of nation-
ally standardized performance measures, the National Voluntary Consensus Stan-
dards for Nursing-Sensitive Care, initially designed to assess the quality of care 
provided by nurses who work in hospitals (National Quality Forum, 2004). The 
NQF measures include prevalence of pressure ulcers and falls; nursing-centered 
interventions, such as smoking cessation counseling; and system-centered mea-
sures, such as voluntary turnover and nursing care hours per patient day. These 
measures have helped nurses and the organizations where they work identify 
targets for improvements in care delivery.

Another important vehicle for tracking and improving quality is the National 
Database of Nursing Quality Indicators, the nation’s largest nursing registry. This 
database, which meets the new reporting requirement by the Centers for Medicare 
and Medicaid Services for nursing-sensitive care, is supported by the American 
Nurses Association.2 More than 25 percent of hospitals participate in the data-
base, which documents more than 21 measures of hospital performance linked to 
the availability and quality of nursing services in acute care settings. Participat-
ing facilities are able to obtain unit-level comparative data, including patient and 
staf�ng outcomes, to use for quality improvement purposes. Comparison data are 
publicly reported, which provides an incentive to improve the quality of care on 
a continuous basis. This database is now maintained at the University of Kansas 
School of Nursing and is available to researchers interested in improving health 
care quality. 

Nurses and Access

Evidence suggests that access to quality care can be greatly expanded by 
increasing the use of RNs and APRNs in primary, chronic, and transitional care 
(Bodenheimer et al., 2005; Craven and Ober, 2009; Naylor et al., 2004; Rendell, 
2007). For example, nurses serving in special roles created to increase access to 
care, such as care coordinators and primary care clinicians, have led to signi�cant 
reductions in hospitalization and rehospitalization rates for elderly patients (Kane 
et al., 2003; Naylor et al., 2004). It stands to reason that one way to improve 
access to patient-centered care would be to allow nurses to make more care deci-
sions at the point of care. Yet in many cases, outdated regulations, biases, and 
policies prevent nurses, particularly APRNs, from practicing to the full extent 

2 For more information, see http://www.nursingworld.org/MainMenuCategories/ThePracticeofPro-
fessionalNursing/ PatientSafetyQuality/ Research-Measurement/The-National-Database.aspx.
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of their education, skills, and competencies (Hansen-Turton et al., 2008; Ritter 
and Hansen-Turton, 2008; Safriet, 2010). Chapter 3 examines these barriers in 
greater depth. 

Nurses also make signi�cant contributions to access by delivering care where 
people live, work, and play. Examples include school nurses, occupational health 
nurses, public health nurses, and those working at so-called retail clinics in busy 
shopping centers. Nurses also work in migrant health clinics and nurse-managed 
health centers, organizations known for serving the most underserved popula-
tions. Additionally, nurses are often at the front lines serving as primary providers 
for individuals and families affected by natural or man-made disasters, delivering 
care in homes and designated community shelters. 

Nurses and Value

“Value in health care is expressed as the physical health and sense of well-be-
ing achieved relative to the cost” (IOM Roundtable on Evidence-Based Medicine, 
2008). Compared with support for the role of nurses in improving quality and ac-
cess, there is somewhat less evidence that expanding the care provided by nurses 
will result in cost savings to society at large while also improving outcomes and 
ensuring quality. However, the evidence base in favor of such a conclusion is 
growing. Compared with other models of prenatal care, for example, pregnant 
women who receive care led by certi�ed nurse midwives are less likely to experi-
ence antenatal hospitalization, and their babies are more likely to have a shorter 
hospital stay (Hatem et al., 2008) (see Chapter 2 for a case study of care provided 
by certi�ed nurse midwives at the Family Health and Birth Center in Washington, 
DC). Another study examining the impact of nurse staf�ng on value suggests that 
increasing the proportion of nursing hours provided by RNs without increasing 
total nursing hours was associated with 1.5 million fewer hospital days, nearly 
60,000 fewer inpatient complications, and a 0.5 percent net reduction in costs 
(Needleman et al., 2006). Chapter 2 includes a case study of the Nurse�Family 
Partnership Program, in which front-line RNs make home visits to high-risk 
young mothers over a 2.5-year period. This program has demonstrated signi�cant 
value, resulting in a net savings of $34,148 per family served. The program has 
also reduced pregnancy-induced hypertension by 32 percent, child abuse and ne-
glect by 50 percent, emergency room visits by 35 percent, and language-related 
delays by 50 percent (AAN, 2010).

THE NEED FOR A FUNDAMENTAL TRANSFORMATION 
OF THE NURSING PROFESSION 

Given the crucial role of nurses with respect to the quality, accessibility, and 
value of care, the nursing profession itself must undergo a fundamental transfor-
mation if the committee’s vision for health care is to be realized. As this report 
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argues, the ways in which nurses were educated and practiced during the 20th 
century are no longer adequate for dealing with the realities of health care in 
the 21st century. Outdated regulations, attitudes, policies, and habits continue to 
restrict the innovations the nursing profession can bring to health care at a time 
of tremendous complexity and change. 

In the course of its deliberations, the committee formulated four key mes-
sages that inform the discussion in Chapters 3�6 and structure its recommenda-
tions for transforming the nursing profession: 

1. Nurses should practice to the full extent of their education and 
training.

2. Nurses should achieve higher levels of education and training through 
an improved education system that promotes seamless academic 
progression.

3. Nurses should be full partners, with physicians and other health profes-
sionals, in redesigning health care in the United States. 

4. Effective workforce planning and policy making require better data col-
lection and an improved information infrastructure.

These key messages speak to the need to transform the nursing profession in three 
crucial areas—practice, education, and leadership—as well as to collect better 
data on the health care workforce to inform planning for the necessary changes 
to the nursing profession and the overall health care system.

The Need to Transform Practice

Key Message #1: Nurses should practice to the full extent 
of their education and training.

To ensure that all Americans have access to needed health care services and 
that nurses’ unique contributions to the health care team are maximized, federal 
and state actions are required to update and standardize scope-of-practice regula-
tions to take advantage of the full capacity and education of APRNs. States and 
insurance companies must follow through with speci�c regulatory, policy, and 
�nancial changes that give patients the freedom to choose from a range of pro-
viders, including APRNs, to best meet their health needs. Removing regulatory, 
policy, and �nancial barriers to promote patient choice and patient-centered care 
should be foundational in the building of a reformed health care system.

Additionally, to the extent that the nursing profession envisions its future as 
con�ned to acute care settings, such as inpatient hospitals, its ability to help shape 
the future U.S. health care system will be greatly limited. As noted earlier, care 
in the future is likely to shift from the hospital to the community setting (O’Neil, 
2009). Yet the majority of nurses still work in acute care settings; according to 
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recent �ndings from the 2008 National Sample Survey of Registered Nurses, just 
over 62 percent of working RNs were employed in hospitals in 2008—up from 
approximately 57 percent in 2004 (HRSA, 2010). Nurses must create, serve in, 
and disseminate reconceptualized roles to bridge whatever gaps remain between 
coverage and access to care. More must become health coaches, care coordina-
tors, informaticians, primary care providers, and health team leaders in a greater 
variety of settings, including primary care medical homes and accountable care 
organizations. In some respects, such a transformation would return the nursing 
profession to its roots in the public health movement of the early 20th century.

At the same time, new systems and technologies appear to be pushing nurses 
ever farther away from patients. This appears to be especially true in the acute 
care setting. Studies show that nurses on medical�surgical units spend only 31 
to 44 percent of their time in direct patient activities (Tucker and Spear, 2006). 
A separate study of medical�surgical nurses found they walked nearly a mile 
longer while on than off duty in obtaining the supplies and equipment needed 
to perform their tasks. In general, less than 20 percent of nursing practice time 
was devoted speci�cally to patient care activities, the majority being consumed 
by documentation, medication administration, and communication regarding the 
patient (Hendrich et al., 2008). Several health care organizations, professional 
organizations, and consumer groups have endorsed a Proclamation for Change 
aimed at redressing inef�ciencies in hospital design, organization, and technol-
ogy infrastructure through a focus on patient-centered design; the implementa-
tion of systemwide, integrated technology; the creation of seamless workplace 
environments; and the promotion of vendor partnerships (Hendrich et al., 2009). 
Realizing the vision presented earlier in this chapter will require a practice en-
vironment that is fundamentally transformed so that nurses are ef�ciently em-
ployed—whether in the hospital or in the community—to the full extent of their 
education, skills, and competencies. 

Chapter 3 examines these issues in greater depth. 

The Need to Transform Education

Key Message #2: Nurses should achieve higher levels of 
education and training through an improved education sys-
tem that promotes seamless academic progression.

Major changes in the U.S. health care system and practice environment will 
require equally profound changes in the education of nurses both before and 
after they receive their licenses. An improved education system is necessary to 
ensure that the current and future generations of nurses can deliver safe, quality, 
patient-centered care across all settings, especially in such areas as primary care 
and community and public health.

Interest in the nursing profession has grown rapidly in recent years, in part as 
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a result of the economic downturn and the relative stability the health care sector 
offers. The number of applications to entry-level baccalaureate programs increased 
by more than 70 percent in just 5 years—from 122,000 applications in 2004 to 
208,000 applications in 2009 (AACN, 2010). While nursing schools across the 
country have responded to this in�ux of interest, there are constraints, such as in-
suf�cient numbers of nurse faculty and clinical placements, that limit the capacity 
of nursing schools to accommodate all the quali�ed applicants. Thus, thousands of 
quali�ed students are turned away each year (Kovner and Djukic, 2009).

A variety of challenges limit the ability to ensure a well-educated nurse 
workforce. As noted, there is a shortage of faculty to teach nurses at all levels 
(Allan and Aldebron, 2008). Also, the ways in which nurses during the 20th 
century taught each other to care for people and learned to practice and make 
clinical decisions are no longer adequate for delivering care in the 21st century. 
Many nursing schools have dealt with the explosion of research and knowledge 
needed to provide health care in an increasingly complex system by adding layers 
of content that requires more instruction (Ironside, 2004). A fundamental rethink-
ing of this approach is needed (Benner et al., 2009; Erickson, 2002; IOM, 2003, 
2009; Lasater and Nielsen, 2009; Mitchell et al., 2006; Orsolini-Hain and Waters, 
2009; Tanner et al., 2008). Additionally, nurses at all levels have few incentives 
to pursue further education, and face active disincentives to advanced education. 
Nurses and physicians—not to mention pharmacists and social workers—typi-
cally are not educated together, yet they are increasingly required to cooperate 
and collaborate more closely in the delivery of care. 

The education system should provide nurses with the tools needed to evalu-
ate and improve standards of patient care and the quality and safety of care 
while preserving fundamental elements of nursing education, such as ethics and 
integrity and holistic, compassionate approaches to care. The system should 
ensure nurses’ ability to adapt and be �exible in response to changes in science, 
technology, and population demographics that shape the delivery of care. Nursing 
education at all levels needs to impart a better understanding of ways to work 
in the context of and lead change within health care delivery systems, methods 
for quality improvement and system redesign, methods for designing effective 
care delivery models and reducing patient risk, and care management and other 
roles involving expanded authority and responsibility. The nursing profession 
must adopt a framework of continuous, lifelong learning that includes basic 
education, residency programs, and continuing competence. More nurses must 
receive a solid education in how to manage complex conditions and coordinate 
care with multiple health professionals. They must demonstrate new competen-
cies in systems thinking, quality improvement, and care management and a 
basic understanding of health policy and research. Graduate-level nurses must 
develop even greater competencies and deeper understanding in all of these 
areas. Innovative new programs to attract nurse faculty and provide a wider 
range of clinical education placements must clear long-standing bottlenecks in 
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nursing education. Accrediting and certifying organizations must mandate dem-
onstrated mastery of clinical skills, managerial competencies, and professional 
development at all levels to complement the completion of degree programs and 
written board examinations. Milestones for mandated skills, competencies, and 
professional development must be updated more frequently to keep pace with 
the rapidly changing demands of health care. And all health professionals should 
receive more of their education in concert with students from other disciplines. 
Interprofessional team training of nurses, physicians, and other health care pro-
viders should begin when they are students and proceed throughout their careers. 
Successful interprofessional education can be achieved only through committed 
partnerships across professions. 

Nurses should move seamlessly through the education system to higher 
levels of education, including graduate degrees. Nurses with graduate degrees 
will be able to replenish the nurse faculty pool; advance nursing science and 
contribute to the knowledge base on how nurses can provide up-to-date, safe pa-
tient care; participate in health care decisions; and provide the leadership needed 
to establish nurses as full partners in health care redesign efforts (see the section 
on leadership below).

The Need to Transform Leadership

Key Message #3: Nurses should be full partners, with physi-
cians and other health professionals, in redesigning health 
care in the United States.

Not all nurses begin their career with thoughts of becoming a leader. Yet 
strong leadership will be required to transform the U.S. health care system. A 
transformed system will need nurses with the adaptive capacity to take on recon-
ceptualized roles in new settings, educating and reeducating themselves along the 
way—indispensible characteristics of effective leadership. 

Whether on the front lines, in education, or in administrative positions and 
health policy roles, nurses have the well-grounded knowledge base, experience, 
and perspective needed to serve as full partners in health care redesign. Nurses’ 
unique perspectives are derived from their experiences in providing direct, hands-
on patient care; communicating with patients and their families about health sta-
tus, medications, and care plans; and ensuring the linkage between a prescribed 
course of treatment and the desired outcome. In care environments, being a full 
partner involves taking responsibility for identifying problems and areas of waste, 
devising and implementing a plan for improvement, tracking improvement over 
time, and making necessary adjustments to realize established goals. 

Being a full partner translates more broadly to the health policy arena. To 
be effective in reconceptualized roles, nurses must see policy as something they 
can shape rather than something that happens to them. Nurses should have a 
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voice in health policy decision making, as well as being engaged in implementa-
tion efforts related to health care reform. Nurses also should serve actively on 
advisory committees, commissions, and boards where policy decisions are made 
to advance health systems to improve patient care. Yet a number of barriers pre-
vent nurses from serving as full partners. Examples that are discussed later in 
the report include laws and regulations (Chapter 3), professional resistance and 
bias (Chapter 3), a lack of foundational competence (Chapter 5), and exclusion 
from decision-making bodies and boards (Chapter 5). If nurses are to serve as 
full partners, a culture change will be needed whereby health professionals hold 
each other accountable for improving care and setting health policy in a context 
of mutual respect and collaboration.

Finally, the health care system is widely understood to be a complex system, 
one in which responses to internal and external actions are sometimes predictable 
and sometimes not. Health care experts repeatedly encourage health profession-
als to understand the system’s dynamics so they can be more effective in their 
individual jobs and help shape the larger system’s ability to adapt successfully 
to changes and improve outcomes. In a �eld as intensively knowledge driven 
as health care, however, no one individual, group, or discipline can have all the 
answers. A growing body of research has begun to highlight the potential for 
collaboration among teams of diverse individuals to generate successful solu-
tions in complex, knowledge-driven systems (Paulus and Nijstad, 2003; Pisano 
and Verganti, 2008; Singh and Fleming, 2010; Wuchty et al., 2007). Nurses must 
cultivate new allies in health care, government, and business and develop new 
partnerships with other clinicians, business owners, and philanthropists to help re-
alize the vision of a transformed health care system. Many nurses have heard this 
call to develop new partnerships in a culture of collaboration and cooperation. 
However, the committee found no evidence that these initiatives have achieved 
the scale necessary to have an impact throughout the health care system. More 
intentional, large-scale initiatives of this sort are needed. These efforts must be 
supported by research that addresses such questions as what new models of lead-
ership are needed for the increasingly knowledge-intensive health care environ-
ment and when collaboration is most appropriate (Singh and Fleming, 2010).

Chapter 5 further examines the need for expanded leadership opportunities 
in the nursing workforce. 

The Need for Better Data on the Health Care Workforce

Key Message #4: Effective workforce planning and policy 
making require better data collection and an improved in-
formation infrastructure.

Key messages 1, 2, and 3 speak to the need to transform the nursing profes-
sion to achieve the vision of health care set forth at the beginning of this chapter. 
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At the same time, nurses do not function in a vacuum, but in the context of the 
skills and perspectives of physicians and other health professionals. Planning for 
the fundamental changes required to achieve a reformed health care system can-
not be accomplished without a clear understanding of the necessary contributions 
of these various professionals and the numbers and composition of the health 
care workforce. That understanding in turn cannot be obtained without reliable, 
suf�ciently granular data on the current workforce and projections of future 
workforce needs. Yet major gaps exist in the currently available workforce data. 
These gaps hamper the ability to identify and implement the necessary changes 
to the preparation and practice of nurses and to the overall health care system. 
Chapter 6 explores these issues in greater detail.

CONCLUSION

Most of the near-term challenges identi�ed in the ACA speak to traditional 
and current strengths of the nursing profession in care coordination, health pro-
motion, and quality improvement, among other things. Nurses are committed to 
improving the care they deliver by responding to health care challenges. If their 
full potential is to be realized, however, the nursing profession itself will have 
to undergo a fundamental transformation in the areas of practice, education, and 
leadership. During the course of this study, the committee formulated four key 
messages it believes must guide that transformation: (1) nurses should practice 
to the full extent of their education and training; (2) nurses should achieve higher 
levels of education and training through an improved education system that pro-
motes seamless academic progression; (3) nurses should be full partners, with 
physicians and other health professionals, in redesigning health care in the United 
States; and (4) effective workforce planning and policy making require better data 
collection and an improved information infrastructure. 

At the same time, the power to deliver better care—quality care that is ac-
cessible and sustainable—does not rest solely with nurses, regardless of how ably 
led or educated they are; it also lies with other health professionals, consumers, 
governments, businesses, health care institutions, professional organizations, 
and the insurance industry. The recommendations presented in Chapter 7 target 
individual policy makers; national, state, and local government leaders; payers; 
and health care researchers, executives, and professionals—including nurses and 
others—as well as larger groups such as licensing bodies, educational institutions, 
and philanthropic and advocacy and consumer organizations. Together, these 
groups have the power to transform the health care system to achieve the vision 
set forth at the beginning of this chapter. 
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ANNEX 1-1 
KEY TERMS AND FACTS ABOUT 

THE NURSING WORKFORCE

DEFINITIONS FOR CORE TERMS

Throughout the report, the committee uses three terms—health, health care, 
and health care system—that are used routinely by policy makers, legislators, 
health care organizations, health professionals, the media, and the public. While 
these terms are commonly used, the de�nitions can vary and are often nuanced. 
In this section, the committee offers its de�nitions for these three core terms. In 
addition to the terms discussed below, other important terms are de�ned through-
out the report in conjunction with relevant discussion. For example, value and 
primary care are de�ned and discussed in Chapter 2.

Health

In a previous Institute of Medicine (IOM) report, “health” is de�ned as “a 
state of well-being and the capability to function in the face of changing circum-
stances.” It is “a positive concept emphasizing social and personal resources as 
well as physical capabilities” (IOM, 1997). Improving health is a shared respon-
sibility of society, communities, health care providers, family, and individuals. 
Certain social determinants of health—such as income, education, family, and 
community—play a greater role than mere access to biomedical care in improv-
ing health outcomes for large populations (Commission on Social Determinants 
of Health, 2008; IOM, 1997). However, access to primary care, in contrast to 
specialty care, is associated with better population health outcomes (Star�eld et 
al., 2005).

Health Care

“Health care” can be de�ned as the prevention, diagnosis, treatment, and 
management of disease and illness through a wide range of services provided by 
health professionals. These services are supplemented by the efforts of private 
individuals (patients), their families, and communities to achieve optimal mental 
and physical health and wellness throughout life. The committee considers the 
full range of services to be encompassed by the term “health care,” including 
prevention and health promotion, mental and behavioral health, and primary 
care services; public health; acute care; chronic disease management; transitional 
care; long-term care; palliative care; end-of-life care; and other specialty health 
care services.
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Health Care System

The term “health care system” refers to the organization, �nancing, payment, 
and delivery of health care. As described in greater detail in the IOM report 
Crossing the Quality Chasm: A New Health System for the 21st Century (IOM, 
2001), the U.S. health care system is a complex, adaptive system (as opposed to 
a simple mechanical system). As a result, its many parts (including human beings 
and organizations) have the “freedom and ability to respond to stimuli in many 
different and fundamentally unpredictable ways.” In addition, the system has 
many linkages so that changes in one part of the system often change the context 
for other parts (IOM, 2001). Throughout this report, the committee highlights 
what it believes to be one of the strongest linkages that has emerged within the 
U.S. health care system: that between health reform and the future of nursing. 
As the report emphasizes, the future of nursing—how it is shaped and the direc-
tions it takes—will have a major impact on the future of health care reform in 
the United States. 

PREPARATION AND ROLES OF NURSING 
CARE PROVIDERS IN AMERICA 3

The range of nursing care providers described below work in a variety of 
settings including ambulatory care, hospitals, community health centers, public 
health agencies, long-term care facilities, mental health facilities, war zones, 
prisons, and schools of nursing, as well as patients’ homes, schools, places of 
worship, and workplaces. Basically anywhere there are health care needs, nurses 
can usually be found. Types of nursing care providers include

 Nursing Assistants/Certi�ed Nursing Assistants (NA/CNAs) provide basic 
patient care under the direction of licensed nurses: they feed, bathe, dress, 
groom, and move patients, change linens and may assume other delegated 
responsibilities. The greatest prevalence of these providers is in home care 
and in long-term care facilities. Training time varies from on-the-job training 
to 75 hours of state approved training for certi�cation (CNA).

 Licensed Practical/Licensed Vocational Nurses (LPN/LVNs) provide 
basic nursing care including monitoring vital signs, performing dressing 
changes and other ordered treatments, and dispense medications in most 
states. LPNs work under the supervision of a physician or registered nurse. 
While there is declining demand for LPNs in hospitals, demand is high in 

3 This section is reprinted from AARP, 2010b. Courtesy of AARP. All rights reserved. Original data 
provided by the American Academy of Nurse Practitioners, the American Association of Colleges 
of Nursing, the American Nurses Credentialing Center, the Bureau of Labor Statistics, the Health 
Resource and Service Administration, and the National League for Nursing.
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long-term care facilities and to a lesser degree in out-patient settings, such 
as physicians’ of�ces. They complete a 12�18 month education program at 
a vocational/technical school or community college and are required to pass 
a nationally standardized licensing exam in the state in which they begin 
practice. LPNs may become RNs by bridging into an Associate Degree or in 
some cases, Baccalaureate Nursing Program. 

 Registered Nurses (RNs) typically complete a program of study at a com-
munity college, diploma school of nursing or a four-year college or univer-
sity and are required to pass a nationally standardized licensing exam in the 
state in which they begin practice. The essential core of their nursing practice 
is to deliver holistic, patient-centered care that includes assessment and 
monitoring, administering a variety of treatments and medications, patient 
and family education and serving as a member of an interdisciplinary team. 
Nurses care for individuals and families in all phases of the health and well-
ness continuum as well as provide leadership in health care delivery systems 
and in academic settings. There are over 57 RN specialty associations in 
nursing and others newly emerging. Many RNs practice in medical-surgical 
areas; some other common specialties among registered nurses, many of 
which offer specialty certi�cation options, include: 

  Critical Care Nurses provide care to patients with serious, complex, 
and acute illnesses or injuries that require very close monitoring and 
extensive medication protocols and therapies. Critical care nurses most 
often work in intensive care units of hospitals; however, nurses also 
provide highly acute and complex care in emergency rooms. 

  Public Health Nurses work to promote and protect the health of popu-
lations based on knowledge from nursing, social, and public health 
sciences. Public Health Nurses most often work in municipal and State 
Health Departments.

  Home Health/Hospice Nurses provide a variety of nursing services for 
both acute, but stable and chronically ill patients and their caregivers in 
the home, including end-of-life care. 

  Occupational/Employee Health Nurses provide health screening, 
wellness programs and other health teaching, minor treatments, and 
disease/medication management services to people in the workplace. 
The focus is on promotion and restoration of health, prevention of ill-
ness and injury, and protection from work related and environmental 
hazards. 
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  Oncology Nurses care for patients with various types of cancer, adminis-
tering chemotherapy, and providing follow-up care, teaching and monitor-
ing. Oncology nurses work in hospitals, out-patient clinics and patients’ 
homes.

  Perioperative/Operating Room Nurses provide preoperative and post-
operative care to patients undergoing anesthesia, or assist with surgical 
procedures by selecting and handling instruments, controlling bleeding, 
and suturing incisions. These nurses work in hospitals and out-patient 
surgical centers.

  Rehabilitation Nurses care for patients with temporary and permanent 
disabilities within institutions and out-patient settings such as clinics and 
home health care.

  Psychiatric/Mental Health Nurses specialize in the prevention of men-
tal and behavioral health problems and the nursing care of persons with 
psychiatric disorders. Psychiatric nurses work in hospitals, out-patient 
clinics, and private of�ces.

  School Nurses provide health assessment, intervention, and follow-up 
to maintain school compliance with healthcare policies and ensure the 
health and safety of staff and students. They refer students for additional 
services when hearing, vision, obesity, and other issues become inhibi-
tors to successful learning.

Other common specialty areas are derived from a life span approach across 
healthcare settings and include maternal-child, neonatal, pediatric, and geronto-
logical nursing. 

There are several entry points as well as progression points for registered 
nurses: 

 Associate Degree in Nursing (ADN) or Diploma in Nursing prepared RNs 
provide direct patient care in various health care settings. The two to three 
years of education required is received primarily in community colleges and 
hospital-based nursing schools and graduates may bridge into a baccalaure-
ate or higher degree program. 

 Baccalaureate Degree in Nursing (BSN) prepared RNs provide an ad-
ditional focus on leadership, translating research for nursing practice, and 
population health; they practice across all healthcare settings. A BSN is often 
required for military nursing, case management, public health nursing, and 
school-based nursing services. Four-year BSN programs are offered primar-
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ily in a university setting. The BSN is the most common entry point into 
graduate education. 

 Master’s Degrees in Nursing (MSN/Other) prepare RNs primarily for 
roles in nursing administration and clinical leadership, faculty, and for ad-
vanced practice in a nursing specialty area. The up to two years of education 
typically occurs in a university setting. Advanced Practice Registered Nurses 
(APRNs) receive advanced clinical preparation (generally a Master’s degree 
and/or post Master’s Certi�cate, although the Doctor of Nursing Practice 
degree is increasingly being granted). Speci�c titles and credentials vary by 
state approval processes, formal recognition and scope of practice as well as 
by board certi�cation. APRNs fall into four broad categories: Nurse Practi-
tioner, Clinical Nurse Specialist, Nurse Anesthetist, and Nurse Midwife: 

 Nurse Practitioners (NPs) are Advanced Practice RNs who provide a 
wide range of healthcare services across healthcare settings. NPs take 
health histories and provide complete physical examinations; diagnose 
and treat many common acute and chronic problems; interpret labora-
tory results and X-rays; prescribe and manage medications and other 
therapies; provide health teaching and supportive counseling with an 
emphasis on prevention of illness and health maintenance; and refer pa-
tients to other health professionals as needed. Broad NP specialty areas 
include: Acute Care, Adult Health, Family Health, Geriatrics, Neona-
tal, Pediatric, Psychiatric/Mental Health, School Health, and Women’s 
Health. 

 Clinical Nurse Specialists (CNS) practice in a variety of health care en-
vironments and participate in mentoring other nurses, case management, 
research, designing and conducting quality improvement programs, and 
serving as educators and consultants. Specialty areas include but are not 
limited to: Adult Health, Community Health, Geriatrics, Home Health, 
Pediatrics, Psychiatric/Mental Health, School Health and Women’s 
Health. There are also many sub-specialties. 

 Certi�ed Registered Nurse Anesthetists (CRNAs) administer anes-
thesia and related care before and after surgical, therapeutic, diagnostic 
and obstetrical procedures, as well as pain management and emergency 
services, such as airway management. Practice settings include operat-
ing rooms, dental of�ces and outpatient surgical centers. CRNAs deliver 
more than 65 percent of all anesthetics to patients in the United States. 

 Certi�ed Nurse Midwives (CNMs)  provide primary care to women, 
including gynecological exams, family planning advice, prenatal care, 
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management of low risk labor and delivery, and neonatal care. Practice 
settings include hospitals, birthing centers, community clinics and pa-
tient homes. 

 Doctoral Degrees in Nursing include the Doctor of Philosophy in Nursing 
(PhD)4 and the Doctor of Nursing Practice (DNP). PhD-prepared nurses 
typically teach in a university setting and conduct research, but are also 
employed increasingly in clinical settings. DNP programs prepare graduates 
for advanced practice and clinical leadership roles. A number of DNPs are 
employed in academic settings as well.

4 There are also a very small number of Doctor of Nursing Science (DNS, DNSc) programs still 
in existence today. A signi�cant number of doctorally-prepared RNs hold doctoral degrees in related 
�elds.
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TABLE 1-A1 Providers of Nursing Care: Numbers, Preparation/Training, and 
Roles

Type of 
Nursing 
Care 
Provider Type of Degree

Preparation 
Time Roles and Responsibilities Salaries

Registered 
Nurses

Doctor of 
Philosophy 
(PhD) or 
Doctor of 
Nursing 
Practice (DNP) 
Degrees

4 to 6 years 
beyond 
baccalaureate 
degree

Serve as health system 
executives, educators, 
deans, clinical experts/
Advanced Practice 
Registered Nurses 
(APRNs), researchers, and 
senior policy analysts.

Mean faculty salaries 
range from $58,051.00 
to $96,021.00
Administrators’ and 
other non-faculty 
salaries not available 
but are generally 
higher

Master’s 
Degree 
(MSN/MS)

Typically up 
to 2 years 
beyond 
baccalaureate 
degree

Serve as educators, clinical 
leaders, administrators 
or APRNs certi�ed as a 
Nurse Practitioner (NP), 
Clinical Nurse Specialist 
(CNS), Certi�ed Nurse 
Midwife (CNM), or 
Certi�ed Registered Nurse 
Anesthetist (CRNA).

Median salaries 
for APRNs range 
from $81,708.00 to 
$144,174.00
Mean Master’s 
prepared instructor 
salary $54,426.00

Baccalaureate 
Degree (BSN)

4 years Provide direct patient care, 
nursing leadership, and 
translating research into 
nursing practice across all 
health care settings.

Mean salary 
$66,316

Associate 
Degree (ADN) 
or a Diploma 
in Nursing

2 to 3 years Provide direct patient 
care in various health care 
settings.

ADN mean salary 
$60,890
Diploma mean salary 
$65,349

Other 
Nursing 
Care 
Providers

Licensed 
Practical 
Nurse/Licensed 
Vocational 
Nurse 
(LPN/LVN)

12 to 18 
months

Provide basic nursing care 
primarily in long-term-
care or ambulatory settings 
under the supervision of 
the Registered Nurse or 
Physician.

Mean salary 
$40,110.00

Nursing 
Assistant (NA)

Up to 
75 hours 
training

Provide basic care to 
patients most commonly in 
nursing care facilities and 
patient homes.

Mean salary 
$26,110.00

SOURCE: Adapted from AARP, 2010c. Courtesy of AARP. All rights reserved. Original data pro-
vided by the American Association of Colleges of Nursing, the Bureau of Labor Statistics, the Health 
Resource and Service Administration, and the National League for Nursing.
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TABLE 1-A2  Pathways in Nursing Education

Type of Degree Description of Program

Doctor of Philosophy 
in Nursing (PhD) and 
Doctor of Nursing 
Practice (DNP)

PhD programs are research-focused, and graduates typically teach 
and conduct research, although roles are expanding. DNP programs 
are practice-focused and graduates typically serve in Advanced 
Practice Registered Nurse (APRN) roles and other advanced positions, 
including faculty positions.
Time to completion: 3�5 years. BSN or MSN to nursing doctorate 
options available.

Masters Degree in 
Nursing (MSN/MS)

Prepares Advanced Practice Registered Nurses (APRNs), Nurse 
Practitioners, Clinical Nurse Specialists, Nurse-Midwives, and Nurse 
Anesthetists, as well as Clinical Nurse Leaders, nurse educators and 
administrators.
Time to completion: 18�24 months. Three years for ADN to MSN 
option.

Accelerated BSN or 
Masters Degree in 
Nursing

Designed for students with baccalaureate degree in another �eld.
Time to completion: 12�18 months for BSN and three years for MSN 
depending on prerequisite requirements.

Bachelor of Science in 
Nursing (BSN)
Registered Nurse (RN)

Educates nurses to practice the full scope of professional nursing 
responsibilities across all health care settings. Curriculum provides 
additional content in physical and social sciences, leadership, research 
and public health.
Time to completion: Four years or up to two years for ADN/Diploma 
RNs and three years for LPNs depending on prerequisite requirements.

Associate Degree (ADN) 
in Nursing (RN) and 
Diploma in Nursing (RN)

Prepares nurses to provide direct patient care and practice within 
the legal scope of professional nursing responsibilities in a variety 
of health care settings. Offered through community colleges and 
hospitals.
Time to completion: Two to three years for ADN (less in the case of 
LPN-entry) and three years for diploma (all hospital-based training 
programs) depending on prerequisite requirements.

Licensed Practical 
Nurse (LPN)/Licensed 
Vocational Nurse (LVN)

Trains nurses to provide basic care, e.g. take vital signs, administer 
medications, monitor catheters and apply dressings. LPN/LVNs work 
under the supervision of physicians and registered nurses. Offered by 
technical/vocational schools and community colleges.
Time to completion: 12�18 months.

SOURCE: AARP, 2010a. Courtesy of AARP. All rights reserved.
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Study Context

This chapter presents essential context for the remainder of the report, ad-
dressing in turn the evolving challenges faced by the health care system, which 
drive the need for a reformed system and the concomitant transformation of the 
nursing profession; the three primary concerns targeted by health care reform—
quality, access, and value; and the principles the committee determined must 
guide any reform efforts. The �nal section summarizes the committee’s conclu-
sions about the implications of this discussion for the role of nurses in transform-
ing the health care system.

EVOLVING HEALTH CARE CHALLENGES

For decades, the major focus of the U.S. health care system has been on 
treating acute illnesses and injuries, the predominant health challenges of the 
early 20th century. In the 21st century, the health challenges facing the nation 
have shifted dramatically: 

�u Chronic conditions—While acute injuries and illnesses will never dis-
appear, most health care today relates to chronic conditions, such as dia-
betes, hypertension, arthritis, cardiovascular disease, and mental health 
conditions, which in 2005 affected nearly one of every two Americans 
(CDC, 2010). This shift can be traced in part to the increased capabili-
ties of the health care system to treat these conditions and in part to the 
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health challenges of an aging population, as the prevalence1 of chronic 
conditions increases with age. Dramatic increases in the prevalence of 
many of these conditions since 1970 are expected to continue (DeVol 
et al., 2007). Increasing obesity levels in the United States have com-
pounded the problem, as obesity is related to many chronic conditions. 

�u An aging population—According to the most recent census projections, 
the proportion of the U.S. population aged 65 or older is expected to rise 
from 12.7 percent in 2008 to 19.3 percent in 2030 (U.S. Census Bureau, 
2008), in part as a result of increases in life expectancy and the aging 
of the Baby Boom generation. As the population continues to age, a 
dramatic growth in demand for health care services will be seen (IOM, 
2008).

�u A more diverse population—Minority groups, which currently make 
up about a third of the U.S. population, are projected to become the 
majority by 2042 and 54 percent of the total population by 2050 (U.S. 
Census Bureau, 2008). Diversity exists not only among but also within 
various ethnic and racial groups with respect to country of origin, pri-
mary language, immigrant status and generation, socioeconomic status, 
history, and other cultural features. 

�u Health disparities—Health disparities are inequities in the burden of 
disease, injury, or death experienced by socially disadvantaged groups 
relative to either whites or the general population. Such groups may be 
categorized by race, ethnicity, gender, sexual orientation, and/or income. 
Health disparities among these groups are driven in part by deleterious 
socioenvironmental conditions and behavioral risk factors, and in part 
by systematic biases that often result in unequal, inferior treatment 
(IOM, 2003b).

�u Limited English pro�ciency —The number of people living in the 
United States with limited English pro�ciency is increasing (U.S. Cen-
sus Bureau, 2003). To be effective, care and health information must 
be accessible and offered in a manner that is understandable, as well as 
culturally relevant (IOM, 2004a; Joint Commission, 2007). While there 
are national standards for linguistically and culturally relevant health 
care services, the rapid growth of diverse populations with limited Eng-
lish pro�ciency and varying cultural and health practices is emerging as 
an increasingly complex challenge that few health care providers and 
organizations are currently prepared to handle (HHS Of�ce of Minority 
Health, 2007).

1 Prevalence de�nes the total number of individuals with a condition, and incidence refers to the 
number of new cases reported in a given year.
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PRIMARY CONCERNS IN HEALTH CARE 
REFORM: QUALITY, ACCESS, AND VALUE

In the search for solutions to improve the health care system, experts target 
three primary concerns: quality, access, and cost or value (Goldman and Mc-
Glynn, 2005). Substantial reforms designed to reshape and realign the major 
features of the entire health care system are needed to redress de�ciencies in 
these three areas. 

Quality

Despite unsustainable growth in health care spending in the United States 
(discussed below), the care received by individuals can often be too much, too 
little, too late, or too haphazard. Moreover, substantial geographic variations exist 
in the intensity of care provided across the nation, with attendant differences in 
quality, as well as cost (Fisher et al., 2009). The quality improvement movement 
in health care has grown signi�cantly since the publication of two IOM reports: 
To Err Is Human: Building a Safer Health System and Crossing the Quality 
Chasm: A New Health System for the 21st Century (IOM, 2000, 2001). These re-
ports helped shift discussions about quality away from assigning all responsibility 
and accountability to individual health professionals. They showed that improv-
ing quality requires an understanding of how such elements as systems and pro-
cesses of care, equipment design, and organizational structure can fundamentally 
enhance or detract from the quality of care. Researchers also have emphasized 
the importance of building interprofessional teams and establishing collaborative 
cultures to identify and sustain continuous improvements in the quality of care 
(Kim et al., 2010; Knaus et al., 1986; Pronovost et al., 2008). 

Access

Although the Affordable Care Act (ACA) provides insurance coverage for an 
additional 32 million Americans, millions of Americans will still lack coverage in 
2019 (CBO, 2010). Even for those with insurance, out-of-pocket expenses, such 
as deductibles and copays, as well as limited coverage for necessary services 
and medications, create �nancial burdens that can limit access to care (Doty et 
al., 2005; Himmelstein et al., 2009). Other signi�cant barriers to access include 
a lack of providers who are accepting new patients, especially those covered by 
Medicaid; a lack of providers who offer appointments outside of typical busi-
ness hours; and for some a lack of transportation to and from appointments. Also 
hindering access is the above-discussed rapid growth of populations with limited 
English pro�ciency (U.S. Census Bureau, 2010), as well as limited health literacy 
among �uent English speakers. 
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Value

The term “value” has different meanings in different contexts. For the pur-
poses of this report, the committee uses the following de�nition: “value in health 
care is expressed as the physical health and sense of well-being achieved relative 
to the cost” (IOM Roundtable on Evidence-Based Medicine, 2008). As one of the 
major components of value—quality—is discussed above, this section focuses 
on cost. 

The United States spends more than any other nation—16.2 percent of gross 
domestic product in 2008—on health care (CMS, 2010a). Yet this investment 
is not matched by superlative health care outcomes (OECD, 2010), indicating 
de�ciencies in the value of some aspects of the health care system. Moreover, 
while the United States spends too much on certain aspects of health care, such 
as hospital services and diagnostic tests, spending on other aspects is dispropor-
tionately low. For example, public health represents less than 3 percent of health 
care spending (CMS, 2010b).

Health care spending is responsible for large, and ultimately unsustainable, 
structural de�cits in the federal budget (Dodaro, 2008), and many economists be-
lieve that rising health care costs are a principal reason why wages have increased 
so little in recent years (Emanuel and Fuchs, 2008). However, establishing and 
sustaining legislated cost controls and health care savings has proven elusive. 
Challenges with regard to costs and spending make achieving value within the 
health care system dif�cult. 

Throughout its deliberations, the committee found it useful to focus on ensur-
ing that the health care system delivers good value rather than focusing solely on 
cost. Accordingly, the committee paid particular attention to high-value innova-
tions in nursing care that provide quality, patient-centered care at a lower price. 
Three speci�c examples are featured as case studies later in this chapter.

PRINCIPLES FOR CHANGE

The challenges faced by the U.S. health care system have been described and 
documented in recent years by many government agencies, researchers, policy 
analysts, and health professionals. From this work, a consensus has begun to 
emerge regarding some of the fundamental principles that should guide changes 
to meet these challenges. Broadly, the consensus is that care in the United States 
must become more patient centered; primary care and prevention must play a 
greater role relative to specialty care; care must be delivered more often within 
the community setting and even in people’s homes; and care needs to be coordi-
nated and provided seamlessly across health conditions, settings, and providers. 
It is also important that all providers practice to the fullest extent allowed by their 
education, training, and competencies and collaborate so that improvements can 
be achieved in both their own and each other’s performance. This section pro-
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vides an overview of these shifts in thinking and practice that a growing number 
of health care experts believe should be at the core of any proposed health care 
solutions. 

The Need for Patient-Centered Care

Health care research is demonstrating the bene�ts of reorganizing the de-
livery of health care services around what makes the most sense for patients 
(Delbanco et al., 2001; Hibbard, 2004; Sepucha et al., 2004). As outlined in 
Crossing the Quality Chasm, patient-centered care is built on the principle that 
individuals should be the �nal arbiters in deciding what type of treatment and 
care they receive (IOM, 2001). Yet practice still is usually organized around 
what is most convenient for the provider, the payer, or the health care organi-
zation and not for the patient. Patients are repeatedly asked, for example, to 
change their expectations and schedules to �t the needs of the system. They are 
required to provide the same information to multiple caregivers or in sequential 
visits to the same provider. Primary care appointments typically are not available 
outside of work hours. The counseling, education, and coaching needed to help 
patients make informed decisions have historically been given insuf�cient atten-
tion (Hibbard, 2004). Additionally, patients’ insurance policies often limit their 
choice of provider, especially if the provider is not a physician (Craven and Ober, 
2009). Box 2-1 presents an example of how one health system, the University of 
Pittsburgh Medical Center, has implemented a truly patient-centered program. 

How Patient-Centered Care Improves Quality, Access, and Value

A number of studies have linked patient-centered and quality care (Sepucha 
et al., 2004). For example, studies that compared surgery with watchful waiting 
for patients with benign prostatic hyperplasia showed how strong a role patient 
preference played in determining quality of life (Barry et al., 1988; Fowler et al., 
1988; Wennberg et al., 1988). Likewise, involving patients more directly in the 
management of their own condition was found to result in signi�cant improve-
ments in health outcomes for individuals with insulin-dependent diabetes mellitus 
(Diabetes Control and Complications Trial Research Group, 1993). By 2001, so 
many different studies had found similar results that Crossing the Quality Chasm 
identi�ed patient-centered care as one of six pillars on which a 21st-century 
health care system should be built (the others being safety, effectiveness, timeli-
ness, ef�ciency, and equity) (IOM, 2001). 

One of the hallmarks of patient-centered care is improving access to care, a 
key component of which is access to information. For example, a growing num-
ber of patients have greater access to their own laboratory results and diagnostic 
writeups about their procedures through such electronic forums as personal health 
records and patient portals. Many people participate in online communities to 
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I
n 2001, 18-month-old Josie King 
was hospitalized at Johns Hopkins 
Children’s Center with burns 
she had sustained in a bathtub 

accident. Josie responded well to 
treatment at �rst, but her condi -
tion quickly deteriorated. When her 
mother, Sorrel King, expressed con-
cern, the staff nurses and physicians 
repeatedly dismissed them, and 2 
days before her scheduled discharge 
Josie died. The cause was dehydra-
tion and a wrongly administered 
opioid—the result of a series of errors 
the hospital acknowledged.

Ms. King has since devoted herself 
to the elimination of medical errors, 
founding the Josie King Foundation 
(www.josieking.org) and address-
ing clinicians, policy makers, and 
consumers on the importance of 
creating a “culture of safety.” And 
the need is pressing. According to a 
2000 Institute of Medicine report, up 
to 98,000 people die from medical 
errors each year (IOM, 2000); nearly 
10 years after that report’s publica-
tion, despite improved patient-safety 
systems, a 2009 report gave a grade 
of C+ to efforts to empower patients 
to prevent errors (Wachter, 2009).

Tami Minnier, MSN, RN, FACHE, 
heard Ms. King speak in 2005, and 
the message was clear: if the staff 
had listened to her mother’s con -
cerns, Josie would have lived. “When 
I came back to work the following 
Monday,” said Ms. Minnier, at the 
time chief nursing of�cer at the Uni -
versity of Pittsburgh Medical Center 

(UPMC) at Shadyside, “I told my 
chief medical of�cer, ‘We’re going to 
let patients and families call a rapid-
response team’—a group of staff 
who are designated by the hospital 
to respond immediately to other 
staff’s requests for help with critical 
or emergency patient situations. He 
thought I was insane.”

As we’ve always known, when you give 
power and authority to patients, they 
treat it with great respect.

—Tami Minnier, MSN, RN, FACHE, 
chief quality of�cer, University of Pitts -
burgh Medical Center

Shadyside had been one of the 
�rst three hospitals to participate in 
Transforming Care at the Bedside 
(TCAB), an initiative of the Institute 
for Healthcare Improvement (IHI) and 
the Robert Wood Johnson Founda-
tion, enabling front-line nurses to test 
their ideas for improving the safety 
and quality of care. Ms. Minnier 
called on Sorrel King to work with 
the nurses in Shadyside’s TCAB unit 
in creating what they called Condi-
tion H (or Condition Help). They 
interviewed patients and families 
about when and why they might call 
for a rapid-response team, consisting 
of a nurse administrator, a physician, 
a staff nurse, and a patient advocate 
who would convene immediately in 
response to a patient’s or visitor’s call. 
They held drills with staff, and within 

BOX 2-1 
Case Study: When Patients and Families Call a Code

The University of Pittsburgh Medical Center  
Is Transforming Care at the Bedside
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6 months, Condition H went live in 
the hospital’s TCAB unit.

While some staff feared that 
patients would abuse the hotline, 
that concern was not borne out. 
Today, patients and families through-
out UPMC’s 13 acute care hospitals 
can use Condition H. They receive 
information on how to make the call 
(dial 3131 and say, “Condition H”) 
during admission and through post -
ers, a video, and stickers placed on 
patients’ phones. 

Ms. Minnier is now chief  quality 
of�cer at UPMC and monitors the use 
of Condition H. At Shadyside, a 500-
bed hospital, two or three calls are 
made each month, and only a few 
patients have called twice during the 
same admission. An analysis of the 
45 calls made in the �rst 17 months 
showed that inadequately managed 
pain was the most frequent impetus 

for calls, and more than 60 percent 
of the calls led to interventions that 
were deemed instrumental in pre -
venting a patient-safety event.

Condition H is spreading and 
serves as one example of the changes 
hospitals have adopted using TCAB 
methods. Reports on TCAB have 
shown that it generates improved 
outcomes, greater patient and family 
satisfaction, and reduced turnover of 
nurses (Hassmiller and Bolton, 2009).

Sorrel King addressed medical and 
nursing students at an IHI-sponsored 
event in 2009 and spoke strongly in 
favor of Condition H. “Had I been 
able to push a button for a rapid-re-
sponse team, that team would have 
come, they would have assessed Josie 
and . . . said one thing: the child is 
thirsty,” Ms. King said. “They would 
have given her a drink, and she never 
would have died” (Matthews, 2009).

Information about Condition H is clearly posted throughout UPMC at Shadyside, on 
patients’ televisions, bulletin boards, and telephones.

UPMC Media Services
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learn more about or even how to manage their own conditions. Improving access 
also requires delivering care in a culturally relevant and appropriate manner so 
that patients can contribute positively to their own care. 

Fewer studies have examined the economic value of patient-centered care. 
One such study found that offering a nurse advice phone number and a pediatric 
after-hours clinic resulted in a 17 percent decrease in emergency department 
visits (Wilson, 2005). Yet there is no reason to believe that enhancing patient-
centered care will or even should always lead to lower costs. For example, truly 
patient-centered approaches to care may require new programs or additional 
services that go beyond current standards of practice.

Nurses and Patient-Centered Care 

Nurses have long emphasized patient-centered care. The case study in 
Box 2-2 provides but one example—the patient-centered approach of midwifery 
care at the Family Health and Birth Center (FHBC) in Washington, DC. Through 
the FHBC, mothers-to-be who often have little control over their own lives de-
velop a sense of control over one very important part of their lives. From such 
modest beginnings, many more hopeful futures have been launched.

The Need for Stronger Primary Care Services

Consensus is also strong on the need to make primary (rather than specialty) 
care a greater part of the health care system. Despite steps taken by the ACA to 
support the provision of primary care, however, the shortage of primary care 
providers is projected to worsen in the United States in the coming years (Boden-
heimer and Pham, 2010; Doherty, 2010). 

Primary care has been described in many ways. The IOM has de�ned it as 
“the provision of integrated, accessible health care services by clinicians who 
are accountable for addressing a large majority of personal health care needs, 
developing a sustained partnership with patients, and practicing in the context 
of family and community” (IOM, 1996). Star�eld and colleagues identify the 
functions of primary care as “�rst-contact access for each new need; long-term 
person- (not disease) focused care; comprehensive care for most health needs; 
and coordinated care when it must be sought elsewhere” (Star�eld et al., 2005). 
Similarly, the Government Accountability Of�ce (GAO) has cited the following 
hallmarks of primary care: preventive care, care coordination for chronic ill-
nesses, and continuity of care (Steinwald, 2008). Thus primary care is closely tied 
to two of the principles for change discussed below—the need to deliver more 
care in the community and the need for seamless, coordinated care.
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How Primary Care Improves Quality, Access, and Value

Countries that build their health care systems on the cornerstone of primary 
care have better health outcomes and more equitable access to care than those 
that do not (Star�eld et al., 2005). However, primary care plays a less central 
role in the U.S. health care system than many health policy experts believe it 
should (Bodenheimer, 2006; Cronenwett and Dzau, 2010; IOM, 1996; Star�eld 
et al., 2005; Steinwald, 2008). Geographic variations nationwide illustrate the 
importance of primary care. Regions of the United States with a higher ratio of 
generalists to specialists provide more effective care at lower cost (Baicker and 
Chandra, 2004), and studies have shown that those states with a greater ratio of 
primary care providers to the general population experience lower mortality rates 
for all causes of death (Shi, 1992, 1994). The positive effect is more pronounced 
among African Americans who have access to primary care than among whites, 
thus indicating that this is a promising approach to decreasing health disparities 
(Star�eld et al., 2005). Yet primary care services have been so dif�cult to access 
in parts of the United States that one in �ve adults has sought nonurgent care at 
an emergency department (IOM, 2009). 

Nurses and Primary Care

Nurses with varying levels of education and preparation play important 
roles in primary care. Health promotion, education, and assessment are essential 
components of primary care that are also traditional strengths of the nursing 
profession; these services may be provided by either registered nurses (RNs) 
or advanced practice registered nurses (APRNs). RNs provide primary care 
services across the spectrum of health care settings—from acute care to home 
care to public health and community care. As visiting or home health nurses, 
RNs are positioned to identify new health problems or needs, such as medication 
education, prevention services, or nutrition counseling. In public health clinics, 
they may provide community assessments, developmental screenings, or disease 
surveillance. RNs in acute care settings may identify new health care problems 
and needs as they care for patients and their families. The range of possibilities 
for RNs providing primary care is signi�cant, and their capacity for �lling these 
roles is not always recognized. 

APRNs, especially nurse practitioners (NPs), also provide primary care ser-
vices across all levels of the health care system. In many situations, NPs provide 
care that is comparable in scope to that provided by primary care physicians. 
As discussed in Chapter 3, in many situations, APRNs are quali�ed to diagnose 
potential and actual health problems, develop treatment plans, in some case 
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W
hen Wendy Pugh de-
livered her �rst child at 
age 30 in a Washington, 
DC, hospital in 1999, her 

labor was induced—not out of medi -
cal necessity, she said, but because 
“there was a scheduling issue with 
the doctor.” She didn’t question the 
obstetrician’s decision at the time, 
but when she got pregnant again, 
she polled her friends and discovered 
that many had had cesarean sections. 
When she asked why, few gave medi-
cal reasons. She decided she wanted 
“a more organic process.”

Midwifery teaches you that the woman 
is the most important person in the 
relationship and that’s why you should 
listen to her and try to give her what 
she wants and what she needs.

—Ruth Watson Lubic, EdD, CNM, 
FAAN, founder, Family Health and 
Birth Center 

Seven months into her second 
pregnancy, Ms. Pugh arrived at 
the Family Health and Birth Center 
(FHBC) in northeast Washington, DC 

(www.yourfhbc.org), where certi�ed 
nurse midwives provide pre- and 
postnatal care and assist with labor 
and delivery with little technological 
intervention. Delivery takes place at a 
homelike freestanding birth center or 
at a nearby hospital, depending on 
the woman’s choice, her health, and 
such factors as whether she is home-
less. The FHBC accepts Medicaid and 
private insurance and offers a slid-
ing-scale fee for those ineligible for 
Medicaid. No one is turned away.

Ruth Watson Lubic, EdD, CNM, 
opened the FHBC in 2000 in re-
sponse to the disproportionately high 
rates of infant and maternal death, 
cesarean section, and premature birth 
among poor and minority women in 
Washington, DC. In 2009 the infant 
mortality rate in the city was 12.22 
per 1,000 live births, far exceeding 
that of any state in the nation (Heron 
et al., 2007). Nationwide, nearly four 
times as many black as white infants 
die as a result of premature birth or 
low birth weight (HRSA, 2006). Dr. 
Lubic had already founded the �rst 
freestanding birth center in the coun -
try (in 1975 in New York City) and 

BOX 2-2 
Case Study: Nurse Midwives and Birth Centers

The Midwifery Model of Maternity Care Gives 
Mothers Control and Improves Outcomes
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has dedicated her career to reducing 
disparities in birth outcomes. “We’re 
hoping to serve as a model for the 
whole country,” Dr. Lubic said. There 
are now 195 such centers in the 
United States.

Ms. Pugh’s case highlights the 
differences between the midwifery 
model of care, which promotes 
maternal and infant health, and the 
obstetrics model, which anticipates 
complications. During the hospital 
delivery of her �rst child, Ms. Pugh 
received pitocin to induce labor, saw 
her newborn for just a few moments 
before the child was taken away, and 
did not breastfeed until the second 

day. In contrast, during the deliv -
ery of her third child—her second 
delivery at the FHBC—she received 
assistance during labor from a doula, 
a trained volunteer who provided 
coaching and massage; her newborn 
was placed on her chest immediately 
after the birth; mother and child 
went home within hours of delivery; 
and when the infant showed dif�cul -
ties with breastfeeding, a peer lacta-
tion counselor went to their home.

Two systematic reviews have 
found that women given midwifery 
care are more likely to have shorter 
labors, spontaneous vaginal births 
without hospitalization, less perineal 
trauma, higher breastfeeding rates, 
and greater satisfaction with their 
births (Hatem et al., 2008; Hodnett 
et al., 2007). Unpublished FHBC 
data show that, compared with all 
African American women giving birth 
in Washington, DC, women giving 
birth at the center have almost half 
the rate of cesarean sections, one-
third the rate of births at less than 37 
weeks’ gestation, and half the rate 
of low-birth-weight newborns. The 
lower rates of complications added 
up to an estimated $1,231,000 in 
savings in 2005—more than the cost 
of operating the center that year. The 
FHBC reports a 100 percent breast-
feeding rate among women giving 
birth at the center.

Obstacles to widespread use of 
the FHBC model include the fact that 

continued

Sam Kittner/kittner.com
A pregnant woman receives prenatal care 
at the Family Health and Birth Center.
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Medicaid does not always pay mid-
wives at birth centers at the rate paid 
to obstetricians for vaginal deliveries. 
Also, the high cost of malpractice in -
surance has forced some such centers 
to close, although nurse midwives 
have shown a lower risk of malprac-
tice suits than that among obstetri -
cians (Xu et al., 2008a, 2008b).

At age 83 Dr. Lubic has faced op-
position to the midwifery model for 
decades. “There’s this hangover from 
the days when midwives functioned 
on their own in communities,” she 

said. Even so, the enthusiasm of 
the FHBC’s midwives is un�agging. 
Among the bene�ts of midwifery 
care, Lisa Betina Uncles, MSN, CNM, 
who attended Ms. Pugh’s two births 
at the FHBC, highlighted one that 
cannot be easily measured. “A lot of 
our moms in the neighborhood don’t 
have much control over their lives,” 
she said. “This is something they 
have control over.” Ms. Pugh agreed. 
“It was kind of a partnership,” she 
said of her two FHBC births, “but 
they also let me guide the ship.”

BOX 2-2 continued

Sam Kittner/kittner.com

Family Health and Birth Center founder and nurse midwife Ruth Lubic is proud of the 
comfortable birthing rooms for new mothers. 
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prescribe medication, and create teams of providers to help manage the needs 
and care of patients and their families. APRNs are educated to refer patients to 
physicians or other providers when necessary.

Box 2-3 illustrates how one NP provides primary care both in a school, 
where she is required by the school district regulations to do less than she is 
trained to do, and in a low-cost clinic, where she may practice to the full extent 
of her training and licensure. Chapter 3 examines in detail why NPs, and more 
broadly APRNs, are often limited by regulations in the extent of the health ser-
vices they may provide.

The Need to Deliver More Care in the Community

Care in the community—de�ned as those places where individuals live, 
work, play, and study—encompasses care that is provided in such settings as 
community and public health centers, long-term care and assisted-living facilities, 
retail clinics, homes, schools, and community centers. While acute care medical 
facilities will always be needed, the delivery of primary care and other health ser-
vices in the community must grow signi�cantly if the U.S. health care system is 
to be both widely accessible and sustainable (Dodaro, 2008; Steinwald, 2008). 

Along with an emphasis on primary care, a key component of providing care 
in the community is a strong public health infrastructure to ensure the availability 
of a range of services that includes prevention, education, communication, and 
surveillance. The public health infrastructure and workforce are vulnerable and 
perpetually face �scal and political barriers. As a 2002 IOM report notes, “public 
health infrastructure has suffered from political neglect and from the pressure of 
political agendas and public opinion that frequently override empirical evidence” 
(IOM, 2002). The public health workforce, including public health nurses, is 
aging rapidly. Between 20 and 50 percent of public health workers at the local, 
state, and national levels are eligible to retire in the next few years (ASPH, 2008; 
ASTHO, 2004; Perlino, 2006). Between 2008 and 2009, health departments at 
the local level lost 23,000 jobs—or approximately 15 percent of their total work-
force—to recession-related layoffs and attrition in 2008 and 2009 (NACCHO, 
2010). The number of nurses employed in public and community health settings 
underwent a marked decline from 18.3 percent of the RN workforce in 2000 to 
15.2 percent in 2004 to 14.2 percent in 2008 (HRSA, 2010). The case study in 
Box 2-4 illustrates the value of nurses working in the public health sector, where 
many more nurses are needed.

Providing effective care in the community will require improvements in 
community infrastructures, resources, and the workforce. Health care providers, 
including nurses, will need to form new partnerships with community leaders 
and have strong community care–oriented competencies, such as the ability to 
develop, implement, and assess culturally relevant interventions.
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“D
id you eat breakfast?” 
This is often the �rst 
question school nurse 
Carolina Sandoval, 

MSN, PNP, RN, asks a student who 
comes to her of�ce complaining of 
a stomachache. Usually, the child 
says no, and Ms. Sandoval takes the 
opportunity to discuss the value of a 
nutritious breakfast. “I give them a 
little speech,” she said, “and then I 
give them a little snack.”

What might sound like a simple 
interaction is anything but simplistic. 
Ms. Sandoval’s work at a junior high 
school and an elementary school in 
Chino Hills, California, draws on her 
graduate education and incorporates 
many aspects of nursing: patient and 
community education, child advo-
cacy, public health, infectious disease 
monitoring, trauma care, chronic 
illness management, nutritional 
counseling, reproductive health, and 
medication management, among 
others.

School nurses may be among the 
unsung heroes of health care, but 
occasionally they take the spotlight. 
“Hero,” in fact, was how many 
described Mary Pappas, BSN, RN, the 
school nurse who �rst alerted infec-
tious disease authorities to the out-
break of in�uenza A (H1N1)—swine 
�u—at her New York City high school 
in April 2009 (Jacobson, 2009). Not 
only did Ms. Pappas’s decisive action 

protect the thousands of children in 
her charge, but within days she had 
prompted a worldwide alert for what 
would soon be declared a pandemic.

Yet even the smallest gesture, such 
as giving “a little snack,” corresponds 
to the National Association of School 
Nurses (NASN) de�nition of school 
nursing: “nursing that advances the 
well-being, academic success and 
life-long achievement and health of 
students.” At the same time, Ms. 
Sandoval does not sugar coat the fact 
that most school districts, including 
her own, fail to meet the NASN and 

BOX 2-3 
Nurse Pro�le: Carolina Sandoval

A School Nurse Acts as Advocate for a 
California Latino Community

Photo courtesy of Carolina Sandoval

Carolina Sandoval, MSN, PNP, RN
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Healthy People 2010 recommen-
dation of one nurse for every 750 
healthy children. She is responsible 
for 2,000 children and works part 
time at each of the two schools.

Some of these kids—especially those 
without insurance in underserved 
areas—they have nobody. The school 
nurse is the only person they may 
see who can guide them and tell 
them where to go for resources for 
their health needs. So we are a good 
investment for the school district and 
community.

—Carolina Sandoval, MSN, PNP, RN, 
school nurse, Chino Hills, California

Indeed, California is 42nd on 
NASN’s list of states ranked by stu-
dent-to-registered nurse (RN) ratios, 
with 2,187 students for every school 
nurse (Vermont is �rst and Michigan 
is last, with 311 and 4,836 stu-
dents per RN, respectively) (NASN, 
2010). To �ll the gap, some school 
districts hire non-nurse technicians, 
a move Ms. Sandoval said does 
not bene�t students. She pointed 
out that nurses’ skills in assessment 
and critical thinking come into play 
constantly in handling the conditions 
that affect students’ ability to learn: 
obesity and chronic illness, vision 
de�cits, behavioral problems, aller-
gies, and asthma, to name the most 
common.

Having moved to Southern Cali-
fornia at age 15 from Mexico, where, 
she said, a school nurse would have 
been an unthinkable luxury, Ms. 
Sandoval has a particular appre-
ciation of the school nurse’s role as 

child advocate. She now acts as a 
spokesperson for NASN’s Voices of 
Meningitis Campaign (www.voicesof -
meningitis.org), sponsored by Sano� 
Pasteur, a vaccine manufacturer. 
Preteens and teens are at the greatest 
risk for meningococcal meningitis, a 
preventable infection that can rapidly 
be fatal and is spread through utensil 
sharing or kissing. Through radio, 
television, and other venues, Ms. 
Sandoval teaches parents and chil-
dren, in Spanish, about prevention, 
symptoms, and treatment.

School district regulations do 
not permit Ms. Sandoval to use all 
of her skills as a nurse practitioner. 
She cannot diagnose or prescribe in 
the school, for example, even when 
children have symptoms of conjunc -
tivitis or otitis media; she must refer 
them to other providers outside of 
the school. And because many of 
the children she sees come from 
uninsured families that may not have 
access to affordable care, she often 
refers families to a low-cost clinic 
where she works one evening a week 
as a nurse practitioner and can prac-
tice to the full extent of her training 
and licensure.

Ms. Sandoval tells the story of 
another routine intervention, involv -
ing a seventh-grader who was falling 
behind in his classes. She met with 
the boy and checked his vision; it 
was quite poor, and she gave his 
parents a certi�cate for a discounted 
eye exam and glasses. “We cannot 
change the whole world,” she said. 
“But maybe we can change one 
student. And someday that student 
is going to go to college, and he’ll 
remember the school nurse who took 
the time to look at his eyes.”
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L
isa Ayers, BSN, RN, could tell 
from her initial inspection 
of the apartment, with its 
chipped paint, exposed electri -

cal wires, and mice, that the situation 
was serious. As a public health nurse 
with Schenectady County Public 
Health Services near Albany, New 
York, she also quickly discerned 
that the deteriorating structure was 
not the only issue in need of her 
attention.

Ms. Ayers’ patient, a pregnant 
woman whose toddlers had high 
blood lead levels, learned about the 
link between asthma and cigarette 
smoke, the dangers of a broken 
electrical plate, and the importance 
of testing her smoke detectors. Ms. 
Ayers also talked with the woman 
about prenatal care, scheduled a lead 
inspection of the home, reported the 
mice and electrical hazards to the 
city, and mailed a notice of the lead 
inspection to the landlord.

“It was a wonderful visit,” Ms. 
 Ayers said. “Very productive.” A life-
long Schenectady native, she and her 
husband have reared three children 
there, and she has worked for 22 
years as a public health nurse for the 
city and county health departments. 
She started out, as most nurses do, 
as a medical–surgical nurse, but after 
switching to home health care, she 
found it dif�cult to balance work and 

family demands and applied for a 
public health nursing position with 
the city. “It was the best decision I 
ever made,” she said.

When she started in 1988, she 
and her 20 registered nurse (RN) co-
workers cared for homebound older 
adults, pregnant women and infants, 
and patients with infectious diseases. 
In 1991 the health department ex -
panded to cover the county, and her 
work in the years since has encom-
passed well-infant care, primary care 
pediatrics, and environmental health. 

BOX 2-4 
Nurse Pro�le: Lisa Ayers

A Public Health Nurse in Schenectady, New 
York, Making Neighborhoods Healthier

Lisa Ayers, BSN, RN

Angela Gaul
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For 7 years, she investigated commu-
nicable diseases in the community.

Now, as one of the �rst nurses in 
the state to be certi�ed as a lead risk 
inspector, she weaves environmental 
health into her practice. She assesses 
homes for sources of lead; works with 
landlords to �x problems; and sup -
plies families with carbon monoxide 
detectors, cabinet locks, nightlights, 
buckets, mops—in short, anything 
they need to minimize hazards in 
their homes. At the same time, she 
is assessing the psychosocial aspects 
of families’ health and helping them 
reduce tobacco use and prevent or 
control asthma. Ms. Ayers said, “Be-
ing a nurse, I can answer a lot more 
questions about asthma, medica-
tions, and inhalers than somebody 
who may not be a nurse.” And she 
continues to take her turn as a home 
visitation nurse on weekends, seeing 
a child with leukemia, helping a 
new mother with breastfeeding, or 
checking on a newborn who is losing 
instead of gaining weight.

When I make home visits, I offer infor-
mation on breastfeeding, nutrition, and 
lead poisoning, and I do environmen-
tal assessments. It’s de�nitely public 
health and nursing combined.

—Lisa Ayers, BSN, RN, public health 
nurse, Schenectady County Public 
Health Services,  
Schenectady, New York

Usually, the health department 
will ask a landlord for permission to 
inspect a home only if a child has a 
blood lead level of at least 15 mcg/
dL. But that requirement is waived 

for Healthy Neighborhoods, an initia-
tive aimed at reducing environmental 
hazards in two zip codes—12307 
and 12304—that have had high 
lead-poisoning rates. Anyone living 
in these zip codes can request a 
free home assessment of air quality, 
asthma triggers, �re safety, and other 
health issues, and the assessment 
can be done without the landlord’s 
permission. 

Ms. Ayers spends about 40 
percent of her time on Healthy 
Neighborhoods and 60 percent on 
lead-poisoning prevention, and she 
�nds ways to combine the work of 
the two programs. “When I’m out 
there doing prevention for air quality 
with Healthy Neighborhoods, I also 
do a visual lead inspection in the 
home,” she said. And she teaches 
families measures such as handwash-
ing; letting water run from lead-
soldered pipes before drinking; and 
eating foods high in iron and calcium 
and low in fat, which prevents lead 
absorption. 

The county has tracked cases of 
elevated blood lead levels in zip code 
12307 for more than two decades. 
Since a peak of 34 cases in 1992, the 
number dropped to �ve or fewer an -
nually from 2006 to 2009, according 
to unpublished data.

Nurses’ contributions to these 
outcomes are not lost on Richard 
Daines, MD, New York State’s health 
commissioner, who shadowed Ms. 
Ayers shortly after he took of�ce. “He 
was very excited [by what he saw],” 
said Ms. Ayers. “I think they have 
recognized—all the way up to the 
commissioner level—what a nurse 
can bring to this position.”
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How Care in the Community Improves Quality, Access, and Value

In the 1990s, the state of New York pioneered quality assessment and im-
provement in the management of HIV/AIDS in community health clinics, drug 
treatment centers, and hospitals (New York State Department of Health AIDS 
Institute, 2003). The program proved so successful that it soon became the model 
for a national effort at assessing and improving treatment and care for people with 
HIV (IOM, 2004b). Similarly, studies have found that improving nurse-to-student 
ratios in public schools results in higher immunization rates, increased vision 
screenings and more effective follow-up, and signi�cant gains in identifying 
asthma and life-threatening conditions. As more care moves from the acute to 
the community setting, quality measurement must expand to ensure that quality 
care is maintained throughout the transition. 

Investments in community care can improve access and value as well. In the 
1990s, the Department of Veterans Affairs (VA) began shifting its programs from 
the acute care to the community setting, dramatically increasing the number of 
veterans who were able to access care (CBO, 2009; VA, 2003) while improving 
health outcomes and lowering costs per patient (Asch et al., 2004; CBO, 2009; 
Jha et al., 2003; Kerr et al., 2004). Likewise, community health centers and nurse-
managed health centers have provided quality, high-value care in many socially 
disadvantaged neighborhoods. 

Nurses and Care in the Community

Providing care for underserved populations in community settings has long 
been a major goal of the nursing profession. Box 2-4 illustrates how one public 
health nurse provides infant care, primary care, environmental health services, 
and care to individuals with infectious diseases in the community. In another ex-
ample, Lilian Wald founded the Visiting Nurse Service of New York (VNSNY) in 
1893 to help improve the health and social outcomes of those with lesser means. 
Today, VNSNY is the largest nonpro�t home health care agency in the United 
States (IOM, 2010). 

A growing number of nurses are embracing technology to expand care in the 
community. A study conducted in Florida showed that telehealth services brought 
directly to patients’ communities and provided by nurses may increase access to 
care for children with special health care needs in rural, medically underserved 
parts of the state at no additional cost (Hooshmand, 2010). The alternative for 
these patients was to travel many miles, usually to an academic health center, to 
the site of a doctor’s of�ce. 
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The Need for Seamless, Coordinated Care

One of the major challenges facing the U.S. health care system is its high 
degree of fragmentation. Nowhere is this fragmentation more evident than in the 
transitions patients must undergo among multiple providers or different services 
for a single health problem. When care is seamless, these multiple aspects of 
care are coordinated to enhance the quality of care and the patient’s experience 
of care. The ACA contains provisions that address coordination of care, but these 
initiatives are just the beginning of what is needed. 

How Seamless, Coordinated Care Improves Quality, Access, and Value

In 2003, the IOM singled out coordination of care as indispensible to im-
proving the quality of health care in the United States (IOM, 2003a). Likewise, 
the ACA highlights coordination of services as one of the required measures for 
reporting on the quality of care. The Medicare Payment Advisory Commission 
(MedPAC) also concluded that better coordination clearly improved the quality 
of bene�ciaries’ care. Proof that care coordination saves money was less apparent 
in part because measuring cost savings is so dif�cult. Investments in care coor-
dination for a group of people with diabetes, for example, may take a long time 
to demonstrate cost savings because it can take years for poor glucose control to 
manifest itself as stroke, myocardial infarction, and other severe complications. 
However, the value of preventing these outcomes, from both a quality-of-life and 
�nancial perspective, is clear. 

One particularly compelling example of the multiple bene�ts of seamless 
care is the On Lok program—an initiative that began in California in the 1970s 
(On Lok PACEpartners, 2006). Its successes inspired a new model of care—the 
Program of All-Inclusive Care for the Elderly (PACE), which now serves 19,000 
frail older individuals in 31 states.2 On Lok and the PACE programs that it in-
spired demonstrate that innovative programs that integrate care across the con-
tinuum can lead to synergistic improvements in quality, access, and value. The 
creativity and willingness to look beyond traditional solutions that animate these 
programs need to be adapted to other health care settings. 

Nurses and Seamless, Coordinated Care 

Coordinating care is one of the traditional strengths of the nursing profession, 
whether in the community or the acute care setting. For example, an interprofes-
sional research team funded by the Robert Wood Johnson Foundation, called the 
Interdisciplinary Nursing Quality Research Initiative (INQRI), developed a Staff 

2 Personal communication, Shawn Bloom, President and CEO, National PACE Association, 
 February 3, 2010.
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