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Wikipedia currently defines credentialing as “the process 
of establishing the qualifications of licensed professionals, 
organizational members or organizations, and assessing 
their backgrounds and legitimacy”. As long ago as 1979, the 
American Nurses Association (ANA) defined credentialing 
as “the process by which individuals or institutions or one 
or more of their programs, are designated by a qualified 
agent as having met minimum standards at a specified 
time”. The International Council of Nurses has adopted a 
similar definition.

Credentialing can occur with individuals or groups. 
Have you been asked to identify your “credentials”? That 
question means that someone is interested in knowing how 
you have the legitimacy to do what you do in your practice 
of nursing. Legitimacy implies that you have the knowledge, 
skills, and abilities to do what the law allows you to do as a 
licensed nurse, that you are using those capabilities in an 
appropriate and timely way, that you use critical thinking 
skills to modify and adapt your functions according to your 
assessment of your patient’s needs, and that you continue to 
learn and grow so that your practice reflects contemporary 
knowledge and practice. Competence is another word that 
is often used in regard to validating legitimacy.

The American Nurses Credentialing Center (ANCC) is 
a subsidiary of ANA, with a designated purpose of assisting 
individuals and groups on their “ journey to excellence”. 
Using the acronym CARES, the ANCC web site states that 
the organization certifies individual nurses in numerous 
practice and advanced practice areas, accredits organizations 
that offer continuing nursing education, recognizes 
excellence in organizational nursing practice through 
the Magnet Recognition Program® and Pathways to 
Excellence® programs, educates the public and collaborates 
with organizations to advance the understanding of 
credentialing services, and supports credentialing through 
research, education, and consultative services.

In order to carry out its credentialing activities, ANCC 
itself is held to standards of accountability, both internally 
and by external accrediting organizations, such as the 
National Commission for Certifying Agencies and the 
Accreditation Board for Specialty Nursing Certification. 
This ensures, for example, that certification examinations 
are psychometrically sound, developed and conducted 
with integrity, and produce valid, reliable outcomes. 
The credential after your name indicating that you 
are “certified” carries value because it comes from an 
organization which has met these standards.

Other nursing organizations offer credentialing services, 
though none are as extensive as ANCC. Many specialty 
nursing organizations offer certification processes for 
individual nurses in their areas of practice. As with ANCC’s 
certification program, there are standards in place to 
ensure that these examinations are conducted according 

to national and/or international standards. This provides 
comfort for you as the test-taker that the examination 
process is a valid one and that the certification you receive 
means something. Once you are certified in your specialty 
area, you have the “credential” to practice using the 
knowledge, skill, and ability that you have gained.

It is important to be aware of the words “certified” or 
“certificate”. There are some activities offered for nurses 
that enable them to take a short course in a particular topic 
and become “certified”. While this may mean that you as 
the learner get a “certificate” after completing the course, 
there is no association of this certificate with a “credential”, 
which indicates that you have demonstrated a specified level 
of competence in the particular learning area in a program 
recognized by a national or international credentialing 
body. 

Attaining additional credentials to support your practice 
can also occur through seeking an advanced academic 
degree. Just as there are accreditation processes for 
organizations that certify nurses, there are accreditation 
and state approval processes for higher education 
programs. Attaining a degree from an accredited academic 
organization is an indication that your program of study 
has met the rigorous requirements of the accrediting 
agency.

Just as individuals can be credentialed through 
either academic or practice routes, organizations can 
be credentialed. As an example, continuing education 
programs that are planned, implemented, and evaluated 
using the criteria and key elements of the ANCC 
accreditation program are accepted by most state boards of 
nursing. This is because there is knowledge that programs 
operating through the accreditation system have met 
rigorous standards related to adult learning, educational 
design, and outcomes monitoring.

The Magnet® and Pathways® programs of ANCC are 
other examples of credentialing of organizations. Facilities 
seek the Magnet® or Pathways® credential as evidence 
of their ability to promote excellence in nursing practice, 
which has been clearly linked to excellence in patient care. 
Nurses understand the value of the credential as they 
consider places to work, and patients respect the value of 
the credential when they consider places to seek care.   

Knowledge about credentialing can help you make 
decisions about your professional growth. Is the continuing 
education program you want to attend recognized by an 
accreditation system? Is the academic program you are 
considering for your advanced degree accredited by a 
relevant credentialing body? Are you interested in working 
at a facility that has received Magnet® or Pathways® 
designation? Perhaps you are interested in learning how 
you can assist your facility to begin the Magnet or Pathways 
journey. Would you like to become certified in a particular 

area of nursing practice? There are numerous opportunities 
for you to use the value of certification to help you continue 
your personal journey to nursing excellence.

Pamela S. Dickerson, PhD, RN-BC*, Chair, Ohio Nurses 
Foundation Continuing Education Provider Council 

*The “BC” credential means that I am board certified; my certification 
is in Nursing Professional Development through ANCC.

Credentialing: What Does It Mean For You?

Editor’s Notes
The Ohio Nurse provides an additional benefit to 

members of the Ohio Nurses Association (ONA). All 
independent studies that are published in the Ohio 
Nurse are free to ONA members. In the first two years 
of publication, 1,672 free studies, worth $20,064, were 
taken by ONA members. 

To take your independent studies for free, think 
about joining ONA if you’re not already a member. 
ONA is all about nursing. For more information and 
the membership application, see page 3.

Gingy Harshey-Meade MSN RN CAE NEA-BC 
Chief Executive Officer, Ohio Nurses Association. 
I am a Nurse, Together We are ONA.

National Nurses Week 

May 6-12,
 2010
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Join ONA and Become Part of the Future of Nursing! What Can ONA Do 
For Me? 

The Ohio Nurses Association does a lot for the nursing 
profession as a whole, but what does ONA do for its 
members? 

DISCOUNTED PRODUCTS AND SERVICES Members 
take advantage of a wide array of discounts on products and 
services, including professional liability insurance, home 
and auto insurance, hotels, rental cars, etc.

WORKPLACE ADVOCACY ONA provides members 
access to a wide range of resources to help them make a 
real difference in the workplace, regardless of work setting. 
ONA partners with the Center for American Nurses to 
provide members with resources to create healthy and safe 
work environments in all health care settings by providing 
tools to help nurses navigate workplace challenges, 
optimize patient outcomes and maximize career benefits.

EDUCATION Whether you’ve just begun your nursing 
career or are seeking to enhance or maintain your current 
practice, ONA offers numerous resources to guide you. 
For example, the Ohio Nurses Foundation awards nine 
scholarships annually with preference to ONA members. 
Members also save up to $120 on certification through 
ANCC, and can earn contact hours for free through the 
independent studies in the Ohio Nurse. They can also earn 
contact hours online at CE4Nurses.org, among many other 
educational opportunities.

NURSING PRACTICE ONA staff includes experts 
in nursing practice and policy that serve our members by 
interpreting the complexities of the Nurse Practice Act and 
addressing practice issues with a focus of ethical, legal and 
professional standards.

LEGISLATIVE ADVOCACY ONA gives members a 
direct link to the legislators that make decisions that affect 
nursing practice. Members can become Legislative Liaisons 
for their district, join the Health Policy Council and 
participate in the legislative process in many other ways 
through their ONA membership.

These are just a few of the benefits nurses receive as 
ONA members. Dues range from $33 - $47 a month and we 
offer reduced dues rates to new graduates, unemployed and 
retired nurses. Fill out and return the ONA Membership 
Application or go to www.ohnurses.org> Join/Renew to 
start taking advantage of what ONA has to offer.

Visit us on the web anytime

www.ohnurses.org
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Get your copy of 
Legal Regulations and 

Professional Standards 
for Ohio Nurses

The second edition of Legal Regulations & Professional 
Standards for Ohio Nurses is available for purchase from the 
Ohio Nurses Foundation. Much has changed in the health 
care environment since the initial publication of this 
resource ten years ago and this new, updated edition will 
enable students and registered nurses alike to become more 
familiar with the law, rule, and professional standards that 
define nursing practice. 

This resource is available as an Adobe© PDF available via 
email for $18.00 or on CD for $22.00 plus applicable sales 
tax. To order your copy, please visit www.ohnurses.org and 
click on “Practice”> “Legal Regulations Guide”, or contact 
Kathleen Morris, Director of Nursing Practice, at kmorris@
ohnurses.org or (614) 448-1026. Please allow seven to ten 
business days for delivery.
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Independent Study 
Instructions

To help Ohio’s RNs and LPNs meet their obligation to 
stay current in their practice, three independent studies 
are published in each issue of the Ohio Nurse.

Fees
The independent studies are free to members of the 

Ohio Nurses Association if taken within six months of 
publication. Studies are $12.00 each for non-members. 

Additional independent studies may be purchased for 
$12.00 per study (plus shipping and handling) for both 
ONA members and non-members. The order form is 
available online at www.ohnurses.org.

General Instructions
1. Please read the independent study carefully.
2. Complete the post-test and evaluation form for 

each study.
3.  Fill out the registration form on this page 

indicating which studies you have completed.
4. Return originals or copies of the registration 

form, post test, evaluation and payment (if 
applicable) to: 

Ohio Nurses Foundation
4000 East Main Street
Columbus, OH 43213

Post-test
The post-test will be reviewed. If a score of 70 

percent or better is achieved, a certificate will be sent to 
you. If a score of 70 percent is not achieved, a letter of 
notification of the final score and a second post-test will 
be sent to you. We recommend that this independent 
study be reviewed prior to taking the second post-test. If 
a score of 70 percent is achieved on the second post-test, 
a certificate will be issued.

References
References will be sent with the certificate.

Questions
Contact Sandy Swearingen at 614-448-1030 

(sswearingen@ohnurses.org), or Zandra Ohri, MA, MS, 
RN, Director, Continuing Education at 614-448-1027 
(zohri@ohnurses.org).

Disclaimer: The information in the studies published 
in this issue is intended for educational purposes only. It 
is not intended to provide legal and/or medical advice.

There is no commercial support for any of the 
independent studies of this issue of the Ohio Nurse. The 
authors and planning committee members of these 
studies have declared no conflict of interest.

The Ohio Nurses Foundation (OBN-001-91) is 
accredited as a provider of continuing nursing education 
by the American Nurses Credentialing Center’s 
Commission on Accreditation.

Registration Form:
Please check the appropriate Post Tests

Select the studies you are taking:

__ Nursing: Exploring the Past, Assessing the Present, Contemplating the Future

__ Tips for Managing Anger Constructively

__ Developing a Nursing IQ Part II: The Expertise of the Nursing Process

Name: ___________________________________________________________________________________________________

Address: _________________________________________________________________________________________________
 Street City State Zip

Day phone number: ______________________  Email Address: __________________________________________________

RN or LPN? RN LPN ONA Member YES NO ONA Member # (if applicable): _______________

ONA MEMBERS:
Each study in this edition of the Ohio Nurse is free to members of ONA if taken within six months of publication. After 
six months, the fee is $12.00 per study. Additional independent studies can be purchased for $12.00 plus shipping/
handling. A list is available online at www.ohnurses.org> Continuing Education> Order Independent Studies.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $12.00 for non ONA-Members. Additional independent studies can be 
purchased for $12.00 plus shipping/handling. A list is available online at www.ohnurses.org> Continuing Education> 
Order Independent Studies.

Payment Method: 
___ Check     ___ Visa     ___ MasterCard     ___ Discover     ___ American Express  

Credit Card #:________ - ________ - ________ - ________ Exp. Date: ____/____ Verification Code: ________

Signature: _______________________________________________________________________________________________

Please send check payable to Ohio Nurses Foundation or credit card information along with this completed form to: 
Ohio Nurses Foundation, 4000 East Main Street, Columbus, OH 43213

ONA OFFICE USE ONLY

Date received: ____________________  Amount:________________________   Check No.: ___________________________

CE4Nurses.org is your one stop online center for 
quality continuing education for nurses. Meet the OBN 
requirement for 1 contact hour in law and rules (Nurse 
Practice Act) governing nursing practice in Ohio required 
for renewal of an Ohio nursing license.

CE4Nurses.org allows nurses to:
•	 Select	a	continuing	education	topic	to	study
•	 Read	the	independent	study
•	 Take	the	post-test
•	 Print	a	CE	certificate
•	 Provide	feedback	to	us

All in one visit! All completely online! All at the time 
and place of your choice!

CE4Nurses.org is a program of the Ohio Nurses 
Foundation. 

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation.

New studies added—visit today to see what’s new!

If you are a Licensed Practical Nurse in the state of 
Ohio, your license will expire August 31, 2010. You 

will need to have earned 24 contact hours including 1 
Contact Hour Category A (Law and Rules) by that date. 
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This study is designed to explore the history of nursing 
and examine current issues and practices of nursing 
and nurses as a vehicle for determining the role nursing 
will play in the future of healthcare in the United States. 
Information has been gleaned from numerous sources and 
from the personal experiences of many currently practicing 
nurses. Thoughts about the future of nursing are merely 
speculations, but are based on historical precedent and 
current trends. The reader is encouraged to reflect on 
the content of the study as a basis for formulating his/
her own opinions regarding the future of nursing and the 
responsibilities of today’s practicing nurses in influencing 
that future. Copyright © 2008, Ohio Nurses Foundation.  
Expires  1/2012.

1.1 contact hours will be awarded for successful 
completion of this independent study. 

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Define elements in the history of nursing.
2. Describe the current state of nursing practice.
3. Identify issues to be faced in future nursing practice. 

This independent study was developed by: Pam 
Dickerson, PhD, RN, BC, PRN Continuing Education, 
Inc. The author and planning committee members have 
declared no conflict of interest. There is no commercial 
support for this independent study.

Historical Perspectives
The word nursing has derivatives in several languages. 

Generally, the term has related to a role of nourishing 
or nurturing. Women, since prehistoric days, have been 
nurturers and nourishers. They first served their own 
families: drawings on cave walls depict women caring for ill 
and injured members of their families or groups. Men were 
the “hunters and gatherers” who left the shelter of home 
and went in search of food and other essentials for life. The 
women stayed behind to care for the home and family. Over 
time, women also assumed the role of “assistants” to the 
medicine men, who often used herbal remedies and crude 
“treatments” for those who needed care.

Although there has been anecdotal evidence of the 
role of women as nurturers, the first written references to 
nursing in early civilizations come from India. Documents 
show that nurses in early Indian culture were mostly male. 
They were recruited to serve others based on the qualities 
of high standards, trustworthiness, and skill (Donahue, 
1985). Other than the Indian writings, history is essentially 
silent about the role of nurses prior to the Christian era. 
This may be due to the facts that the nursing role was 
considered to be part of the expectation of women, that the 
work was considered unimportant, or that little value was 
placed on nursing functions.

With the beginning of the Christian era, care of the 
sick, homeless, or needy became a spiritual mission. Nurses 
of this time, both male and female, were often associated 
with religious orders. While there was generally little or 
no formal “training”, nurses provided compassionate, 
supportive care to the ill, injured, and/or dying. There were 
some early hospitals and “hospices”–most often way-stations 
for those needing respite on a journey, but nursing was also 
provided in homes.

As time passed and knowledge grew, people were 
trained as physicians. There was some scientific basis for 
the practice of “medicine”, though much was based on 
herbal remedies and crude treatments. Nurses assumed the 
role of assistant or attendant to the physician as well as care 
provider for the patient. Both physicians and nurses learned 
through an apprenticeship model–first as observers, then 
as assistants, and finally as recognized care providers. Some 
universities began to train physicians, but there were no 
formal learning opportunities for nurses.

Unfortunately, history was not kind to nursing. In the 
Middle Ages, there was a dramatic shift from the provision 
of care by religious orders to care being given by untrained 
people who were prisoners and others of ill repute. In fact, 
the period from 1550 to 1850 has been referred to as the 
“dark period of nursing” (Donahue, 1985, p. 191). Hospitals 
were dark, dirty, and unhealthy. People died of infection 
and conditions caused by their confinement (what we would 
call facility-acquired infections today!). “Nurses” were often 
lay attendants who had no regard for their patients or 
their duties. Donahue (1985) states that, “When a woman 
could no longer earn a living from gambling or vice, she 
might become a nurse. Nurses were drawn from among 
discharged patients, prisoners, and the lowest strata of 
society”. In 1844, Charles Dickens wrote Martin Chuzzlewit, 
in which he described the role of a private duty nurse he 
named Sairey Gamp. She became the icon for the antithesis 
of a good nurse; she was big, burly, uncompassionate, and 
downright dangerous for her patients. 

Interestingly, at about the same time as these negative 
images were so prevalent, Florence Nightingale began her 
nursing work. Ms. Nightingale has been referred to as the 
“pioneer and founder of modern nursing” (Donahue, 1985, 
p. 238). Among her many contributions to nursing were 
(1) significant reduction in the death rate of hospitalized 
patients due to implementation of sanitation and hygiene 
measures, (2) development of a vocabulary common 
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to nursing and medicine to aid in understanding and 
communication, (3) accumulation and documentation of 
statistical data related to patient care, (4) initiation of a 
training program for student nurses, and (5) publication of 
the well-known Notes on Nursing (Nightingale, 1859).

While nursing in Europe and Asia was suffering from 
lack of discipline, respect, and quality, nursing in the United 
States was emerging in much the same mode. Prisoners 
and those unable to get jobs elsewhere became “nurses”, 
though there was no training or educational preparation. 
Care was rudimentary at best, and hospitals were places 
where disease and infection were rampant. Medical schools 
were developed in the U.S. in the 1800’s, though some who 
wanted to be physicians traveled to Europe for university 
education. The American Medical Association began in 
1847, with the purposes of improving medical education, 
establishing a code of ethics for physicians, and promoting 
public health (Donahue, 1985).

The Civil War marked a time of transition in the 
quality of nursing in the United States. Several religious 
orders, some of which were branches of orders originally 
established in Europe, took on the role of nursing the 
wounded in battle. A significant difference was that the 
people recruited into the religious orders were intelligent, 
compassionate, and of a higher social strata than the lower-
class people who were serving as “nurses” in the hospitals. 
Over time, there was better recognition of the discipline of 
nursing, and a movement began to educate nurses specific 
to the roles they played in healthcare.

Dorothea Dix, a non-nurse with excellent organizational 
and practical skills, was appointed Superintendent of the 
Female Nurses of the Union Army in 1861. She established 
a corps of volunteer female nurses who met the following 
criteria: between the ages of 35 and 50, “matronly and 
plain-looking persons of experience, of superior education, 
and of serious disposition”, with traits of neatness, order, 
and sobriety (Donahue, 1985, p. 293). The work of Ms. 
Dix ended at the end of the Civil War, but her significant 
contributions to the development of the role and reputation 
of the nurse made a strong impact on the future of the 
profession. 

The International Red Cross had its beginning in 
1864, when twelve governments (not including the United 
States) signed the Treaty of Geneva. The premise of the 
organization was to protect and care for those wounded 
in war. The now well-known emblem was selected and has 
existed since that time. Great Britain joined the group in 
1870 and the United States in 1882. Clara Barton, a nurse 
on the battlefields of the Civil War in the United States as 
well as in hospitals, also operated an independent war relief 
effort to provide supplies and assistance to those who lost 
lives, property, and other assets during the Civil War. Her 
work led to the United States’ agreement to be a part of 
the International Red Cross and the establishment of the 
American Red Cross in 1881.

Another person who had significant influence on 
nursing in the United States was Linda Richards. Ms. 
Richards is known as the “first trained nurse in the 
United States” (Donahue, 1985, p. 316). She graduated 
from the newly formed nursing training program at the 
New England Hospital for Women and Children in 1873. 
Her first nursing position was as night superintendent at 
Bellevue Hospital, where she instituted several measures 
to promote quality in nursing. Among these were use of 
light at night to aid in visibility while providing care, use of 
written documentation to support nursing observations and 
actions rather than oral reports, and initiation of infection 
control practices by separation of those with infectious 
diseases from other patients.

Most of the early nursing schools were traineeship 
programs based in hospitals. The student nurses were 
essentially the staff of the hospital, so it became common 
for hospitals to establish schools of nursing as a means 
of getting hospital workers. There was no regulation of 
these schools or standardization of curricula, faculty, or 
outcomes.

An early attempt to regulate nursing education came 
in 1893 with the founding of the American Society of 
Superintendents of Training Schools. This organization 
later became the National League for Nursing Education 
and finally the National League for Nursing, which 
continues today as a dynamic organization promoting 
nursing education. The associated National League for 
Nursing Accreditation Commission (NLNAC) currently 
accredits all types of nursing education programs.  

Recognition was growing that nurses needed to be 
educated, and that those who were to serve as nurse 
educators must have a higher level of education in order 
to carry out their roles. The Yale School of Nursing was 
established in 1924 as the first in the world to be a separate 
university department. The first graduate program that 
enrolled nurses was the Teachers’ College at Columbia 
University, where nurses were educated to become 
administrators of nursing service or nursing education. 
Mary Adelaide Nutting began teaching at Teachers’ College 
in 1907 and is recognized as the first nursing professor in 
the world (Donahue, 1985). The Teachers’ College program 
was the first in the country to grant a doctoral degree in 
nursing. In 1920, nurses became able to earn an EdD in 
nursing education. The Doctor of Nursing Science (DNS) 
degree was first awarded by Boston University in 1960.

Based on nursing’s functions in the Civil War and 

continuing through the Spanish-American War at the end 
of the nineteenth century, the United States military began 
to recognize the value of nurses to the care of those injured 
in battle. A bill was passed in the United States Congress in 
1901 to create what was to become the Army Nurse Corps; 
the Navy Nurse Corps was added in 1908. The first army 
nurses were paid $40 monthly for service in the United 
States and $50 per month for service abroad (Donahue, 
1985, p. 333). 

Formal visiting nurse services were established in 
England and in the United States around the turn of 
the 20th century. These services were often provided 
in association with settlement houses, which served as 
gathering places for the poor and needy. The settlement 
houses provided shelter, education, food, and other types 
of assistance. From these houses, the visiting nurses began 
their forays into the communities and into peoples’ homes. 
There they gave care to the sick, provided health teaching, 
suggested strategies for infection control, and gave support 
to family caregivers. Lillian Wald, who operated the Henry 
Street Settlement House in New York, is credited with 
being the founder of public health nursing in this country 
(Donahue, 1985).

Nurses working in hospitals, settlement houses, homes, 
and communities began to realize that much change 
needed to occur to enable nursing to become stronger 
and better recognized. While many of the nurse leaders 
mentioned already had significant roles to play in the 
progress of nursing, they had limited power and influence 
when operating as a “committee of one”. To provide 
support for groups of nurses, the British Nurses Association 
was formed in 1888, the first formal nursing organization 
in the world. In the United States, the American Nurses 
Association (ANA) was formed in 1911. Its earliest members 
were those who had been members of alumnae associations 
of the schools of nursing from which they graduated. 
The professed goals of the ANA at its foundation were 
to encourage high standards of practice and promote 
the well-being of nurses, including improvement of 
working conditions. Internationally, the International 
Council of Nurses (ICN) was established in 1899, with its 
members being the national nursing associations. These 
organizations continue to support nurses and nursing 
today.

The first licensing laws for nurses in the world were 
enacted in South Africa in 1891. In the United States, 
licensure first began in 1903 as a voluntary process in the 
states of North Carolina, Virginia, New York, and New 
Jersey. Ohio first established a licensure process and a 
regulatory board in 1915.

Nurses continued to serve the United States in the two 
world wars, in Vietnam, and in Korea. The Spirit of Nursing 
monument at Arlington National Cemetery in Washington, 
D.C. was dedicated in 1938. The role of nurses continued 
to evolve in both military and civilian activities. Military 
advances, such as discovery of ways to prevent infection, 
treat trauma, and cure disease, often led to advances in 
care in the private sector as well. The first critical care units 
were established as part of battlefield trauma centers. This 
concept subsequently became a significant part of civilian 
hospitals, beginning in the mid-1960’s.

Educationally, preparation for nursing practice through 
the 1960’s continued to be primarily at the hospital 
“training” level. Student nurses lived in dormitories 
connected to the hospital, took classes there, and provided 
extensive patient care, often in the role of staff. At the end 
of a typically three-year educational program, the student 
graduated with a diploma in nursing. The concept of 
college-based nursing education programs grew, however, 
and more and more universities established schools or 
colleges of nursing. Students enrolled in these programs 
took liberal arts classes in addition to their nursing courses. 
They completed clinical rotations in hospitals but typically 
did not live there or serve in staff roles. University students 
took part in non-academic campus activities as well as their 
academic endeavors. At the end of a four-year educational 
program, these students earned a Bachelor of Science 
degree in nursing (BSN). Beginning the in late 1950’s, 
the Associate Degree (AD) concept was introduced as a 
technical level nurse, with a two-year educational program. 
Though this concept was begun as a pilot project, it rapidly 
spread across the country as a way to quickly educate nurses 
to meet increasing demand. Today, diploma programs have 
essentially faded, though there are a few still in existence. 
The associate degree and bachelor’s degree are the two 
main pathways to a nursing career, and the licensure 
examination does not distinguish between the two in terms 
of granting recognition to the passer as a registered nurse.

The Current State of Nursing
Nursing Education

There are currently a number of different paths people 
can take to become nurses. Typically, a one-year curriculum 
prepares a learner to sit for the NCLEX-PN examination 
to become a licensed practical (vocational) nurse–LPN 
or LVN. While one year is the average length of time, this 
program may be consolidated to be conducted within a 
one-calendar academic year–from early September through 

Nursing: Exploring the Past continued on page 7



March 2010 Ohio Nurse Page 7

late May, for example. State boards of nursing specify in 
their nurse practice acts what the LPN curriculum must 
include.

The path to registered nurse licensure is more diverse 
and complex. With a two-year curriculum, a person can 
graduate from a community college with an Associate 
Degree (AD) in Nursing. There are still a few three-year 
diploma programs available throughout the United States. 
A college or university curriculum graduates a learner with 
a Bachelor’s Degree (BSN) in Nursing. Newer learning 
programs are an “accelerated BSN” program and entry-
level master’s or PhD programs. These programs admit a 
learner who has a bachelor’s degree in another field and 
provide the nursing content in a few months to two years, 
depending on the program. Registered nurse pre-licensure 
programs are regulated by state boards of nursing, with 
curriculum and faculty requirements specified in nurse 
practice acts. In the masters’ or doctoral programs, the 
first several months of the curriculum incorporates the 
essential information and clinical experiences the learner 
needs in order to sit for the licensure examination – after 
the examination has been passed and the nurse is licensed, 
he/she continues on with the curriculum to ultimately earn 
a master’s or doctoral degree in nursing. 

Each educational program mentioned in the preceding 
paragraph prepares the learner to sit for the NCLEX-RN 
examination. There is no differentiation in the examination 
or licensure status based on pre-licensure educational 
level. NCLEX stands for “National Council Licensure 
Examination”, because the examination is developed and 
implemented under the auspices of the National Council 
of State Boards of Nursing (NCSBN). The examination is 
entirely computer based and is offered at selected locations 
around the United States. While there is no “score” on the 
test, each state’s board of nursing determines what it will 
accept as the appropriate “pass rate”.

There are a number of educational opportunities for 
nurses who already have licenses as registered nurses 
to advance their educations. As noted earlier, the first 
graduate nurse programs in the United States were focused 
on preparation of nurse administrators. Through the early 
1980’s, graduate education in nursing typically offered 
the learner three “tracks”, or areas of specialization–
administration, education, or practice. Since that time, 
however, a major focus of graduate education has been 
in the preparation of advanced practice nurses, or APNs. 
There are four types of advanced practice nurses–Certified 
Nurse Practitioner, Clinical Nurse Specialist, Certified 
Nurse Midwife, and Certified Registered Nurse Anesthetist. 
Their roles vary, depending on licensure laws and rules in 
each state. While historically advanced practice nurses have 
been prepared at the master’s level, a recent movement 
has emphasized the value of educational preparation at 
the doctoral level for advanced practice nurse clinicians 
(Stanley, 2006). These programs offer the degree of DNP–
doctorate of nursing practice. Doctoral preparation is also 
available for nurses in PhD (doctor of philosophy) and 
DNS (doctor of nursing science) programs, although the 
recommendation of the American Association of Colleges 
of Nursing is to discontinue the DNS when the DNP 
becomes the primary terminal degree for nursing practice, 
ideally by 2015 (Stanley, 2006). The later programs are 
considered “academic” or “research” degrees, as opposed 
to the practice doctorate.

A major area of concern today is the lack of adequate 
nursing education faculty in schools/colleges of nursing. 
Because the focus of graduate education has been 
preparation of clinicians, the number of nurse educators 
has decreased dramatically in the past 20 years. There is 
substantial value in a master’s or doctoral level education 
focused on preparation of nurse educators–courses in 
curriculum development, teaching/learning theory, adult 
learning principles, and educational methodology provide 
the prospective educator with important tools and resources 
to aid in teaching effectiveness. Today, an increased focus is 
being placed on preparation of nurse educators, and both 
state and federal initiatives are being considered to attract 
more nurses into educational roles.

While state boards of nursing have regulatory authority 
over pre-licensure educational programs and establish 
requirements for curriculum and faculty, there are 
also accrediting bodies that review nursing programs 
to determine that they meet standards for national 
recognition. As noted earlier, the National League for 
Nursing has been in existence for over 100 years with 
membership consisting of nurse educators and others 
interested in advocating for nursing education and the 
future of nursing. The National League for Nursing 
Accreditation Commission accredits nursing education 
programs at all levels. A newer group, the American 
Association of Colleges of Nursing, is comprised of deans 
and leaders of educational programs at baccalaureate and 
higher levels throughout the country. This organization 
has started another accreditation program, the CCNE, 
or Commission on Collegiate Nursing Education, which 
accredits baccalaureate and higher education programs. 
Both accrediting bodies are recognized by the U.S. 
Department of Education.

Nursing Practice
While the hospital remains the major employer of nurses, 

more and more nurses are practicing in non-hospital 
environments. Public and private schools, business and 
industry, churches and synagogues, and community service 
agencies are hiring nurses (or in some cases using nurse 

volunteers) to provide care, do health teaching, coordinate 
care, and provide health-related guidance and support 
to clients and their families. Nurses work in research 
laboratories and in the new field of nursing informatics. 
Some nurses have developed expertise to enable them to 
serve as consultants in nursing administration or education. 
Others serve as case managers for insurance companies or 
other payer groups. As they have since the Civil War, nurses 
continue to serve their country through military service. 
There are many opportunities for nurses to use their talents 
and skills.

Within the hospital, nurses may function as staff 
nurses, nurse managers, advanced practice clinicians, or 
administrators. Two other “types” of nursing practice have 
recently been identified–the clinical nurse leader and the 
nurse navigator. Typically prepared at the master’s level, 
these nurses would function in the role of coordinator 
of care or patient advocate. In each case, the focus is on 
the role of the nurse in helping the patient to get safe, 
quality care in a timely manner–coordinating the services, 
resources, and payment systems essential to provision of 
care for a given client and family.

Nursing homes, clinics, and home health agencies are 
also frequent employers of nurses. Nursing roles, however, 
are changing–increasing numbers of unlicensed assistive 
personnel are being used to perform tasks associated with 
patient care. The role of the nurse in many environments 
is changing from “task-performer” to critical thinker, 
analyzer, and planner/coordinator of care. Increasingly, 
nurses are using computers for documentation and 
communication purposes, changing the typical approach 
to “charting” of nursing observations and actions. 

Entrepreneurship is alive and well among nurses, too. 
Some nurses are “hanging out their shingles” in community 
based practices. Others are joining existing healthcare 
practices as partners, rather than employees. Within 
the past two years, a number of quick-service clinics have 
opened around the country. These are often small clinics 
located in pharmacies or other retail stores, though some 
have been located in airports, shopping centers, and other 
public locations. The intent is to have nurse practitioners 
available to see individuals with common health problems. 
This eliminates the need for people with sore throats, flu 
symptoms, and other common ailments from using the 
emergency room as a source of primary care and provides 
quick, easy access to a health professional for diagnosis and 
treatment of common concerns. The nurse practitioners in 
these clinics work collaboratively with physician colleagues 
and refer complex cases or those requiring on-going care 
and monitoring to the patient’s primary physician.

Nursing Organizations
The American Nurses Association (ANA) is the primary 

professional association for registered nurses in the United 
States. The ANA, headquartered in Silver Spring, MD, 
offers numerous resources and services for members–
ranging from educational opportunities to materials such 
as The American Nurse and the Code of Ethics for Nurses with 
Interpretive Statements. The American Nurses Association also 
offers a number of benefits of membership. Information 
about the organization can be found on its web site, www.
nursingworld.org. Distinct areas within ANA represent 

professional nursing issues and collective bargaining. 
Specialty nursing organizations have been created 

for practically all of the practice areas within nursing. 
Examples of these groups include the Oncology Nursing 
Society for cancer care nurses, the Emergency Nurses 
Association for emergency department nurses, and the 
American Association of Critical Care Nurses for those 
nurses involved in the various areas of critical care 
nursing practice. Numerous other groups exist for nursing 
specialties–search the internet for the group of interest 
to you. These groups typically operate on a membership 
basis–annual membership fees and benefits of membership 
vary widely.

Certification in specialty areas is available through the 
American Nurses Credentialing Center’s Commission 
on Certification and through specialty organization’s 
certification programs. Typically, certification is achieved 
after meeting practice and educational requirements and 
sitting for a certification examination. Certification must 
be renewed periodically–depending on the organization, 
requirements for recertification may include re-testing, 
continuing education, and continued practice. Some 
employers offer financial incentives for certification, others 
recognize certification as an attribute in considering 
clinical ladder progression or promotion.

Contemplating the Future
As we think to the future of nursing and the role of 

nurses in healthcare, it is important to ask this question: 
What is nursing? If nursing is defined as a series of 
tasks, and the nurse as a task-performer, then technical 
“training” in the performance of those tasks should be 
adequate. If nursing is skill-specific, then “teaching” 
nurses how, when, where, and on whom to perform those 
skills should suffice. On the other hand, if nursing is 
considered to be a profession, with its own processes for 
learning, self-regulation, advocacy, and accountability, then 
nurses need to be educated at a level commensurate with 
that of other healthcare professionals. There is ongoing 
debate in professional circles regarding the “proper” 
level of education for nurses. However, as long as there is 
a shortage of nurses, any attempt to limit the pathways to 
nursing licensure will undoubtedly meet with considerable 
resistance.

There are approximately 2.8 million nurses in the 
United States today. Nearly 80% of those licensees are 
currently employed in nursing, with hospitals being the 
largest employer group. It is projected that there will be a 
shortage of one million nurses in the US by the year 2020 
(Knight, 2007). This is due to multiple factors–retirement 
of currently practicing nurses, fewer people entering the 
profession, and difficulty of interested learners in being 
able to get into nursing education programs due to lack of 
faculty and/or appropriate clinical placements for student 
learning experiences. Compounding the challenge is the 
aging of the “baby boomer” generation of Americans, with 
many more people aging and needing healthcare services 
within the next twenty years.

Nursing: Exploring the Past continued from page 6

Nursing: Exploring the Past continued on page 8
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Post Test and Evaluation – Nursing: Exploring the Past, Assessing the Present, Contemplating the Future

DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. 
The evaluation questions must be completed and 
returned with the post-test to receive a certificate.

Name: _____________________ Final Score: ___________

Please circle one answer.

1. The person considered to be the founder of modern 
nursing is:

 a. Clara Barton
 b. Dorothea Dix
 c. Florence Nightingale 
 d. Linda Richards

2. The first trained nurse in the United States is 
considered to be:

 a. Clara Barton
 b. Dorothea Dix
 c. Florence Nightingale
 d. Linda Richards  

3. The first recorded evidence of nurses comes from:
 a. Egypt
 b. Europe
 c. India  
 d. The Middle East

4. From the time of pre-Christian nurses to the middle 
ages, this phenomenon occurred: 

 a. Advancement in technical skills
 b. Decline in quality of the people in nursing roles 
 c. Decline in numbers of nurses
 d. Less recognition for services that were provided

5. Sairey Gamp is a model of:
 a. An ideal nurse
 b. Someone’s vision of nursing
 c. The aspirations of a lay person desiring a nursing 
  education
 d. What a nurse should not be

6. The document that founded the International Red 
Cross is the:

 a. Treaty of Convention
 b. Treaty of Geneva
 c. Treaty of Paris
 d. Treaty of Versailles

7. Among the contributions of Florence Nightingale was:
 a. Development of the International Red Cross
 b. Initiation of the hospice movement
 c. Work with prisoners of war
 d. Use of statistical data to analyze care

8. An organization with a component that accredits 
nursing education programs is:

 a. American Hospital Association
 b. Joint Commission
 c. National League for Nursing
 d. Society for Advancement in Nursing Education

9. Learners who graduate from AD and BSN programs 
take different licensure examinations.

 a. False 
 b. True

10. A person can enter some master’s degree programs in 
nursing without first being an RN.

 a. False 
 b. True

11. NCLEX stands for
 a. National Council Licensure Examination
 b. Normative Comprehensive Licensing Examination
 c. Nursing Clinical Licensure Examination
 d. Nursing Collegiate Licensing Examination

12. A score of 500 or better on the NCLEX examination 
entitles the nurse to special licensure opportunities.

 a. False 
 b. True

13. The projected shortage of nurses by 2020 is:
 a. 100,000
 b. 1 million 
 c. 1.5 million
 d. 2.8 million

14. A practice doctorate in nursing is the:
 a. DNP 
 b. DNS
 c. PhD
 d. RN-D

15. It is estimated that what percent of nurses leave their 
first jobs within two years?

 a. 20
 b. 30
 c. 40
 d. 50 

16. The Code of Ethics for Nurses includes:
 a. Laws for safe nursing practice
 b. Meeting with colleagues to discuss patient care 
  issues
 c. Standards for educational programs
 d. Taking care of your self as well as others

17. Accrediting bodies for academic nursing education 
programs include: 

 a. The American Nurses Association and the 
  American Association of Colleges of Nursing
 b. The American Nurses Credentialing Center’s 
  Commission on Accreditation and the Emergency 
  Nurses Association
 c. The National League for Nursing Accreditation 
  Commission and the Commission on Collegiate 
  Nursing Education
 d. The National Licensure Examination 
  Organization and the National Council of State 
  Boards of Nursing

18. The future of nursing is:
 a. Based on past history
 b. Dependent on what happens in the next federal 
  election
 c. Related to how nurses see themselves as part of the 
  healthcare team
 d. Written in the Code of Ethics

19. A key attribute for nurses today is:
 a. Critical thinking ability
 b. Documentation expertise
 c. Performance of tasks
 d. Skills-based functioning

20. Retention of nurses in the workforce depends to a 
significant degree on:

 a. High salaries
 b. Limiting exposure to pathogens
 c. Promoting work/life balance
 d. Sign-on bonuses

Evaluation
1. Were the following objectives met?
 a. Define elements in the history of nursing. ___ Yes ___ No

 b. Describe the current state of nursing practice.  ___ Yes ___ No

 c. Identify issues to be faced in future nursing practice. ___ Yes ___ No

2. Was this independent study an effective method of learning? ___ Yes ___ No
 If no, please comment:

3. How long did it take you to complete the study, the post-test, and the evaluation form? ___________________________

4. What other topics would you like to see addressed in an independent study?

SEND WITH REGISTRATION FORM ON PAGE 5

Nursing: Exploring the Past continued from page 7

The average age of the practicing nurse in the United 
States today is 47 years. The average age of a nurse educator 
in the US today is 53 years. Not only is it important to 
consider that many of these nurses will be leaving the 
workforce for retirement, but it is also important to 
recognize that the way these nurses practice will need to be 
modified. Nurses in their 50s often do not have the physical 
stamina and energy of their 25-year-old colleagues. It may 
be very difficult for them to work a twelve-hour shift or 
move heavy equipment or patients. Adaptations may need 
to be made in the workplace to allow these nurses to be able 
to continue to contribute, while at the same time protecting 
their own health and well-being. 

Satisfaction with nursing roles is also an issue. Recent 
estimates are that up to 50-60% of nurses leave their 
first positions within two years (PwC Report, 2007). A 
major contributing cause to this high rate of turnover is 
dissatisfaction with the practice environment and lack of 
support from one’s nurse manager. Many hospitals have 
historically focused on recruitment, sometimes offering 
substantial sign-on bonuses to attract nurses. They have 
now changed their approach to emphasize retention. 
Aspects critical to retention include validation of the worth 
and contribution of the nurse, support from management 
for the nurse’s efforts, and need to address work/life 
balance to avoid burnout and high turnover.

What do you see as the future of nursing? Significant 
changes in technology and research in the past twenty years 
have radically changed nursing practice as we know it today. 
What’s on the horizon for nursing? Given the rapid pace of 
scientific advancement in the arenas of stem cell research, 
genetic modification and gene-based therapies, amazing 
opportunities for patient care might be occurring within 
the next few years. What can you do to prepare yourself for 
new roles and opportunities?

First, consider what you need to know. What you learned 
in your nursing education program is outdated. It doesn’t 
matter whether that learning took place thirty years ago or 
five years ago–what you know now is “old knowledge”. Take 
advantage of learning opportunities through seminars, 
conferences, workshops, independent study opportunities 
and other venues to keep up with what is new. Read 
professional journals, use web-based resources, and talk 
with colleagues to find out about emerging issues. Consider 
joining a professional organization. This gives you an 
opportunity to learn and to stay in touch with changes in 
the profession. It also gives you a way to get involved – to 
participate in legislative initiatives or other activities that 
promote nursing.

Always consider yourself “on display” as a nurse. 
Everyone who knows you as a nurse–from your patients 
and their families to your own family and neighbors–looks 
to you as an example of what a nurse is. How well do you 
portray the image of professional nursing? 

Unfortunately, many people in the general public get 
their perspectives of nursing from the media, or from 
greeting cards. These images often leave a lot to be desired 
in terms of appropriately recognizing and valuing who 
nurses are and what they do. Your role modeling can make 
a significant difference in people’s perceptions. What you 
do at home or in your community is just as important as 
what you do at “work”, in terms of people viewing you as 
a nurse and making judgments about the whole profession 
based on what they see of your behavior.

The Code of Ethics for Nurses with Interpretive Statements, 
developed by the American Nurses Association and 
most recently updated in 2001, identifies nine key areas 
of importance for nurses. The first three address the 
nurse-client relationship and advocate for the nurse to 
be accountable and to put the patients’ needs first. The 
second three components of the Code speak to the nurse’s 
responsibilities as a professional, including one that 

addresses the need for the nurse “to give the same care to 
self as to others” Hmmm… how well do you do this? Do 
you take time to take care of you? Unfortunately, burnout 
is not uncommon, and failure to provide adequate self-
care ultimately compromises the ability of the nurse to care 
for others. Another part of this section of the Code states 
that the nurse is accountable for continuing to learn and 
grow–seeking opportunities to expand existing knowledge 
and update information as new resources become available. 
The final three segments of the Code of Ethics address 
the role of the nurse within the bigger framework of the 
profession–how do you represent nursing to the public? 
Have you participated in legislative initiatives to recognize 
quality nursing practice and promote safe patient care? Are 
you a member of a professional association? Your role does 
make a difference–you have the ability to influence your 
own practice, people’s perceptions of nursing, and potential 
changes to laws affecting nursing practice. 

Healthcare, particularly in the context of healthcare 
reform has been a major topic of discussion both in 
Congress and at the Ohio Statehouse. Undoubtedly, 
candidates seeking election will be addressing the issue 
since it is far from being resolved. As you listen to the 
candidates share their views about the health care system, 
and its needs, listen attentively to their plan. Think about 
the implications for nursing in various scenarios as they 
are promoted. If you have an interest in political activism, 
consider speaking to a candidate about your perspectives 
on nursing and healthcare. At the very least, be informed 
as a consumer and exercise your right to vote and to 
participate in developing the framework that will influence 
how nursing is practiced in the future. Your voice does 
count; you can make a difference! 

Significant changes have occurred in nursing 
throughout its history. Significant changes are on the 
horizon, too. You have an opportunity to help shape the 
future of nursing. Thank you for being a nurse.
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Objectives:
1. Identify the background for the continuing education 

process.
2. Discuss the rules and criteria to be used to develop an 

approved provider unit.
3. Describe the process in becoming approved as a 

provider.

Purpose: Assist learners to understand the criteria for 
CE from the ANCC Commission on Accreditation and the 
rules from the OBN so they can establish and maintain an 
approved provider unit.

This special class is for individuals who wish to become 
an Approved Provider of continuing education or are new 
into an existing Provider Unit. We will discuss the reasons 
for developing an approved provider unit, how to establish 
a unit, and how to obtain approval as a provider unit. A 
prerequisite is for the learner to have submitted at least one 
individual CE event application to ONA for approval.

Dates, Time and Location
March 10, 2010, 10:00 am–2:30 pm
July 14, 2010, 10:00 am–2:30 pm
October 13, 2010, 10:00 am–2:30 pm

ONA Headquarters
4000 East Main Street
Columbus, Ohio 43213

Fee: $65 ($60 for second person from same organization) 
Registration must be paid in full prior to attending the 
event. Credit card payments cannot be accepted on the day 
of the event.

Speaker: Zandra Ohri, MA, MS, RN, Director, 
Continuing Education, Ohio Nurses Association

3.5 Contact Hours* will be awarded 
including 1 contact hour of Category 
A (law and rules). Criteria for 
successful completion include 
attendance at the entire event 
and submission of a completed 
evaluation form. 

REGISTRATION FORM: Becoming an 
Approved Provider

PLEASE FILL OUT A SEPARATE REGISTRATION FORM 
FOR EACH INDIVIDUAL FROM YOUR FACILITY.

Name: ____________________________________________

Address: __________________________________________

City: _____________________________________________  

State: ___________________________  Zip: _____________

Daytime telephone: ________________________________

E-mail: ___________________________________________

I would like to be on the mailing list for ONF’s future 
events.    ____Email    ____US Mail 

Select Session:

___ March 10, 2010, 10:00 am–2:30 pm

___ July 14, 2010 , 10:00 am–2:30 pm

___ October 13, 2010, 10:00 am–2:30 pm

___ I would like a vegetarian meal.

Payment Information 
Number of Registrants _____________

Total Payment $ ___________________

___Check Payable to Ohio Nurses Foundation Enclosed

___MasterCard  ___ Visa  ___ Discover 

___ American Express

Credit Card ________–________–________–________ 

Exp. Date:______/______ Verification #: _____________

Signature: ________________________________________

Return registration and payment at least one week prior 
to event to Ohio Nurses Foundation, 4000 East Main 
Street, Columbus, OH 43213. Fax to 614-237-6074. Email 
to: sswearingen@ohnurses.org

The Ohio Nurses Foundation would like to invite you to fill 
a table at the 9th Annual Nurses Choice Awards & Scholarship 
Luncheon on Friday, April 16, 2010 from 11:30 am to 1:30 pm. 
The event will be held at the Blackwell Hotel and Conference 
Center at the Ohio State University in Columbus, Ohio.

The Luncheon not only celebrates nursing and the 
individuals and organizations that support the profession, 
but also the unique connection between scholarship/grant 
recipients and the generous donors who fund the Foundation’s 
nine scholarships and three research grants worth almost 
$10,000 annually.

Events Calendar
Becoming an Approved Provider: 

March 10, 2010

Through the generous contributions of people like you, 
the Foundation has proudly distributed about $70,000 in 
scholarship dollars, research grants and continuing education 
dollars directly to exceptional current and future nurses.

Please consider being a table captain for the luncheon. As 
a table captain, you are responsible for bringing 9 people to 
fill a table to enjoy lunch, meet the 2010 scholarship, grant and 
Nurses Choice Award winners, and make a minimum donation 
of $50* that will not only help a future nurse reach his or her 
potential, but also change the lives of the people they serve. 

ONF will provide all of the materials you need to invite your 
guests. If you would like to be a table captain, or just want to 
attend this important event, please contact Shannon Richmond 
at srichmond@ohnurses.org or 614-448-1029. 

9th Annual Nurses Choice Awards and Scholarship Luncheon: April 16, 2010

Objectives
1. Explore the role of and implications for the Continuing 

Education and Staff Development professional in 
litigation.

2. Discuss various projects and activities that have made 
the role of CE and staff development educator more 
efficient and effective. (Poster presentations)

3. Discuss the advantages and disadvantages of at least 
three different educational methods that could be used 
to meet mandatory and competency requirements.

4. Describe the role of the staff development educator in 
obtaining and maintaining Magnet® Status.

5. Discuss how one facility developed online resources to 
provide education using various learning styles.

6. Discuss the use of simulation in staff development.
7. Describe various strategies to measure outcomes of 

continuing education.

Purpose
This event is designed to provide CE and staff 

development educators an opportunity to learn and share 
in topics related to their roles.

Speakers and full agenda are available online at www.
ohnurses.org> Events

Date, Time and Location
April 23, 2010, 8:00 am–3:30 pm
Ramada Plaza
4900 Sinclair Road
Columbus, OH 43229
614-846-0300; 800-272-6232
www.ramadaplazacolumbus.com

Fee: $85 ($80 for second or more individuals from 
same organization). Includes continental breakfast, lunch, and 
materials.

5.08 Contact Hours* Criteria for successful completion 
include attendance at least 80% of the event and submission 
of a completed evaluation form. 

Registration Information
Pre-registration is required. Registration must be paid 

in full prior to attending the event. Credit card payments 
cannot be accepted on the day of the event. Space is 
limited. Substitutions are accepted. If you must cancel, 
written notice must be received by ONF no later than April 
19, 2010 to receive a refund (minus a $25.00 processing fee) 
Late registrations will be subject to space availability. 

Contact Sandy Swearingen at ONF for details or 
questions, 614-448-1030 (Sswearingen@ohnurses.org). 
Registrations may be faxed to: 614-237-6074.

Register online at www.ohnurses.org> Events

Hotel Rooms: The Ramada Plaza is offering a 
discounted rate of $81.00 plus applicable taxes. When 
making your reservation, let them know you are with ONF. 
Rate valid through March 31, 2010.

Fifth Annual CE and Staff Development Educators Conference: April 23, 2010

REGISTRATION FORM: Fifth Annual CE and Staff 
Development Educators Conference: April 23, 2010

PLEASE FILL OUT A SEPARATE REGISTRATION FORM 
FOR EACH INDIVIDUAL FROM YOUR FACILITY.

Name: ____________________________________________

Address: __________________________________________

City: _____________________________________________  

State: ___________________________  Zip: _____________

Daytime telephone: ________________________________

E-mail: ___________________________________________

I would like to be on the mailing list for ONF’s future 
events.    ____Email    ____US Mail 

10:30 a.m. Concurrent Session (select one):

___ Teaching Strategies for Competencies

___ Staff Development and Magnet Status

1:00 p.m. Concurrent Session (select one):

___ Learning Styles, Techniques and Online Resources 

___ Simulation in Staff Development

___ I would like a vegetarian meal.

Payment Information 
Number of Registrants _____________

Total Payment $ ___________________

___Check Payable to Ohio Nurses Foundation Enclosed

___MasterCard  ___ Visa  ___ Discover 

___ American Express

Credit Card ________–________–________–________ 

Exp. Date:______/______ Verification #: _____________

Signature: ________________________________________

Return registration and payment at least one week 
prior to event to Ohio Nurses Foundation, 4000 East 
Main Street, Columbus, OH 43213. Fax to 614-237-6074. 
Email to: sswearingen@ohnurses.org
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Objectives:
June 8, 2010

1. Identify factors related to successful retirement 
planning and living an active retirement.

2. Discuss examples of exercising mind, body and spirit 
in retirement that could be used to assist community 
members as well as oneself.

3. Describe the value of processes for preserving personal 
and professional materials.

4. Describe the processes used by the Nursing History 
Project of the Medical Heritage Center to document 
Ohio nursing history and its Nursing Legends.

5. Describe the process of keeping professional and 
personal memories alive through computer technology.

6. Describe the animal/human bond and its significance 
for persons as they approach  retirement.

7. Describe how to navigate the internet to find reliable 
information on health and nursing issues.

8. Describe how to use simple technology to create 
memories of one’s professional and personal life.

6.25 Contact Hours*

June 9, 2010

1. Describe the status of healthcare reform as of June 
2010.

2. State one implication of changes for seniors and retired 
nurses.

3. Explain what the American Red Cross does for 
communities.

4. Describe opportunities for volunteering as a nurse with 
the American Red Cross.

5. Describe “disaster preparedness” in relation to your 
community.

6. Identify a role you can play regarding disaster 
preparedness in your community. 

7. Describe current initiatives for nursing.
8. Describe legal points that retired nurses should keep in 

mind when volunteering or providing various health-
care related services.

9. Clarify role limitations for RNs if they do not maintain 
a current RN license.

10. Discuss updates to the Ohio Nurse Practice Act.
11. Describe how the use of humor helps difficult subjects 

“go down easier” and resources for understanding how 
to use humor with others.

6.25 Contact Hours*

Dates, Times and Location
June 8, 2010, 9:00 am–5:15pm with picnic and 
networking after the event
June 9, 2010, 7:30am–3:15pm

Full agenda including times and speakers can be found 
online at www.ohnurses.org> Events

Ohio Nurses Association Headquarters
4000 East Main Street
Columbus, OH 43213

Events Calendar

Take a Walk on the Wild Side: June 8 & 9, 2010

Fees:
ONA Members: $95.00 for both days. 
Non-Members: $125.00 for both days, $75 for a single 
day

Registration must be paid in full prior to attending the 
event. Credit card payments cannot be accepted on the day 
of the event.

REGISTRATION FORM: Take a Walk on the Wild Side

PLEASE FILL OUT A SEPARATE REGISTRATION FORM 
FOR EACH INDIVIDUAL.

Name: ____________________________________________

Address: __________________________________________

City: _____________________________________________  

State: ___________________________  Zip: _____________

Daytime telephone: ________________________________

E-mail: ___________________________________________

I would like to be on the mailing list for ONF’s future 
events.    ____Email    ____US Mail 

Date(s) Attending:

___ Both Days

___ June 8 only

___ June 9 only

___ I would like a vegetarian meal.

___ I am attending the picnic on June 8

Payment Information 

Total Payment $ ___________________

___Check Payable to Ohio Nurses Foundation Enclosed

___MasterCard  ___ Visa  ___ Discover 

___ American Express

Credit Card ________–________–________–________ 

Exp. Date:______/______ Verification #: _____________

Signature: ________________________________________

Return registration and payment at least one week prior 
to event to Ohio Nurses Foundation, 4000 East Main 
Street, Columbus, OH 43213. Fax to 614-237-6074. Email 
to: sswearingen@ohnurses.org

*The Ohio Nurses Foundation (OBN-001-91) is accredited as 
a provider of continuing nursing education by the American 
Nurses Credentialing Center’s Commission on Accreditation.

Nursing History Tea: Celebrating a Rich History of Public Health in Central Ohio: 
April 29, 2010

Objective: Describe the role of public health nurses in 
providing care in the central Ohio community.

Speaker: Teresa Long, MD, MPH, Health Commissioner, 
Columbus Public Health (or designee)

Date, Time and Location
April 29, 2010 
Reception at 4pm, Program begins at 4:30
Prior Health Sciences Library, 5th Floor, 
Ohio State University

Cost: Free

To Register: Please call Judy Wiener, Medical Heritage 
Center, at 614-292-9273 to register. Judith.wiener@osumc.
edu

Provided by the Medical Heritage Center at OSU and the Ohio 
Nurses Foundation
1.08 Contact Hours*
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This independent study has been developed for nurses 
to better understand about anger management in general. 
1.0 contact hour will be awarded for successful completion 
of this independent study. Copyright © 2003, 2005, 2007, 
2009 Ohio Nurses Foundation. Expires 12/2011

This independent study was developed by: Deborah 
Hague, MS, RN, BC. The author has no financial vested 
interest. The planners and faculty have no conflict 
of interest. There is no commercial support for this 
independent study.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Describe the process of anger.
2. Describe how to manage responses to anger in a 

more positive and constructive way personally and 
professionally.

This is your third twelve hour shift in a row. Two of 
your patients have crashed in the last three hours and 
you are exhausted physically and mentally. Your manager 
approaches you, apologizes, but says she has to mandate 
you to stay four more hours. You lose it. The tears begin 
to flow, your face turns red and your heart starts to race. 
The emotions you are feeling are intense and slightly 
overwhelming. You want to scream, “I am not staying here 
one more minute!” You are angry. You might describe it as 
‘frustrated,’ ‘ticked off’ or even ‘wild’ but whatever word 
you use, it is the emotion of anger you are experiencing.

Everyone gets angry at one time or another. It may be at 
work. It may be at home or it may be in the grocery store, 
but it happens. This independent study is designed to help 
you better understand the process of anger and how to 
manage your responses in a more positive and constructive 
way. When we can manage our emotions and the behaviors 
that accompany them, we can perform better, use our 
personal skills to help others, including patients and 
coworkers, and experience greater job satisfaction.

Definitions
The literature contains many definitions of anger. For 

our purposes, the term anger is defined as the negative 
emotions we experience in response to a particular 
situation. These negative emotions result in a stress 
response in our bodies that causes the same physical 
symptoms that we know occur in the “fight or flight” 
scenario. Our heart rates increase, we breathe a little faster 
and/or blood pressure climbs. The intensity of our reaction 
is especially influenced by our interpretation of the event. 
In the above situation, we may perceive that the nurse 
manager doesn’t really care about how exhausted we are. 
That perception  may or may not be true. However, if we 
think she doesn’t really care about us, that intensifies the 
reaction. How many of us have been in an anger situation, 
gotten it resolved and when reflecting on what happened, 
realize that our perception of the event was very different 
from the perception of the other person? These differences 
in perception often escalate the situation and interfere with 
getting our anger under control.

In the definition of anger, the words ‘negative emotions’ 
imply that anger moves on a continuum. Anger exists in 
many forms, ranging from mild frustration to extreme 
rage.

Although very different from each other, they both 
elicit negative emotions that result in an emotional and 
physical response in our bodies. For example, we often feel 
a strong sense of frustration when we go to get a supply we 
need for our patient and there is none to be found. The 
first time this happens we may experience mild frustration. 
However, when this becomes the pattern, those negative 
emotions intensify. The other end of the anger continuum 
can clearly be seen with the events of 9/11. Rage was the 
emotion behind that event and because it was not managed 
constructively, it resulted in thousands losing their lives, 
including the people who were experiencing the rage.  

How Anger Works
The anger experience is a cascade of events. The first 

phase of the process occurs when we experience a triggering 
event. In the example described at the beginning of this 
independent study, the triggering event was the manager 
mandating overtime to an already exhausted nurse. What 
occurs next is the rise of angry thoughts. We begin to think 
about how irritated we are. “She has a lot of nerve asking 
me to stay after the day I have had!” “Why doesn’t she stay 
for a change?” Then, if we aren’t a good anger manager, we 
act on those thoughts, often in a way that is driven more by 
emotions than rational thought. We may scream and yell, 
burst into tears or stomp out. “There is no way I am staying 
one more minute in this place!” This is followed by an 
intensification of the anger. A good example of this occurs 
when we leave work angry and the more we think about the 
event the angrier we get. “I have got to find another job! 
I just can’t stand this place!” Finally, the last step of the 
process occurs when the anger gets out of control. “Here’s 
my resignation-I’m out of here!” A few days pass and as the 
physical and emotional feelings diminish, we regret our 
rash behavior. When the anger process is not interrupted 
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between the angry thoughts emerging and acting on those 
angry thoughts, people often do or say things they regret in 
the long run.

However, it is important at this point to remember that 
getting angry is not always a bad thing. There are several 
situations in which anger can be a very constructive 
response. The Schroeder’s, in their book Putting Anger 
to Work for You, state that anger can be our friend as well 
as our foe. Let’s take the situation where a physician, 
known for being verbally abusive, begins to berate us 
because he can’t find the chart he wants. Allowing our 
anger to emerge so that we can respond assertively to his 
unacceptable behavior turns anger into a protector of 
our self-esteem. In the same vein, anger can serve as the 
guardian of our convictions when we use it to promote 
beliefs like the importance of safe staffing. It also can serve 
as the announcer of our unmet needs when, in anger, we 
say something that should have been said at a previous time 
but we lacked the courage to do so. 

On the other hand, anger can also work as our enemy. 
Schroeder and Schroeder state that anger becomes our 
enemy when we allow it to be our predominant emotion, 
take over our life and have a negative impact on us or 
others. This lack of anger management turns anger into 
a chronic situation which makes it much more difficult to 
overcome. Being angry has become who we are. It becomes 
our predominant emotion, affecting how we work with 
others, how we interact with patients and how we make 
decisions. How many of us know nurses who do nothing 
but complain at work, argue at home and are generally 
unhappy with life and themselves? Anger has become their 
predominant emotion and affects everything they do.  

Chronic anger is a prominent presence in healthcare 
today. Droppleman and Thomas believe there are many 
reasons for this. Their research indicates that nurses often 
see their work environment as hostile, feel that disrespect 
is a common occurrence, and that restructuring has 
compromised patient safety. Nurses also feel they have 
been excluded from decision-making which has resulted 
in a feeling of powerlessness expressed in the form of 
horizontal violence. This phenomenon is demonstrated in a 
variety of ways. When we take our anger out on each other, 
when we stab each other in the back with critical comments 
and when we “eat our young” are all good examples of 
horizontal violence. This atmosphere certainly has the 
potential for having a negative impact on patient care. 

Weisinger, in his book Anger at Work, talks of his “Dirty 
Dozen” work situations which cause the most anger in 
employees. They are: general harassment, favoritism, 
insensitivity, depersonalization, unfair performance 
appraisals, lack of resources, lack of adequate training, 
lack of teamwork, withdrawal of earned benefits, lack or 
violation of trust, poor communication and dallying bosses.  
Do any of these sound familiar? Add to that list chronic 
short-staffing, sicker patients, mandatory overtime, cost 
cutting measures and holiday and weekend work, and it is 
no wonder that nurses are feeling angry. 

Managing Anger
Making sure that anger does not affect our care of 

patients or the teamwork needed to accomplish it can be a 
challenge. The Women’s Anger Study conducted by Thomas 
and her colleagues discovered characteristics which were 
dominant in women who were found to be the least angry. 
The women who were least angry worked to channel their 
anger into power, viewed their anger as a protective and 
helpful ally, were action oriented, and finally, were found 
to be politically active at both the local and national level. 
This seems to mean that using anger constructively can be 
the way to make anger work for us rather than against us.

Most of us have developed over time our own methods 
for dealing with our angry feelings. Some of us have 
developed healthy approaches like support seeking and 
taking direct action to resolve conflict, while others have 
developed dysfunctional approaches like back stabbing and 
sabotage. More than likely, most of us use a combination of 
those functional versus dysfunctional responses depending 
on the situation. For example, perhaps at work your way of 
managing your anger is to “stuff it.” This is a term often 
used to describe what happens when we internalize our 
anger or deny it. This coping method is not a healthy one as 
the feelings are not dealt with directly and constructively. 
Some experts believe there are three major responses 
we use when we are angry: the passive response, the 
aggressive response or the assertive response. These are 
communication patterns that many of us develop over time 
in response to various people or situations. 

The passive response is an easy one to use but usually 
not the most healthy. It requires no action and is used most 
often because it is the path of least resistance. “I’m going 
to ignore that comment-it’s not worth responding to.” We 
convince ourselves that no action is the best action. In a 
few situations, this may be the correct approach. However, 
if we continue to feel angry and let those emotions simmer 
in our minds, that passive response was not the best choice 
for us to use. If we choose to deal with an anger situation 
passively, we must let those feelings of anger go and move 
on. 

The aggressive response is a seriously dysfunctional 
way of dealing with anger. The United States is viewed by 
many as the most violent country in the world. The reason 
for this is that many of us have learned to deal with anger 
aggressively. Every day our news is filled with headlines 
about violent acts that occur as a result of people getting 
into arguments with each other. The prevailing thought is 
that someone must “win” and someone must “lose” in these 
situations. Aggression, in the form of violence, becomes 
the fix. If, however, we analyze the results of aggressive 
responses we can clearly see that aggression increases the 
anger level rather than decreasing it.  

The assertive response is the healthiest response 
to anger. When we respond assertively, we create an 
atmosphere of respect for both ourselves and the other 
party. Assertiveness has as its foundation the belief that 
both parties should walk away from the situation feeling 
like winners. This often requires compromise but it helps to 
diffuse the sense that someone has to win and someone has 
to lose. Learning to be successfully assertive is a practice 
makes perfect skill. It doesn’t happen overnight. It will 
take careful planning and practice at first until you finally 
become proficient at it. The best way to understand this 
might be to envision your first foley catheter insertion. Most 
of us had some planning and practice in the lab before we 
tried it under the watchful eyes of our nursing instructors. 
After a few insertions we became more confident and now, 
as skilled practitioners, we can practically do it in our 
sleep! This is the same thing that happens with learning 
to be assertive. The more we respond assertively, the more 
comfortable we get with it. 

There are a variety of resources available for learning 
how to be assertive. Bower and Bower, in their book 
Asserting Yourself, have developed a technique they call 
DESC scripting to help us develop a more assertive 
approach. They propose that when interacting with the 
person who is making us angry, we should Describe the 
behavior we find difficult, Express how it makes us feel, 
Specify the behavior we would like to see, and then indicate 
what the Consequences will be if the person complies with 
our request. For example, in the situation described at the 
beginning of this independent study, a DESC response 
by the nurse might be: (D) “Are you aware that you have 
just asked me to work another four hours when I am so 
exhausted I can hardly see straight? (E) This makes me 
feel like my health and well-being is of no interest to you. 
(S) I need for you to think about my needs and how my 
fatigue is going to affect my ability to make good decisions 
concerning patients. (C) I know if you do this, you will 
reconsider your decision to mandate me and look for 
someone who can do a safer job than I can over the next 
four hours. 

Notice that the script is short, concise, respectful, and is 
not belligerent in its wording. It offers a consequence that is 
in the best interest of the unit and the patients. Therefore, 
it is also in the best interest of the nurse manager. This 
technique works very effectively in helping us express our 
angry feelings. It does, however, take some planning and 
practice at first. The response given above is just one way of 
scripting this situation. There are many alternative scripts 
that would also work. The Bower and Bower reference 
mentioned above is a good resource for more details about 
this technique. 

Additional Strategies for Managing Anger
The literature is full of anger management strategies. 

Some of the most down-to-earth suggestions come from 
Schiraldi and Kerr in their book The Anger Management 
Sourcebook. The very first principle of anger management 
they talk about is that becoming angry is a choice. Irritating 
things happen. Obnoxious patients exist. How we respond 
to these situations or people is our own choice. In many 
situations, we can’t control events or outcomes. Much of 
the time we can’t control other people’s personalities. What 
we can control is our own response to them. Schiraldi and 
Kerr suggest we ask ourselves a few questions before we 
respond with anger. Will getting angry make the situation 
better? Will I make myself miserable if I allow this to make 
me angry? If we pause to think through the answers to 
these questions, we can often interrupt the anger process, 
responding in a more controlled way. 

Understanding why we respond with anger is key to 
interrupting the process. McKay and Rogers write in The 
Anger Control Workbook that these initial responses, or as 
they call them, triggering thoughts, are a result of how we 
interpret events. They say that our anger emotion does 
not occur as a result of the actual event, but rather the 
conclusions we draw in our mind and the assumptions we 
make about that event. They believe there are three basic 
components of most trigger thoughts: 

1. The perception that we have been harmed and 
victimized. In our opening scenario it is easy to see 
how the “victim” issue occurs. “Why am I always the 
one to get mandated?”

Tips for Managing continued on page 13
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2. The belief that the provoking person harmed you 
deliberately. “She has never liked me and is always 
out to make my life miserable.”

3. The belief that the provoking person was wrong 
and bad to harm you, and should have behaved 
differently. “She should be staying herself. Maybe 
then she would understand how bad this whole 
mandating situation is.” 

Becoming aware of how these components influence our 
perception of the event can make a difference in how we 
respond to those triggering thoughts.

Another consideration when dealing with anger is our 
attitude. Shiraldi and Kerr suggest we add three things to 
our attitude: respect, empathy and compassion. Exhibiting 
respect for the person who has made us angry results in a 
reciprocal response. If we treat her the way we would want 
to be treated, it creates a better atmosphere for problem 
resolution. We should remember that mutual respect is 
the foundation for assertive interaction, the recommended 
communication pattern for angry situations. Empathy 
is feeling what the other person is feeling. As nurses, we 
feel empathy for our patients everyday. By using that same 
feeling when dealing with the person who has angered us, 
we create a more constructive approach to the situation. 
Compassion is defined as the desire to alleviate suffering. 
If we stop to think about it, anger is not a pleasant feeling 
for most of us. Our physiological and emotional responses 
create the feeling of tremendous stress. Keeping in mind 
that the other person is feeling the same unpleasantness, 
and having a desire to alleviate that discomfort, can put us 
in a mindset more amenable to anger resolution.

We also need to be “serious students of  peace.” Schiraldi 
and Kerr encourage their readers to study those around 
them who remain cool and calm in the midst of anger. How 
do they look and how does their demeanor affect others 
around them? We should also study ourselves. We should 
ask those around us how they feel when we are angry. Do 
we intimidate them? Do we make them angry in return? 
Do we look or act ridiculous? Do we carry grudges? Does it 
take us days to get over being angry?  Insight into our anger 
behaviors can help us develop alternative ways to respond. 

Once we have a handle on our own anger behaviors, 
they tell us to minimize contact with provocations. If we 
find ourselves frequently watching television shows which 
are dubbed “action” shows, we might want to cut down. This 
type of entertainment tends to desensitize us to aggression. 
If we see it often enough, we begin to believe that this 
behavior is acceptable and is how “everyone” responds. 
Some younger people even begin to imitate what they see. 
These kids often find themselves in big trouble at school 
or with the law. Avoiding people who tend to irritate us is 
another way to minimize provocation. If this isn’t possible, 
then remember, we control our responses to these people. 
We can choose not to get irritated.  

Learning how to let go of anger is another strategy 
important for good anger management. Avoid reliving 
angry moments and stop ranting and raving over the 
injustices at home or at work. Take constructive action. 
Schiraldi and Kerr say that by doing this we regain the 
sense of power that is lost in the throes of anger. They 
suggest we use solid problem solving skills and get help 
when needed. For example, if you are having trouble 
keeping up with your work because one of your patients is 
very needy, ask for help. Don’t allow the frustration to build 
until your anger is out of control. If you find that certain co-
workers are constantly getting on your nerves, take a course 
on dealing with difficult people. Then implement what you 
have learned. Practice various ways to respond until you are 
comfortable with your feelings and behavior. Have patience 
and persistence. Recognize that learning how to manage 
our anger more constructively takes time and personal 
commitment. We may fail occasionally to respond in the 
best way, but use those experiences to build further resolve 
to act better the next time.

A discussion on anger management wouldn’t be 
complete without some words about how our own self-
esteem affects how we respond to anger. Most of us 
don’t think of self-esteem as a key to successful anger 
management, but how we view ourselves plays a big role in 
our interpretation of the events. How many of us have come 
away from a performance evaluation steaming or at least 
mumbling “that just isn’t fair?” We have learned over time 
to take criticism as a negative statement about who we are 
rather than as insight into how we can become better. How 
many of us have responded negatively to feedback spouses 
and friends have given us? It is like what happens when 
women ask “Does this make me look fat?” and then when 
the truth is told, we get angry and upset. 

Self-esteem is a realistic, positive opinion of ourselves. 
This creates a sense of security that frees us from self doubt. 
Secure people are aware that they have both strengths and 
weaknesses. They work to maximize the strengths while 
decreasing the number of weaknesses. When we think 
positively and proudly of ourselves, anger is less of a threat. 
The person who has triggered our anger no longer seems 
like such an ogre. We recognize the anger phenomenon 
at work and our self-esteem helps us avoid being hooked 
into a nasty confrontation. We can take that deep breath, 
interrupt our anger thoughts, respond assertively or choose 
to walk away.

Schiraldi and Kerr enthusiastically recommend 

humor as another anger management tool. Humorous 
exaggeration can often uncover the distortion that is 
our interpretation of the anger event. For example, when 
a colleague accuses you of being the most irresponsible 
person on earth, responding with exaggerated humor 
by saying “That’s ridiculous! Do you know everyone on 
earth?” puts perspective on her comment. It also diffuses 
the situation and may elicit laughter from both of you. We 
know that laughter can soften difficult people but beware 
of using it too much. Laughter should not be used as a 
means of covering up feelings or avoiding confrontation. It 
should only be used with people who have a sense of humor 
of their own and who will appreciate efforts to soften a 
difficult situation. It should always be used kindly and 
never sarcastically. Sarcasm, even when humorous, is easily 
misinterpreted and can intensify the situation we are trying 
to decelerate. The bottom line with using humor as a anger 
management strategy is to remember to step back, take a 
look at what is making us angry and try to find the humor 
in the situation. Humorists say that “she who laughs, lasts!”

We also need to be careful about assigning negative 
motives when we are angry. Because of the intensity of our 
emotions, we tend to think the worst about the motives 
of the other person. This causes the anger to grow and 
increases the chances that we will act on the emotions 
rather than interrupt the anger process. For example, the 
nurse in the scenario at the beginning of this study may 
think that the head nurse has it out for her and that is why 
she, rather than another staff member, is being mandated 
to do the overtime. Before we draw conclusions about other 
people’s motives, it is best to try to put yourself in their 
shoes. How would you feel or what would you do in their 
position? This frequently helps to put a better perspective 
on their motives. 

Reframing is a technique discussed in the literature 
that can be a helpful tool in some situations. Reframing is 
the process of looking at a situation in a different way. For 
example, let’s say you are taking care of a small child who is 
being treated for cancer. No matter what you do, the mother 
just yells and complains. Discussions with other nurses 
about the situation result in several strategies including 

rotating nursing staff so no one nurse has to deal with 
the raging mother over a long period of time. Each nurse 
caring for the child works diligently to provide the best 
care to the child. However, no matter what the nurses do 
it is not good enough for the mother and she continues to 
yell, complain and generally be very unpleasant. In utilizing 
the technique of reframing here, we might try to analyze 
the situation in an “out of the box” way. We know that part 
of the mother’s problem is the anxiety she is feeling over 
her sick child. Further investigation of the family situation 
reveals that she has four other children at home and that 
she has to drive an hour and a half each way to get this sick 
child to the hospital for his treatments. Babysitting for the 
other children is problematic and her husband is working 
two jobs to keep up with the medical bills. Reframing 
helps us view situations in different ways. Here we might 
finally recognize that the key to satisfying this mother is 
not by doing more tasks but rather by just allowing her to 
ventilate as often as needed. Perhaps we are providing her 
with the greatest possible service by being her sounding 
board. Perhaps she feels safe yelling at the nursing staff and 
because of that does it often. This then helps her be in a 
better emotional state at home with the other children and 
her husband. Using other support services, such as social 
workers and support groups can also meet the mother’s 
need to express her feelings at this overwhelming time 
of her life. In the world of nursing, where “doing more” 
often is translated into tasks, reframing can be a difficult 
technique. Yet, in this situation we see that doing less is 
more. 

In summary, anger management is a skill which needs 
to be developed and practiced over time. Using the 
suggestions given in this independent study, we should 
step back after every anger event and spend a moment 
analyzing how we responded and how we might improve 
that response in the future. By doing this, we build our 
anger management expertise and enhance our professional 
skills as nurses. 

Tips for Managing continued from page 12

Tips for Managing continued on page 14
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DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. 
The evaluation questions must be completed and 
returned with the post-test to receive a certificate.

Name: _____________________ Final Score: ___________

Please circle the correct answer for each question.  
Please mark each question only once.

1. Anger is defined as the negative emotions we 
experience in response to a particular situation.

 A. False 
 B. True

2. The emotion of anger results in positive physiologic 
responses in the body rather than negative responses 
like those of a stress response.

 A. False
 B. True

3. Our interpretation of an anger event affects the 
intensity of our reaction.

 A. False
 B. True

4. Anger occurs on a continuum from milder anger to 
rage.

 A. False
 B. True

5. Anger is a process consisting of several phases.
 A. False
 B. True

6. The triggering event is what initiates the anger 
response in us.

 A. False
 B. True

7. The phase that follows the triggering event is to act 
on those emotions.

 A. False
 B. True

8. We need to interrupt the anger process between the 
emergence of the angry thoughts and acting on those 
thoughts in order to be successful at managing anger.

 A. False
 B. True

9. Feeling anger is always bad for us.
 A. False 
 B. True

10. Anger is our foe when we allow it to be our 
predominant emotion.

 A. False 
 B. True

11. Standing up for your own self worth via assertive 
communication is an example of anger acting as our 
friend.

 A. False
 B. True

12. According to the Droppleman and Thomas research, 
nurses view their workplaces as empowering and 
respectful environments.

 A. False
 B. True

13. Horizontal violence in nursing means that we take our 
anger out on the other nurses who work with us.

 A. False 
 B. True

14. According to the Women’s Anger Study, women who 
were least angry took their anger out on others rather 
than internalizing it.

 A. False 
 B. True

15. The passive response to anger is the healthiest response.
 A. False 
 B. True

16. The assertive response to anger implies respect for both 
parties.

 A. False 
 B. True

17. DESC scripting is a technique that can be used to 
become more assertive.

 A. False 
 B. True

18. Becoming angry is a choice.
 A. False 
 B. True

19. Attitude has no role in managing anger constructively.
 A. False 
 B. True

20. Studying those around us, how they behave when they 
are angry, and how they respond to us when we are 
angry, are all ways to enhance our abilities to stay calm.

 A. False 
 B. True

21. An additional way to handle our own anger behaviors is 
to minimize contact with people who provoke us.

 A. False 
 B. True

22. Ranting and raving over injustices is a good way to get 
rid of anger feelings.

 A. False 
 B. True

23. What we think of ourselves has no influence on how 
angry we get when criticized.

 A. False 
 B. True

24. Humor can be an effective anger management 
technique because it diffuses a tense situation.

 A. False 
 B. True

25. Learning anger management skills can enhance our 
professional interactions with our patients and co-
workers.

 A. False 
 B. True

26. Reframing is a way of seeing a situation in another 
way.

 A. False 
 B. True

27. A feeling of being victimized is one of the perceptions 
that causes us to misinterpret the event.

 A. False 
 B. True

28. When we are angry, it is better not to acknowledge 
our feelings or the feelings of those around us.

 A. False 
 B. True

29. Assuming the worst about a person or situation when 
we are angry is an example of assigning negative 
motives.

 A. False 
 B. True

30. Empowering nurses can often decrease the anger 
they feel in the workplace.

 A. False 
 B. True

Post Test and Evaluation – Tips for Managing Anger Constructively

Evaluation
1. Were the following objectives met?
 a. Describe the process of anger. ___Yes ___No

 b. Describe how to manage responses to anger in a more positive and 
  constructive way personally and professionally. ___Yes ___No

2. Was this independent study an effective method of learning?  ___Yes ___No
 If no, please comment:

3. How long did it take you to complete the study, the post-test, and the evaluation form? ___________________________ 

4. What other topics would you like to see addressed in an independent study?
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This independent study has been developed for nurses 
to better understand the critical thinking in the nursing 
process. 1.15 contact hours will be awarded for successful 
completion of this independent study. Copyright © 2009, 
Ohio Nurses Foundation. Expires 12/2011.

This independent study was developed by: Barbara G. 
Walton, MS, RN, NurseNotes, Inc. The author and planning 
committee members have declared no conflict of interest. 
There is no commercial support for this independent study.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. List levels of the cognitive domain of thinking.
2. Define each level of the development of nursing 

expertise.
3. Recognize nursing process as a critical thinking tool.
4. Analyze a case study for evidence of nursing process, 

levels of cognition and nursing expertise.

In this independent study, we will be looking at nursing 
process and exploring what a great critical thinking tool it 
really is. Now I know a lot of individuals groan when they 
think of nursing process, but it truly is a wonderful problem 
solving tool that leads us from a basic level of thinking and 
practice to higher levels of cognition and expert practice. In 
other words it takes us into critical thinking. Nursing process 
leads us from a novice level of thinking to an expert level. 
First we will cover some theory and review nursing process. 
We will then apply this information to a variety of examples 
and a case study to illustrate the theory we have discussed.

Levels of Thinking: Benjamin Bloom. Benjamin Bloom 
was an American educational psychologist who lived from 
1913 to 1999. Bloom organized learning into three domains. 
The domains are cognitive, psychomotor and affective. Each 
domain is further organized into levels of complexities, also 
known as taxonomies. An outcome of the taxonomy is that 
it provides a framework for the formulation of objectives. 
When one completes a continuing education activity, there 
are always behavioral objectives. Refer to the objectives at 
the beginning of this module. The objectives reflect the use 
of Bloom’s taxonomy. If you are trying to make a decision as 

Developing a Nursing IQ – Part II: The Expertise of Nursing Process
to whether or not to participate in a continuing education 
activity, read the course objectives printed on the brochure.  
The objectives will give you an idea as to the complexity 
of the offering. If the objectives are very simplistic, the 
program may contain basic information. If the objectives 
reflect a more complex level, the program is more likely 
to be advanced. Because critical thinking is spent mainly 
in the cognitive domain, that is where we will focus the 
bulk of our discussion. However I will briefly mention the 
psychomotor and affective domains below.

The psychomotor domain deals with our abilities to 
learn, utilize and adapt physical skills. Learning to ride a 
bicycle or to administer an intramuscular injection are 
psychomotor skills. How quickly someone is able to learn 
a psychomotor skill will be dependent on the complexity 
of the skill and the dexterity and physical acumen of the 
learner. Think for example of the patient who has visual 
acuity problems and arthritis in his hands and now you are 
about to teach him to administer insulin. The levels within 
the psychomotor domain include imitation, manipulation, 
precision, articulation and naturalization.

Look at the levels in the psychomotor domain. Do you 
see how the levels reflect a simple, easy level and progress 
to a very highly skilled, functioning level? Now think back 
to the first urinary catheter you inserted. Or for that 
matter think about any skill you learned that you now 
perform every day. Remember the first time you attempted 
a catheter insertion on the mannequin or real patient in 
nursing school? Remember how nervous you were? What 
was going through your mind? I know I was reciting each 
step of the procedure that I had memorized as I undertook 
the insertion. Remember how foreign the materials felt to 
you? Plus you were wearing gloves and dared not break the 
sterile field! Did your hands shake as much as mine did? 
Now 30 plus years later and after having inserted too many 
foley catheters to count, my hands no longer shake and I 
barely have to think about each step of the procedure. Now 
I just insert the catheter! I still continue to perform each 
step of the procedure and maintain the sterile field. It’s just 
that the steps come more naturally to me. In other words 
I’ve naturalized the skill. Plus because I’ve naturalized the 
skill, it’s like that old saying: “Once you learn to ride a bike, 
you never forget”.  

Many of us articulate psychomotor skills as well. Perhaps 
the purchasing department procured a different brand of 
catheters and catheter kits. The basics are contained in the 
kit, but it’s just a little different, yet you are able to adapt 
and successfully utilize the new catheter kit. Or consider 
this. How many of you have used a foley catheter for 
something other than urinary drainage? How many of you, 
in the absence of a rectal tube, have used a foley catheter 
with a 30 mL balloon? I also recall using two foley catheters 
in a patient’s nose to stop a terrible nosebleed. The foley 
balloons were inflated to achieve a tamponade effect and 
stop the bleed. If you’ve ever used an item for another 
purpose or had to devise another means to achieve an 
outcome with a patient, you have articulated psychomotor 
skills. Think for a moment about your own practice. What 
procedures do you have to adapt to fit various patient 
scenarios? Just think about all the ways we have of getting 
someone out of bed. An important aspect of articulation is 
that the key procedural steps remain intact. For example, 
regardless of what orifice the catheter is to be inserted into, 
a key step would be to check the integrity of the balloon 
before it is inserted. It would also be important to inflate 
the balloon after it is inserted versus prior to insertion. 
Just as it is key to deflate the balloon prior to removing the 
catheter from the patient!  

The affective domain deals with our abilities to learn 
and integrate attitudes, feelings, habits and beliefs into 
our lives. It describes the ways we react emotionally and 
identifies our feelings of compassion towards the pain 
and joy of others. Having compassion for patients and 
families is certainly a prominent factor in nursing practice. 
Learning within the affective domain however tends to be a 
slow process. The general rule of thumb is that it may take 
as much as six months, with diligent practice to learn a new 
attitude, belief or habit. How many of you have made New 
Year’s resolutions? Perhaps you chose to exercise four times 
per week as your resolution. How long were you able to 
adhere to that resolution? If you are successful at exercising 
four times per week for six months, you will have developed 
a habit for exercise. You will likely be more successful in 
adopting this as a lifestyle choice versus the person who 
gave up after exercising for two weeks. Now think about the 
lifestyle changes that we ask patients to make. We expect 
them to change the way they eat, stop smoking, begin an 
exercise program, lose weight and manage their stress- 
all in one day! Cognitively we can learn this information 
about healthy lifestyles, but these are all habit changes and 
are generally not accomplished in one day. It may take six 
months, or more in the case of some individuals. The levels 
within the affective domain are receiving, responding, 
valuing, organizing, and characterizing. Here are some 
examples of objectives regarding developing rapport with 
co-workers.

Just as with the psychomotor domain, the affective 
domain levels begin with an easy or simple level and 
progress to a more complex level of thinking and behaving.  
Think about when you were young and you may have hit 
your younger sibling out of frustration because he took your 
toy. Your parents told you “It’s not nice to hit. We do not hit 
people”. That statement reflects receiving. In other words, 
you received the belief that hitting was not nice. Responding 
and valuing might be reflected by the fact that you no longer 
hit your sibling, but when he or she did irritate you, you 
stuck your tongue out at him or her instead. Organizing and 
characterizing are reflected by the fact that you no longer hit 
anyone and it is an option for dealing with frustration that 
does not even cross your mind.

The cognitive domain deals with our abilities to learn, 
process and utilize information in a meaningful way. 
Within this domain we learn new things and generally 
quickly assimilate that new information. We learn by 
reading, listening, and experiencing new information. 

Psychomotor Level Taxonomy Sample Behavioral Objective Example

Imitation Follows the example of Mimics the steps of foley catheter insertion.
 Follows the lead of
 Mimics

Manipulation Carries out the procedure Follows the procedure for foley catheter insertion while
 Follows the procedure referring to the procedure manual.
 Practices 

Precision Demonstrates skills using Demonstrates skill in inserting a foley catheter.

Articulation Carries out Is skillful in using foley catheters in a variety of settings,
 Uses applications and patients.
 Is skillful in using

Naturalization Is competent in using Is competent in inserting foley catheters in a variety
 Skillfully uses of patients.

Affective Taxonomy Behavioral Objective
Domain Sample Example

Receiving Points to Points to three positive
 Selects characteristics of one’s
 Chooses co-workers.

Responding Practices Shows interest in learning a
 Conforms skill from a co-worker
 Shows 
 interest in

Valuing Accepts Shares knowledge and/or
 Cooperates  skills with a co-worker in
 with return.
 Shares

Organizing Adheres  Is consistent in practicing
 Completes the newly acquired skill and
 Is consistent consulting with the 
  co-worker.

Characterizing Integrates Integrates the newly
 Influences acquired skill, learned from
 Solves a co-worker, and collegial 
  attitude into everyday 
  practice.

Developing a Nursing IQ continued on page 16
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When we memorized all the bones of the body in anatomy 
class–that was cognitive domain. When we read the 
newspaper and learn new information or give consideration 
to an opinion–that is cognitive domain. When we complete 
an independent study, such as this, we are learning within 
the cognitive domain. While clearly there are a lot of 
psychomotor skills and affective traits in nursing, there is 
a lot of nursing that takes place in the cognitive domain. 
The levels within the cognitive domain include knowledge 
acquisition, comprehension, application, analysis, synthesis 
and evaluation.

Again the cognitive domain, just as we saw with the 
psychomotor and affective domains, starts on a very 
simplistic level and concludes at a very high level of 
thinking. At the highest levels of thinking it’s almost 
difficult to differentiate synthesis from evaluation. In some 
cases, individuals almost describe synthesis and evaluation 
as intuitive thinking. The highest levels within the cognitive 
domain, analysis, synthesis and evaluation represent critical 
thinking.

The Cognition Tree: I think of the cognitive domain as 
if it is a tree. Knowledge acquisition is similar to the roots of 
a tree. You have to have a strong root system to support 
the tree. Being open to new information and continuing 
education constantly feeds and supports the tree, keeping 
it strong. The large roots at the base of the tree depict 
comprehension. As the smaller roots come together, they 
form larger roots. Just as we pull together smaller pieces 
of information to form bigger ideas. Or we “pull things 
together” in our minds; we come to understand concepts 
and ideas; that is comprehension. Besides having a good 
root system, trees need a strong base of support. In other 
words, we need a strong base of support in our thinking, 
which is what knowledge acquisition and comprehension 
give us. The trunk of the tree represents application. In 
application, we have a knowledge base that we comprehend 
and now we are beginning to make use of that knowledge. 
For example, at this level we know the fundamentals of 
safe medication administration and we are diligent about 
following the procedure, as we do successfully administer 
the medications safely. As we undertake the procedure, 
we often recite the steps and the rationale for the steps to 
ourselves. We are applying what we know; i.e. “Do I have the 
five rights?” Analysis is represented by the large branches 
that separate off the trunk of the tree. As we become 
adept at applying a procedure or idea, we begin to identify 
other uses for that information and how we might apply 
that information to other patients. For example, we know 
patients with indwelling catheters are at an increased risk 
for infection. Therefore Mrs. Ravel, who just returned to 
your unit from surgery and who has an indwelling catheter, 
is also at risk for infection. Synthesis is represented by the 
smaller branches of the tree. Next you care for Mr. Bolero 
who has a central venous pressure line. You successfully 
synthesize that Mr. Bolero is also at risk for infection as 
he too has an indwelling catheter. I think of synthesis as a 
higher level of analysis, or taking ideas a step further, out 
onto a smaller branch. Evaluation is the highest level within 
the cognitive domain and is represented by the leaves on 
the tree. The leaves are also the pinnacles of the tree, 
and there are many leaves, representing many ideas and 
thoughts. I think of the leaves as representing the many 
ideas, factors and possibilities of nursing care. Evaluation 
is having an appreciation for the “whole picture”, or a 
more global view of the patient and their circumstances. 
Evaluation is recognizing Mr. Chopin has difficulty 
exercising because he has arthritis in his knees, making it 
difficult or impossible for him to undertake a home walking 
program. He does not have the funds to join a health club 
or purchase a home exercise bike. Nor is he able to drive 
to a health club due to poor vision. The lack of funds also 
prevents him from being able to take a bus or taxi to a club. 

level of oxygen to optimize his oxygenation, but without 
diminishing his CO2 level to the point of dyspnea. While 
working through this thought process, John verbalizes 
his thoughts to himself. A key characteristic of competent 
nurses is that they methodically go through each step, each 
thought process with themselves. We often think of this as 
“talking to ourselves”, when it is indeed a critical thinking 
strategy. John contacts the physician, reports his findings 
and obtains an order to replace the non-rebreather mask 
with nasal cannula oxygen at 2 liters per minute. Once 
Mr. Mozart is wearing the nasal cannula oxygen, his 
cyanosis dissipates and he becomes comfortable. While 
competent nurses lack the speed and perhaps the flexibility 
of more proficient nurses, they do have a mastery of skills. 
Furthermore competent nurses have the ability to cope 
with and manage many contingencies in clinical nursing. 
Competent nurses still rely on conscious, deliberate 
planning, i.e., talking to themselves, and that helps them 
achieve efficiency and organization.

The Proficient Nurse: The proficient nurse perceives 
clinical situations as a whole versus a list of tasks to 
be performed. At this level, the nurse has much more 
experience and is thus able to recognize whole situations 
and when expected normal outcomes do not materialize. 
The proficient nurse has a more holistic understanding 
of clinical situations and uses maxims to guide practice. 
Maxims add nuance to situations and our practice. The 
advanced beginner and competent nurse may recognize 
cyanosis as a problem and try to correct it. A proficient 
nurse, even though she recognizes cyanosis as unfavorable, 
recognizes that some patients, such as Mr. Mozart who 
has advanced emphysema, may never be totally devoid 
of cyanosis. So while cyanosis is not generally acceptable 
with most patients, a level of cyanosis with other patients 
may be acceptable. While this may be very confusing to 
an advanced beginner or competent nurse, it makes total 
sense to the proficient nurse. Proficient nurses are able to 
perceive the meaning of situations as they apply to the long-
term goals or outcome for individual patients.

The Expert Nurse: The expert nurse no longer relies on 
analytic principles such as rules, guidelines, and maxims 
to connect her understanding of a clinical situation to 
appropriate nursing actions. I do not mean to say this nurse 
is a loose cannon. She still uses and practices according 
to rules, guidelines and maxims, however the expert 
nurse no longer has to consciously think about each step 
of a procedure. Experts have naturalized skills and easily 
and quickly process information regarding a patient 
and his clinical situation. Experts operate with a deep 
understanding of the total clinical situation presented and 
are able to quickly recognize problems and intervene. When 
asked, the expert nurse often has difficulty articulating how 
she arrived at conclusions and made the clinical decisions 
she did. Often the expert nurse will say “it felt right” or “the 
patient just looked funny” in response to being asked how 
she arrived at her clinical decisions. Expert nurses function 
on a level often described as intuitive and are more fluid 
and flexible than the proficient nurse. Stop and think about 
your own practice for a moment. Has there ever been a time 
when you phoned a physician and requested she come and 
look at the patient? When asked why the physician should 
come to the bedside your response was “He just doesn’t 
look right to me.” Or perhaps you responded by saying “The 
patient is just different” or “I just feel there is something 
wrong.” If so, you were practicing at an intuitive or expert 
level, not even able to articulate what you were specifically 
observing in the patient, but yet you recognized something 
was definitely wrong. Even though the last time you had 
contact with that particular patient everything was fine, 
have you ever felt you just needed to “take one more look” 
or “check on him one more time”? Then upon entering the 
patient’s room, you find there is indeed a problem? That is 
also an example of functioning on an expert level. 

As mentioned previously, there is no time frame in 
which we attain each level of nursing practice. For some 
individuals they may rapidly progress from an advanced 
beginner to the proficient level.  For others who have been 
practicing for many years, they may still be at the competent 
level of practice. Why some nurses become expert while 
others languish at competent or even advanced beginner 
levels is a matter of critical thinking. What we do recognize 
is those nurses, who develop critical thinking skills and use 
them, tend to become our expert practitioners. Critical 
thinkers tend to reflect on their practice and learn from 
their experiences. Learning from the experiences and 
being able to apply that information to other clinical 
situations is critical thinking and reflects levels of synthesis 
and evaluation in Bloom’s cognitive domain. 

In a future module we will discuss in more detail how 
to develop higher levels of thinking in nurses. But for now, 
give these levels of nursing practice some consideration. 
Let’s say Jane, our new graduate nurse has hired on to your 
unit. Sam is a proficient to expert level staff nurse and Mary 
is a competent nurse. Which staff nurse, Sam or Mary, will 
make the best preceptor for Jane? Why? 

Many people will select Sam because he is the proficient 
to expert practitioner. And Sam may do a great job indeed. 
However give this some thought. One of the problems 
for experts is that they may have a great deal of difficulty 
articulating how they arrived at clinical decisions. If this is 
true of Sam, is he really the best person to precept a new 

Cognitive  Taxonomy Behavioral
Level Sample Objective Example

Knowledge  Defines Describe a normal
Acquisition Identifies respiratory rate.
 Describes

Comprehension Differentiate Differentiate between
 Detects normal and abnormal
 Distinguishes respiratory rates.

Application Applies Choose nursing
 Demonstrates interventions based on
 Chooses the patient’s 
  respiratory rate and 
  assessment.

Analysis Appraises Evaluate the patient
 Evaluate after implementing the
 Compares chosen nursing 
  interventions.

Synthesis Plan Revise the plan of care
 Design based on current
 Revise patient status findings.

Evaluation Validate Validate the response
 Contrast to nursing care by
 Relate tracking the patient’s 
  progress over time.

Evaluation is appreciating all the leaves or contributing 
factors to a situation. 

So there are the domains of our thinking and learning, 
courtesy of Benjamin Bloom. Next we will turn our 
attention to levels of practice and the work of Patricia 
Benner.

Levels of Nursing Practice: From Novice to Expert: 
Patricia Benner

Patricia Benner is a professor of nursing at the University 
of California, San Francisco. Dr. Benner has researched 
and published much regarding how we develop expertise 
in nursing practice. In 1984, she published her work titled 
From Novice to Expert: Excellence and Power in Nursing Practice. 
While it is an older text, it remains a classic and is still a 
very relevant source in today’s look at critical thinking. For 
it is expert nurses who think critically and it is critically 
thinking, expert nurses who deliver excellent care to 
patients. First we will review the levels of nursing practice as 
outlined by Dr. Benner.

The Novice Nurse: The individual entering a clinical 
setting where he or she has no experience is a novice. 
Novices have no experience with the goals and tools 
of patient care. Think of the novice as being the very 
beginning nursing student. Novice behaviors and thinking 
are generally guided by rules. As novices we learn the rules 
and acquire knowledge. Novices are focused on the task 
at hand, and are not always aware of anything else. For 
example, always gather your supplies and wash your hands 
before beginning any procedure or we learn the five rights 
of medication administration. In a clinical situation, the 
rules may prevent success, as the novice may not always be 
able to distinguish the most relevant task to be performed 
versus following the rules. For example, the novice nurse 
has learned to always assess vital signs and the integrity of 
intravenous lines upon making first rounds on patients. 
Upon entering Mr. Mozart’s room, our novice is dutifully 
taking his blood pressure and observing his intravenous 
line, but fails to recognize Mr. Mozart’s skin is a lovely 
shade of blue. At this level the novice is not recognizing the 
relevance of cyanosis, but instead is following the rules she 
learned. 

The Advanced Beginner Nurse: This is the nurse who is able 
to demonstrate marginally acceptable performance. This 
nurse now has some experience and has successfully coped 
with some clinical situations. Advanced beginner nurses 
comprehend some clinical situations. However, this nurse 
still requires support in the clinical setting. Similar to the 
novice, who focuses on one task at a time, the advanced 
beginner sees nursing care as a list of tasks to be completed. 
Think about Jane, the new nurse just graduated from 
nursing school. Here is a nurse who has some experience, 
but still needs the support of a preceptor and mentor. Jane, 
at this level, is able to successfully take and assess vital signs 
and intravenous lines and recognizes Mr. Mozart’s cyanosis. 
Further she puts Mr. Mozart’s non-rebreather oxygen mask 
back on his face when she does recognize his cyanosis.  

However when Mr. Mozart remains cyanotic, Jane does 
not know what further actions to take. A key element 
towards the success of advanced beginners is recognizing 
when they need help. In some instances advanced 
beginners think they are capable of more than they are. In 
Jane’s case, as an advanced beginner, she may be thinking 
the problem is solved, she put the oxygen back on the 
patient, and may even be patting herself on the back for 
having recognized the oxygen mask hanging over the bed 
rail. However as Mr. Mozart remains cyanotic, if Jane thinks 
she has solved the problem by replacing the oxygen mask, 
she may not think to re-evaluate Mr. Mozart and/or ask her 
preceptor for further input. What Jane may be missing is 
that Mr. Mozart has chronic obstructive pulmonary disease 
and the non-rebreather mask may have lowered his CO2 
level too much, thus diminishing his hypoxic drive, making 
him short of breath. Due to the increase in dyspnea, Mr. 
Mozart removed his oxygen mask. So even though Jane 
competently completed a portion of Mr. Mozart’s care, she 
is missing a large component. Had she recognized replacing 
the non-rebreather oxygen mask did not solve Mr. Mozart’s 
problem, she could have asked for help from her preceptor 
or another more experienced nurse. It is very important 
for the advanced beginner to know (and recognize) what 
they don’t know, so they can procure assistance when they 
need it. That said, it is very important for more experienced 
nurses to provide that assistance and mentoring to our 
advanced beginners.

The Competent Nurse: While there are no clear cut time 
frames for achieving levels of expertise, typically the 
competent nurse is the nurse with two to three years 
of experience. Similar to a three-year-old child whose 
favorite question is “why”, the competent nurse also wants 
to know “why” things are so. When the nurse consciously 
begins to see his actions in terms of long range goals 
or plans, he has achieved competence. The competent 
nurse moves beyond seeing nursing care as a list of tasks 
to be completed. They begin to see the “why” of how and 
why things are done in nursing practice as they begin to 
develop skills of application and analysis. For example, let’s 
say John is the nurse who next takes care of Mr. Mozart. 
John recognizes that it is the non-rebreather mask that 
is contributing to Mr. Mozart’s dyspnea. He knows the 
goal is to eventually discharge Mr. Mozart home after 
experiencing an exacerbation of his emphysema. John 
recognizes it is important to provide Mr. Mozart with a 
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graduate nurse? For Sam inserting a urinary catheter may 
be a two step procedure: 1) Get it, and 2) Put it in. Now we 
all know there is more to it than that, but Sam may have 
a very difficult time enumerating the steps for poor Jane, 
who is still struggling with finding her way to her unit from 
the parking lot, let alone inserting a foley catheter! Let’s 
give some consideration to Mary, our competent nurse. 
One of the characteristics of a competent nurse is that 
she is still very consciously thinking through each step of 
procedures and making clinical decisions. Wouldn’t it 
perhaps be better to have Mary precept Jane? When faced 
with having to insert a urinary catheter, Mary will be able 
to tell Jane not only where to find a catheter kit and extra 
catheters, but will be able to take Jane through each step of 
the procedure. Competent nurses generally make very good 
preceptors. By having them “think out loud”, the advanced 
beginner nurse then hears what the competent nurse is 
thinking and has the opportunity to learn each deliberate 
step. Thinking out loud also role-models competent 
thinking for the less experienced nurse.  

Now consider this. Who would make a good mentor for 
Mary, our competent nurse? Remember Mary has mastered 
skills, but now needs to become more fluid and flexible in 
her thinking. She has a solid knowledge base, so one does 
not have to review procedures with her step by step. Mary 
needs to learn the maxims and nuances of patient care. In 
this instance, Sam our proficient to expert nurse may make 
an excellent mentor for Mary. Mary may even seek Sam out 
to consult with her about her patients. How many times 
have you gone to another nurse and asked he or she come 
and look at a particular patient with you? How much have 
you learned from that nurse? Or together the two of you 
figured out a very complex clinical situation? When more 
expert nurses can describe clinical situations and how their 
nursing interventions made a difference, the better we 
become at recognizing and learning expert practice. When 
expert nurses can describe what they are seeing and doing, 
it role models for us their knowledge and critical thinking 
skills.

Nursing Process
Yes, we all learned it in nursing school; some of us even 

struggled with it. It wasn’t until I had been practicing for 
a few years that I began to realize the power of nursing 
process and its influence on practice. It truly is an 
incredible problem-solving tool, as I will illustrate with the 
case study that follows this section. First however, let’s be 
sure we all are operating with the same definitions for the 
components of nursing process.

Parts of Nursing Process: Nursing process is a cyclical, 
sequential tool. Meaning that it has a beginning, middle 
and end and that we repeat the cycle over again until 
the problem is resolved. The process is sequential in that 
we must start at the beginning. One cannot begin with 
intervention. One has to assess and diagnose a problem, 
and have a plan in mind in order to know when, where and 
how to intervene. We then need to evaluate the outcomes 
of our interventions. However, if we did not recognize any 
problem to begin with, we will not take any actions. We will 
not be able to evaluate the outcome of our actions if we did 
not take any actions. However the caveat with evaluation 
and outcome is that there will always be an outcome, no matter 
what we do or do not do. If someone has an infection that goes 
unrecognized and untreated; it could result in the patient’s 
death–an outcome. Or if the patient is resilient, his or her 
immune system may be able to manage the infection and 
the patient will survive–another outcome. In either case 
there is an outcome, regardless of what we did or did not 
do. Another factor in the use of nursing process, which I 
will illustrate in the examples and case study that follow, 
is that wherever you stop nursing process, you stop practicing 
nursing. Some nurses are very good at assessing and 
collecting information about patients, but then they fail to 
recognize a problem. Because the nurse fails to recognize 
a problem, there is no need for the nurse to formulate a 
plan much less intervene. Remember however, you will 
still obtain an outcome. Let’s look at each component of 
nursing process.

Assessment is the beginning of the process and is simply 
data collection. Through assessment we collect information 
and acquire knowledge about the patient and his or her 
clinical status. It is important that we collect relevant data. 
For example, if a patient is complaining about difficulty 
breathing and chest pains, we should probably not be 
focusing on when she had her last bowel movement. We 
obtain data from other sources as well. Family members 
are often a huge source of data about the patient. Other 
healthcare professionals, such as occupational therapist, 
respiratory therapists, physicians and other nurses are also 
sources of information.  

Diagnosing occurs when we look at the collected data, 
and determine which data are significant and recognize a 
problem exists. In other words, diagnosing is understanding 
the data and identifying a patient problem. A trap some 
nurses fall into occurs when a patient care technician 
takes and records vital signs. The nurse thinks the task of 
vital signs is done. And yes, the assessment task has been 
completed by the patient care technician. However it is 
still up to the nurse to diagnose the vital signs that were 
recorded by the patient care technician. The nurse needs to 
look at the vital signs and determine if any of the recorded 
information is problematic for the patient. So diagnosing is 

problem recognition. Diagnosing is having an understanding 
and comprehension of the collected data. Sometimes we 
know how to label a problem. For example, we can use a 
nursing diagnosis statement such as altered comfort level, 
or inadequate gas exchange or activity intolerance. But 
sometimes we don’t know what to call a problem, but we 
recognize there is a problem. Even if we don’t know what 
to call the problem, as long as we recognized there was a 
problem, it is still diagnosing.

Planning: Once we have recognized a problem, the next 
step in the sequence of nursing process is planning. When 
we decide what outcome we need to achieve to resolve 
the patient’s problem and decide how we might go about 
achieving that outcome, this is planning. If a patient is in 
pain, what is our outcome for that patient and how will 
we achieve that outcome? If our outcome is to prevent 
complications related to inactivity, how do we attain this? 
Many of us work with standardized nursing care plans 
that have done this work for us. In a lot of instances we do 
not have a written plan of care for many of our actions. 
For example, you enter Ms. Bartok’s room to find her in 
cardiac arrest. Quickly you recognize the emergency of 
the situation and think to yourself: “I gotta push the code 
button and begin CPR!” At this point in time you are not 
going to stop and think “Gee this is ineffective gas exchange 
and inadequate circulation as evidenced by a cessation of 
respirations and heart rate,” and compose a written nursing 
care plan before taking action. If you do, it will be much to 
the detriment of poor Ms. Bartok! Yet in a short period of 
time, you assessed the situation, diagnosed a problem and 
have a plan in place. Anytime you say to yourself “I need to 
do such and such”, you are planning care for your patients.

Intervention: In a nutshell, intervention is acting on 
one’s plan. Did you indeed do what you planned to do? 
In Ms. Bartok’s case, did you push the code button and 
begin resuscitation as you planned? If so, you intervened. 
Intervention or implementation of our plan of care is 
reflected in our documentation when we list the activities 
completed on the patient’s behalf. Here are examples of 
nursing interventions. A nurse writes: “The patient was 
suctioned two times each hour for copious tan foul smelling 
pulmonary secretions.” When a medication administration 
record is completed, it indicates we administered a 
particular medication to the patient. When we obtain 
and document vital signs or other assessment findings, 
it indicates we did indeed complete that component of 
assessment. When we document the condition of a wound 
and place a check mark on the treatment flowsheet that 
indicates we assessed the wound and completed the 
dressing change. Many of our documentation systems 
have been designed to make it easy for nurses to record 
our nursing interventions or implementation of our care 
plans. The advent of flowsheets and checklists, whether 
a paper format or computerized, has greatly expedited 
documentation of our care and patient activities.  

Evaluation: After assessing, diagnosing, planning, and 
intervening is evaluation. Many nurses think of evaluation 
as the final step of nursing process.  However it may be the 
lead in to the identification of other problems. Evaluation is 
determining if you achieved the outcome you desired after 
implementing your plan of care. I find if I ask myself the 
question “Is this patient getting better or getting worse?”, it helps 
me arrive at my evaluation. If the patient is getting better, I 
know I’m on the right track. If the patient is not improving 
or is getting worse, I know I need to rethink my plan. In 
that case, it leads me back to collecting more data or 
more assessment, and perhaps I realize there is a different 
problem (diagnosis) here than the one I thought we were 
treating. Maybe now my plan is to consult the physician 
again, pass along my evaluation and further assessment 
findings. In response, the physician may order a battery of 
diagnostic tests that leads to the diagnosis of a completely 
different problem. Here are a couple of examples. After 
entering Ms. Bartok’s room, you quickly determined 
she was having a cardiopulmonary arrest. You planned 
and implemented resuscitation measures and marshaled 
additional help when you summoned the code team. Now 
what is the outcome? Let’s say Ms. Bartok survived the 
arrest, thanks to your speedy and skillful actions. So in that 
case the outcome was a positive one. However, what if Ms. 
Bartok didn’t make it? Did you still achieve an outcome?  
While you didn’t achieve perhaps the desired outcome 
when Ms. Bartok died, you did still obtain an outcome. No 
matter what you do or do not do, there will always be an outcome. 

Perhaps Ms. Bartok was quite frail and had numerous 
complications from many years of suffering from chronic 
diseases. Further Ms. Bartok really didn’t want any 
resuscitation measures, but only agreed to such measures 
at the urging of her family members. Certainly her chances 
of surviving a cardiopulmonary arrest are impacted by 
those complicating factors. If you are a nurse with an 
appreciation for the hospice movement, perhaps you view 
Ms. Bartok’s death as an acceptable expected outcome. 
So even though Ms. Bartok died, you and the code team 
members could evaluate the efficiency of the resuscitation 
measures. Did the code run smoothly? Did everyone fulfill 
his or her role during the code? Was equipment available 
and in working order? What improvements could be made? 
What experiences did you or other code team members 
obtain? By reflecting back on the code, team members 
can learn much and evaluate their care, even though the 
patient died. Remember reflection is an important critical 
thinking tool we have!

Let’s say Ms. Bartok is a relatively healthy individual, who 
is hospitalized for knee surgery following many years of 
skiing, playing basketball, baseball, volleyball, and biking. 
The fact she suffered a cardiopulmonary arrest would be 
an unexpected and undesirable outcome. Again because 
of your diligence and skill, Ms. Bartok is successfully 
resuscitated. However now this outcome leads to the further 
assessment as to why she sustained a cardiopulmonary 
arrest. Ms. Bartok is worked up by cardiologists. She is 
eventually diagnosed with atrial fibrillation, which led to 
her suffering a small myocardial infarction when a blood 
clot passed into her left anterior descending artery, and 
resulted in the cardiopulmonary arrest.

To summarize nursing process:
•	 Assessment	is	data	collection.
•	 Diagnosis	is	problem	recognition.
•	 Planning	is	what	you	intend	to	do	about	the	problem.
•	 Intervening	is	what	you	did	do.
•	 Evaluating	is	deciding	if	you	were	effective	in	obtaining	

the desired outcome.

Putting it all together: Bloom, Benner & Nursing Process
We’ve covered a lot of groundwork. Now we will pull all 

of this together. Think back to our discussion of levels of 
nursing expertise and the cognitive levels of thought. Don’t 
novice and beginner nurses focus much time on acquiring 
knowledge? While key thinking skills for the competent 
nurse are comprehension and application? Isn’t assessment 
the same as knowledge acquisition? Isn’t diagnosing or 
recognizing a problem the same as comprehension? In 
other words the nurse comprehends the significance of the 
data collected in regard to the patient and understands 
or comprehends there is a problem. As we approach 
synthesis and evaluation, these represent the highest levels 
of cognition, and the highest level of nursing process is 
evaluation. Proficient and expert nurses routinely think 
at these levels, reflecting expert care. Consider the table 
below. 

Each level within a domain relates to the levels within 
the other domains. Let’s look at each level. Assessment 
in nursing process is data collection. This is similar to 
Bloom’s knowledge acquisition. Through assessing a patient, 
we acquire knowledge about the patient. At the novice and 
beginning levels of nursing practice, knowledge acquisition 
is a key role. But data collection can be fairly simple tasks; 
after all we often rely on unlicensed personnel to collect 
data for us, i.e., obtain a set of vital signs. Not to be insulting 
to our unlicensed personnel, but at this level, practitioners 
are working at a lower level of thought and practice. As a 
beginner nurse, you were involved with learning new 
information and learning what was relevant information 
that pertained to a particular patient. Most nurses at the 
novice and beginner levels, due to a lack of knowledge and 
experience, are not as of yet practicing at the same level 
of expert thinking demonstrated by more experienced 
nurses. At beginning levels we are still struggling with 
remembering what normal lab values are versus how the 
patient’s economic status may be influencing other aspects 
of their disease processes.

Diagnosing is similar to comprehension. When we 
recognize the significance of knowledge we have acquired 
or data we have collected about a patient and we recognize 
a problem, we comprehend the situation. With more 
experience, advanced beginner and competent nurses 
begin to master this next higher level of thinking and 
become more proficient at problem recognition.

Planning is similar to application. At this level, not 
only has the nurse acquired knowledge (assessed) and 
comprehended (diagnosed) this information; she begins to 
apply what she knows to the situation with a plan. What are 
you going to do about the problem that you have identified? 
Competent nurses develop mastery of not only nursing 
tasks at this level, they also develop more expertise at the 
application level as they learn to plan care more effectively 
and efficiently. The competent nurse begins to understand 
why they are undertaking certain modes of care. They 
ask why if they don’t know. They want to understand 
application, and to understand application, they need to 
know why.

Intervening is similar to analysis and synthesis. This 
is the next highest level of thinking. As we garner more 
experience in our nursing practice, we learn just how, 
when, and where to intervene. We appreciate what we 
need to do in response to a particular patient problem as 
well as readily identify the outcomes of our practice. Some 
nurses refer to this as the “art” of nursing. Competent 
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Nursing  Bloom’s Benner’s Nursing
Process Cognitive Expertise Level
Level Domain Level

Assess Knowledge  Novice to Beginner
 Acquisition

Diagnose Comprehension Beginner to Competent

Plan Application Competent

Intervene Analysis Competent to Proficient

Evaluate Synthesis &  Proficient and Expert
 Evaluation
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and proficient nurses master these skills at this level. For 
example, a patient is having some dyspnea. The competent 
to proficient nurse recognizes the dyspnea and plans to 
sit the patient up, elevate the head of the bed, suction the 
patient, put the oxygen back on the patient and encourage 
slow deep breaths, all aimed at easing and/or eradicating 
the patient’s dyspnea. In another situation the same 
competent to proficient nurse recognizes this patient has 
dyspnea because he just received some very upsetting news 
and at the same time is in a great deal of physical pain. 
Now the competent to proficient nurse, with this patient, 
plans to administer some pain medication, encourage some 
slow deep breaths, close the patient’s door to his room, 
dim the lights, and sit with the patient to offer emotional 
support. In these two situations we had the same nurse, 
same problem (dyspnea), yet two very different approaches 
with each of these patients. This is intervening, analysis 
and synthesis, and is a key role to the development of the 
competent and proficient nurse. At this level of thought, 
the nurse is critically thinking.

Evaluation is the same as Bloom’s cognitive level of 
evaluation. This is the highest level of cognition. At this 
level the nurse is thinking in terms of outcomes, pulling 
together many pieces of information not only from the 
patient but from the nurse’s past experiences as well. They 
recognize problems, perhaps before they even develop. 
Let’s say Sharon is a postanesthesia unit nurse with many 
years of experience. Sharon is taking care of Mr. Listz, 
who awakens suddenly from abdominal surgery, but then 
drifts back to sleep. Before he is fully awake and even able 
to tell her that he is experiencing pain, she medicates him. 
When asked why she did this, Sharon is able to tell the less 
experienced nurse that when she sees a patient such as Mr. 
Listz awaken suddenly as he did, it usually indicates the 
patient is experiencing some pain. To keep the pain at bay 
and before the full effect of anesthesia wears off, Sharon 
medicates the patient to maintain his comfort. She says 
she doesn’t want him waking up experiencing pain, as that 
pain may become uncontrollable and may interfere with 
the patient’s recovery progress. This depicts the thinking of 
an expert nurse. At this level the nurse often cannot even 
tell how she knows what she knows. She is working on an 
intuitive level. The expert nurse is constantly evaluating.

Case Study
As we consider this case study, we will look for evidence 

of nursing process, cognitive level and identify what level 
of nursing expertise is demonstrated by the nurses. This is 
an actual case that I reviewed in my role as a medical-legal 
nurse consultant.

The Case of the Blue Arm
Ms. Hadyn is a 26-year-old with a history of lupus and 

Raynaud’s phenomenon, who was admitted for treatment of 
a right neck abscess. Tylenol, Percocet 5, and Demerol and 
Vistaril were ordered on admission to treat mild, moderate 
and severe neck pain. She was also receiving IV antibiotics 
and Konyne (clotting factors 5, 7, and 9) for a suspected 
bleeding disorder. The nurses in this case have between 5 
and 15 years of medical-surgical nursing experience. The 
following are nursing progress notes. 

3 PM Tylenol grain X was given for complaints of pain 
in Left arm—J. Jones, RN

4 PM The IV that was in the right forearm was 
determined to be subcutaneous. The IV was 
restarted in Left thumb.

8 PM Patient complained of tingling of Left hand and 
fingers, IV patent, no swelling noted.

10 PM Complains of pain in left hand and arm, IV 
patent. Slight swelling of the entire arm, cool 
to touch and firm, slightly discolored. Pulse 
present.

10:30 PM   Dr. Blue was called. 3” of Nitropaste was rubbed 
onto Left arm. Percocet 5, 2 tabs given for pain.  
IV removed from left arm—B. Smith RN

12:45 AM Continues to complain of arm pain. Arm 
continues to be dusky colored. Lower arm and 
hand are swollen. IV restarted in Right hand.

3 AM Percocet 5, 2 tabs given for Left arm pain

4 AM Left arm and hand continues to be swollen, 
elevated on pillow—J. Brown

8 AM Left arm edematous, the hand is highly swollen. 
Finger joints are highly swollen and spongy like. 
Skin cool, color dusky, unable to palpate radial 
pulse due to edema.

10 AM Crying complaining of much pain in left arm 
and hand. Demerol and Vistaril IM given.

11:30 AM  Some relief noted, but the arm pain is not 
completely gone.

12 PM Dr. Blue is in to see patient

2 PM Morphine Sulfate 5 mg IV is given for complaints 
of severe pain. Left arm is the same. Patient is 
sent to the venous lab for a doppler study of the 
left arm.

4 PM Left arm from the shoulder to hand has major 
edema, is firm, appears two times the size of 
right arm. From the elbow to fingers, it is pale 
purple/blue in color, cool to touch.—D. Davis, 
RN

6:45 PM MS 5 mg IV for Left arm pain

8:20 PM Dr. Green is in talking with patient

8:45 PM MS 5 mg IV for Left arm pain. Circulatory status 
of the left arm is unchanged since 4 PM.

9:45 PM Dilaudid 2 mg IV for severe pain to Left arm. 
Patient crying.—M. Moore, RN  

The doppler study completed at 2 PM revealed a large 
thrombus formation in the left subclavian vein, that was 
determined to be caused by the administration of Konyne 
(clotting factors). Ms. Hadyn was subsequently transferred 
to another hospital, where, in spite of efforts to save the 
arm, her left arm was eventually amputated at the shoulder. 
As it turned out, Ms. Hadyn did not have any type of 
bleeding disorder.

Discussion of the Case of the Blue Arm. 
Before proceeding, take a few moments to analyze this 

case study for yourself. Take a piece of paper and answer 
the following questions.

1. What are two main problems Ms. Hadyn is 
experiencing?

2. In regard to the first problem you identified:
 - What components of nursing process do you 
  identify in the case study?
 - What level(s) of thinking are demonstrated?
 - What level(s) of nursing expertise is 
  demonstrated?
3. In regard to the second problem you identified:
 - What components of nursing process do you 
  identify in the case study?
 - What level(s) of thinking are demonstrated?
 - What level(s) of nursing expertise is 
  demonstrated?

Analysis of this case study:
What are the two main problems Ms. Hadyn is 

experiencing?  
•	 Pain	in	the	left	arm
•	 Compromised	circulation	in	the	left	arm.

Let’s analyze the pain issue. 
Ms. Hadyn begins to complain of left arm pain at 

3 PM and the nurse administers Tylenol. Wasn’t the 
Tylenol originally ordered to treat right neck pain due 
to the abscess? Here the nurse is using the medication 
to treat a different problem than what it was originally 
ordered. At this point the nurse assessed as she collected 
some information about the arm, i.e., the patient told 
her it was hurting. The nurse diagnosed a problem; she 
recognized the complaint of left arm pain as a problem. 
The nurse planned and did intervene to give Tylenol 
to Ms. Hadyn. However, I do not see where the nurse 

evaluated the outcome of the Tylenol. So while the first 
nurse did intervene and attempt to treat the patient’s pain, 
did she really diagnose why the patient was experiencing 
left arm pain? She does demonstrate some competency 
in attempting to alleviate the patient’s pain; however she 
fails to diagnose the complaints of left arm pain as a new 
problem. She does not comprehend this complaint.

Furthermore one may question her administering the 
pain medication for the complaint of left arm pain when it 
was ordered for right neck pain. With the complaints of left 
arm pain, is the nurse fully recognizing the significance of 
this complaint? Does she comprehend the situation? One 
would expect the patient to complain of right neck pain 
due to the abscess, not left arm pain. I do not believe this 
nurse fully recognized the complaint of left arm pain as a 
different problem versus the expected problem of right 
neck pain. Therefore, this nurse stops nursing process at 
the diagnosis level and demonstrates a beginner level of 
practice.

At 10 PM, Ms. Hadyn is complaining of left hand 
and arm pain. The nurse, assesses the pain, recognizes 
it as a problem (diagnoses), plans and intervenes as she 
administers two tablets of Percocet 5 to the patient. 
Remember though, the Percocet was ordered to treat 
right neck pain and the nurse is using it to treat left arm 
pain. However does this nurse evaluate the outcome of the 
Percocet? The answer is no. So again, nursing process is 
stopped prior to reaching evaluation. But again, this nurse 
does not fully recognize the complaint of left arm pain as 
being a different problem, thus she is practicing at the level 
of a beginner, because she also does not comprehend the 
problem.

At 12:45 AM, Ms. Hadyn is noted as continuing to 
complain of arm pain. Here is a statement that does 
evaluate the outcome of the Percocet, as well as it gives us 
more information about Ms. Hadyn’s pain level. Having 
received the Percocet Ms. Hadyn did at 10 PM, what would 
you expect as an outcome to managing her pain? I would 
expect to find Ms. Hadyn to be pain free and possibly 
sleeping or resting comfortably at this time-some two 
hours after receiving the Percocet. However, this nurse 
fails to fully evaluate and appreciate the significance of 
the continued complaint of left arm pain at 12:45 AM.  
This nurse fails to realize the fact that the Percocet did 
not relieve Ms. Hadyn’s pain; therefore it was ineffective 
in attaining the desired outcome. In failing to achieve the 
desired outcome, we need to then go back and reassess, 
re-diagnose re-implement nursing process to identify what 
we need to do next. This nurse also fails to re-implement 
nursing process. Furthermore, in spite of the fact Ms. 
Hadyn continues to complain of pain, the nurse does 
nothing for her. What else should have been done for 
Ms. Hadyn at this point? I believe the nurses should have 
contacted the physician again and reported her findings. 
This nurse continues to appreciate the complaint of left 
arm pain, but fails to diagnose and she too demonstrates a 
beginner level of practice.

At 10 AM, Ms. Hadyn is noted to be crying and 
complaining of much left arm pain. At this point, the nurse 
administers Demerol and Vistaril. This nurse did assess 
diagnosis, plan and intervene regarding the pain. However, 
at 11:30 AM, after receiving the Demerol and Vistaril, Ms. 
Hadyn continues to complain of pain. Did the nurse fully 
evaluate outcome of the pain medication and identify the 
fact she is not obtaining the desired outcome of pain relief?

With all these nurses, they are assessing, diagnosing, 
planning and intervening regarding the patient’s pain. 
The piece of nursing process that is missing is evaluation. 
One could say these nurses are reaching a competent level 
in attempting to manage the patient’s pain, but they are 
not evaluating the effectiveness and the patient remains in 
pain. However, the bigger issue is that all these nurses are 
not recognizing the problem that it is left arm pain, when 
one would expect the patient to be experiencing right neck 
pain. Therefore they are failing to diagnose this problem 
and they stop nursing process here, putting them all in 
the beginner level of practice! Furthermore, they are all 
failing to recognize the escalating level of pain, that not 
even Demerol and Vistaril are effective in treating. Had 
they asked, “Is this patient getting better or getting worse”, 
would there possibly have been a better outcome for this 
patient?

Let’s look at the circulation problem.

At 8 PM Ms. Hadyn complains of tingling in the left 
hand and fingers. The nurse collects this information 
along with the fact there is no swelling and the IV remained 
patent without apparent problems. However did this nurse 
comprehend the significance of the complaints? I do not 
believe so, as there is no additional information or evidence 
of nursing actions. This nurse is demonstrating knowledge 
acquisition, but is lacking comprehension, which reflects a 
novice to beginner level of practice.

At 10 PM Ms. Hadyn’s arm is noted to be swollen, cool, 
discolored with a present pulse. This notation represents 
the assessment or data collected by this nurse regarding 
the left arm. Further this nurse comprehends there is a 
problem. I believe she recognizes the impaired circulation, 
however does not know what the cause is at this point. This 
nurse plans to contact the physician, as we see evidence of 
this nursing intervention in the next note at 10:30 PM. 

At 10:30 PM the nurse obtains an order to apply three 
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inches of Nitropaste to the left arm, and she does so. Here 
we see evidence that this nurse in intervening on behalf 
of the patient, and up to this point, she is demonstrating 
a degree of competency. However, what did this nurse 
evaluate regarding the outcome of the Nitropaste? This 
nurse documented nothing. Let’s look at this a little 
further. 

•	 Why	was	the	Nitropaste	applied?	The physician ordered 
the Nitropaste as it is a vasodilator, thinking the 
compromised circulation was perhaps a Raynaud’s 
problem. The nurse later admitted she knew the 
Nitropaste was a cardiac medication, but did not 
know why she was applying it to this patient.

•	 What is the desired outcome from the Nitropaste application? 
If you achieve a vasodilation effect, shouldn’t the 
discolored, cool arm “pink” up and warm up and 
begin to feel better? Had the nurse known why she 
was applying the Nitropaste, do you think she could 
have then identified the desired outcome she was 
attempting to achieve from the Nitropaste?

If this nurse had known why she was using the Nitropaste 
and what outcome to look for, perhaps she would have 
realized she did not achieve the desired outcome. She 
could have recognized that as a problem and contacted the 
physician again. However, this nurse does not comprehend 
or understand the use of the Nitropaste. She knows she is 
to apply the Nitropaste (knowledge acquisition, following 
the rule of following the doctor’s orders), thus she too is 
demonstrating a beginner level of practice. She falls short 
of competence because she is not applying what she knows 
and further does not know why she is to administer the 
Nitropaste. It is absolutely critical that nurses understand 
why things are done for patients, as it tells us the desired 
outcome.

At 12:45 AM the left arm is noted as continuing to be 
dusky in color and is swollen. This nurse collects this data 

(assesses). However, does she comprehend the significance 
of this information? The answer is no. If she comprehended 
or diagnosed a problem, she hopefully would have planned 
and intervened on behalf of the patient. Further, this nurse 
was aware of the fact Nitropaste had been applied at 10:30 
PM, yet the arm remains compromised. Again, this is not 
the desired outcome from the Nitropaste application. This 
nurse also admitted to not knowing why the Nitropaste 
was applied. By admitting they don’t know the why of what 
they are doing, these nurses are admitting they do not 
understand application and therefore do not demonstrate 
even a competent level of practice.

The nurses continue in this mode of thinking 
throughout the remainder of the case study. At 8 AM 
for example, again we see data collected regarding the 
arm and hand; however, the diagnosis of a problem and 
subsequent plan, intervention and evaluation is missing. 
Had any of these nurses asked themselves the question: “Is 
this patient getting better or getting worse?” would they 
have recognized a problem and taken further action? What 
do you think? Is this patient getting better or worse?  

Obviously this patient is getting worse. Given the 
situation, shouldn’t the nurses have minimally contacted 
the physician or made sure a physician saw the patient? The 
unfortunate fact in this case is that even when the physician 
did see the patient, while a doppler study was ordered, 
revealing a large thrombus in the left subclavian vein, it 
wasn’t until later that night the patient was transferred to 
another hospital. At that point, even having performed 
fasciotomies on the left hand and arm, it was not enough 
to save the arm. Furthermore the physician had ordered 
Konyne, which again is a preparation of clotting factors, to 
treat a suspected bleeding disorder. However, the patient was 
found not to have any type of bleeding disorder and the 
physician had further failed to order coagulation studies to 
monitor the effectiveness of the Konyne.

Remember earlier I stated where ever we stop nursing 
process, we stop practicing nursing? These nurses stopped at 
the assessment level. They failed to recognize the problem. 

They demonstrated only low level thinking of knowledge 
acquisition and were basically functioning at a beginner 
level. Even though they had many years of experience, they 
were functioning as beginners! Had they utilized nursing 
process, through all of its steps, do you see how it would have 
taken them to a higher level of cognition? If they had used 
nursing process, would there have been a different outcome 
for this patient? Had they asked:

•	 Assess:	 What	 information	 do	 I	 have	 about	 the	 left	
arm?

•	 Diagnose:	 Is	 this	 significant	 information?	 I	 expect	
right neck pain, but I’m recognizing left arm pain.

•	 Plan:	What	do	I	need	to	do	for	this	patient?
•	 Intervene:	Did	I	carry	out	my	plan?
•	 Evaluate:	 Is	 this	 patient	 getting	 better	 or	 getting	

worse?

Had they asked:
•	 Why	is	this	patient	having	left	arm	pain?
•	 Why	am	I	using	medications	ordered	 for	 right	neck	

pain to treat left arm pain?
•	 Why	am	I	applying	Nitropaste	to	this	patient’s	arm?
•	 Is	the	patient’s	pain	getting	better	or	getting	worse?
•	 Is	the	patient’s	arm	getting	better	or	getting	worse?

Do you see how these questions and using nursing 
process would have taken them to a higher level of 
thinking and a higher level of nursing expertise? Do you 
see how using nursing process and achieving a higher 
level of thinking, which is critical thinking, would have 
demonstrated proficient to expert nursing care? This 
is truly the beauty of using nursing process as a critical 
thinking tool. It drives our practice and gets us to a higher 
level of thinking and produces expert care. This is where 
we need to be practicing-at the critical thinking, expert 
levels. What we do is too important, for in its absence it is 
disastrous for the patient. As a potential patient, I would 
like to have critically thinking, nursing process utilizing 
expert nurses!

Developing a Nursing IQ continued from page 18

DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. 
The evaluation questions must be completed and 
returned with the post-test to receive a certificate.

Name: _____________________ Final Score: ___________

Please circle one answer.

1. A taxonomy describes the level of complexity within a 
learning domain.

 A. True  B. False

2.  Course objectives will give the learner an idea as to 
the complexity of a particular educational activity.

 A. True  B. False

3. The psychomotor domain pertains to learning new 
habits or attitudes.

 A. True  B. False

4. The affective domain pertains to our feelings of 
compassion towards others.

 A. True  B. False

5. As a general rule, it may take up to six months, with 
practice, to develop a new habit.

 A. True  B. False

6. The cognitive domain pertains to learning and 
utilizing information in a meaningful way.

 A. True  B. False

7. Independent studies are examples of learning within 
the psychomotor domain.

 A. True  B. False

8. Following rules and knowledge acquisition generally 
guides the thinking of a novice.

 A. True  B. False

9. Adhering strictly to rules will always assure success in 
any clinical situation.

 A. True  B. False

10.  The advanced beginner demonstrates some 
comprehension and is able to handle some situations 
with success, therefore no longer requires support in 
the clinical arena.

 A. True  B. False

11. Clear time frames are established for attaining each 
level of nursing expertise.

 A. True  B. False

12. Competent nurses demonstrate a mastery of skills, 
but they may lack the speed and flexibility seen in 
more accomplished nurses.

 A. True  B. False

13. Competent nurses tend to be very methodical and 
deliberate in their thinking and planning nursing care.

 A. True  B. False

14. Proficient nurses tend to recognize whole situations and 
identify when expected outcomes do not materialize.

 A. True  B. False

15. Competent nurses practice on an intuitive level while 
expert nurses rely on analytic principles.

 A. True  B. False

16. Proficient and expert nurses always make the best 
choice to precept novice and beginner nurses.

 A. True  B. False

17. Regardless of our nursing actions, there will always be 
an outcome for the patient.

 A. True  B. False

18. A nurse ceases nursing practice when he or she stops 
utilizing nursing process.

 A. True  B. False

19. Assessment is the same as data collection or knowledge 
acquisition.

 A. True  B. False

20. Diagnosing occurs when we always know how to label a 
problem.

 A. True  B. False

21.Nursing plans are always written documents.
 A. True  B. False

22. Intervening is putting one’s plan into action.
 A. True  B. False

23. Flowsheets and checklists are easy methods for 
documenting nursing assessments, nursing care and 
patient activities.

 A. True  B. False

24. When a problem is not resolved, evaluation is the 
final step in nursing process.

 A. True  B. False

25. A helpful strategy to use in evaluating patient 
outcomes may be to ask: “Is the patient getting better 
or getting worse?”

 A. True  B. False

26. Diagnosing is equivalent to comprehension and 
recognition of patient problems.

 A. True  B. False

27. When competent nurses ask “why”, they are 
demonstrating the application level of thinking.

 A. True  B. False

28. Analysis, synthesis and evaluation are levels of critical 
thinking.

 A. True  B. False

29. Expert nurses demonstrate evaluation, not only in 
their thinking but in nursing practice as well.

 A. True  B. False

30. Nursing process drives our practice to higher levels of 
thinking.

 A. True  B. False

Post Test and Evaluation – Developing a Nursing IQ – Part II: The Expertise of Nursing Process

Evaluation
1. Were the following objectives met?

 a. List levels of the cognitive domain of thinking. ___Yes ___No

 b. Define each level of the development of nursing expertise.  ___Yes  ___No

 c. Recognize nursing process as a critical thinking tool.  ___Yes ___No

 d. Analyze a case study for evidence of nursing process, 

  levels of cognition and nursing expertise.  ___Yes ___No

2. Was this independent study an effective method of learning?  ___Yes ___No
 If no, please comment:

3. How long did it take you to complete the study, the post-test, and the evaluation form? ___________________________ 

4. What other topics would you like to see addressed in an independent study?

SEND WITH REGISTRATION FORM ON PAGE 5




