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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 carried 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 partnership, 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 specific 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, chaired by former Department of Health and Human 
Services Secretary Donna Shalala, and to the staff, especially Susan 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 access to health care for 32 million more Americans. The 
implications of this new demand on the nation’s health care system are significant. 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 services? 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 (including 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 challenges identified 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 every health care quality measure that has been 
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 fill such new and expanded roles in a 
redesigned health care system. To take advantage of these opportunities, 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; engage with physicians and other health care professionals to deliver efficient and 
effective care; and assume leadership roles in the redesign of the health care system. In 
particular, we believe the search for an expanded workforce to serve the millions who will now 
have access to health insurance for the first time will require changes in nursing scopes of 
practice, advances in the education of nurses across all levels, improvements in the practice 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.  
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The committee held five meetings, which included three technical workshops held to gather 
information on topics related to the study charge. In addition to these meetings, the committee 
hosted three public forums on the future 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 nursing 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. 

For this committee, the IOM assembled an extraordinary group of professionals, including 
health experts from business, universities, and nonprofits and health care organizations. 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, flexibility, 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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SUMMARY S-3 
 

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’ regular, close proximity to 
patients and scientific 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, battlefields, 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 fulfill 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 field 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. 

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. 
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 evolving health care system. Restrictions on 
scope of practice, policy- and reimbursement-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 professionals, in 

redesigning health care in the United States.  
4. Effective workforce planning and policy making require better data collection 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 actions of the nursing workforce. 
They are intended to support efforts to improve the health of the U.S. population through the 
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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 barriers have limited nurses’ ability to 
generate widespread transformation. Other barriers include fragmentation of the health care 
system, high rates of turnover among nurses, difficulties 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 flaws in the U.S. health care system; others reflect limitations 
in the present work environment or the capacity and demographic makeup of the nursing 
workforce itself. Regulatory barriers are particularly problematic. 

Regulations defining 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 practitioners 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 concerns, 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 disseminating best practices from across the country 
and incentivizing their adoption. Specifically, the Federal Trade Commission (FTC) 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 administrator of health insurance 
coverage for federal employees, the Office of Personnel Management and the Federal Employees 
Health Benefits 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 beneficiaries’ access to 
appropriate care, and therefore can ensure that its rules and polices reflect 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 deliver safe, quality care that meets defined (organization or 
professional society) standards of practice. Residency programs are supported predominantly in 
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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 registered 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 qualifications 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 fill primary care roles and 
to help patients manage chronic illnesses, thereby preventing acute care episodes and disease 
progression. They 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 positions 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 qualified nurses needs to be ready to advance 

                                                 
2 Versant is a nonprofit 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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to the master’s and doctoral levels. Nursing education should therefore include opportunities 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 focus of curricula 
will need to be updated to ensure that nurses have the right competencies, a variety of traditional 
and innovative strategies already are being used across the country to achieve these aims. 
Examples include the use of technologies 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 refined 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 system 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 delivering high-quality care while working collaboratively with leaders from 
other health professions. 

Being a full partner transcends all levels of the nursing profession and requires leadership 
skills and competencies that must be applied within the profession 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 something 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 advisory 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 required to devise and 
implement the changes necessary to increase quality, access, and value and deliver patient-
centered care. While not all nurses begin their career with thoughts of becoming a leader, 
leadership is fundamental to advancing the profession. To ensure that nurses are ready to assume 
leadership roles, leadership-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 community nurses, to chief nursing officers 
and members of nursing organizations, to researchers—must take responsibility for their 
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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 environment 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 sufficiently 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 
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 effectiveness 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 specific 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 workforce 
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 Commission 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 address 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 profession, 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. 
 

                                                 
3 Patient Protection and Affordable Care Act, H.R. 3590 § 5101, 111th Congress. 
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1 
Key Messages of the Report 

The U.S. health care system is characterized by a high degree of fragmentation 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 
difficult, 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 
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 fundamental transformation of the 
nursing profession will be required if nurses are to assume these roles. The final 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 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 
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responsive to individuals’ needs and desires through the delivery of truly patient-centered care. 
Annex 1-1 lists the committee’s definitions 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 legislation 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 fulfill 
and expand their potential as primary care providers across practice settings based on their 
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 profession 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 scientific 
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, battlefields, and community and public health centers. They have 
varying levels of education and competencies—from licensed practical nurses, who now provide 
the majority of 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 
program 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 nursing-related education. More than a quarter of a million nurses are 
APRNs (HRSA, 2010), who hold master’s or doctoral degrees and pass national certification 
exams. 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, certified registered nurse anesthetists, and certified nurse midwives (see 

                                                 
1 For a list of nursing-related provisions included in the ACA, see 
http://championnursing.org/sites/default/files/nursingandhealthreformlawable.pdf. 
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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. 

Other
3.9% Ambulatory care
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Public/community 
health 
7.8% 
 

Home health
6.4% 

Academic education 
3.8% 

Hospital
62.2%

 
Nursin  home/extended 

care 
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g 

  

FIGURE 1-1 Employment settings of registered nurses.  
NOTES: The totals may not add to 100 percent because of the effect of rounding. Only RNs for whom 
information on setting was available are included in the calculations used for this chart. 
Public/community health includes school and occupational health. Ambulatory care includes 
medical/physician practices, health centers and clinics, and other types of nonhospital clinical settings. 
Other includes insurance, benefits, and utilization review. 
SOURCE: HRSA, 2010. 
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FIGURE 1-2 Employment settings of RNs, by highest nursing or nursing-related education 
NOTES: The total percent by setting may not equal the estimated total of all registered nurses due to 
incomplete information provided by respondents and the effect of rounding. Public/community health 
includes school health, occupational health, and home health. Other includes insurance, benefits, and 
utilization review.       
SOURCE: HRSA, 2010. 
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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.   
 

Certified 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 
offices. CRNAs deliver more than 65% of all anesthetics to 
patients in the United States. 
 

Certified 
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 identified by their responses to the National Sample Survey of Registered Nurses, and this 
number may not reflect the true population of CNSs.   
SOURCE: AARP, 2010. Courtesy of AARP. All Rights Reserved. 

 
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 delivered 
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 providing care, nurses will play a significant 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 coordination, 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 fulfill their potential as primary care providers to 
the full extent of their education and training, to implement systemwide changes that take into 
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account the growing body of evidence linking nursing practice to 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 
system. 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 difficult 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 organizations, believes that “the future state of nursing is 
inextricably linked to the strides 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 quality 
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 first set of nationally standardized 
performance measures, the National Voluntary Consensus Standards 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 
measures, 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 (CMS) for 

PREPUBLICATION COPY: UNCORRECTED PROOFS 



Copyright © National Academy of Sciences. All rights reserved.

The Future of Nursing: Leading Change, Advancing Health
http://www.nap.edu/catalog/12956.html

KEY MESSAGES OF THE REPORT                                                                                                                                                                      1-7 

nursing-sensitive care, is supported by the American Nurses Association.2 More than 25 percent 
of hospitals participate in the database, which documents more than 21 measures of hospital 
performance linked to the availability and quality of nursing services in acute care settings. 
Participating facilities are able to obtain unit-level comparative data, including patient and 
staffing 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 significant 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 decisions at the point of care. Yet in 
many cases, outdated regulations, biases, and policies prevent nurses, particularly APRNs, from 
practicing to the full extent 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 significant 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 populations. 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-being achieved 
relative to the cost” (IOM Roundtable on Evidence-Based Medicine, 2008). Compared with 
support for the role of nurses in improving quality and access, 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 certified nurse midwives are less likely to experience 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 certified nurse midwives at the Family 
Health and Birth Center in Washington, DC). Another study examining the impact of nurse 
staffing 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, 

                                                 
2 For more information, see http://www.nursingworld.org/MainMenuCategories/ThePracticeofProfessionalNursing/ 
PatientSafetyQuality/ Research-Measurement/The-National-Database.aspx. 
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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 influx of interest, there are constraints, 
such as insufficient numbers of nurse faculty and clinical placements, that limit the capacity of 
nursing schools to accommodate all the qualified applicants. Thus, thousands of qualified 
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 rethinking 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—typically 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 evaluate 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 flexible 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 competencies 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 nursing education. 
Accrediting and certifying organizations must mandate demonstrated 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 providers 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 
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faculty pool; advance nursing science and contribute to the knowledge base on how nurses can 
provide up-to-date, safe patient 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 physicians 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 reconceptualized 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 status, 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 voice in health policy decision making, as 
well as being engaged in implementation 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 prevent 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 professionals 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 field 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 solutions 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 realize the 
vision of a transformed health care system. Many nurses have heard this call to develop new 
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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 
leadership are needed for the increasingly knowledge-intensive health care environment 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 information infrastructure. 

Key messages 1, 2, and 3 speak to the need to transform the nursing profession to achieve the 
vision of health care set forth at the beginning of this chapter. 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 cannot 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, sufficiently 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. 

CONCLUSIONS 

Most of the near-term challenges identified in the ACA speak to traditional and current 
strengths of the nursing profession in care coordination, health promotion, 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 promotes 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 accessible 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 
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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 definitions 
can vary and are often nuanced. In this section, the committee offers its definitions for these 
three core terms. In addition to the terms discussed below, other important terms are defined 
throughout the report in conjunction with relevant discussion. For example, value and primary 
care are defined and discussed in Chapter 2. 

Health 

In a previous Institute of Medicine (IOM) report, “health” is defined as “a state of well-being 
and the capability to function in the face of changing circumstances.” It is “a positive concept 
emphasizing social and personal resources as well as physical capabilities” (IOM, 1997). 
Improving health is a shared responsibility 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 improving 
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 (Starfield et al., 2005).  

Health Care 

 “Health care” can be defined 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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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 wellness 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 certification 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 populations 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 
illness and injury, and protection from work related and environmental hazards.  
 
Oncology Nurses care for patients with various types of cancer, administering 
chemotherapy, and providing follow-up care, teaching and monitoring. Oncology nurses 
work in hospitals, out-patient clinics and patients’ homes. 
 
Perioperative/Operating Room Nurses provide preoperative and postoperative 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 mental and behavioral 
health problems and the nursing care of persons with psychiatric disorders. Psychiatric nurses 
work in hospitals, out-patient clinics, and private offices. 
 
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 inhibitors to successful learning. 
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Other common specialty areas are derived from a life span approach across healthcare 

settings and include maternal-child, neonatal, pediatric, and gerontological 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 baccalaureate or higher degree program.  
 
Baccalaureate Degree in Nursing (BSN) prepared RNs provide an additional 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 primarily 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 advanced 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 Certificate, although the Doctor of Nursing 
Practice degree is increasingly being granted). Specific titles and credentials vary by state 
approval processes, formal recognition and scope of practice as well as by board 
certification. APRNs fall into four broad categories: Nurse Practitioner, 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 laboratory 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 patients to other health 
professionals as needed. Broad NP specialty areas include: Acute Care, Adult Health, 
Family Health, Geriatrics, Neonatal, Pediatric, Psychiatric/Mental Health, School Health, 
and Women’s Health.  
 
Clinical Nurse Specialists (CNS) practice in a variety of health care environments 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.  

 
Certified Registered Nurse Anesthetists (CRNAs) administer anesthesia and related 
care before and after surgical, therapeutic, diagnostic and obstetrical procedures, as well 
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as pain management and emergency services, such as airway management. Practice 
settings include operating rooms, dental offices and outpatient surgical centers. CRNAs 
deliver more than 65% of all anesthetics to patients in the United States.  
 
Certified Nurse Midwives (CNMs) 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.  
 
Doctoral Degrees in Nursing include the Doctor of Philosophy in Nursing (PhD)2 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.  

 

                                                           
2 There are also a very small number of Doctor of Nursing Science (DNS, DNSc) programs still in existence today. 
A significant number of doctorally-prepared RNs hold doctoral degrees in related fields.  
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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 

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 
certified as a Nurse 
Practitioner (NP), Clinical 
Nurse Specialist (CNS), 
Certified Nurse Midwife 
(CNM), or Certified 
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 

Registered 
Nurses 

 

 

 

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 

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 Other Nursing 
Care 
Providers 

 

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 provided 
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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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 financial burdens that can limit 
access to care (Doty et al., 2005; Himmelstein et al., 2009). Other significant 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 business 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 proficiency (U.S. Census Bureau, 
2010), as well as limited health literacy among fluent English speakers.  

Value 

The term “value” has different meanings in different contexts. For the purposes of this report, 
the committee uses the following definition: “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 deficiencies 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 
disproportionately 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 deficits 
in the federal budget (Dodaro, 2008), and many economists believe 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 difficult.  

Throughout its deliberations, the committee found it useful to focus on ensuring that the 
health care system delivers good value rather than focusing solely on cost. Accordingly, the 
committee paid particular attention to high-value innovations in nursing care that provide 
quality, patient-centered care at a lower price. Three specific 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 

PREPUBLICATION COPY: UNCORRECTED PROOFS 



Copyright © National Academy of Sciences. All rights reserved.

The Future of Nursing: Leading Change, Advancing Health
http://www.nap.edu/catalog/12956.html

2-4 THE FUTURE OF NURSING: LEADING CHANGE, ADVANCING HEALTH 

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 coordinated 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 provides 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 benefits of reorganizing the delivery 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 final 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 organization and not for the patient. 
Patients are repeatedly asked, for example, to change their expectations and schedules to fit 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 insufficient attention (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 significant 
improvements 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 identified patient-centered care 
as one of six pillars on which a 21st-century health care system should be built (the others being 
safety, effectiveness, timeliness, efficiency, 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 number 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 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.  
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BOX 2-1 

When Patients and Families Call a Code 
 

THE UNIVERSITY OF PITTSBURGH MEDICAL CENTER IS TRANSFORMING CARE AT THE BEDSIDE 
 

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 officer, University of Pittsburgh Medical Center 

 
In 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 first, but her condition quickly 
deteriorated. When her mother, Sorrel King, expressed concern, the staff nurses and physicians 
repeatedly dismissed them, and 2 days before her scheduled discharge Josie died. The cause was 
dehydration 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 addressing 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 publication, 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 concerns, Josie would have lived. “When I came back to work the 
following Monday,” said Ms. Minnier, at the time chief nursing officer at the University of Pittsburgh 
Medical Center (UPMC) at Shadyside, “I told my chief medical officer, ‘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.” 

Shadyside had been one of the first 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 
Foundation, 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 Condition 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 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 throughout 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 
posters, a video, and stickers placed on patients’ phones.  

Ms. Minnier is now chief quality officer 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 first 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 preventing 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, 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-response 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” (King, 2009).  
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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 develop a sense of control over one very important part of their lives. 
From such modest beginnings, many more hopeful futures have been launched.  

 
 
 

 
BOX 2-2 

Nurse Midwives and Birth Centers 
 

THE MIDWIFERY MODEL OF MATERNITY CARE GIVES MOTHERS CONTROL AND IMPROVES OUTCOMES 
 

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  
 

When Wendy Pugh delivered her first child at age 30 in a Washington, DC, hospital in 1999, her labor 
was induced—not out of medical 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 
medical reasons. She decided she wanted “a more organic process.”  

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 certified 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 homeless. The FHBC accepts Medicaid and private 
insurance and offers a sliding-scale fee for those ineligible for Medicaid. No one is turned away.  

Ruth Watson Lubic, EdD, CNM, opened the FHBC in 2000 in response 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 first freestanding birth center in the country (in 1975 in New York City) and 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 first 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 delivery 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 difficulties with breastfeeding, a peer lactation counselor went to their home.  
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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 breastfeeding rate among women giving birth at the center.  

Obstacles to widespread use of the FHBC model include the fact that Medicaid does not always pay 
midwives at birth centers at the rate paid to obstetricians for vaginal deliveries. Also, the high cost of 
malpractice insurance has forced some such centers to close, although nurse midwives have shown a 
lower risk of malpractice suits than that among obstetricians (Xu et al., 2008a, 2008b). 

At age 83 Dr. Lubic has faced opposition 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 unflagging. Among the benefits 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.” 

 

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 (Bodenheimer and Pham, 2010; Doherty, 2010).  

Primary care has been described in many ways. The IOM has defined 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). Starfield and colleagues 
identify the functions of primary care as “first-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” (Starfield et al., 2005). Similarly, the Government 
Accountability Office (GAO) has cited the following hallmarks of primary care: preventive care, 
care coordination for chronic illnesses, 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. 

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 (Starfield 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; 
Starfield 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 
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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 (Starfield et al., 2005). Yet primary care services have been so difficult to access in 
parts of the United States that one in five 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 significant, and their capacity for filling these roles is not always 
recognized.  

APRNs, especially nurse practitioners (NPs), also provide primary care services 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 qualified to diagnose potential and actual health problems, develop treatment plans, 
in some case 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 services they may provide.  

The Need to Deliver More Care in the Community 

Care in the community—defined 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 services in the community must grow significantly if the U.S. 
health care system is to be both widely accessible and sustainable (Dodaro, 2008; Steinwald, 
2008).  
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BOX 2-3 
Nurse Profile: Carolina Sandoval 

 
A SCHOOL NURSE ACTS AS ADVOCATE FOR A CALIFORNIA LATINO COMMUNITY 

 
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 
 

“Did you eat breakfast?” This is often the first question school nurse Carolina Sandoval, MSN, PNP, RN, 
asks a student who comes to her office 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 advocacy, 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 first alerted 
infectious disease authorities to the outbreak of influenza A (H1N1)—swine flu—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) definition 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 Healthy People 2010 
recommendation 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. 

Indeed, California is 42nd on NASN’s list of states ranked by student-to-registered nurse (RN) ratios, 
with 2,187 students for every school nurse (Vermont is first and Michigan is last, with 311 and 4,836 
students per RN, respectively) (NASN, 2010). To fill the gap, some school districts hire non-nurse 
technicians, a move Ms. Sandoval said does not benefit 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 deficits, behavioral problems, allergies, and asthma, to 
name the most common. 

Having moved to Southern California at age 15 from Mexico, where, she said, a school nurse would 
have been an unthinkable luxury, Ms. Sandoval has a particular appreciation of the school nurse’s role as 
child advocate. She now acts as a spokesperson for NASN’s Voices of Meningitis Campaign 
(www.voicesofmeningitis.org), sponsored by Sanofi 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 children, 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 
conjunctivitis 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 practice to the full extent of her training and licensure.  

Ms. Sandoval tells the story of another routine intervention, involving 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 certificate 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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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 fiscal 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 workforce—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. 

 
 

BOX 2-4 
Nurse Profile: Lisa Ayers 

 
A PUBLIC HEALTH NURSE IN SCHENECTADY, NEW YORK, MAKING NEIGHBORHOODS HEALTHIER 

 
When I make home visits, I offer information on breastfeeding, nutrition, and lead poisoning, and I do 

environmental assessments. It’s definitely public health and nursing combined. 
—Lisa Ayers, BSN, RN, public health nurse, Schenectady County Public Health Services,  

Schenectady, New York 
 

Lisa Ayers, BSN, RN, could tell from her initial inspection of the apartment, with its chipped paint, 
exposed electrical 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 lifelong 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 difficult 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) coworkers cared for homebound 
older adults, pregnant women and infants, and patients with infectious diseases. In 1991 the health 
department expanded to cover the county, and her work in the years since has encompassed well-infant 
care, primary care pediatrics, and environmental health. For seven years, she investigated communicable 
diseases in the community. 

Now, as one of the first nurses in the state to be certified as a lead risk inspector, she weaves 
environmental health into her practice. She assesses homes for sources of lead; works with landlords to 
fix problems; and supplies 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, “Being a nurse, I can answer a lot more questions about asthma, 
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medications, 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. 

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 
initiative 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, fire 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 finds 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 handwashing; 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 five or fewer annually 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 office. “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.” 

 
 
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. 

How Care in the Community Improves Quality, Access, and Value 

In the 1990s, the state of New York pioneered quality assessment and improvement 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 significant 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.  
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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 example, 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 nonprofit 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 office.  

 

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 improving 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 beneficiaries’ care. Proof that care coordination saves money was less 
apparent in part because measuring cost savings is so difficult. Investments in care coordination 
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 financial perspective, is clear.  

One particularly compelling example of the multiple benefits 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 inspired demonstrate that innovative programs that integrate care across the 
continuum 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.  

                                                 
2 Personal communication, Shawn Bloom, President and CEO, National PACE Association, February 3, 2010. 
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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 interprofessional research team funded by 
The Robert Wood Johnson Foundation, called the Interprofessional Nursing Quality Research 
Initiative (INQRI), developed a Staff Nurse Care Coordination model that features six nurse care 
coordination activities regularly performed by staff nurses in hospital settings as part of their 
daily activities—mobilizing, exchanging, checking, organizing, assisting, and backfilling. 
Box 2-5 describes a program in the community setting called Living Independently for Life 
(LIFE), a PACE program in Pennsylvania that is led by nurse practitioners and provides 
interprofessional health services to low-income, frail, chronically ill older adults who are eligible 
for nursing home care (LIFE, 2010).  

 
 

BOX 2-5 
Living Independently for Elders (LIFE) 

 
NURSES SUPPORTING OLDER ADULTS TO STAY IN THE COMMUNITY 

 
The nurses are picking up subtle signs that could lead to deteriorating health—a slight fever or fluid 

retention—and because they’re seeing the patient two or three times a week, they act on it quickly and 
prevent a further problem. 

—Eileen M. Sullivan-Marx, PhD, FAAN, RN, associate dean for practice and community affairs,  
University of Pennsylvania School of Nursing 

 
In 2002, when Lillie Mashore was in her late 50s, she was diagnosed with multiple sclerosis. Just a 

year later her diabetes was so severe she had to be placed in intensive care. Too ill in December 2003 to 
return to the West Philadelphia home she shared with her husband, who had cancer, she entered a 
nursing home. She was greeted there with the words, “You’re going to leave here in a body bag.” 

But Ms. Mashore defied that prediction. In April 2005 she went home and spent the last year of her 
husband’s life with him. With the support of the Living Independently for Elders (LIFE) program, she is still 
at home, receiving help twice a day from visiting nurses and aides and attending LIFE’s adult day care 
center 3 days a week.  

“I’m limited to certain things,” Ms. Mashore, now age 66, said of her recovered independence. “But I 
can wash dishes. I didn’t think I could do that. I was so proud when I washed those dishes.” 

Ms. Mashore is one of the nearly 700 elderly Philadelphians eligible for nursing home admission who 
have stayed in their homes with the help of LIFE—a program that provides all primary and specialty care 
services to low-income, frail, chronically ill older adults (age 55 or older). About 95 percent of members 
are African American. Nurse practitioner–led teams include nurses, physicians, social workers, physical 
and occupational therapists, dieticians, nurses’ aides, and drivers.  

Although home care is available for LIFE members like Ms. Mashore who need help managing 
household tasks or medications, it is not the primary focus. Many services are provided at the LIFE adult 
day care center, and groups take outings, such as to Phillies baseball games or a nearby Dave and 
Buster’s restaurant. (Roughly 20 bed-bound members receive all LIFE services at home.) Also available 
are respite care for family caregivers, transportation to the center, and a “circle of care” for people with 
dementia. About 185 members are at the center each day.  

As for outcomes, LIFE keeps nearly 90 percent of its members out of nursing homes, according to 
unpublished data. LIFE also reports reduced rates of falls, pressure ulcers, preventable hospitalizations, 
and emergency room visits among members (LIFE, 2010).  

LIFE is one of 72 programs in 31 states that are part of the Program for All-Inclusive Care for Elders 
(PACE)—a model of care begun in San Francisco in the 1970s that is now a national network offering 
services to elderly Medicare and Medicaid beneficiaries—and it is the only PACE program to be affiliated 
with a school of nursing, the University of Pennsylvania’s. (See the websites of LIFE [www.lifeupenn.org] 
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and PACE [www.npaonline.org] for more information.) And because PACE programs receive capitated 
payments—per member, rather than per service provided—from government and private insurers, LIFE is 
both provider and payer for specific services, said Mary Austin, MSN, RN, NHA, LIFE’s chief nursing 
officer and chief operating officer. “If members go to the hospital or a nursing home, we pay for all of that 
care as well,” she said. The team makes all care decisions, including some that might seem 
unconventional, such as buying an air conditioner for a member with asthma.  

Despite potential financial barriers—some might deem the $2 million required to start a PACE 
program prohibitive, and some private insurers do not cover PACE services—LIFE is fiscally sound. “We 
operate on a shoestring, to a degree. But we operate responsibly, and we get the money we need to run 
the program,” said Eileen M. Sullivan-Marx, PhD, RN, FAAN, associate dean for practice and community 
affairs at the University of Pennsylvania School of Nursing. She also said that the state saves 15 cents on 
every dollar spent on LIFE members who would otherwise be in nursing homes. The program makes up 
about 41 percent of the nursing school’s operating budget (Sullivan-Marx et al., 2009). 

Ms. Mashore is quite clear that the program has strengthened her ability to care for herself. When a 
nurse suggested that she not use her electric wheelchair because using a manual one would strengthen 
her arms, Ms. Mashore was angry at first. “But I see what she’s saying,” Ms. Mashore said. “My arms are 
very strong. I pull my own self up in the bed. I can do things that I couldn’t do when I was in the nursing 
home.” 
 
 

In acute care settings, care coordination is showing particular promise in efforts to reduce 
rehospitalizations. All 15 demonstration program sites under the Medicare Coordinated Care 
Demonstration program, for example, adopted interventions that relied on nurses as care 
coordinators (Peikes et al., 2009). Box 2-6 provides an in-depth look at the Transitional Care 
Model, developed by nursing researcher Mary Naylor. This model was designed to facilitate 
patients’ transitions within and across settings and to break the cycle of acute flare-ups of 
chronic illness. The protocol goes beyond usual case management and home care by employing 
an APRN who is proficient in comprehensive in-hospital assessment, evaluation of medications, 
coordination of complex care, and in-home follow-up. By collaborating with the patient, family 
caregivers, specialists, primary care providers, and others, this nurse works to improve the 
management of multiple complex chronic conditions and thus reduce readmissions. 

The Need for Reconceptualized Roles for Health Professionals 

Many of the roles health professionals are being called upon to fill in the evolving U.S. 
health care system are not technically new. Nurses, physicians, and pharmacists, for example, 
have educated patients, helped coordinate care, and collaborated with other clinicians for 
decades. What is new is the extent and the centrality of these roles. Previous IOM studies have 
found that systemwide changes are necessary to meet higher standards for quality care, the 
growing requirements of an aging population, and the need to deliver more care in the 
community setting. Crossing the Quality Chasm introduced the idea of the advisability of 
expanding the scope of practice for many health workers (IOM, 2001). Retooling for an Aging 
America advised that meeting the needs of the growing geriatric population would require 
expanding the roles of health professionals “beyond the traditional scope of practice” (IOM, 
2008). 
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BOX 2-6 

The Transitional Care Model 
 

EASING TRANSITIONS, FOSTERING FREEDOM: 
THE TRANSITIONAL CARE MODEL “SPEAKS TO WHAT NURSES REALLY DO” 

 
We have not, as a health care system, figured out how best to respond to the needs of people with 

multiple chronic conditions. The Transitional Care Model is one approach to change the system to be 
more responsive to their needs. 

—Mary D. Naylor, PhD, RN, FAAN, developer of the TCM 
 

Mary Manley was accustomed to her independence. Having lived for many years on her own in North 
Philadelphia, worked until age 74, and cared for her infant great-granddaughter in her early 80s, she was 
undaunted by a diagnosis of diabetes in late 2007. “I didn’t have to go to doctors too much,” she said. “I 
was perfectly healthy, doing anything I wanted to do—“until 2009, that is, when ‘the sickness’ came.”  

“The sickness” was, in fact, many chronic conditions (among them hypertension, mild cognitive 
impairment, coronary artery disease, and chronic obstructive pulmonary disease) and two life-threatening 
acute conditions. The latter conditions—pneumonia and pancolitis, an intestinal inflammation caused by 
Clostridium difficile, a “superbug” that is often resistant to treatment—required hospitalization. 

Ms. Manley received vancomycin intravenously for the C. difficile for two weeks as an inpatient. She 
was discharged on a Thursday afternoon with a prescription for oral vancomycin that her niece dropped 
off at a neighborhood pharmacy. But on Friday the pharmacy claimed not to have received the order and 
refused to dispense the drug.  

While hospitalized, Ms. Manley had met a transitional care nurse, Ellen McPartland, MSN, APRN, 
BC, who made a home visit on Friday. When she heard about the potentially grave delay in antibiotic 
therapy, she called the pharmacy immediately, demanding to speak with a supervisor. The pharmacy 
dispensed enough medication to get Ms. Manley through the weekend at home until the full amount could 
be obtained on Monday—an outcome that prevented immediate rehospitalization and may have saved 
Ms. Manley’s life. 

According to a recent study, 20 percent of hospitalized Medicare beneficiaries are readmitted within 
30 days of discharge and 34 percent within 90 days, at an estimated cost in 2004 of “$17.4 billion of the 
$102.6 billion in hospital payments from Medicare” (Jencks et al., 2009). Among innovations aimed at 
reducing rehospitalization rates, the Transitional Care Model (TCM) relies on an advanced practice 
registered nurse (APRN), like Ms. McPartland, who meets with the patient and family caregivers during a 
hospitalization to devise a plan for managing chronic illnesses (see www.transitionalcare.info).  

But the model involves more than discharge planning and home care, said TCM developer Mary D. 
Naylor, PhD, RN, FAAN, a professor of gerontology and director of the NewCourtland Center for 
Transitions and Health at the University of Pennsylvania. The first step is for the APRN to help the patient 
and family set goals during hospitalization. The nurse identifies the reasons for the patient’s instability, 
designs a plan of care that addresses them, and coordinates various care providers and services.  

The APRN then visits the home within 48 hours of discharge and provides telephone and in-person 
support as often as needed for up to 3 months. Assessing and counseling patients and accompanying 
them to medical appointments are aimed at helping patients and caregivers to learn the early signs of an 
acute problem that might require immediate help and to better manage patients’ health care. Also 
essential is ensuring the presence of a primary care provider. “Patients might have six or seven 
specialists, but nobody who’s taking care of the big picture,” Dr. Naylor said. 

In three randomized controlled trials of Medicare beneficiaries with multiple chronic illnesses, use of 
the TCM lengthened the period between hospital discharge and readmission or death and resulted in a 
reduction in the number of rehospitalizations (Naylor, 1994; Naylor et al., 1999, 2004). The average 
annual savings was $5,000 per patient.  

Until now, transitional care has not been covered by Medicare and private insurers. But the Affordable 
Care Act sets aside $500 million to fund pilot projects on transitional care services for “high-risk” Medicare 
beneficiaries (such as those with multiple chronic conditions and hospital readmissions) at certain 
hospitals and community organizations over a 5-year period. The secretary of the Department of Health 
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and Human Services is authorized to remove the pilot status of this program if it demonstrates cost 
savings. 

Now age 85, Ms. Manley takes eight medications regularly, and with the help of Ms. McPartland and 
a new primary care team is spending more time with family and attending church again. Said 
Ms. McPartland, “Of all the roles I have had in nursing, this brings it all together. To see them going from 
so sick to back home and stable—the Transitional Care Model speaks to what nurses really do.”  
 

 
In light of these considerations, the committee concludes that nurses, in concert with other 

health professionals, need to adopt reconceptualized roles as care coordinators, health coaches, 
and system innovators. This chapter has already provided examples of nurses working as care 
coordinators; the following subsections elaborate on what the committee means by health 
coaches and system innovators. Filling these roles, whether in entry-level nursing or advanced 
practice, will require that nurses receive greater education and preparation in leadership, care 
management, quality improvement processes, and systems thinking—a subject discussed in 
Chapter 4.  

Nurses as Health Coaches 

The committee envisions a health care system in which all individuals have a health coach 
who helps stay them healthy. The coach ensures that they understand why their primary care 
provider—whether a physician, physician assistant, or NP—has recommended a particular 
course of treatment. He/she coordinates patients’ care with multiple providers so that, for 
example, an elderly grandfather with diabetes, arthritis, and heart disease can continue to live at 
home and avoid costly hospitalizations. The role of health coach has much in common with case 
management services, but it goes even further. The coach educates family, friends, and other 
informal caregivers about how they can help, addressing not just physical needs but also social, 
environmental, mental, and emotional factors that may promote or interfere with the maintenance 
of health. The coach helps overcome features in the health care system that may lead to 
inequities in care delivery. He/she also stays involved with patients if they enter the hospital and 
coordinates transitional services with APRNs and other care providers after discharge. Given all 
these job requirements, the health coach most often will be an RN. Box 2-7 presents a case study 
in which baccalaureate-trained RNs serve as health coaches for women who are first-time 
mothers and may be at risk of abusing or neglecting their children.  

Nurses as System Innovators3 

One of the fundamental insights of the quality improvement movement is that all health 
professionals should both perform their current work well and continuously look for ways to 
make their performance and that of the larger system better. Or as one nurse told a physician 
20 years ago in a course on health care improvement, “I see. You’re saying that I have two jobs: 
doing my job and making my job better” (Berwick, 2010).  

 
 
 

                                                 
3 This section draws on a paper commissioned by the committee on “Preparing Nurses for Participation in and 
Leadership of Continual Improvement,” by Donald M. Berwick, Institute for Healthcare Improvement (see 
Appendix I on CD-ROM).  
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BOX 2-7 

The Nurse–Family Partnership 
 

NURSES VISIT THE HOMES OF FIRST-TIME AT-RISK MOTHERS, AND THE RESULTS ARE WIDE-RANGING 
 

When [the Nurse–Family Partnership nurse] came along, I was really down and out. I wouldn’t get out of 
the house at all. She’s helped me to be strong, to know that I can actually make it by myself and be a very 

good mom. 
—Crystalon Rodrigue, 21-year-old Louisiana client of the Nurse–Family Partnership 

 
In 2007 Crystalon Rodrigue, a recent high school graduate living in St. James, Louisiana, had an 

adverse reaction to an injectable contraceptive. She discontinued it and soon got pregnant. She was 19 
years old and unemployed and living with her mother, and her relationship with her boyfriend was 
faltering. She turned to the state department of health; was referred to the Nurse–Family Partnership 
(NFP); and met “Miss Tina,” a nurse who visited her at home.  

“In the beginning of my pregnancy, and maybe all throughout, I was a little stressed out,” the 21-year-
old Ms. Rodrigue said recently. “I was depressed because I was having relationship problems with my 
child’s father. Miss Tina helped me….” Ms. Rodrigue was interrupted by the chatter of her 19-month-old 
daughter, Nalayia, who was learning to read, her mother said with pride. Then she continued, “Miss Tina 
helped me to think about myself.”  

It was a quiet, almost offhand remark, but it represents the kind of shift in attitude that the NFP has 
helped foster among young women for more than 30 years. Now active in 375 counties in 29 states, the 
NFP sends registered nurses (RNs), usually with baccalaureate degrees, into the homes of at-risk, low-
income, first-time mothers for 64 planned visits over the course of a pregnancy and the child’s first 
2 years.  

Improving the lives of children is the chief aim of the NFP, yet the interventions target mothers. The 
nurse discusses options for the mother’s continued education and economic self-sufficiency; supports her 
in reducing or quitting smoking or drinking; teaches her about child development, nonviolent discipline, 
and breastfeeding; and helps her make decisions about family planning. The nurse does this by engaging 
the mother in a relationship that provides a model for interactions with others. The child’s father and other 
family members are encouraged to participate. 

“We don’t look for the great big change,” said Luwana Marts, BSN, RN, regional nurse consultant for 
the NFP in Louisiana. “A part of the model is that only a small change is necessary. So if a client never 
quits smoking but she doesn’t smoke in the presence of her child, that’s a plus.” 

In case-controlled, longitudinal trials conducted among racially and ethnically diverse populations—
beginning in 1977 in Elmira, New York, and continuing in Memphis, Tennessee, and Denver, Colorado—
the NFP has shown reductions in unintended second pregnancies and increases in mothers’ 
employment. Children of mothers visited by nurses are less likely to be abused and by age 15 to be 
arrested. (For links to these and other studies of the NFP, visit www.nursefamilypartnership.org/proven-
results/published-research.) The per-child cost is $9,118; for the highest-risk children, a return of $5.70 
per dollar spent is realized (Karoly et al., 2005).  

Several models of home visitation are in use, but the NFP relies on trained RNs for its interventions. 
A 2002 study compared home visits by untrained “paraprofessionals” and nurses. On almost all 
measures, the nurses produced far stronger outcomes (Olds et al., 2002). “People trust nurses,” said 
Ruth A. O’Brien, PhD, RN, FAAN, professor of nursing at the University of Colorado in Denver and an 
author of the study. “Low-income, minority people who have not had a lot of trust in the health care 
system might be willing to let a nurse in the door.”  

Barriers to implementation include the fact that states use various sources to fund the NFP, and in 
some the funding is limited. The Affordable Care Act mandates that $1.5 billion be spent over 5 years on 
home visitation programs for at-risk mothers and infants*—substantially less than the $8.5 billion over 10 
years that President Obama requested in his 2010 budget (OMB, 2010). While the act establishes a 
federal agency to oversee such home visitation programs, it does not specify that nurses provide the 
care. Also, some municipalities increase the nurse’s caseload beyond the recommended 25, diminishing 
the intensity and effectiveness of the interventions.  
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For her part, Ms. Rodrigue is looking ahead. She had completed a certified nursing assistant program 
while pregnant and will soon start nursing school, in which she had enrolled but quit shortly after high 
school. “I wasn’t ready for it,” she said. “But now I have a child and I know what to expect. I feel like I’m 
ready. I want to better myself.” 
 
___________________ 
*Patient Protection and Affordable Care Act, HR 3590 § 2951, 111th Congress. 
 

 
The nursing profession is well positioned to produce system innovators. A few years ago, the 

Institute for Healthcare Improvement (IHI) launched a national project to reduce patient injuries, 
called the “100,000 Lives Campaign.” The project translated the aims of safety and effectiveness 
into operational form as “bundles” of care procedures (Berwick et al., 2006; McCannon et al., 
2006), such as the Central Line Bundle to prevent catheter-associated bloodstream infections. 
Hundreds of hospitals reported success in terms of improved patient outcomes. Recurrent 
patterns of success included actively engaged nurses supported in standardizing their own 
processes of care according to the IHI bundles and empowered and supported in monitoring and 
enforcing those standards across disciplines, including with their physician colleagues (Berwick 
et al., 2006). Encouraged to innovate locally to adapt changes to local contexts, nurses proved 
the ideal leaders for changing care systems and raising the bar on results.  

One new role for nurses that taps their potential as innovators is the clinical nurse leader 
(CNL), an advanced generalist clinician role designed to improve clinical and cost outcomes for 
specific groups of patients. Responsible for coordinating care and in some cases actively 
providing direct care in complex situations, the CNL has the responsibility for translating and 
pplying research findings to design, implement, and evaluate care plans for patients (AACN, 
2007). This new role has been adopted by the VA system. 

The Need for Interprofessional Collaboration  

The need for greater interprofessional collaboration has been emphasized since the 1970s. 
Studies have documented, for example, the extent to which poor communication and lack of 
respect between physicians and nurses lead to harmful outcomes for patients (Rosenstein and 
O’Daniel, 2005; Zwarenstein et al., 2009). Conversely, a growing body of evidence links 
effective teams to better patient outcomes and more efficient use of resources (Bosch et al., 
2009; Lemieux-Charles and McGuire, 2006; Zwarenstein et al., 2009), while good working 
relationships between physicians and nurses have been cited as a factor in improving the 
retention of nurses in hospitals (Kovner et al., 2007). As the delivery of care becomes more 
complex across a wide range of settings, and the need to coordinate care among multiple 
providers becomes ever more important, developing well-functioning teams becomes a crucial 
objective throughout the health care system. 

Differing professional perspectives—with attendant differences in training and philosophy—
can be beneficial. Nurses are taught to treat the patient not only from a disease management 
perspective but also from psychosocial, spiritual, and family and community perspectives. 
Physicians are experts in physiology, disease pathways, and treatment. Social workers are trained 
in family dynamics. Occupational and physical therapists focus on improving the patient’s 
functional capacity. Licensed practical nurses provide a deeply ground-level perspective, given 
their routine of measuring vital signs and assisting patients in feeding, bathing, and movement. 
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All these perspectives can enhance patients’ well-being—provided the various professionals 
keep the patient and family at the center of their attention.   

Finding the right balance of skills and professional expertise is important under the best of 
circumstances; in a time of increasing financial constraints, personnel shortages, and the growing 
need to provide care across multiple settings, it is crucial. Care teams need to make the best use 
of each member’s education, skill, and expertise, and all health professionals need to practice to 
the full extent of their license and education. Where the competency and skills of doctors and 
nurses safely overlap, it makes sense to rely on nurses to provide many of those services. 
Similarly, where the competency and skills of RNs and licensed practical or vocational nurses 
safely overlap, it makes sense to rely on the latter—or as the case may be, nurses’ aides—to 
provide many of those services. In this way, more specialized skills and competencies are 
appropriately reserved for the most complex needs. This type of skill balancing should not, 
however, be used as a means of cutting costs by indiscriminately replacing more skilled with less 
skilled clinicians.  

CONCLUSIONS 

Nurses are well positioned to help meet the evolving needs of the health care system. They 
have vital roles to play in achieving patient-centered care; strengthening primary care services; 
delivering more care in the community; and providing seamless, coordinated care. They also can 
take on reconceptualized roles as health care coaches and system innovators. In all of these ways, 
nurses can contribute to a reformed health care system that provides safe, patient-centered, 
accessible, affordable care. Their ability to make these contributions, however, will depend on a 
transformation of nursing practice, education, and leadership, as discussed in Chapters 3, 4, and 
5, respectively. Nurses must remodel the way they practice and make clinical decisions. They 
must rethink the ways in which they teach nurses how to care for people. They must rise to the 
challenge of providing leadership in rapidly changing care settings and in an evolving health care 
system. In short, nurses must expand their vision of what it means to be a nursing professional. 
At the same time, society must amend outdated regulations, attitudes, policies, and habits that 
unnecessarily restrict the innovative contributions the nursing profession can bring to health care.  
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3 
Transforming Practice 

 

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

Patients, in all settings, deserve care that is centered on their unique needs and 
not what is most convenient for the health professionals involved in their care. A 
transformed health care system is required to achieve this goal. Transforming the 
health care system will in turn require a fundamental rethinking of the roles of 
many health professionals, including nurses. The Affordable Care Act of 2010 
outlines some new health care structures, and with these structures will come new 
opportunities for new roles. A number of programs and initiatives have already 
been developed to target necessary improvements in quality, access, and value, 
and many more are yet to be conceived. Nurses have the opportunity to play a 
central role in transforming the health care system to create a more accessible, 
high-quality, and value-driven environment for patients. If the system is to 
capitalize on this opportunity, however, the constraints of outdated policies, 
regulations, and cultural barriers, including those related to scope of practice, 
will have to be lifted, most notably for advanced practice registered nurses.  
 

 
 

The Affordable Care Act of 2010 (ACA) will place many demands on health professionals 
and offer them many opportunities to create a system that is more patient centered. The 
legislation has begun the long process of shifting the focus of the U.S. health care system away 
from acute and specialty care. The need for this shift in focus has become particularly urgent 
with respect to chronic conditions; primary care, including care coordination and transitional 
care; prevention and wellness; and the prevention of adverse events, such as hospital-acquired 
infections. Given the aging population, moreover, the need for long-term and palliative care will 
continue to grow in the coming years (see Chapter 2). The increase in the insured population and 
the rapid increase in racial and ethnic minority groups who have traditionally faced obstacles in 
accessing health care will also demand that care be designed for a more socioeconomically and 
culturally diverse population. 

This chapter examines how enabling nurses to practice to the full extent of their education 
and training (key message #1 in Chapter 1) can be a major step forward in meeting these 
challenges. The first section explains why transforming nursing practice to improve care is so 
important, offering three examples of how utilizing the full potential of nurses has increased the 
quality of care while achieving greater value. The chapter then examines in detail the barriers 
that constrain this transformation, including regulatory barriers to expanding nurses’ scope of 
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FIGURE 3-1 Map of the number of NPs per primary care MD by county, 2009. 
SOURCE: RWJF, 2010a. Reprinted with permission from Lori Melichar, RWJF.  
 
 
 
 
 
 
 

 
FIGURE 3-2 Map of the number of physician assistants per primary care MD by county, 2009. 
SOURCE: RWJF, 2010b. Reprinted with permission from Lori Melichar, RWJF.  
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Examples of Redesigned Roles for Nurses 

Many examples exist in which organizations have been redesigned to better utilize nurses, 
but their scale is small. As Marilyn Chow, Vice President of the Patient Services Program Office 
at Kaiser Permanente, declared at a public forum hosted by the committee, “The future is here, it 
is just not everywhere” (IOM, 2010b). For example, over the past 20 years, the U.S. Department 
of Veterans Affairs (VA) has expanded and reconceived the roles played by its nurses as part of 
a major restructuring of its health care system. The results with respect to quality, access, and 
value have been impressive. In addition, President Obama has lauded the Geisinger Health 
System of Pennsylvania, which provides comprehensive care to 2.6 million people at a greater 
value than is achieved by most other organizations (White House, 2009). Part of the reason 
Geisinger is so effective is that it has aligned the roles played by nurses to accord more closely 
with patients’ needs, starting with its primary care sites and ambulatory areas. The following 
subsections summarize the experience of the VA and Geisinger, as well as Kaiser Permanente, in 
expanding and reconceptualizing the roles of nurses. Because these institutions also measured 
outcomes as part of their initiatives, they provide real-world evidence that such an approach is 
both possible and necessary. Of note in these examples is not only how nurses are collaborating 
with physicians, but also how nurses are collaborating with other nurses. 

Department of Veterans Affairs5 

In 1996, Congress greatly expanded the number of veterans eligible to receive VA services, 
which created a need for the system to operate more efficiently and effectively (VHA, 2003). 
Caring for the wounded from the wars in Afghanistan and Iraq has greatly increased demand on 
the VA system, particularly with respect to brain injuries and posttraumatic stress disorder. 
Moreover, the large cohort of World War II veterans means that almost 40 percent of veterans 
are aged 65 or older, compared with 13 percent of the general population (U.S. Census Bureau, 
2010; VA, 2010).  

Anticipating the challenges it would face, the VA began transforming itself in the 1990s from 
a hospital-based system into a health care system that is focused on primary care and it aims to 
provide more services, as appropriate, closer to the veteran’s home or community (VHA, 2003, 
2009). This strategy required better coordination of care and chronic disease management—a 
role that was filled by experienced front-line RNs. More NPs were hired as primary care 
providers, and the VA actively promoted a more collaborative professional culture by organizing 
primary care providers into health teams. It also developed a well-integrated information 
technology system to link its health professionals and its services.  

The VA uses NPs as primary care providers to care for patients across all setting including 
inpatient and outpatient settings. In addition to their role as primary care providers, NPs serve as 
health care researchers who apply their findings to the variety of settings in which they practice. 
NPs serve as educators, some as university faculty, providing clinical experiences for 25 percent 
of all nursing students in the country. As health care leaders, VA NPs shape policy, facilitate 
access to VA health care, and impact resource management (VA, 2007). 

                                                 
5 See http://www1.va.gov/health/. 
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The results of the VA’s initiatives using both front-line RNs and APRNs are impressive. 
Quality and outcome data consistently demonstrate superior results for the VA’s approach (Asch 
et al., 2004; Jha et al., 2003; Kerr et al., 2004). One study found that VA patients received 
significantly better health care—based on various quality-of-care indicators6—than patients 
enrolled in Medicare’s fee-for-service program. In some cases, the study showed, between 93 
and 98 percent of VA patients received appropriate care in 2000; the highest score for 
comparable Medicare patients was 84 percent (Jha et al., 2003). In addition, the VA’s spending 
per enrollee rose much more slowly than Medicare’s, despite the 1996 expansion of the number 
of veterans who could access VA services. After adjusting for different mixes of population and 
demographics, the Congressional Budget Office (CBO) determined that the VA’s spending per 
enrollee grew by 30 percent from 1999 to 2007, compared with 80 percent for Medicare over the 
same period. 

Geisinger Health System7 

The Geisinger Health System employs 800 physicians, 1,900 nurses, and more than 1,000 
NPs, physician assistants, and pharmacists. Over the past 18 years, Geisinger has transformed 
itself from a high-cost medical facility to one that provides high value—all while improving 
quality. It has borrowed several restructuring concepts from the manufacturing world with an eye 
to redesigning care by focusing on what it sees as the most critical determinant of quality and 
cost—actual caregiving. “What we’re trying to do is to have [our staff] work up to the limit of 
their license and…see if redistributing caregiving work can increase quality and decrease cost,” 
Glenn Steele, Geisinger’s president and CEO, said in a June 2010 interview (Dentzer, 2010). 

Numerous improvements in the quality of care, as well as effective innovations proposed by 
employees, have resulted. For example, the nurses who used to coordinate care and provide 
advice through the telephone center under Geisinger’s health plan suspected that they would be 
more effective if they could build relationships with patients and meet them at least a few times 
face to face. Accordingly, some highly experienced general-practice nurses moved from the call 
centers to primary care sites to meet with patients and their families. The nurses used a predictive 
model to identify who might need to go to the hospital and worked with patients and their 
families on creating a care plan. Later, when patients or families received a call from a nurse, 
they knew who that person was. The program has worked so well that nurse coordinators are 
now being used in both Geisinger’s Medicare plan and its commercial plan.8 Some of the 
nation’s largest for-profit insurance companies, including WellPoint and Cigna, are now trying 
out the approach of employing more nurses to better coordinate their patients’ care (Abelson, 
2010). As a result, an innovation that emerged when a few nurses at Geisinger took the initiative 
and changed an already well-established program to deliver more truly patient-centered care may 
now spread well beyond Pennsylvania. Geisinger was also one of the very first health systems in 

                                                 
6 Quality-of-care indicators included those in preventive care (mammography, influenza vaccination, pneumococcal 
vaccination, colorectal cancer screening, cervical cancer screening), outpatient care (care for diabetes [e.g., lipid 
screening], hypertension [e.g., blood-pressure goal <140/90 mm Hg], depression [annual screening]), and inpatient 
care (acute myocardial infarction [e.g., aspirin within 24 hr of myocardial infarction], congestive heart failure [e.g., 
ejection fraction checked]). 
7 See http://www.geisinger.org/about/index.html. 
8 Personal communication, Bruce H. Hamory, Executive Vice President and Chief Medical Officer Emeritus, 
Geisinger Health System, April 27, 2010.  
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the country to create its own NP-staffed convenient care clinics9—another innovation that 
reflects the organization’s commitment to providing integrated, patient-centered care throughout 
its community. 

Kaiser Permanente10,11 

As one of the largest not-for-profit health plans, Kaiser Permanente provides health care 
services for more than 8.6 million members, with an employee base of approximately 165,000. 
Kaiser Permanente has facilities in nine states and the District of Columbia, and has 35 medical 
centers and 454 medical offices. The system provides prepaid health plans that have an emphasis 
on prevention and consolidated services that keep as many services as possible in one location 
(KP, 2010). Kaiser is also at the forefront of experimenting with reconceptualized roles for 
nurses that are improving quality, satisfying patients, and making a difference to the 
organization’s bottom line. 

Nurses in San Diego have taken the lead in overseeing the process for patient discharge, 
making it more streamlined and efficient and much more effective. Discharge nurses now have 
full authority over the entire discharge process until home health nurses, including those in 
hospice and palliative care, step in to take over the patient’s care. They have created efficiencies 
relative to previous processes by using time-sensitive, prioritized lists of only those patients who 
are being discharged over the next 48 hours (instead of patients who are being discharged weeks 
into the future). Home health care nurses and discharge planners stay in close contact with one 
another on a daily basis to make quick decisions about patient needs, including the need for 
home health care visitation. In just 3 months, the number of patients who saw a home health care 
provider within 24 hours increased from 44 to 77 percent (Labor Management Partnership, 
2010). 

In 2003, Riverside Medical Center implemented the Riverside Proactive Health Management 
Program (RiPHM)™, an integrated, systematic approach to health care management that 
promotes prevention and wellness and coordinates interventions for patients with chronic 
conditions. The model strengthens the patient-centered medical home concept and identifies 
members of the health care team (HCT)—a multidisciplinary group whose staff is centrally 
directed and physically located in small units within the medical office building. The team serves 
panel management and comprehensive outreach and inreach functions to support primary care 
physicians and proactively manage the care of members with chronic conditions such as 
diabetes, hypertension, cardiovascular disease, asthma, osteoporosis, and depression. The 
expanded role of nurses as key members of the HCT is a major factor in RiPHM’s success. 
Primary care management nurse clinic RNs and licensed practical nurses (LPNs) provide health 
care coaching and education for patients to promote self-management of their chronic conditions 
through face-to-face education visits and telephone follow-up. Using evidence-based clinical 
guidelines, such as diabetes and hypertension treat-to-target algorithms, nurses play important 
roles in the promotion of changes in chronic conditions and lifestyles, coaching and counseling, 
self-monitoring and goal setting, depression screening, and the use of advanced technology such 
as interactive voice recognition for patient outreach.  
                                                 
9 Personal communication, Tine Hansen-Turton, CEO, National Nursing Centers Consortium, and Vice President, 
Public Health Management Corporation, August 11, 2010.  
10 See https://members.kaiserpermanente.org/kpweb/aboutus.do.  
11 Personal communication, Marilyn Chow, Vice President, Patient Care Services, Program Office, Kaiser 
Permanente, August 23, 2010. 
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BARRIERS TO TRANSFORMING PRACTICE 

Nurses have great potential to lead innovative strategies to improve the health care system. 
As discussed in this section, however, a variety of historical, regulatory, and policy barriers have 
limited nurses’ ability to contribute to widespread transformation (Kimball and O’Neil, 2002). 
This is true of all RNs, including those practicing in acute care and public and community health 
settings, but is most notable for APRNs in primary care. Other barriers include professional 
resistance to expanded roles for nurses, fragmentation of the health care system, outdated 
insurance policies, high rates of nurse turnover, difficulties for nurses transitioning from school 
into practice, and an aging workforce and other demographic challenges. Many of these barriers 
have developed as a result of structural flaws in the U.S. health care system; others reflect 
limitations of the present work environment or the capacity and demographic makeup of the 
nursing workforce itself.  

Regulatory Barriers  

As the committee considered how the additional 32 million people covered by health 
insurance under the ACA would receive care in the coming years, it identified as a serious 
barrier overly restrictive scope-of-practice regulations for APRNs that vary by state. Scope-of-
practice issues are of concern for CNMs, certified registered nurse anesthetists (CRNAs), NPs, 
and clinical nurse specialists (CNSs). The committee understands that physicians are highly 
trained and skilled providers and believes strongly that there clearly are services that should be 
provided by these health professionals, who have received more extensive and specialized 
education and training than APRNs. However, regulations in many states result in APRNs not 
being able to give care they were trained to provide. The committee believes all health 
professionals should practice to the full extent of their education and training so that more 
patients may benefit. 

History of the Regulation of the Health Professions 

A paper commissioned by the committee13 points out that the United States was one of the 
first countries to regulate health care providers and that this regulation occurred at the state—not 
the federal—level. Legislatively, physician practice was recognized before any other health 
profession (Rostant and Cady, 2009). Legislators in Washington, for example, defined the 
practice of medicine broadly as, for example, any action to “diagnose, cure, advise or prescribe 
for any human disease, ailment, injury, infirmity, deformity, pain or other condition, physical or 
mental, real or imaginary, by any means or instrumentality” or to administer or prescribe “drugs 
or medicinal preparations to be used by any other person” or to “[sever or penetrate] the tissues 
of human beings.”14 Even more important were corresponding provisions making it illegal for 
anyone not licensed as a physician to undertake any of the acts included in this definition. These 
provisions thereby rendered not only universal but (in medicine’s own view) exclusive,15 a 

                                                 
13 This and the following paragraph draw on a paper commissioned by the committee on “Federal Options for 
Maximizing the Value of Advanced Practice Registered Nurses in Providing Quality, Cost-Effective Health Care,” 
prepared by Barbara J. Safreit, Lewis & Clark Law School (see Appendix H on CD-ROM).  
14 Washington Rev. Code §18.71.011 (1)-(3) (1993). 
15 Sociologist Eliot Freidson has aptly characterized this statutory preemption as “the exclusive right to practice” 
(Freidson, 1970). 
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preemption of the field that was further codified when physicians obtained statutory authority to 
control the activities of other health care providers.  

Most APRNs are in the opposite situation. Because virtually all states still base their 
licensure frameworks on the persistent underlying principle that the practice of medicine 
encompasses both the ability and the legal authority to treat all possible human conditions, the 
scopes of practice for APRNs (and other health professionals) are exercises in legislative 
exception making, a “carving out” of small, politically achievable spheres of practice authority 
from the universal domain of medicine. As a result, APRNs’ scopes of practice are so 
circumscribed that their competence extends far beyond their authority. At any point in their 
career, APRNs can do much more than they may legally do. As APRNs acquire new skills, they 
must seek administrative or statutory revision of their defined scopes of practice (a costly and 
often difficult enterprise).  

As the health care system has grown over the past 40 years, the education and roles of 
APRNs have continually evolved so that nurses now enter the workplace willing and qualified to 
provide more services than they previously did. As the services supported by evolving education 
programs expanded, so did the overlap of practice boundaries of APRNs and physicians. APRNs 
are more than physician extenders or substitutes. They cover the care continuum from health 
promotion and disease prevention to early diagnosis to prevent or limit disability. These services 
are grounded in and shaped by their nursing education, with its particular ideology and 
professional identity. NPs also learn how to work with teams of providers, which is perhaps one 
of the most important factors in the successful care of chronically ill patients. Although they use 
skills traditionally residing in the realm of medicine, APRNs integrate a range of skills from 
several disciplines, including social work, nutrition, and physical therapy.  

Almost 25 years ago, an analysis by the Office of Technology Assessment (OTA) indicated 
that NPs could safely and effectively provide more than 90 percent of pediatric primary care 
services and 75 percent of general primary care services, while CRNAs could provide 65 percent 
of anesthesia services. OTA concluded further that CNMs could be 98 percent as productive as 
obstetricians in providing maternity services (Office of Technology Assessment, 1986). APRNs 
also have competencies that include the knowledge to refer patients with complex problems to 
physicians, just as physicians refer patients who need services they are not trained to provide, 
such as medication counseling, developmental screening, or case management, to APRNs. As 
discussed in Chapter 1 and reviewed in Annex 1-1, APRNs provide services, in addition to 
primary care, in a wide range of areas, including neonatal care, acute care, geriatrics, community 
health, and psychiatric/mental health. Most NPs train in primary care; however, increasing 
numbers are being trained in acute care medicine and other specialty disciplines (Cooper, 1998). 

The growing use of APRNs and physician assistants has helped ease access bottlenecks, 
reduce waiting times, increase patient satisfaction, and free physicians to handle more complex 
cases (Canadian Pediatric Society, 2000; Cunningham, 2010). This is true of APRNs in both 
primary and specialty care. In orthopedics, the use of physician assistants and APRNs is a long-
standing practice. NPs and physician assistants in gastroenterology help meet the growing 
demand for colon cancer screenings in either outpatient suites or hospital endoscopy centers. 
Because physician assistants and APRNs in specialty practice typically collaborate closely with 
physicians, legal scope-of-practice issues pose limited obstacles in these settings. 
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