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

Increasing emphasis is being placed on health literacy 
as we address issues of patient safety, decision-making, 
and adherence to plans of care. Health literacy was a focal 
point of the Centers for Disease Control-driven Healthy 
People 2010 project and continues to be a significant focus 
in provider-patient interactions.

Health literacy has been described as the ability 
of a person to (1) take in, (2) understand, and (3) take 
personally appropriate and relevant action based on 
health information. Health literacy reaches far beyond 
one’s completion of academic education or ability to read. 
It involves multiple dimensions of how information is 
shared and made relevant to the recipient.

It is now recommended that health care providers 
consider health literacy as requiring “universal 
precautions”–we should assume that a person is not 
capable of complete health literacy until we can validate 
otherwise. This premise is well founded; evidence has 
shown that only 13% of the US population is competent 
in health literacy. A definition of “competence” includes 
the ability to effectively use such things as one’s health 
insurance policy and fully understand components of an 
informed consent agreement. 

Consider some of the factors that affect a person’s 
ability to take in, understand, and act on health 
information. Abilities to hear and see, as well as the ability 
to cognitively relate to the information are clearly factors 
that need to be assessed. Pain, anxiety, and sleeplessness 
impact one’s ability to be attentive to information being 
provided. Other less obvious factors, such as accented or 
rapid speech, or interruptions by the healthcare provider, 
interfere with a person’s ability to take in and understand 
information. 

Patients often feel vulnerable in the healthcare system. 
They often don’t understand how the system works, how 
to access resources, and what questions to ask to clarify 
information they do get. They use public sources of data, 
including pharmaceutical ads on TV, computer web sites, 
and lay periodicals to seek information. Nurses need to be 
aware of where people are getting their information and 
perceptions, validate those that are congruent, and clarify 
mismatches that can lead to confusion. If these potential 
areas of conflict are not addressed, the patient becomes 

Health Literacy: Who Knows What?
frustrated because what is heard and what is read doesn’t 
match. This often leads to the patient deciding not to 
follow a recommended plan of care. 

The March, 2010, Ohio Nurse column, “Credentialing: 
What Does It Mean for You?” started with a definition of 
credentialing from the public domain web site Wikipedia, 
followed by the definition of credentialing as used by the 
American Nurses Credentialing Center. It can be argued 
that a public domain web site is not an appropriate venue 
for retrieval of data for a professional publication. The 
alternate perspective is that it is incumbent upon today’s 
health care professional to know what the public is reading 
and to be able to look for matches and mismatches 
between “public” and “professional” information. In the 
example cited, there was a clear match between the public 
domain definition of credentialing and the professional 
definition of that term. This congruence leads to an 
increase in the ability of the public to understand a term 
that is significant in our profession.

There is not always such a clear match. For example, 
we commonly use the term “malignant”. The patient and 
family, however, may be mentally thinking that they are 
glad that whatever the disease is, it isn’t “cancer”. If there 
is not clear understanding, significant gaps in decision-
making and application of health care information can 
occur.

The National Patient Safety Foundation, in conjunction 
with a number of other organizations, has begun a 
campaign called “Ask Me 3™”, encouraging patients 

and their family members to be actively engaged in 
seeking information fundamental to understanding 
their conditions and plans of care. The three questions 
suggested are, in essence, “What’s wrong with me?”, “What 
should I do about it”, and “Why is that important?”. More 
information about this program can be found at http://
www.npsf.org/askme3/

Nurses need to consider what we can do to improve the 
health literacy of our patients. Appropriate and timely 
assessment of a person’s health literacy capability and 
needs is an important first step. Learn what your patients 
think they already know and understand. Support the 
accurate information and work to provide clarity when 
there is incongruence. When new information is presented 
or instructions given, remember that “patient teaching” 
is more than throwing facts at people–our job is to share 
information, discuss concerns, address implications, and 
work with the patient to determine how he/she intends to 
use the information in his plan of care–and, of course, to 
document our teaching and the patient’s response.

Who knows what? If providers and patients don’t know 
and understand the same thing, patient care and patient 
safety are jeopardized. Our actions to promote health 
literacy can substantially improve patients’ safety and the 
quality of their care.

Pamela S. Dickerson, PhD, RN-BC
Chair, Ohio Nurses Foundation Continuing Education 
Council 
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OHIO NURSEEditor’s Notes

The Ohio Nurses Foundation (ONF) is committed to 
providing funding to advance nursing as a learned profession 
through education, research and scholarship. The Foundation 
would like to thank all of the generous attendees at the 9th 
Annual Nurses Choice Awards & Scholarship Luncheon, 
which celebrates nursing and the generous donors who fund 
the Foundation’s nine scholarships and three research grants 
worth almost $10,000 annually.

It is also through the work of the Foundation that the Ohio 
Nurse can be sent to every nurse in the state of Ohio. The Ohio 
Nurses Foundation believes it is important for nurses to have 
access to the educational, research, scholarship, trending and 
practice information that is critical for all nurses regardless of 
area of specialization. ONF is therefore proud to provide this 
publication to every nurse in the state.

Congratulations to the following Scholarship 
and Grant winners: 

Sue Morano Scholarship for RNs Intending to Teach Nursing 
in Ohio: $500
Christine Pavlick (Youngstown)

Non-RN Students Returning to School for Nursing: $1000
Shannon Patton Baker (Dayton)

Traditional Nursing Student/ $1000
Lauren Ives (Wakeman /North Central Ohio)

RNs Majoring in Nursing/ $1000
Christina Coffy (Ashland)

Deborah Hague Memorial Scholarship for Students 
Interested in Becoming Dynamic Nurse Leaders: $500
Christina Coffy (Ashland)

Rice Memorial Scholarship: $500
Bradley Marzec (Rossford/near Toledo)

Ohio House Minority Leader Joyce Beatty 
Scholarship: $500
Nneka Ariguzo (Gahanna)

Mary Beth Hayward Scholarship for Nurses Who Wish to 
Teach in Ohio: $1000
Katrina Jackson (Columbus)

$2000: “Nurses’ Knowledge, Attitudes and Practices of the 
Safe Handling of Morbidly Obese Patients,” submitted by 
Susan Bejciy-Spring MS, RN, BC CMSRN, CNS–Director of 
Nursing Evidence–Based Practice and Standards at the Ohio 
State University Health System. Co-investigators are: Brenda 
Hixon-Vermillion MS RN CNS; Sally Morgan MS RN NP; 
Cheryl Newton MS RN CNS; Sheila Chucta MS RN CNS; and 
Cindy Gatens MN RN CNS.

$2000: “Understanding the Management of Chronic Disease 
in Women Living with HIV/AIDS,” submitted by Dr. Allison 
Webel, RN, BSN, PhD, an Instrcutor at the Frances Payne 
Bolton School of Nursing at Case Western Reserve University.

Save the Date! Please join us at next year’s luncheon on Friday, 
April 1, 2011 at the Blackwell.

Ohio Nurses Foundation Raises Over $20,000 for Nursing Education
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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 on 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 reduced dues rates are offered 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 you.

Registered Nursing 
Statistics from ANA

The Health Resources and Services Administration 
(HRSA), U.S. Department of Health and Human Services, 
released initial data from the 2008 National Sample 
Survey of Registered Nurses (http://bhpr.hrsa.gov/
healthworkforce/rnsurvey/). Some of the findings reported 
by HRSA include:

•	 The	number	 of	 licensed	 registered	nurses	 (RNs)	 in	
the United States grew to a new high of 3.1 million 
between 2004 and 2008, an increase of more than 5 
percent.

•	 In	 2008,	 16.8	 percent	 of	 nurses	 were	 Asian,	 Black/
African American, American Indian/Alaska Native, 
and/or Hispanic; an increase from 12.2 percent in 
2004.

•	 Half	 (50	 percent)	 of	 RNs	 have	 achieved	 a	
baccalaureate or higher degree in nursing or a 
nursing-related field in 2008, this is compared to 
27.5 percent in 1980.

•	 Average	 annual	 earnings	 for	 RNs	 in	 2008	 were	
$66,973.  RNs’ salaries rose almost 15.9 percent since 
2004, which slightly outpaced inflation.

•	 The	average	age	of	all	licensed	RNs	increased	to	47.0	
years in 2008 from 46.8 in 2004.

•	 Nearly	 45	 percent	 of	 RNs	 were	 50	 years	 of	 age	 or	
older in 2008, a dramatic increase from 33 percent 
in 2000 and 25 percent in 1980.

ANA staff will review the data available and provide 
additional information. The full report is scheduled to be 
published in summer 2010.

ONJUN

To pay with a credit card, you must fill out the online membership application at www .ohnurses .org >join .

Visit us on the web anytime....

www.ohnurses.org
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Ohio University’s Academic Outreach 
Initiative Offers ONA Members Access 
to its Online RN-to-BSN Program at an 
Unprecedented 50% Tuition Discount

The Ohio University RN-to-BSN online program 
provides a flexible program for ONA members who are 
registered nurses and want to advance their careers and 
further their education. You dedicate your life to helping 
others; our program is dedicated to helping you.

Visit http://bsn.online.ohio.edu/rn-bsn.asp for more 
information about the program. ONA members are eligible 
for a 50% tuition discount.

Four-Hundred $250 Scholarships Available to ONA 
Members

ONA is pleased to announce that in honor of National 
Nurses Week, Ohio University’s Academic Outreach 
Initiative is awarding four-hundred scholarships worth $250 
each.  

To claim your scholarship and begin in the program, 
please click the link below and then immediately apply 
for either the June 21st or July 26th, 2010 start dates. The 
scholarship application deadline for both start dates is June 
14.

Visit this website to claim your scholarship:
ht t p :// b s n .on l i ne .oh io .e du/pr omo s/10 0 3 3 0/

default .aspx?Lsid=Scholarship&lssid=Ohio -RNBSN-
TG250-4122010
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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.

Studies in this issue are free to ONA members and 
$12 for non-members. The post-tests and evaluations for 
the studies in the June 2010 issue are free to members 
until December 1, 2010, after which they will cost $12. 

Please contact Sandy Swearingen at 614-448-1030 or 
sswearingen@ohnurses.org with any questions.

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

each study either online at www.CE4nurses.org or 
in the Ohio Nurse.

3. Fill out the registration form, indicating which 
studies you have completed, and return originals 
or copies of the registration form, post test, 
evaluation and payment (if applicable) to: 

4.   Check are only payment method accepted.

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:

__ Developing a Nursing IQ Part III: A Picture of Thought

__ Multigenerational Challenges: Working Together in Health Care

__ The Brown Bag Test–Polypharmacy Considerations When Caring for the Elderly

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.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $12.00 for non ONA-Members. 

ADDITIONAL INDEPENDENT STUDIES:
Additional independent studies can be purchased for $12.00 plus shipping/handling for both ONA members and non-
members. A list is available online at www.ohnurses.org >Education >Earn Contact Hours

Amount Enclosed $ ____________  

Please send check payable to Ohio Nurses Foundation (if applicable) 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.: ___________________________

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. 

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
July 14, 2010 , 10:00 a.m.–2:30 p.m.
October 13, 2010, 10:00 a.m.–2:30 p.m.

ONA Headquarters
4000 East Main Street
Columbus, Ohio 43213

Fee: $65. Registration must be paid in full prior to 
attending the event. Credit card payments cannot be 
accepted unless you register online.

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. 

Register online by going to 
www.ohnurses.org >events.

Events Calendar
Becoming an Approved Provider: July 14, 2010

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:

___ 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

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



Page 6 Ohio Nurse June 2010

INDEPENDENT STUDY
This independent study has been developed for nurses to 

better understand the public’s perception of nursing. 1.22 
contact hours will be awarded for successful completion of 
this independent study. 

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. 

Expires 1/2012. Copyright © 2010, Ohio Nurses 
Foundation

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Recognize nursing as both the practice of art and 

science.
2. Describe how to create clinical reasoning webs.
3. Identify keystone nursing care needs.
4. Identify desirable patient outcomes by using 

juxtaposition.

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.

Developing the Picture: Clinical Reasoning.
The Intricacies of Thought. Perhaps Albert Einstein said 

it best in his 1927 definitions of art versus science. “If what is 
seen and experienced is portrayed in the language of logic, 
we are engaged in science. If it is communicated through 
forms whose connections are not accessible to the conscious 
mind, but are recognized intuitively as meaningful, then we 
are engaged in art.” Certainly nursing and nursing practice 
are both art and science. When we analyze and evaluate 
data, use logic to make sound decisions about patients; 
we are using the science of nursing. However, when we use 
intuition and experience to build meaningful relationships 
with colleagues and patients, we are practicing the art of 
nursing. Clinical reasoning occurs when nurses blend both 
the art and science of practice. Clinical reasoning is defined as 
the reflective, concurrent, creative and critical thinking that 
is embedded in nursing practice. Nurses who become expert 
at accessing both the logic and intuitive knowledge they 
possess also become our expert nurses. Actively accessing 
both art (intuition, experiential based knowledge) and 
science (logic, scientific knowledge) is clinical reasoning. We 
use the knowledge from science and the knowledge of our 
patients and our experiences together to understand the 
patient’s health care needs. This understanding enables us 
to make clinical decisions regarding the care to be rendered 
to the patient, in an effort to achieve a desired outcome. The 

American Nurses Association’s Social Policy statement clearly 
contains elements of both science and art. The essential 
features of nursing practice include:

1.  Attention to the full range of human experiences and 
responses to health and illness without restriction to a 
problem-focused orientation.

2. Integration of objective data with knowledge gained 
from an understanding of the client’s or group’s 
subjective experience.

3.  Application of scientific knowledge to the processes of 
diagnosis and treatment.

4.  Provision of a caring relationship that facilitates 
health and healing.

Critical thinking is difficult to define and teach to 
novice or beginner nurses. It is very difficult to describe that 
intuitive, meaningful knowledge acquired by nurses through 
experience. The art of nursing is actually more noticeable 
when it is absent from practice. 

All nurses graduated from nursing school and successfully 
completed licensing examinations. By becoming a licensed 
professional, the nurse establishes a level of competence 
and credibility recognized by the public. However we have 
all experienced individuals who could complete school 
course work and pass a test, but they do not necessarily 
make the best nurses. Perhaps this person is good when it 
comes to analytical knowledge, but she doesn’t know how 
to tap into the intuitive artful portion of nursing practice. 
Often, attitude influences the ability to think critically and 
practice both the art and science of nursing. Dan Pesut and 
JoAnne Herman (1999) recognized and defined prerequisite 
attitudes needed for clinical reasoning.

Intent: When we work with intent, we have an idea as to 
the end result of our actions. Notice I used the words “an 
idea” about our end result. We sometimes anticipate what 
might be an end result, but as we proceed along, we end 
up with a different result. Intent means we have a purpose 
in mind. We are active in pursuing that purpose. When we 
conduct a patient interview or review laboratory values, we 
are intentionally gathering and processing information. 
Nurses who have no intent in mind are often described 
as “task oriented”. They go about nursing actions in a rote 
manner, just “getting the work done”, but have little idea as 
to why they are doing what they are. Intent fosters critical 
thinking. Those nurses practicing without intent are not 
engaged in critical thinking.

Reflection: Reflection occurs when we are thinking. For 
some people, reflection occurs when we talk ourselves 
through a situation. When we simply stop and think about 
a situation, and often arrive at a conclusion, this is also 
reflection. How many times have you been at home, long 
after your shift is over, and you find you are thinking about a 
particular patient situation and suddenly realize a solution to 
a problem? This is reflection.

Curiosity: Being eager to seek and acquire knowledge or 
information is the definition of curiosity. Interestingly, the 
Latin root of the word curiosity is cura. Cura means to care. 
How fitting for nursing practice! Nursing is curiosity with 
purpose, according to Pesut and Herman. The more curious 
we are, the greater the compassion we display towards 
patients in helping them resolve or manage healthcare issues. 
If we are eager to seek new knowledge about a situation, we 
demonstrate curiosity.

Tolerance for ambiguity: If only every situation we 
encountered was black and white; how easy nursing and 
healthcare would be! Tolerance for ambiguity is the ability 
to feel comfortable with unclear situations or undefined 
outcomes. Many, if not most patient encounters are 
ambiguous. We don’t always know what the end result will be. 
We can identify desired outcomes, but we have all witnessed 
outcomes that were neither expected nor desirable. Think 
about a patient who died when it was not expected or in 
spite of very good care. In many instances, there is no one 
right answer, but a series of options from which we must 
choose. Many times we have to choose between two options. 
For example, one patient facing the end stage of a chronic 
disease may not choose to implement measures to prolong 
his life. He may choose comfort measures only and opt 
to spend the rest of his life at home with family members, 
enjoying his favorite garden. Another patient facing the same 
end stage chronic disease may choose a very aggressive and 
experimental mode of therapy, and thus spend the rest of his 
life in a hospital attached to a variety of medical equipment. 
Our ability to tolerate ambiguity is often influenced by our 
level of self-confidence. Those individuals with high levels of 
self-confidence seem to be able to tolerate ambiguity more 
easily than someone with a low level of self-confidence. This 
stems from the fact that those individuals with a higher level 
of self-confidence may feel more at ease in dealing with any 
number of options and outcomes. Ambiguity may actually be 
useful, as it does not provide a clear-cut answer, but allows 
for many options.

Self-confidence: When we believe in ourselves, our 
capabilities and our responses, we demonstrate self-
confidence. Part of self-confidence is recognizing our 
strengths and weaknesses and going about methods to 
develop competencies. 

Developing a Nursing IQ – Part III: A Picture of Thought
ONF-09-32-I

Developing Nurse IQ continued on page 7
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Step 4: Reflect on the picture, draw lines of relationship, 

connections and association among the nursing diagnoses 
and patient problems.

Think about how one problem influences or affects 
another. Draw a line connecting those two problems. 
Continue to make these connections until you feel you have 
completed the web.

Step 5: Determine which pattern has the highest priority 
of care and represents keystone nursing care needs. 

Look at this “picture” of Mr. Cratz and reflect on his 
story illustrated in this Clinical Reasoning Web. What is a 
keystone nursing care need for Mr. Cratz? The keystone nursing 
care need is identified as the need on which one can have the 
most impact. One of the easiest ways to determine a keystone 
need is to identify which problem or nursing diagnosis has 
the most arrows pointing toward it or which problem has 
the most arrows pointing away from it. In Mr. Cratz’s case, 
the keystone nursing care need is the “Knowledge Deficit” 
nursing diagnosis. By addressing Mr. Cratz’s knowledge 
deficits in regard to his diagnosis, prognosis, options for 
end of life care, and options for dealing with his family 
issues, our nursing actions can impact the other problems of 
fear, isolation, powerlessness, potential pain and ineffective 
coping. 

We can’t change the diagnosis of cardiac tumor or even 
Mr. Cratz’s prognosis, but by providing him with information, 
we can create change in other parts of Mr. Cratz’s life. With 
information about hospice and pain control measures it can 
reduce his feelings of fear. With this information Mr. Cratz 
can make decisions about the end of his life and perhaps 
give him a sense of having some power and being the strong 
person he always has been. With knowledge, it may improve 
his coping methods, making him less abrupt, and be more 
open to ask for assistance or more information. With 
knowledge, Mr. Cratz might contact his family and explain 
the situation to them, sharing his decisions about the end of 
his life and perhaps repair some of those relationships. By 

Professional motivation: Having a commitment to the vision, 
values and mission of a profession is professional motivation. 
While we always try to do the best for a patient, we are 
human and make mistakes. An individual with professional 
motivation will learn from his or her mistakes and plans for 
corrective action. Think about why you became a nurse. What 
is it about nursing that you enjoy? How do you know you are 
the best nurse you can be? Having answers to these questions 
gives one insight into one’s professional motivation. 

As one can see, our thinking is an intricate intertwining 
of thoughts, actions, experiences, and attitudes. Our abilities 
to make clinical decisions and conduct clinical reasoning 
are influenced by both the art and science of nursing. Our 
expert nurses are also expert thinkers who continually access 
both analytic and intuitive knowledge. In the next section we 
will attempt to illustrate both the art and science of expert 
thinking nurses.

Clinical Reasoning Webs: In their book Expertise in 
Nursing Practice, Benner, Tanner and Chesla identified five 
attributes deemed essential to the art and science of nursing. 
The five attributes are:

1. Nurses come to situations with a fundamental notion of what 
is good and right. There is a moral component to nursing. 
Think about the fact that in public polls, nurses have 
rated first when it comes to the public holding us in 
high regard. The public views us as honest, altruistic 
and possessing high moral standards.

2. Expert nurses recognize patterns through experiences they 
have had with patients. Expert nurses reflect on patient 
experiences and quickly retrieve that information 
when presented with similar situations. 

3. Expert nurses use their emotional involvement with patients 
to support their understanding, actions, and interventions. 
Expert nurses care about patients or demonstrate 
the attribute of compassion for patients. As we get to 
know patients better, we gain insights that guide us in 
making clinical decisions. For example, Mary usually 
would rely on written materials to teach her diabetic 
patients. Mary learned during a tearful conversation 
that one particular patient was illiterate. So instead of 
giving him a lot of written information about diabetes, 
she took the time to verbally cover information, 
utilizing the photos, pictures and diagrams in the 
printed materials. When she mentioned that the 
patient was illiterate, it was a total surprise to the 
patient’s physician. 

4. Expert nurses use their intuition formed from experience to 
guide their thinking and actions. Think about the first 
patient with chronic obstructive pulmonary disease 
(or any other common diagnosis you encounter in 
your practice) for whom you cared. Think about how 
foreign it was for you. Now years later you easily care 
for these patients, often with the faces of past patients 
floating in and out of your memory, as you go about 
patient care. For one patient you increase his oxygen, 
while another patient you decrease the amount of 
oxygen being delivered. You understand the nuances 
of care and go about it in a seamless manner.

5. Expert nurses come to know their patients through the stories 
the patients and their families tell about their health care 
experiences. The only way we get to learn about our 
patients is through their stories and the information 
the stories provide. We have all learned from our 
patients. We learn about their past experiences with 
healthcare. 

Gloria was assigned to care for Mr. Cratz, who was 
admitted with cardiac dysrhythmias, had a pacemaker in 
place and had been recently diagnosed with a cardiac tumor. 
His prognosis was very poor due to the tumor imbedded 
in the cardiac wall. In change of shift report Mr. Cratz had 
been described as being cantankerous and the off-going 
nurse stated she had “left him alone” for most of the shift, 
doing only what was required. Upon her first encounter with 
Mr. Cratz, Gloria found him to be quite abrupt and surly in 
his responses. She was observing his cardiac rhythm on the 
monitor when he inquired what it showed. She told him it 
currently showed his pacemaker was functioning and he had 
a nice steady paced rhythm. She stated she would bring him 
a print out of his rhythm. His response was quite surprising 
as he remarked it was just one more empty promise that 
would not be fulfilled. 

Gloria finished her assessment, printed off a rhythm strip 
and promptly returned to Mr. Cratz’s room. She reviewed 
the strip with him, showing him the pacer spikes and 
allowed him to keep the strip. He commented no one had 
spent this much time with him to explain things. He further 
commented it seemed all the other nurses and especially the 
doctors all seemed to be in a hurry to get out of his room. 
Gloria made it a point to check on Mr. Cratz frequently 
during her shift. 

He, in turn, disclosed to her just how frightened he was to 
face his impending death due to the cardiac tumor. Further 
he told Gloria that he was divorced and had been dating a 
much younger woman. His adult children were not happy 
about this situation and he had become estranged from 
his family. He felt he was going to end up dying alone and 
in much pain. He stated he didn’t like to ask for help as he 
had always “been the strong one” in the family and he didn’t 
want to burden his children with his problems. He felt the 
divorce and his current significant other had caused enough 
problems for his children. Gloria found Mr. Cratz to be a 
very intelligent, kind, proud, sensitive and frightened person. 

She encouraged him to talk with his children about his 
feelings and what he was facing. She offered to contact the 
hospital clergy for him. She told the physicians that Mr. Cratz 
was seeking information about his diagnosis and what could 
be done to keep him comfortable. She discussed hospice 
options with him. Gloria did all this because of the story 
Mr. Cratz told her. He told her his story all because she took 
the time to show him a rhythm strip. She would not have 
known Mr. Cratz’s story had it not been for her expertise. It 
is through patient stories we blend both the art and science 
of nursing. 

As we just saw in the previous example, our patients are 
complex stories with many intertwining plots and subplots. 
Expert nurses see the complexities and interactions of 
the various aspects of a patient’s story. Critical thinkers 
see how one aspect of a patient’s story influences another 
aspect. For example the reason one patient does not take 
her medications is because she cannot afford them, while 
another patient just chooses not to take his medications. 
Look at all the subplots Gloria discovered existed in Mr. 
Cratz’s story. Expert nurses value patient stories because 
they do learn so much about the patient. Expert nurses 
think in terms of the patient’s story when they reflect about 
that patient and devise a plan of care. In an effort to show 
how expert nurses think, Pesut and Herman, in their book 
Clinical Reasoning: The Art and Science of Critical and Creative 
Thinking, suggest using a Clinical Reasoning Web. The 
Clinical Reasoning Web is a way of analyzing and synthesizing 
the functional relationships among key aspects of a patient’s 
story and diagnoses. The Clinical Reasoning Web actually 
illustrates the patient’s story for us. It shows us the intricacies 
of that patient. In the next section we will discuss how to 
create and make use of a Clinical Reasoning Web.

Developing a Clinical Reasoning Web: The steps to 
creating a Clinical Reasoning Web are as follows:

1.  Obtain an 8 ½ by 11 inch piece of paper and place the 
patient’s primary medical diagnosis in the middle of 
the page.

2.  Identify as many other possible nursing diagnoses 
or patient problems that are of consequence for this 
particular patient. Place these around the central 
medical diagnosis on the page.

3.  For each nursing diagnoses or patient problem 
identified, list the defining characteristics or cues 
displayed by the patient.

4.  Reflect on the total picture on the paper and begin to 
draw lines of relationship, connection, or association 
among the nursing diagnoses or patient problems. 

5.  Determine which pattern has the highest priority for 
care and which represents the keystone nursing care 
needs for the patient. 

Think back to Mr. Cratz and his story. Here is the 
development of Mr. Cratz’s Clinical Picture:

Step 1: The central medical diagnosis

Step 2: Add other nursing diagnoses and patient 
problems

Step 3: Add defining characteristics and cues displayed by 
the patient.

Cardiac Tumor

Cardiac Tumor

Knowledge 
Deficit

Cardiac 
dysrhythmias

Ineffective 
Coping 

Potential 
Pain

Fear

Powerlessness

Isolation 

Cardiac Tumor

Potential Pain
•	Associated	with	
   prognosis
•	Pain	with	death
•	Pain	prior	to	death

Knowledge 
Deficit
•	Stated	by		
   patient
•	Diagnosis
•	Future	
   prognosis/
   care 
   options

Powerlessness
•	Cannot	change	diagnosis/
   prognosis
•	Cannot	change	family	
   situation
•	Feels	ignored	by	healthcare	
   team

Ineffective 
Coping 
•	Abrupt	
   behaviors
•	Estrangement	
   from family
•	Doesn’t	
   ask for help/
   always has 
   to be strong 

Cardiac 
Dysrhythmias
•	Pacemaker
•	Tumor

Isolation 
•	Estranged	from	family
•	Healthcare	team	members	
   minimize time spent with 
   patient
•	Doesn’t	ask	for	help

Fear
•	Voiced	by	patient
•	Future	prognosis
•	Dying	alone
•	Being	a	burden

Cardiac Tumor

Potential Pain
•	Associated	with	
   prognosis
•	Pain	with	death
•	Pain	prior	to	death
•	Emotional	pain	due	
   to family situation

Knowledge 
Deficit
•	Stated	by		
   patient
•	Diagnosis
•	Future	
   prognosis/
   care 
   options

Powerlessness
•	Cannot	change	diagnosis/
   prognosis
•	Cannot	change	family	
   situation
•	Feels	ignored	by	healthcare	
   team

Ineffective 
Coping 
•	Abrupt	
   behaviors
•	Estrangement	
   from family
•	Doesn’t	
   ask for help/
   always has 
   to be strong 

Cardiac 
Dysrhythmias
•	Pacemaker
•	Tumor

Isolation 
•	Estranged	from	family
•	Healthcare	team	members	
   minimize time spent with 
   patient
•	Doesn’t	ask	for	help

Fear
•	Voiced	by	patient
•	Future	prognosis
•	Dying	alone
•	Being	a	burden

Cardiac Tumor

Potential Pain
•	Associated	with	
   prognosis
•	Pain	with	death
•	Pain	prior	to	death
•	Emotional	pain	due	
   to family situation

Knowledge 
Deficit
•	Stated	by		
   patient
•	Diagnosis
•	Future	
   prognosis/
   care 
   options

Powerlessness
•	Cannot	change	diagnosis/
   prognosis
•	Cannot	change	family	
   situation
•	Feels	ignored	by	healthcare	
   team

Ineffective 
Coping 
•	Abrupt	
   behaviors
•	Estrangement	
   from family
•	Doesn’t	
   ask for help/
   always has 
   to be strong 

Cardiac 
Dysrhythmias
•	Pacemaker
•	Tumor

Isolation 
•	Estranged	from	family
•	Healthcare	team	members	
   minimize time spent with 
   patient
•	Doesn’t	ask	for	help

Fear
•	Voiced	by	patient
•	Future	prognosis
•	Dying	alone
•	Being	a	burden
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outcome, we have a frame in which to configure specific 
nursing care. However, when one thinks about nursing 
process, outcomes are actually missing. Remember, nursing 
process is comprised of assess, diagnose, plan, intervene 
and evaluate. Pesut and Herman believe nursing process 
should be comprised of assess, diagnose, desired outcome, 
plan, intervene and evaluate. Because outcomes are not 
currently a part of nursing process, many nurses do not give 
consideration to identifying desired outcomes for patients. 
Without an outcome, how do we know we are achieving 
anything? How do we know what to evaluate? As soon as we 
diagnose a problem, or diagnose a keystone nursing care 
need, the next task is to identify the desired outcome and 
frame the patient’s picture. 

Note: The Ohio Board of Nursing includes five steps in the 
nursing process. Analysis in rule includes developing desired 
outcomes and evaluation includes achievement of desired outcomes 
or revision of desired outcomes as needed. 

How does one identify desired outcomes? Again there is a 
blending of art and science in identifying desired outcomes. 
There is no one right outcome to fit every nursing care 
need that fits every patient. Remember expert nurses are 
comfortable with ambiguity and shades of grey. It allows us 
to be creative in meeting patient needs! By juxtaposing the 
identified problem or need with its opposite, one can begin 
to identify outcomes. 

Juxtaposition is defined as the side by side comparison of 
the present state of a patient (problem or keystone nursing 
care need) and its direct opposite. Separating the opposites 
is a continuum of possible outcomes. Here’s an example of a 
patient who is experiencing pain.

Problem Juxtapose Opposite

 

In this example, you were not given the cause of the pain. 
Here is where one’s expertise, art and science of nursing 
practice come into play along with the patient’s story. Perhaps 
this is a patient who is experiencing some musculoskeletal 
pain due to raking leaves in her yard. It would be reasonable 
to expect that with some rest, this patient could be pain free. 
So, one could identify the expected outcome of “no pain” for 
this patient. However, what if this patient were experiencing 
pain due to an aggressive bone cancer? This patient tells you 
he has not been pain free for months in spite of narcotic 
analgesics, relaxation techniques and massage. Do you think 
it is reasonable to expect that this patient will be pain free? 
If not, where on the continuum of outcomes do you place 
him? Again, here is where you need to know the patient’s 
story and draw upon your arsenal of nursing expertise. What 
is an acceptable pain level for the patient? Ask the patient 
what is acceptable. What is the desired outcome from the 
patient’s standpoint? Outcomes can often be very easily 
identified if we would simply ask the patient. By asking the 

The rest of Mrs. Taylor’s story: The Keystone nursing care 
need identified for Mrs. Taylor is Self-Care Deficit. Clearly this 
lady is no longer able to manage by herself at home. As you 
will recall, she was admitted to the hospital with a diagnosis 
of dehydration. The dehydration and some electrolyte 
imbalances were corrected. Her physician, social worker, 
nurses and sister convinced her it was no longer safe for her 
to live independently. She agreed to go to an assisted living 
facility. Mrs. Taylor had earlier made out a will and advanced 
directives as well as designated a financial power of attorney 
and medical power of attorney. The financial power of 
attorney stepped in to manage her financial affairs and sold 
her home and car. 

In assisted living Mrs. Taylor was still able to attend to 
her own care when she was able, but had the added benefit 
of being able to receive care when she needed it. Because 
she had been so active volunteering with her church and 
social groups, Mrs. Taylor had a wide network of friends. 
These friends came to visit her and took her out to lunch, 
to meetings and to church on a regular basis. The nursing 
staff was able to help her manage bouts of diarrhea before 
she became dehydrated and provide a safe environment for 
her. She participated in some physical and occupational 
therapy and began to use a wheeled walker for stability 
when ambulating, thus reducing falls. Financially she was 
more secure as she was not out spending money she didn’t 
have. Her medications were managed for her and it was 
found she did not require some of the medications she had 
been taking at home. Her medications were decreased to 12 
prescriptions. She was eating nutritious meals and socializing 
with other people at mealtimes.

Consider this, if the healthcare team had only addressed 
the initial diagnosis of dehydration, what would have been 
missed? It’s pretty easy to correct dehydration; fluids are 
administered. However in Mrs. Taylor’s case, dehydration 
is only a small snippet of her “picture”. If the hospital had 
only corrected the dehydration and discharged Mrs. Taylor 
home, what possibly would have happened to her? She would 
probably have repeated episodes of diarrhea and perhaps the 
next fall in the bathtub would have resulted in a fractured 
hip, traumatic brain injury, or even her death. Or she would 
have tripped over the clutter or O2 tubing and fallen. By 
creating a Clinical Reasoning Web, we have the advantage of 
gleaning from Mrs. Taylor’s story to get a full picture, or at 
least a more complete picture of her needs. 

When you encounter a particularly perplexing patient, 
consider creating a Clinical Reasoning Web. It can be quite 
surprising and revealing to see where a web takes you. You 
might start out thinking the patient has one particular 
problem but by the time you finish the web, it leads you in 
an entirely different direction. The patient benefits by being 
the recipient of a more efficient and effective plan of nursing 
care! 

Clinical Reasoning Webs are how expert nurses think. 
It is the best descriptions I have encountered that literally 
illustrate the intricacies of our thoughts. Expert nurses do 
not need to write clinical reasoning webs, as they formulate 
the web in their minds, identify and focus on the keystone 
nursing care need and proceed from that point.
Framing the Picture: Outcomes

Determining Patient Outcomes through Juxtaposition: 
The Clinical Reasoning Web gives us the picture of the 
patient. Now, we need to frame the picture. To do so, we next 
need to identify the desired outcome. Once we know the 

providing information to Mr. Cratz, the healthcare team 
will be spending time with him, reducing his sense of 
isolation. 

Knowing he does not like to ask for help, healthcare 
team members can offer information so he does not have 
to ask. While there may be many other areas one could 
make an impact for Mr. Cratz, look at the number of areas 
an expert nurse can impact by addressing the keystone 
issue of Knowledge Deficit in this example.

Developing a Clinical Reasoning Web: Let’s look at 
Mrs. Taylor. As you read her story, take a piece of paper 
and begin to create a Clinical Reasoning Web. Mrs. Taylor 
is an 84-year-old widow who lives alone. Her 80-year-old 
sister found her, passed out, lying in a pool of diarrhea in 
her bathtub. The sister called EMS and Mrs. Taylor was 
brought to the hospital with a diagnosis of dehydration. 
Since her retirement as a schoolteacher, she has been 
active volunteering for a variety of groups and participates 
in a number of social groups as well as her church. 

Mrs. Taylor has a history of the following: cervical 
cancer that was treated with a hysterectomy and radiation 
therapy; lung cancer treated by partial lobectomy; 
pulmonary embolism treated with Coumadin; cerebellar 
stroke; ischemic changes to the right frontal and temporal 
cerebral lobes; and chronic depression treated with a 
variety of antidepressants. Mrs. Taylor also complains of 
dyspnea and uses home oxygen. She experiences bouts 
of nausea and diarrhea believed to be due to radiation 
damage to her intestinal tract. When she has these flare 
ups of nausea and vomiting, she says she is not able to 
keep anything in her stomach. 

She has sustained several falls at home. When she 
falls at home, she is unable to get up off the floor 
independently and has relied on either neighbors or EMS 
to assist her. She is noted to have short-term memory loss 
attributed to her cerebrovascular disease. Mrs. Taylor 
currently takes 25 different prescription medications. 
She possesses multiple vials of the same medications, 
as well as multiple vials of varying dosages of the same 
medications. Loose pills are found all around her home; 
in coat pockets, on the floor, on the chair side table, and 
in the bathroom and kitchen. She often complains of sleep 
problems in that she is either sleeping too much (up to 12 
or more hours) or too little (wakes at 3 AM and is not able 
to return to sleep). 

She continues to drive, but has experienced a 
number of “fender bender” type accidents with no one 
being injured. She looks at her home and often feels 
overwhelmed by the clutter. Her home is very cluttered 
with only a pathway through the living room. Her kitchen 
is stuffed with hoarded food, some of which is spoiled. She 
is unable to climb the basement steps to do her laundry, 
thus when she needs clean clothes she simply purchases 
more. She has incurred non-sufficient funds fees due to 
mismanaging her checking account and she has many 
unpaid bills. She uses many credit cards, carries balances 
on most of them, which further complicates her finances. 
Financially she has a pension, social security and a few 
small investments, but has spent so much she has taken 
out a reverse mortgage on her home to pay bills. Mrs. 
Taylor is hard of hearing and has hearing aids, but does 
not like to utilize them. 

What does your Clinical Reasoning Web look like for 
Mrs. Taylor? Give it some thought (reflect) and begin to 
draw lines of relationship, connection, or association 
among the nursing diagnoses or patient problems. Now 
what does your Clinical Reasoning Web look like? What 
keystone nursing care need can you identify? There is no one 
right answer for Mrs. Taylor. Remember there is an art to 
nursing and much ambiguity to what we do. Here is what 
one Clinical Reasoning Web might look like for Mrs. 
Taylor:

Safety Issues
•	Falls
•	Clutter
•	Food	Safety
•	02 tubing

Home Issues
•	Cluttered
•	Unable	to	do	laundry

Cerebrovascular disease
•	Cerebellar	stroke
•	Ischemic	changes

Falls
•	Can’t	get	up

Short term 
memory loss Hard of Hearing

•	Hearing	aides
•	Does	not	use	them

GI Problems
•	Nausea/Vomiting
•	?	Eats	spoiled	food
•	Inadequate	food/liquid	intake. Social Issues

•	Widowed
•	Lives	alone
•	Active	volunteer
•	Active	church	&	social	groups

History of Cancer
• Cervical: hysterectomy, 
   radiation. tx
•	Lung:	lobectomy

Hydration/Nutrition
•	Doesn’t	eat/drink	enough
•	Spoiled	food

Financial Issues
•	Unpaid	Bills
•	Many	credit	cards
•	NSF	checks
•	Reverse	mortgage
•	Spender/hoarder
•	Continually	buys	food	
   & clothes

Dyspnea
•	Fatigues	easily
•	Inability	to	perform	ADL’s
•	Use	home	02 therapy, tubing 
   on floor

Medication Management
•	Takes	25	medications
•	Multiple	vial/dosages
•	Loose	pills	found	all	over

Self Care Deficits: 
Unable to Manage:
•	Home/physical	environment
•	Food	&	cooking
•	Medications
•	Falls
•	Driving
•	Diarrhea	episodes
•	Finances
•	ADL’s

History of P.E.
•	Takes	Coumadin

Driving Issues
•	Fender/Bender	accidents
•	No	injuries Chronic Depression

•	Sleep	issues
•	Multiple	antidepressants
•	Feels	overwhelmed
•	Inability	to	do	ADL’s

Dehydration

No PainPain

Moderate pain, 
but patient 
states pain is 
tolerable.

Moderate to 
severe pain that 
interferes with 
ADL’s and sleep.

Minimal 
pain, does not 
interfere with 
ADL’s.

Developing Nurse IQ continued from page 7
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Keystone Nursing Care Need Proposed Desirable 
    Outcome

Patient has malnutrition due to 
failure to thrive

Patient has malnutrition due to 
a long history of bulimia and 
anorexia

Patient has malnutrition; lives
below the poverty line.

Patient has malnutrition and 
has sustained 2nd and 3rd 
degree burns over 75 % of his 
body

Where on the continuum of outcomes would you place 
each of the outcomes you identified? Think about how you 
might pursue care for each of these patients.

Case Study Exercise
Now it’s your turn. This exercise should only take you 

a few minutes to complete. Think about a current patient 
for whom you are caring. Or select a past patient who was 
particularly perplexing or challenging for you. For those 
readers with aging parents, this is an excellent time to 
complete this exercise using your parents as the case study! 
Remember there is no one right answer. Each Clinical 
Reasoning Web and desired outcome is as unique as the 
individual patient is!

Instructions:
1.  Take a blank piece of paper and create a Clinical 

Reasoning Web for this individual or these 
individuals. 

2.  Identify the keystone nursing care need.
3.  Identify the juxtapose (opposite) to the keystone 

nursing care need.
4.  Identify the desired outcome for this individual or 

these individuals.
Other considerations: In this module we’ve learned to 

develop the picture of patients using Clinical Reasoning 
Webs. Some people also refer to these webs as schemas 
or use the term mind mapping to describe this process. 
You may have heard these terms used elsewhere. We then 
discussed how one frames the picture of the patient by 
identifying the keystone nursing need and desired outcome. 
Think about how else you might use these techniques. 

What about those of you who attend care planning 
conferences–perhaps in a home care or long-term care 
setting. What if the group of nurses caring for a particular 
patient, together, created a Clinical Reasoning Web, 
identified a keystone nursing care need and desired 
outcome? Think about the input and perspectives the entire 
group could gain by completing this exercise together. 
Perhaps you find yourself in the role of a preceptor. One 
could utilize these techniques to illustrate for a more 
inexperienced nurse critical thinking processes. Perhaps 
your nursing unit is caring for a particularly challenging 
patient. At a staff meeting the nursing staff could utilize 
these tools and perhaps identify a keystone nursing care 
need, desired outcome and formulate a care plan to 
provide a consistent, focused plan of care. Collegiality and 
team building among the nursing staff may be additional 
benefits gained from completing this exercise. Perhaps 
you are presenting nursing grand rounds at your facility. 
Imagine presenting the patient within the context of the 
Clinical Reasoning Web followed by the keystone nursing 
care need, desired outcome and plan of care.

Remember, this is how expert nurses think. This is what 
goes on in their minds. These nurses develop such a sense 
of expertise; they do not need to actually create the Clinical 
Reasoning Web on paper as they do this in their minds. It 
is hoped you will continue to use these techniques as you 
pursue patient care and develop your Nursing IQ.
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her from following treatment recommendations. Perhaps 
this patient also has a mental illness that interferes with her 
ability to manage the diabetes. There are any number of 
reasons that interfere with treatment regimens. A Clinical 
Reasoning Web can point you in the right direction in order 
to provide effective and efficient care for this patient.

When identifying desirable patient outcomes, be sure you 
are not identifying nursing interventions. For example you 
identified “knowledge deficit related to diabetes mellitus” 
as a keystone nursing care need. It would be incorrect to 
list “provide patient teaching” as an outcome. Providing 
patient teaching is a nursing intervention we undertake to 
achieve the outcome. Nursing interventions are things we do. 
The outcome is what we achieve. An outcome to knowledge 
deficit related to diabetes might be: Patient demonstrates 
comprehension of disease process, complications, and diet 
and medication protocols. Remember the outcome is the 
juxtapose to the problem.

Keystone Nursing Care Need Proposed Desirable 
    Outcome

Patient with newly diagnosed 
diabetes mellitus

Patient with a long history of 
diabetes and does not adhere to 
treatment plans

Patient with a long history of 
diabetes and now needs to 
initiate insulin therapy

Patient diagnosed with 
gestational diabetes

Juxtaposition Exercises: Framing Patients with Desirable 
Outcomes. Below are some patient problems and keystone 
nursing care needs. Identify the juxtaposition for each 
problem, then given various keystone nursing care needs, 
propose a desirable outcome for each patient. Be creative. 
Reflect back on past patient experiences. Remember there 
are many correct ideas.
Outcomes #1
Problem Juxtapose Opposite

Keystone Nursing Care Need  Proposed Desirable 
    Outcome

Patient with an open wound due 
to a surgical incision
 
Patient with an open wound 
due to surgical incision, and 
patient has history of diabetes, 
peripheral vascular disease and 
poor nutrition
 
Patient with open wounds that 
are chronic stasis ulcers on the 
lower extremities due to 
peripheral vascular disease
 
Patient with an open wound due 
to Stage IV pressure ulcer with 
foul smelling, purulent drainage

Where on the continuum of outcomes would you place 
each of the outcomes you identified? Think about how you 
might pursue care for each of these patients.
Outcomes #2
Problem Juxtapose Opposite

Keystone Nursing Care Need Proposed Desirable 
    Outcome

Patient newly diagnosed with 
schizophrenia with delusions.

Patient with long history of 
schizophrenia, does not adhere 
to treatment plans

Patient with long history of 
schizophrenia, now is harmful to 
self and others

Patient with schizophrenia and 
has now developed dementia

Where on the continuum of outcomes would you place 
each of the outcomes you identified? Think about how you 
might pursue care for each of these patients.
Outcomes #3
Problem Juxtapose Opposite

patient what he or she hopes to achieve, we can all work 
toward a common goal. How often are we working towards 
one outcome, while the patient and/or family are seeking 
another outcome? Perhaps through the clinical reasoning 
web you’ve completed for this patient, you identify financial 
as well as family discord problems. Could these problems be 
influencing or inhibiting this patient’s pain control? Could 
something be done to alleviate these complications so he 
might achieve better pain control? Once one has identified 
an outcome, taking into consideration the patient’s story, 
one can formulate a plan of care. One may also want to 
consider the following. What experiences have you had with 
other pain medications or pain relief measures that could be 
implemented with this patient? Who might also be consulted 
regarding the care of this patient? Do you have access to 
a pain clinic? What role can the patient and/or family 
members play in achieving the level of pain control that was 
identified as a desirable outcome? 

Remember Mr. Cratz, our patient with the cardiac 
tumor? His keystone nursing care need was Knowledge 
Deficit. The juxtapose to this is “Acquired Knowledge” (no 
knowledge/has knowledge). By giving him knowledge it has 
impact on so many other issues affecting his life. Re-look at 
his Clinical Reasoning Web. Look at how many areas could 
be influenced by correcting the knowledge deficit. Recall 
Mrs. Taylor. Her keystone nursing care need was “Self Care 
Deficit”. The juxtapose to this is that she will be able to fully 
care for herself (Self-Care Deficit/ Takes care of Self). Do 
you think, given all Mrs. Taylor’s story, she will be successful 
in caring for herself? Is self- care a reasonable outcome for 
Mrs. Taylor? Given all the complications to her story, self- 
care is probably not a reasonable option for Mrs. Taylor. So, 
one must consider other options for her, as was done in that 
case study.

Here is another example. The patient has diabetes 
mellitus.

Problem Juxtapose Opposite

Again, any number of outcomes could be identified 
along the continuum, but this is just an example. As one 
looks at this juxtaposition, one may be thinking, “no 
diabetes mellitus” is not a possible outcome as diabetes is 
not curable, but only manageable. But consider this. This 
patient has hyperglycemia or diabetes induced by high doses 
of glucocorticosteroids. His hyperglycemia is being treated 
with insulin injections. It is further expected the patient will 
complete the course of steroids and his blood sugars will 
return to normal. Therefore he will no longer have diabetes 
or hyperglycemia! Knowing this diabetes will be short-lived, 
what outcome might you desire for this patient? Perhaps one 
outcome for this patient is that he needs to maintain his 
blood sugar levels within a prescribed range. Hypoglycemic 
reactions, related to the use of insulin, may also be a 
consideration. You would want this patient to be able to 
identify and intervene appropriately should he experience 
a hypoglycemic reaction. Another possible outcome for 
this patient is that he would be able to correctly administer 
insulin based on blood sugar monitoring results. This 
patient needs to know enough to manage his hyperglycemia 
safely for the duration of the glucocorticosteroid medication. 
One may not identify the same outcomes for this patient as a 
patient who is newly diagnosed with Type II diabetes.

Let’s say the patient has diabetes Type II as a result of or 
part of metabolic syndrome. Is the juxtapose of “no diabetes” 
a reasonable outcome for this patient? Probably not, given 
she will be diabetic for the rest of her life. Now what becomes 
your desired outcome for this patient? Here is where 
knowing the patient’s story becomes important. Is this a new 
diagnosis for this patient? If so, what might be your desired 
outcomes? Does this patient have a long history of diabetes, 
but tends not to adhere to diet, exercise and medication 
protocols? Is it reasonable to expect this patient will have 
blood sugars or hemoglobin A1C levels within acceptable 
ranges? What would be a desired outcome for this patient? 
Is this a patient who has been taking oral medications to 
manage her diabetes, but now needs to initiate insulin? Is 
this a patient whose pregnancy has induced diabetes? Reflect 
on these patients, use juxtaposition and propose a desirable 
outcome for each patient. Now reflect on each of the desired 
outcomes you identified. How might you approach nursing 
care in regard to each of these outcomes? One would expect 
that while many aspects of care will be similar, one might 
take different approaches with each of these patients. The 
newly diagnosed diabetic patient will certainly require a lot 
of patient teaching versus the patient who has had diabetes 
and now needs to initiate insulin therapy. That patient 
may already have a solid understanding of the disease, 
hypoglycemic reactions, and treatment, but just needs to 
learn insulin administration techniques. Certainly aspects 
of the patient’s story will factor into your care decisions. 
The patient who does not adhere to treatment protocols 
may benefit from the use of a Clinical Reasoning Web. You 
may discover it is a lack of financial support that precludes 
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institutes some 
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complications of 
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No 
DiabetesDiabetes

Open 
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Malnutrition
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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 one answer.

1. According to Einstein, when we intuitively recognize 
something as meaningful we are engaged in the art 
of our practice.

 A. True
 B. False

2. Clinical reasoning concerns the reflective, 
concurrent, creative and critical thinking that is 
embedded in our nursing practice.

 A. True
 B. False

3. The American Nurses Association’s Nursing’s Social 
Policy Statement focuses solely on the science of 
nursing.

 A. True
 B. False

4. Intent indicates that we have an idea of an end result 
to our work.

 A. True
 B. False

5. Reflection occurs when we stop and think about a 
situation.

 A. True
 B. False

6. Cura is the Latin root to the word curiosity and it 
means to care.

 A. True
 B. False

7. Pesut and Herman define nursing as curiosity with 
purpose.

 A. True
 B. False

8. Our level of self-confidence has no influence on our 
ability to tolerate ambiguity.

 A. True
 B. False

9. Ambiguity always leads to one clear-cut best option.
 A. True
 B. False

10. Recognition of our strengths and weaknesses is part 
of our level of self-confidence.

 A. True
 B. False

11. Learning from our past mistakes is a component of 
professional motivation.

 A. True
 B. False

12. Intuition plays no role in guiding thinking and 
actions.

 A. True
 B. False

13. Expert nurses come to know patients through their 
stories.

 A. True
 B. False

14. Patient stories generally are a complex of intertwining 
plots and subplots.

 A. True
 B. False

15. Clinical Reasoning Webs are tools that illustrate 
relationships among key aspects in a patient’s story. 

 A. True
 B. False

16. There are five steps to creating a Clinical Reasoning 
Web.

 A. True
 B. False

17. When one creates a web, one draws lines of connections 
among patient problems.

 A. True
 B. False

18. A keystone nursing care need is the need on which we 
can affect the impact.

 A. True
 B. False

19. In a clinical reasoning web, one way to identify the 
keystone nursing care need is to identify which problem 
has the most arrows pointing to it.

 A. True
 B. False

20. Clinical reasoning webs allow us to plan efficient and 
effective patient care.

 A. True
 B. False

21. By identifying a patient outcome to a keystone 
nursing care need, we frame the picture of the 
patient and can proceed with an efficient plan of 
care.

 A. True
 B. False

22. There is always one right desirable outcome for every 
keystone nursing care need that fits every patient.

 A. True
 B. False

23. Ambiguity allows us to be creative in meeting patient 
needs.

 A. True
 B. False

24. Juxtaposition is when we make a side by side 
comparison between a patient problem and its 
opposite.

 A. True
 B. False

25. The juxtapose to fever is a febrile.
 A. True
 B. False

26. Nursing interventions are the same as desirable 
outcomes.

 A. True
 B. False

27. An outcome to an open wound problem might be 
daily dressing changes.

 A. True
 B. False

28. Creating clinical reasoning webs as a group may have 
the added benefits of achieving collegiality and team 
building.

 A. True
 B. False

POST TEST AND EVALUATION – DEVELOPING A NURSING IQ – PART III:  A PICTURE OF THOUGHT

Evaluation

1. Were the following objectives met?

 a. Recognize nursing as both the practice of art and science. ___Yes ___No

 b. Describe how to create clinical reasoning webs.  ___Yes ___No

 c. Identify keystone nursing care needs.  ___Yes ___No

 d. Identify desirable patient outcomes by using juxtaposition.  ___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
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ANA Appointed to National 
Committee Providing 

Immunization Guidance 
ANA Strengthens Nursing Voice on Nation’s 

Premier Panel on Vaccine-Preventable Diseases

SILVER SPRING, MD–The American Nurses Association 
(ANA) has been selected as one of only two nursing 
organizations on the only U.S. government committee that 
makes recommendations for the administration of vaccines 
to children and adults to control vaccine- preventable 
diseases. 

ANA begins its participation on the Advisory Committee 
on Immunization Practices (ACIP) this June as a non-
voting liaison organization that provides immunization 
expertise. The committee’s 15 voting members, named 
by the secretary of the U.S. Department of Health and 
Human Services, provide recommendations to HHS and 
the Centers for Disease Control and Prevention (CDC) on 
preventable disease-reduction and vaccine safety strategies.  

“We’re working hard to make registered nurses the 
champions of immunization,” said ANA President Rebecca 
M. Patton, MSN, RN, CNOR. “We’re pleased and excited 
that the CDC recognizes nurses’ immunization expertise 
and the integral role for nurses in setting immunization 
policy, educating the public and promoting vaccinations 
through direct contact with patients.” 

In partnership with the CDC, ANA is running a two-
year initiative aimed at increasing vaccination rates within 
the community called “Bringing Immunity to Every 
Community.” The program is intended to increase nurses’ 
knowledge and competency in immunization issues and 
position them as leaders in increasing vaccination rates 
among the public and health care professionals. The 
program includes a Web site, http://www.ANAimmunize.
org, a comprehensive resource for nurses to become 
competent, educated advocates for immunizations. 

ANA will showcase http://www.ANAimmunize.org, and 
highlight what nurses can do to promote immunizations at 
the CDC’s 44th National Immunization Conference April 
19-22 in Atlanta.

The ANA is the only full-service professional organization representing 
the interests of the nation’s 3.1 million registered nurses through its 
constituent member nurses associations, its organizational affiliates, and 
its workforce advocacy affiliate, the Center for American Nurses. 

The ANA advances the nursing profession by fostering high standards 
of nursing practice, promoting the rights of nurses in the workplace, 
projecting a positive and realistic view of nursing, and by lobbying the 
Congress and regulatory agencies on health care issues affecting nurses 
and the public. 

News from ANA
ANA Testifies on Capitol 
Hill for Stronger Nursing 

Workforce, Nurses Honored 
during National Nurses Week 

Silver Spring, MD–The American Nurses Association 
(ANA), the nation’s largest nursing organization, was 
on Capitol Hill to testify before a House Subcommittee 
regarding fiscal year 2011 budget priorities. Debbie 
Hatmaker, PhD, RN-BC, SANE-A, and ANA First Vice 
President spoke before the Subcommittee on Labor, Health 
and Human Services, Education and Related Agencies 
on the need for additional funding for nursing workforce 
development. 

Dr. Hatmaker urged lawmakers to increase funding 
for Title VIII programs, calling the current funding levels 
“insufficient to address the growing nursing shortage.” 
Dr. Hatmaker cited several studies detailing the impact of 
the current shortage on patient safety, including a 2007 
study in the journal Medical Care which demonstrates the 
link between nurse staffing levels and quality of care. The 
study suggests that adding 133,000 RNs to the acute care 
hospital workforce would save nearly 6,000 lives a year. She 
also pointed out the increased role of advanced practiced 
registered nurses (APRNs) in the delivery of high quality, 
cost-effective care, especially in traditionally underserved 
areas. Hatmaker referenced a recent study from the 
Journal of Rural Health showing that 80 percent of nurse 
practitioners who attended programs supported by Title 
VIII chose to work in underserved areas after graduation.  

Nurses were in the spotlight during Nurses Week on 
Capitol Hill. In addition to ANA’s testimony, Senators Jeff 
Merkley (D-OR) and Dick Durbin (D-IL) paid tribute to 
nurses on the Senate floor for National Nurses Week. Sen. 
Merkley cited nurses’ ‘crucial role in the delivery of care’ 
and called nurses ‘invaluable to the success of our health 
care system.” In the House, Rep. Eddie Bernice Johnson 
(D-TX) took a moment to offer a resolution on the House 
floor, honoring nurses as “extremely dedicated individuals” 
who “make a commitment to providing quality patient 
care”.

ANA Unveils Customized Version 
of “Mosby’s Nursing Consult” 

Providing Evidence-based 
Clinical Resources to Members

SILVER SPRING, MD–The American Nurses Association 
(ANA), the largest nursing organization in the U.S., today 
launched a comprehensive new online tool available 
exclusively to ANA members. The customized ANA 
Edition of Mosby’s Nursing Consult, developed jointly with 
Elsevier–the world leader in nursing information–delivers 
robust clinical information to ANA members like never 
before, in an organized, easy-to-use format.

“ANA is thrilled to offer this valuable new benefit to 
our members,” stated Marla J. Weston, PhD, RN, and ANA 
chief executive officer. “We have worked diligently with 
Elsevier to create a customized, single-source tool that 
ANA nurses can utilize to enhance and improve patient 
care in countless aspects of their day-to-day practice. As 
our member community knows, evidence-based nursing 
continues to grow in both scope and application. The ANA 
Edition of Mosby’s Nursing Consult puts a tremendous 
clinical resource in nurses’ hands–keeping our nurses at the 
forefront of this essential aspect of practice. We encourage 
every ANA member to utilize this member benefit to its 
fullest.”

The ANA Edition of Mosby’s Nursing Consult delivers–
all in one integrated, user-friendly online application–a 
compendium of monographs, practice guidelines, and 
peer-reviewed clinical updates representing the best, 
most current work of nursing experts and thought leaders 
throughout the profession. The compilation includes the 
following:

•	 50 evidence-based nursing monographs containing a 
concise review of the current evidence available 
on common clinical problems (including current 
practice and synopses of current literature), and 
presenting specific recommendations for nursing 
care.

•	 Practice guidelines to help locate best-practice 
recommendations for more than 400 common 
health care diagnoses, conditions, and procedures–
including both current safety alerts (if any) and any 
official organizational position statements relating to 
the topic.

•	 Nearly 80 clinical updates–original, peer-reviewed, 
best-practice clinical articles, written by nurse 
experts, focusing on specific areas of patient care.

“As evidence-based practice evolves as a core value of 
nursing practice, ANA members will now have access to 
an unparalleled set of evidence-based nursing content,” 
said Eileen S. Robinson, MSN, RN, director of Nursing 
Continuing Education for Elsevier. “Whether at the 
bedside, in staff development and education, setting 
policies and procedures, or leading their organizations, 
ANA members will have access to Mosby’s Nursing Consult, 
which will provide them with the clinical content they need 
to make the best practice decisions.”

For more information concerning the ANA Edition of 
Mosby’s Nursing Consult, visit the members-only section of 
Nursing World at www.nursingworld.org/members/mosby-
nursing-consult.aspx

About Elsevier
Elsevier is a world-leading publisher of scientific, technical and 

medical information products and services. The company works 
in partnership with the global science and health communities to 
publish more than 2,000 journals, including The Lancet (www.
thelancet.com) and Cell (www.cell.com), and close to 20,000 
book titles, including major reference works from Mosby and 
Saunders. Elsevier’s online solutions include ScienceDirect (www.
sciencedirect.com), Scopus (www.scopus.com), Reaxys (www.reaxys.
com), MD Consult (www.mdconsult.com) and Nursing Consult 
(www.nursingconsult.com), which enhance the productivity of 
science and health professionals, and the SciVal suite (www.scival.
com) and MEDai’s Pinpoint Review (www.medai.com), which help 
research and health care institutions deliver better outcomes more 
cost-effectively.

A global business headquartered in Amsterdam, Elsevier (www.
elsevier.com) employs 7,000 people worldwide. The company is 
part of Reed Elsevier Group PLC (www.reedelsevier.com), a world-
leading publisher and information provider, which is jointly owned 
by Reed Elsevier PLC and Reed Elsevier NV. The ticker symbols are 
REN (Euronext Amsterdam), REL (London Stock Exchange), RUK 
and ENL (New York Stock Exchange).

ANA Urges Support for 
Safer Chemicals Act of 

2010  
SILVER SPRING, MD–The American Nurses Association 

(ANA), the largest nursing organization in the United 
States, supports the “Safe Chemicals Act of 2010”. This 
legislation brings much needed changes to the 30 year old 
Toxic Substances Control Act of 1976 (TSCA), requiring 
publically available safety and health data on chemicals, 
and putting the burden on the industry to prove that 
chemicals are safe in order stay on the market.

ANA, along with its partners in the Safer Chemicals, 
Healthy Families coalition supports the goals of the bill. 
However, there is still work to be done to ensure effective 
TSCA reform, such as requiring new chemicals to be 
proven safe prior to introduction to the market; allowing 
the Environmental Protection Agency the authority to 
act immediately on extreme chemicals such as those that 
are persistent, bioaccumulative and toxic; and using the 
most current and best science available when determining 
chemical safety. 

“We at ANA, along with our coalition partners, are 
committed to working with lawmakers to ensure the Safe 
Chemicals Act will reduce or eliminate these environmental 
threats,” remarked ANA President Rebecca M. Patton, MSN, 
RN, CNOR. “Nurses, as the largest group of health care 
providers, have a responsibility to educate themselves and 
their patients about the link between chemical exposures, a 
healthy environment, and the public health.” 

“The Safe Chemicals Act goes a long way toward 
bringing chemical policy into the 21st century,” said Andy 
Igrejas, Director of Safer Chemicals, Healthy Families, on a 
press teleconference held Thursday. “We look forward 
to working with Congress to strengthen the bill to keep 
dangerous chemicals out of the marketplace.” 

To learn more about ANA’s work on this issue, please 
visit http://www.nursingworld.org/MainMenuCategories/
OccupationalandEnvironmental/environmentalhealth.
aspx.
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INDEPENDENT STUDY
This independent study has been developed for nurses to 

better understand multigenerational challenges in health 
care. 1.07 contact hours will be awarded for successful 
completion of this independent study. 

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing education in nursing by the 
American Nurses Credentialing Center’s Commission on 
Accreditation. Expires 4/2012. Copyright © 2008, 2010, 
Ohio Nurses Foundation.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Identify generational perspectives unique to different 

age groups.
2. Describe strategies to help people from different 

generational groups work together effectively in the 
healthcare environment.

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.

Introduction
There has been increasing interest in the particular 

challenges being noted in the workplace as people from 
very different generational perspectives try to work together. 
As values and norms change, sometimes tension is created 
in how people interact and work effectively together. The 
purpose of this study is to explore the variables associated 
with changing generational perspectives in order to 
develop approaches to more effective interactions. While 
examples and situations presented in this study relate to the 
healthcare environment, the information is relevant to any 
group of people representing multiple generations.

The Dilemma
In today’s healthcare workforce, we have people 

approaching retirement age working beside those who 
have just graduated from college and are embarking on 

their first work experiences. In between, we have those 
who are part of the “baby boomer” generation, many of 
whom are the leaders, managers, and directors of units 
or departments. We also have the “Generation X” people, 
those who have been in the workforce for a while and 
are the aspiring leaders of tomorrow. Each generation’s 
perspectives and values, and consequently behaviors, are 
shaped by the events that have influenced its development. 
Because each is unique, there has been little understanding 
of others’ viewpoints and behaviors. We like for people to 
be “like us”, and we like for people to “like us”. Combining 
those two factors, we often have little tolerance for those 
who are “different” or those whose beliefs and behaviors 
don’t fit what we consider to be the “norm”.

Comments reflecting intergenerational disparities 
include, “She doesn’t have any loyalty to this hospital”, “He 
just doesn’t care about his patients the way we do”, “All she 
wants to do is what’s required of her job; then she’s out of 
here”, “All they want to do is talk about how to do things–
why not just jump in and get them done?”, and “They just 
don’t value the profession of nursing”.

Building bridges between and among generational 
groups means developing an understanding of the forces 
that have influenced each generation’s development, its 
perspectives on the work world, its ability to develop and 
sustain relationships with others, and its values. Only from 
that foundation can we explore opportunities for ways we 
can work better together for the common goal of safe and 
effective patient care.

The Generations
Time frames for each generational “division” are 

arbitrary and vary somewhat, depending on the reference 
used. In general, however, generational eras are considered 
to be (1) pre-world war II, sometimes referred to as the 
veterans or traditionalists, (2) the mid-1940’s through the 
mid-1960’s, often labeled the baby boomers, (3) the mid 
1960’s through the mid-1980’s (Generation X), (4) and the 
mid-1980’s through the present, variously called Generation 
Y or the millennial generation. Generational differences 
are somewhat unique to each age group described and 
are in many ways reflective of the sociocultural, economic, 
and political environments in which members of each 

group grew and developed. However, people cannot be 
easily “clumped” into a category with the assumption 
that everyone from this particular chronological period 
is alike. Individual differences do occur and need to be 
valued and respected. However, general understanding 
of the background, development, and environment that 
have shaped each generation’s values will be helpful in 
understanding how choices and decisions are made and 
how opportunities for effective interaction can be created.

Veterans or Traditionalists
The oldest generation currently in the work force 

is currently referred to as the “veterans” or the “war 
generation”. These are the people Tom Brokaw describes in 
his book, The Greatest Generation (1998). Born between 1920 
and the early to mid 1940’s, many of these people survived 
the depression, fought in World War II, and/or participated 
in the process of development of unions to advocate for 
the worker in an industrial United States. Now aged from 
mid-60’s to near 90, they are staunchly loyal to country, 
family, and the workplace. Many of them have retired from 
a company after having earned a 50-year gold watch or 
some other similar award for long-term employment with 
the same company. Interestingly, many members of this 
generational group are still employed full time or part time. 
They have found that working brings a sense of fulfillment, 
a continued economic independence, and provides a way 
to have physical and social activity. Many of those who 
have retired are still active in volunteer roles or in leisure 
pursuits.

Baby Boomers
Those currently aged mid-40’s to mid 60’s are considered 

to be of the “baby boomer” generation. They were born 
between the late 1940’s and mid 1960’s. This was a time of 
prosperity for the United States. Industrial production was 
in high gear after World War II, young men returning home 
from war were eager to start families, and there was a sense 
of pride in personal accomplishment. Television became 
common in American households, and classic family 
programming, such as “Leave It To Beaver”, “Lassie”, and 
“Father Knows Best” espoused family connectedness and 
values. Traditional families were the norm–two parents, 
often two children, and a pet. Generally the mother was the 
homemaker and the father was the bread-winner.

However, all was not rosy as people born during this 
time period grew up. The Korean and Viet Nam wars 
occurred, and Viet Nam in particular sparked a great deal 
of divisiveness throughout the country. To a large extent, 
this was due to television. For the first time in history, 
war was occurring not in a distant part of the world but 
in people’s living rooms. The evening news brought daily 
updates of destruction and death. Young people dissatisfied 
with the mood of the country sought release through the 
hippie movement and use of LSD and other hallucinogenic 
drugs.

People in this generation have worked hard to have lives 
better than those of previous generations and have been 
vocal advocates for changes in “traditions” that they found 
meaningless. For example, witness the development of 
the childbearing process during the 1960s and 1970s. For 
many years up to that point, women were considered to be 
in “confinement” during the labor/delivery/recovery and 
immediate postpartum periods. They were required to stop 
working when their pregnancies became obvious, were “put 
to sleep” during labor, and were kept on bedrest for days 
after delivery. In the 1960’s, women said, “Enough!”. They 
wanted to be treated as “normal” during pregnancy, to be 
awake and alert to enjoy the births of their children (and to 
have their husbands present in the delivery room!), and to 
be able to participate in the care of the baby after delivery. 
Hence we saw the emergence of the “LaMaze” method and 
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similar processes for childbirth. Advocacy on the part of 
women’s groups sparked changes in design of maternity 
units in hospitals and practices of both healthcare providers 
and employers in regard to management of pregnancy 
and the entire childbearing process. Women and families 
during this time learned about the power of the consumer.

Baby boomers joined the workforce in large numbers in 
the late 1960’s. There was a significant shift in the home, as 
well, when many women chose to become wage-earners. In 
the 1970’s, new career opportunities emerged for women, 
and they sought opportunities for personal fulfillment as 
well as economic gain. In the quest for more, bigger, and 
better material goods available in the market place, people 
often worked two or three jobs, or worked long hours 
at one place of employment. This led to children often 
being left to fend for themselves after school–thus referred 
to as “latchkey” children. Divorce rates rose, and the 
“traditional” family changed significantly. Single parenting 
became more common, and children of second or third 
marriages found themselves part of “yours, mine, and ours” 
combinations within family groups. People began to lament 
the end of the “golden years” as portrayed by the television 
families of the 1950’s.

Generation X
Members of “generation X” were born between 1965 

and 1980 and are now between their late twenties and 
mid-forties. These people watched their parents work long 
hours, sometimes at two jobs, and sacrifice “for the good 
of the family”. While the parents thought they were doing 
a good thing by earning money and purchasing material 
things to make their lives more comfortable, children 
found themselves at home, often alone. These youngsters 
became known as the “latchkey generation”. Many grew up 
without significant family support or exposure to extended 
family values. Divorce became more common during this 
time period, and the “traditional” family evolved into a 
wide spectrum of family units. Society as a whole became 
more mobile–moving across the country to take a new job 
was not uncommon, and many people grew accustomed to 
being relocated every few years. This, too, contributed to 
lack of stability and lack of support within both the family 
and the community.

People who have grown up in this time period 
have become focused on a more balanced lifestyle for 
themselves. Rather than spend hours and hours at work, 
people are choosing to seek meaning and value in varied 
life experiences–work, family, volunteer activities, and 
community roles. They have seen “burn-out”, fatigue, and 
anxiety take their toll on their parents and seek to avoid 
those same fates for themselves. There have been some 
who speculate that this will be the first generation since the 
depression in which children make less money than their 
parents. In many surveys of workers of this generation, 
money holds less value as a job-retention tool than such 
factors as opportunity for achievement and growth, 
recognition for a job well done, and recognition of the need 
for work/life balance.

Millennials (Generation Y)
The youngest people now entering the workforce are 

those born between 1981 and 2000. The oldest of these 
are now in their mid-20s. They represent the “clicker 
generation”, or those who have grown up with computers, 
cell phones, and other sophisticated electronic tools 
that were not available to previous generations. Because 
electronics have always been a part of young people’s 
lifestyles, these folks are very computer literate and 
comfortable with technology. They are skilled at text-
messaging and have even developed their own language 
and abbreviations to make communication easier and 
quicker. Use of the internet and development of web 
pages are norms for this generation. Personal expressions 
of uniqueness are common–body art, unusual colors of 
hair, and changes in styles of clothing are used to express 
individuality. They network with their colleagues and 
classmates via Facebook and MySpace. They know the 
virtual world sometimes better than the physical one. 
Because they have the ability to connect quickly and 
easily with people around the world, there is a sense of 
connectedness. Cultural diversity is more the norm than 
the unexpected.

Many parents of these children are the ones who grew 
up as “latchkey” children. Now, with their own children, 
they are making commitments to be more involved and 
active in their children’s lives. Thus, for many millennial 
children, their after-school hours are very scripted and 
filled with commitment. Parents spend hours transporting 
children to soccer games, music lessons, and karate classes. 
As the children become young adults and go off to college 
or new jobs, their parents are sometimes earning the label 
of “helicopter” parents–they have been so connected with 
their children’s lives for so long that they find it difficult 
to let go. Some parents have intervened on behalf of their 
children to challenge grades given by college professors or 
to protest a young employee’s firing from a job.

Millennial children have experienced a great deal of 
mistrust during their formative years. The massacre at 
Columbine High School and the terrorist attacks of 9/11/01 
are only two examples of many situations that have made 
significant impact on this young generation. Teenagers 
have become victims of cyberstalkers and have learned that 
the world, physical or virtual, is not a safe place. As this 

generation enters the workforce, there is more emphasis 
on meeting immediate commitments and working toward 
short-term goals than on building for future successes–the 
future is not a secure place.

The Generations at Work
Examples provided in this section and the following 

one are from the discipline of nursing, as that is the 
framework of the author. However, concepts of effective 
intergenerational relationships are applicable in any work 
group.

Veterans or Traditionalists
Our most mature workers have a strong sense of 

commitment to the organization and the authority figures 
in the workplace. They are respectful of authority and a 
formal workplace structure and seldom question decisions 
made by executives. Siela (2006) states that these workers 
are “loyal, disciplined, patient, dedicated, and self-
sacrificing”. Many nurses in this group are graduates of 
diploma programs, where they essentially experienced a 
three-year “apprentice” education at the same time they 
were serving as unpaid “staff” in the hospital. They did, at 
that time, graduate ready to go to work, and the first day 
of work was not unlike the last day of school. They saw 
nursing as a calling and a lifetime commitment. Their 
strengths in the workforce today include their loyalty, 
their commitment, and their ability to bring an historical 
perspective to a rapidly changing healthcare arena. 
Traditionalists appreciate acknowledgement of their efforts 
and accomplishments through hand-written notes, plaques, 
or write-ups in internal communications or community 
newspapers (Sherman, 2006). 

Those of the most mature generation are typically 
cautious in spending, attentive to detail in policy/
procedure, and strongly committed to quality. They might 
well be suited to roles that require budget and resource 
management, development and/or revision of policies and 
procedures, and focus of quality improvement initiatives. 
Their physical stamina might be such that their ability to 
work an eight or twelve hour shift or move heavy equipment 
or patients is compromised, but their organizational 
skills can be used to great advantage. Consider also the 
possibility of partnering one of these experienced and 
capable workers with a “millennial” who is new to the 
workforce and needs support and mentoring in learning 
how to transition from the classroom to the work setting. It 
might also be appropriate to consider adapting work hours 
or environments to better meet the needs of this worker 
and allow him/her to continue to be an active part of the 
department.

Baby Boomers
Baby boomers who are nurses often attended diploma 

schools of nursing and were “brought up” in the traditional 
values of hospital-based nursing. Socialization into the 
nursing role often occurred in dormitories where a student 
nurse lived, studied, and worked for three years with 
other student nurses. Additionally, they typically became 
nurses at a time when there were limited “professional” 
opportunities for women, so their perception of nursing as 
not only a career but a passion is very strong. While many 
of these nurses have gone on to get additional degrees, 
the passion for the foundational values of nursing tends 
to remain strong. Nurses of this era are often technology-
averse but are extremely committed to quality patient care. 

Professional success is frequently tied to personal success 
for this generation. Commitment to long hours, personal 
sacrifice, and individual contributions are important to 
theses workers. There are currently more baby boomers 
in the workforce than any other generation (Siela, 2006), 
so their values tend to be the drivers in most workplaces. 
Many of these people are now the leaders in their work 
environments. Their strengths include their ability to build 
consensus, work toward effective processes and outcomes, 
and mentor newer employees. Appropriate awards for 
recognition of contributions of baby boomers might 
include public recognition, designation of an “employee of 
the month” parking space, or nomination for a professional 
award (Sherman, 2006).

Generation X
Members of this generation have learned to be very 

self-sufficient. They often prefer to work alone or with 
one or two colleagues rather than as a member of a larger 
team. They are quite competent with technology and are 
quick to learn how to use new “gadgets”. Generation X-ers 
often are mistrustful of authority figures and resentful 
of bureaucratic “rules”. This is not surprising, given that 
many of them joined the workforce just as the 1990’s 
round of “down-sizing” and organizational restructuring 
was occurring–they learned early in their careers that 
job security was not a given, and as the newest hires, 
they were often the first to lose their jobs. Their key to 
personal success is to attain and maintain their personal 
marketability (Kupperschmidt, 2006). They need to be, first 
and foremost, loyal to themselves, developing knowledge 
and skills that are portable and will serve them will in 
any work environment. This group’s strengths include the 
ability to multitask, to recognize what needs to be done and 
do it, and to work well independently. Generation X’ers 
appreciate being recognized for their work with such things 
as paid time off, cash awards, or being given the ability to 
participate in an elite or cutting-edge project (Sherman, 
2006).

Generation X’ers have grown up as technology has 
emerged, so most are very technology-competent. They 
are excellent at trouble-shooting problems or thinking of 
creative ways to approach situations. They are energetic and 
not afraid to speak up about areas of concern. Members 
of this generation might work well in a high-energy 
environment where individual autonomy is respected and 
the ability to integrate technology is encouraged.

Millennials (Generation Y)
The newest generation to enter the workforce comes 

with a great deal of energy and enthusiasm. Competent in 
use of world-wide communication through the internet, 
You-Tube, Facebook, and other modern technology, 
young workers have a broader perspective of the power of 
communication and the influence of an individual. They 
also have great appreciation for the strengths and skills 
they bring to the workforce, and of the contributions that 
can be made by others around the world as well as around 
the corner. By the same token, these young people have 
grown up in an era of adult support. Playground rules have 
been established to give all players equal opportunity, and 
there has been diminished focus on individual achievement 
and recognition. Parents have stood up for, and sometimes 
argued on behalf of, children who have been perceived 
as not being treated fairly or given adequate support. 
As these children have now become young members of 
the workforce, they have an expectation for support and 
mentoring as they being their new roles (Siela, 2006).

The youngest workers are comfortable in a multi-cultural 
environment, highly skilled in use of technology, and 
interested in the world in which they function. They can 
be encouraged to develop skills in working with others of 
wide-ranging interests, combining their personal passions 
with their technological skills and broad world views. 
Consider partnering a millennial with a baby-boomer or 
traditionalist to foster learning from a “voice of experience” 
who can serve as a mentor. Use the youngest staff member’s 
strengths in addressing diverse needs of patients and other 
staff from different cultural backgrounds. Rewarding 
millennials might include offering flexible scheduling, an 
opportunity to attend a professional conference, or special 
mentoring on a project (Sherman, 2006).

According to Johnson (2006), characteristics of persons 
in the Generation X and Y groups often include five key 
components:

1. Experience–these people want to be active 
participants in their world–they like to test limits, 
explore possibilities, and see what they can 
accomplish

2. Transparency–they believe that issues should be 
addressed head-on; that attempts to hide issues 
or deny problems are non-productive. They have 
been taught be their experiences that people and 
organizations are not to be trusted at face value–they 
must prove their intent by their actions (think about 
Columbine and the events of 9/11/01).

3. Reinvention–they seek new possibilities for old 
things–look for new ways of doing things, changing 
from “what was” to “what can be”. Rules are meant 
to be broken, or at least bent, as new situations test 
established protocols.

4. Connection–they have grown up in a virtual 
world, where internet, instant messaging, and text 
messaging allow people to connect very quickly and 
on a very personal level. They are open in sharing 
who they are and what they know, and learn from 
others’ experiences.

5. Expression–they enjoy hands-on activities where 
they can test new computer programs, technology, or 
work tools.

Think about the tension that can occur as groups from 
different generations blend their unique perspectives and 
values. The 63-year-old chief nursing officer in a hospital 
might be very comfortable with the performance of nursing 
skills and the role he/she plays in advocating for patient 
care, but is threatened by the administration’s requirement 
that computerized documentation be implemented within 
the year. It is difficult for the more tenured employee, and 
particularly one in a leadership position, to acknowledge 
that he/she does not understand or know how to use new 
technology. It is sometimes difficult, too, for this person 
to reach out to a younger person to request assistance. 
(Author’s note: I just learned how to text message, courtesy 
of my 18-year old niece. It was an exciting and energizing 
experience, though humbling at the same time!)

Strategies for Working Together
Unfortunately, nursing often has a reputation for “eating 

its young”. Nurses have historically not been kind to one 
another, and bullying behavior has long been a disruptive 
force in the work environment. In fact, many nurses leave 
their first jobs within a year of employment due to the 
stress in the work environment rather than the work itself. 
In part, this is related to what has commonly been referred 
to as “reality shock”–the practice of nursing is much 
more challenging than it was perceived to be during the 
educational experience. Unfortunately, there has been little 
attention paid to the process of integrating new nurses into 
the workforce–new nurses were just expected to be able to 
carry a full patient load and complete all their assigned 
tasks within days of completing their orientations. 

Multigenerational Challenges continued on page 14

Multigenerational Challenges continued from page 12
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The emergence of precepted experiences and/or 
internships for nurses, as well as for other new employees 
in the healthcare environment, has emerged as a positive 
strategy for incorporating the new worker into the 
practice environment and enabling him/her to develop 
both expertise and comfort under the tutelage of a more 
experienced staff member. These opportunities for 
incremental learning and development have resulted in 
better retention of employees and a stronger workforce.

Nursing identifies itself as a helping and caring 
profession. However, Kupperschmidt (2006) states that, 
“If professional nurses are unwilling to assume shared 
accountability for creating environments consistent with 
the values of the profession, should they continue to assert 
that caring is the essence of nursing?” Good question! If 
nurses don’t care for each other, how can they effectively 
care for their shared patients and work toward shared goals 
on their nursing units or in their organizations?

Additionally, the Code of Ethics for Nurses with 
Interpretive Statements (ANA, 2001), includes aspects 
of ethical behavior that relate to how nurses interact 
with each other. The first statement in the code indicates 
that the nurse “practices with compassion and respect 
for the inherent dignity, worth, and uniqueness of every 
individual…”. Another indicates that the nurse “participates 
in establishing, maintaining, and improving health care 
environments and conditions of employment…”. Clearly, 
there is an expectation that the nurse does not work alone, 
but as a member of a team, and as such, is respectful and 
supportive of the contributions of other team members.

In summary, specific strategies can be employed 
to energize the creative tension that exists among 
multigenerational employees. Ultimately, everyone benefits.

1. Be respectful. Stop to think about why a person is 
acting a certain way. What events have happened 
in that person’s life and/or career that cause those 
feelings and behaviors? Just because someone’s frame 
of reference is different doesn’t make it bad. Respect 
the differences, and ask yourself what you might 
learn from looking at a situation through different 
eyes. Many organizations today, from elementary 
schools to workplaces, are adopting “zero tolerance” 
policies for disrespectful (bullying) behavior. Be 
sure that your verbal and/or nonverbal behavior is 
not construed by others as bullying, belittling, or de-
valuing another person.

2. Value what each person brings to the work 
environment. First, do a thorough self-assessment. 
What strengths and skills do you bring to the work 
environment? What assets do you have that you 
can share with your co-workers? Don’t be shy about 
acknowledging your strengths. Don’t be reluctant, 
either, to acknowledge your limitations. Then look 
at the other people in your work environment. What 
strengths do they bring to the department? What 
do they know that you can learn? What strengths do 
they have that complement yours? What limitations 
do they have that perhaps you can help with? 
Recognizing personal and team members’ strengths 
and needs is an important early factor in establishing 
effective working relationships.

3. Be tolerant. Understand that there is tension, and 
anywhere there is tension, there is bound to be some 
conflict. Embrace the conflict – it enables you to 
look at things from different perspectives, explore 
different options, and learn. When people have 
different perspectives, combining those perspectives 
into a meaningful whole gives a bigger, more 
thorough picture than any individual would have on 
his/her own.

4. Recognize that everyone doesn’t have to behave 
exactly the same way in order to accomplish goals. 
While standard policies and procedures should 
apply across the board, there is generally room for 
flexibility in how those policies and procedures are 
carried out. Rather than expecting everyone to be a 
programmable robot to perform exactly alike, value 
the diversity that results from different approaches. 
Beware of the common cliché, “we’ve always done 
it that way!” While that may be a rationale for 
continuing a long-standing process, it doesn’t 
necessarily mean that there’s no room for change. 
By the same token, it’s important not to throw the 
baby out with the bathwater–to make a change 
simply for the sake of making a change. If something 
is working, or if a policy is in place because of 
accreditation or regulatory standards, think carefully 
about the rationale for a planned change, and be 
sure the intent of the standard is maintained if the 
individual practice changes.

5. Consider the strengths of each generational 
group. Review the earlier material in this study to 
reflect on the attributes of each group. How can a 
multigenerational team be structured to allow the 
traditionalists to have structure, the baby boomers to 
have process integrity, the Generation X’ers to have 
balance, and the Millenials to use technology? How 
can more experienced workers be mentors for the 
younger staff, and at the same time be learners of the 
techno-savvy the younger workers bring to the table?

6. Communicate. Share thoughts and feelings honestly, 
sincerely, and with clarity. Communicate the 
positives as well as areas of concern. Be timely in your 
communication–provide feedback, teaching, and 
support in relation to events as they occur. Beware 
waiting for the annual performance appraisal to 
give people feedback about how they’re functioning 
and how their behaviors affect others on the team. 
Be thoughtful about your communication–consider 
who you wish to speak with, what medium you 
want to choose for that communication, what 
message you wish to convey, where it is best that 
the communication take place, and who needs to 
be involved. Sometimes a one-on-one conversation 
is most effective, sometimes a team meeting is most 
appropriate. Remember to think before you speak 
or write. In this age of clicker-quick communication, 
it’s easy to type email or text message words in anger 
and click “send”. Unfortunately, those words are 
hard to erase once they’ve been dispatched into the 
world. With written communication, always take time 
to re-read and rethink your words before sending 
them. With verbal communication, be sure the mind 
is thinking clearly and processing the intent and 
possible effects of the communication before you open 
your mouth to express the words. Additionally, in 
face-to-face communication, be sure that the verbal 
message and the nonverbal behaviors are congruent. 
If there’s a mismatch between your words and your 
actions, the receiver of the message is much more 
likely to key in on your behaviors as he/she interprets 
the meaning of your message. When there are areas 
of concern related to the need to understand why 
a colleague of a different generational cohort has 
chosen a particular action or is functioning in a 
particular way, ask about it. Don’t make assumptions, 

and don’t leave your anger and/or frustration on the 
burner to come to a slow boil. It’s easier to address a 
minor issue and bring it to resolution than it is to put 
out a major forest fire.

7. Be open and honest with everyone, but customize 
your communication style to best reach your 
target audience. Consider the purpose of the 
communication. Sharing information about a change 
in policy might best be done in a group meeting, if 
the people who need the information are primarily 
veterans or baby boomers. On the other hand, email 
or an intranet posting works well to convey this same 
information to generation X or Y personnel (Hill, 
2004).

8. Be willing to learn. Let go of the notion that you, 
if you are the more tenured worker, should have 
all of the answers. Recognize that in the fast pace 
of change in today’s healthcare world, no one has 
all the information or answers. A new graduate or 
new employee may have learned something that is 
new to you. Take a deep breath, acknowledge that 
the information is new, and open your mind to 
accepting the new information or idea. Conversely, 
resisting the new idea simply because it came from 
someone with less tenure or experience can lead to 
negative outcomes. If you are the younger worker, 
remember that your wisdom comes from things you 
have learned in school or from your life experiences 
thus far, but there is much you can learn from your 
more mature colleagues in relation to organizational 
skills, critical thinking, and time management. 
Don’t hesitate to ask for assistance and seek advice 
from those with more experience. In today’s world, 
everyone can be a learner!

9. Be willing to teach. Likewise, in today’s world, 
everyone can be a teacher! Each employee brings to 
the work setting a personal frame of reference unique 
to him/her, unique educational experiences, and life 
experiences that can enrich the work environment. 
Don’t be afraid to speak up, to let others know what 
you know, and be willing to share your knowledge for 
the benefit of the entire department.

10. Be flexible. Be willing to adapt and adjust rather 
than operating by rote. Recognize the different roles 
team members can play and the value each brings to 
the team. If one approach isn’t working, step back, 
regroup, and try another idea. Respect the fact 
that younger workers are adept problem solvers–if 
a challenge is put to them in the format of a video 
game, it becomes a challenge to solve it creatively and 
quickly. Younger workers have much to contribute 
to the workforce–older workers have much to 
contribute to the workforce. Find the balance that 
allows workers to stand tall and be proud of their 
contributions and yet adapt and change as situations 
evolve.

Selected References and Resources
American Nurses Association (2001). Code of Ethics for Nurses 

with Interpretive Statements. Silver Spring, MD, author.
Brokaw, T. (1988). The Greatest Generation. New York: Random 

House.
Hill, K. (2004). Defy the decades with multigenerational teams. 

Nursing management 35(1). January. 33-35.
Johnson, L. (2006). Mind Your X’s and Y’s. New York: Free Press.
Kupperschmidt, B. (2006). Addressing multigenerational 

conflict: mutual respect and carefronting as strategy. The Online 
Journal of Issues in Nursing, 11(2), Published 5/31/06.

Sherman, R. (2006). Leading a multigenerational workforce: 
issues, challenges, and strategies. The Online Journal of Issues in 
Nursing, 11(2), Published 5/31/06.

Siela, D. (2006). Managing the multigenerational nursing staff. 
American Nurse Today 1(3). December. 47-49.

Weston, M. (2006) Integrating generational perspectives in 
nursing. The Online Journal of Issues in Nursing, 11(2), Published 
5/31/06.

Multigenerational Challenges continued from page 13

Multigenerational Challenges continued on page 15



June 2010 Ohio Nurse Page 15

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. Persons born between 1979 and 1990 are known as:
 a. Baby Boomers
 b. Generation X
 c. Millennials 
 d. Traditionalists

2. People from different generations have different 
perspectives because of changes in:

 a. Geography
 b. Personalities
 c. Relationships
 d. Values and norms 

3. Persons born in the pre-World War II era are 
sometimes known as the:

 a. Baby Boomers
 b. Generation X
 c. Millennials
 d. Traditionalists 

4. Individual differences within a particular 
chronological period should be:

 a. Cause for alarm
 b. Ignored
 c. Recognized and respected 
 d. Viewed as abnormal

5. One thing that happened during the early work 
years of the traditionalists is:

 a. Beginning of the cultural revolution
 b. Emergence of collective bargaining unions 
 c. Popularity of the computer
 d. Use of cell phones

6. Baby boomers grew up during:
 a. An age of unrest
 b. Terrorist attacks
 c. The hippie movement  
 d. World War II

7. Millenialists have quite probably never used a:
 a. Cell phone
 b. Internet connection
 c. Party line
 d. Text message

8. Latchkey generation represents:
 a. Baby Boomers
 b. Generation X  
 c. Millennials
 d. Traditionalists

9. An appropriate “reward” for baby boomer workers 
is:

 a. Money 
 b. Opportunity for work-life balance  
 c. Recruitment to a better position
 d. Retirement

10. A focus of millennial workers is:
 a. Avoidance of conflict
 b. Long-term commitments
 c. Meeting short-term goals 
 d. Sacrificing now for benefits in the future

11. An important strategy to assist in developing effective 
multigenerational workplace working relationships is:

 a. Aggression
 b. Ignorance
 c. Self-assessment  
 d. Tolerance

12. An appropriate reward for quality work being 
performed by a traditionalist might best include:

 a. A designated parking space
 b. A newspaper write-up 
 c. A positive annual performance evaluation
 d. The opportunity to attend a professional 
  conference

13. The baby boomer in the workforce is valued for:
 a. Clinical experience  
 b. Innovative ideas
 c. Organizational history
 d. Technological savvy

14. A major factor to consider in preparing to 
communicate is:

 a. Agreeing to meet
 b. Defining the purpose 
 c. Selecting the words
 d. Writing the memo

15. You are 53 years old and the team leader of a team 
of 6 people. One other person is a baby boomer, two 
are generation X’ers, and two are millenials. Your 
baby boomer colleague complains to you that the 
millennials are “slackers” and that they care more 
about their weekend plans than about their patient 
assignments. An appropriate response on your part 
might be:

 a. “Give them time–they’re young”
 b. “What do you want me to do about it?”
 c. “What behaviors have you seen that lead you to 
  that assumption?” 
 d. “Write down the details of what they’re doing, and 
  I’ll give them a warning”

Evaluation
1. Were the following objectives met?
 a. Identify generational perspectives unique to different age groups. ___Yes ___No

 b. Describe strategies to help people from different generational groups work ___Yes ___No
  together effectively in the healthcare environment.  

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

16. Of the following, the way a millennial is most likely 
to benefit from an independent study learning 
activity is if it is:

 a. Audiotaped
 b. Downloadable 
 c. In written format
 d. Videotaped

17. Of the following, the way a traditionalist is most 
likely to benefit from an independent study learning 
activity is if it is:

 a. Audiotaped
 b. Downloadable
 c. In written format 
 d. Videotaped

18. The group most likely to benefit from a preceptor or 
mentor relationship is the:

 a. Baby Boomers
 b. Generation X  
 c. Millennials 
 d. Traditionalists

19. A person who would be a good prospect to precept a 
new employee would be someone from this group:

 a. Baby Boomers 
 b. Generation X  
 c. Millenials
 d. Traditionalists 

20. You are a nurse manager and need to share 
information about a new process to be implemented 
on your unit. The best way to convey this 
information to a baby boomer is through:

 a. A meeting  
 b. Email
 c. Text message
 d. Written notice

21. You are a nurse manager and need to share 
information about a new system for getting supplies. 
The best way to convey this information to a 
millennial is through:

 a. A meeting
 b. Bulletin board announcement
 c. Email 
 d. Written notice in the mailbox

MULTIGENERATIONAL CHALLENGES: WORKING TOGETHER IN HEALTH CARE

The third 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 for $18.00. 
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.

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.
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INDEPENDENT STUDY
This independent study has been developed for 

nurses to better understand the elderly and management 
of medications. 0.95 contact hour will be awarded for 
successful completion of this independent study. 

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

Expires 4/2012. Copyright© 2010, Ohio Nurses 
Foundation.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Identify three aspects of pharmacotherapy that are 

affected by the aging process.
2. Identify four assessment areas to investigate with 

individuals prescribed multiple medications.
3. Identify three aspects to consider when developing 

an educational plan involving medications.
This independent study was developed by: Elizabeth 

Ireland, RN, MS. The author has no financial vested 
interest.

Introduction
Managing the medication regimen for individuals over 

65 years of age can pose a particular challenge especially 
if there are multiple chronic disease processes involved. 
Individuals 65 years old and older in the US are the 
largest consumers of prescription and nonprescription 
medication (CDC, 2005). Elderly American consumers 
comprise less than 13% of the population but consume 
one-third of all the prescription medications each year 
(CDC, 2005). Not only are co-morbidities more common 
in the elderly, but the integral treatment plan often rests 
heavily upon pharmacotherapy management regimens. As 
a consequence, there are strong factors that favor the use of 
multiple drug regimens to treat acute illnesses and prevent 
or slow the progression of diseases along with preventative 
or maintenance measures.  

Attempts are made by the physician to prescribe 
the fewest medications to achieve the therapeutic goals 
mutually established between the physician and the 
individual seeking health care. Multiple medications not 
only add cost to the management regimen but also place 
the elderly individual at an increased risk for adverse drug 
reactions, drug-drug interactions and compliance issues. 
The challenge rests in balancing the need to achieve 
optimum control of medical conditions while trying to 
utilize the simplest and most cost effective medication 
profile.

Optimizing drug therapy for older individuals is 
challenging. Sometimes drug therapy can cause more harm 
than good. Drug utilization review tools can highlight 
instances of potentially inappropriate prescribing. The 
nurse has a responsibility to review medication programs, 
obtain a thorough history from the elderly patient and 
recognize signs of potential inappropriate drug effects on 
the patient.

Definition of Polypharmacy
One of the first problems encountered in the discussion 

of polypharmacy is establishing an accepted definition 
or parameters of polypharmacy. Burshardt, Massey, 
Simpson, Ariail and Simpson (2008) attempted to identify 
a consensus definition of polypharmacy upon which 
to base an outpatient study. What they discovered was 
that the definition varied among scholars and therefore 
made comparison of information and results difficult to 
interpret.

Most definitions of polypharmacy are based upon a 
total number of different medications that an individual 
takes on a regular basis (Burshardt et al. 2008). Typically, 
the number listed is five or six medications but may 
be as low as three or as high as ten. Other definitions of 
polypharmacy rely upon a vague phrase “potentially 
inappropriate medication” which refers to an increased 
chance of negative outcomes for the elderly individual 
due to the altered physiologic processes interacting with 
the prescribed medication. Whichever definition is used, 
is does not include the as-needed medications or over-the-
counter medication including herbal products, vitamins 
or other supplements. These definitions do not consider 
the effects of prescribed inhaled medication, ophthalmic 
drops or topical medications. So while it sounds as if 
polypharmacy would be simple to define and easy to apply 
within a clinical setting, most definitions do not take into 
account all the chemicals that could affect the individual or 
whether medication was appropriately administered. 

One popular tool used to prevent adverse drug effects 
among the elderly is the consensus-based Beers’s (1997 
and 1991) criteria for medication use in older adults. The 
criteria were based upon literature review followed by a 
questionnaire evaluated by experts in psychopharmacology, 
clinical pharmacology and geriatrics. The criteria promote 
the prevention of adverse drug events by listing medications 
that should generally be avoided in patients 65 years or 
older because of the disproportionally higher risk of 

adverse events as well as a list of medications that should 
not be prescribed to older persons with specific medical 
conditions.

Yet another aspect of evaluation of polypharmacy in 
the elderly reviews the medication’s utility function. This 
viewpoint combines the probability of benefits against the 
potential harm the medication could cause and placing 
that into context of the individual’s desired care outcomes 
(Murphy, T.E., Agostini, J.V., Van Ness, P.H., Peduzzi, P., 
Tinetti, M.E. and Allore, H.G., 2008). This aspect considers 
not only the effects of aging and medical co-morbidities but 
also whether the benefits of the medication will promote 
the outcomes set by the patient and physician. There are 
times when treatment of a side effect of a drug with another 
drug is beneficial such as in the treatment of nausea 
associated with some chemotherapeutic regimens. This 
definition of polypharmacy looks to the outcome taking 
into consideration the desires of the patient which may 
be influenced by their financial situation and preferences 
based upon cultural beliefs. This definition supports the 
mutual collaboration of the health care team.

For the purpose of this article, polypharmacy will 
include any situation when more than one medication 
whether prescribed, over-the-counter, vitamins, 
supplements, herbs or other supplemental treatments, 
are used by an elder individual. The older individual may 
use these interventions to prevent illness, control current 
medical conditions or promote a sense of health.

Is there a difference in how drugs affect the elderly? 
Each year that passes the human body changes. I can 

attest to this aging process as I listen to the creaks, snaps 
and pops that emit from my joints as I journey up the stairs 
at the end of the day. What may not be as apparent is how 
the body changes with age in respect to the consumption of 
medications.

The Merck Manual of Geriatrics (2005) defines 
pharmacokinetics as the “time course by which the body 
absorbs, distributes, metabolizes and excretes drugs”. As the 
body ages, there is little change within the small-bowel that 
affects the absorption of an orally consumed medication. 
However, the total body water content does decrease while 
the body fat increases. This result is a higher level of some 
water-soluble drugs while drugs that are absorbed and 
drugs stored in body fat may have a longer elimination 
time. These changes are especially important to consider in 
cases of malnutrition and dehydration as drug effects may 
be enhanced and excretion may be delayed.

As the liver ages, its mass and blood flow decrease. 
The decreased hepatic blood flow can significantly affect 
the liver’s elimination of certain drugs. While there is not 
a significant change in the hepatic enzymes, they are less 
effective in metabolizing drugs and clearing the effect from 
the body. The first pass metabolism of some oral drugs such 
as labetalol and verapamil is reduced and may result in 
high serum levels making the drug highly available initially. 
For this reason, initial doses of these types of medications 
may be reduced in the older individual to prevent adverse 
outcomes. The drug dose may then be gradually increased 
to achieve the desired outcome while preventing adverse 
effects. Hepatic clearance of drugs such as diazepam and 
chlordiazepoxide is often lower in the elderly and may 
require a lower dose of medication to obtain the desired 
result.

Renal mass and blood flow also decline significantly with 
age. Lab work may show the serum creatinine levels within 
normal range due to the elderly having less lean body mass 
and producing less creatinine. Due to the continued decline 
in renal function and insensitivity of the serum creatinine 
levels, all long term drug therapies should be periodically 
reviewed. Close attention and consideration of drug doses 
should occur during periods of acute illness, dehydration 
or recent recovery from dehydration. Renal function is very 
dynamic in these conditions and drug dosages may require 
alteration during these acute events. 

Aging also effects the time and effect of drugs on cell 
and organ function. Remember the physiology course 
you attended during your educational preparation and 
attempting to memorize information about the preceptor 
(pre and post) cells as well as the transmitter substances 
and adaptive homeostatic response patterns? The reason 
these aspects were so important to understand becomes 
especially clear when considering the effects of aging and 
the use of medications in the elderly. The transmitter 
substance’s effectiveness as well as the responsiveness of the 
receptor cells to the transmitter chemical decrease during 
the aging process. Some drugs that affect these processes 
are utilized to reduce the normal aging process such as 
glyburide and Beta blockers. However, elderly patients can 
experience serious dose-related toxicity but the signs of 
toxicity may be delayed. Therefore, careful monitoring of 
the older individual taking drugs that affect the receptor 
areas must be implemented to prevent negative outcomes 
such as drug toxicity.

The central nervous system’s sensitivity to some drugs 
increases with age. This increased sensitivity may be 
misinterpreted as common side effects such as drowsiness 
or dizziness but may contribute to accident or injury. 
Sensitivity to benzodiazepines increases and is clinically 
significant. For safe and effective acute sedation the dose 

of midazolam may need to be decreased. Long term use 
of long-acting benzodiazepines such as diazepam and 
chlordiazepoxide require long term monitoring as active 
metabolites may have an accumulative and prolonged 
effect. 

A drug may worsen or aggravate a disease at any age 
but it is especially important to monitor the elderly due to 
an increased prevalence of diseases. It may be difficult to 
differentiate between adverse side effects of a drug and new 
disease processes emerging. For this reason, it is important 
to maintain open communication pathways with the elderly 
individual so that even small changes are relayed and 
evaluated early in their appearance.

Scope of the problem 
In our current society, as individuals age, they develop 

and incorporate into their decision-making process a 
perspective of whether they wish to accept or refuse 
clinical intervention for areas of declining health that 
affect their quality and quantity in life. At present, western 
medicine seems to offer some type of intervention at 
almost any point in life. As an individual approaches 
death, these interventions are performed most urgently. 
Societal awareness has escalated the expectations about 
the malleability of the body and the norms of health in 
the elderly. The pursuit of longevity with quality fosters 
an ongoing relationship between the older individual and 
the medical community (Shim, Russ and Kaufman, 2007). 
Part of the medical intervention to support this search for a 
longer, high functioning life as the later years of life unfold 
is the use of multiple medications to control symptoms and 
disease processes. 

As a result, a large number of elderly individuals use 
more than one medication whether it be an over-the-
counter, herbal or prescription medication and their 
body function may inhibit how it is processed resulting in 
outcomes that may be less than optimal. This then begs 
the question: “Does this present a significant health care 
concern?”  

Elderly people, defined as 65 years of age and older, are 
the largest consumers of drugs in the western countries 
(Corsonell, Pedone, Corica, Incalzi, 2007). In the United 
States, the elderly now take a median of five medications 
per day (Kaufman, Kelly and Rosenberg, 2002). According 
to Rosemary Laird, MD (2009) there is a correlation 
between the number of prescribed medications and 
adverse events and patient compliance with the medication 
regimen. Individuals who are prescribed a higher number 
of medications have more difficulty complying with the 
regimen and experience more adverse events. 

Compared to the general population, individuals over 
65 years of age are more likely to have multiple chronic 
disease conditions. Often these conditions require 
separate and distinct treatment programs using at least one 
medication along with lifestyle changes. These individuals 
with multiple chronic diseases also tend to receive care 
from more than one physician who may not know what has 
been previously prescribed due to lack of history from the 
individual or with the other physician.

Objective 10 of Healthy People 2010 focuses upon 
improvement in the health status and quality of life for 
the older adult. With increasing longevity and the aging 
of the baby boomer generation, the United States is 
experiencing an accelerated demographic shift to an older 
population and an increased growth of minorities. Part 
of the focus upon the older adult is the importance of 
lifestyle management and self care including prevention 
components. The objective specifically addresses concerns 
related to the older adult and the consequences of falls 
and hip fractures as well as medication and substance use. 
The National Center for Injury Prevention and Control 
(2000) estimate that one of every three adults 65 years 
old or older falls each year and falls are the leading cause 
of injury deaths in this age category. Falls are the second 
leading cause of spinal cord and brain injury in those 
individuals 65 years or older. Some of the health related 
contributing factors include the use of psychoactive 
medication, problems with gait and balance, neurological 
and musculoskeletal disabilities, dementia and visual 
impairment. This information points to one specific type 
of drug that contributes to the occurrence of falls but one 
must also remember that some of the side effects of other 
medications could cause or potentiate problems such as 
confusion, changes in vision, ataxia and involuntary motor 
movements. 

The proposed Healthy People 2020 Objectives (US 
Department of Health and Human Resources, 2009) 
continue to include a discrete section addressing issues of 
the older adult with additional focus upon maintaining 
the individual within the community setting that supports 
health care needs, preventative health style choices and 
preparation of health care professionals with specific 
training to meet the needs of the aging population. One 
topic area that is still under development in the Healthy 
People 2010 is titled “Quality of Life and Well-Being” to 
span all life stages. 

Healthy People 2010 (US Department of Health and 
Human Resources, 2009) addresses prescription drug use 
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related to morbidity and mortality as a serious concern that 
requires expert attention. Issues related to prescription drug 
use relate to improper administration of the medication. 
This includes not following directions, forgetting to take 
medication, taking doses that exceed therapeutic purposes 
or too little to gain therapeutic levels and side effects. 
Prescription and over the counter medications may be 
used simultaneously without physician knowledge causing 
adverse events or the individual may combine medications 
inappropriately with alcohol. 

A study was conducted by Maio, Hartmann, Poston, 
Liu-Chen, Diamond and Arenson (2006) of two outpatient 
practices to evaluate the extent of potentially inappropriate 
medication use in the elderly. Based upon 2003 Beers 
criteria, the studies demonstrated that almost one-fourth of 
the patients at both centers received at least one medication 
of potential concern during the study. The most common 
potentially inappropriate drug classes prescribed in the study 
were psychotropic agents and anti-inflammatory drugs. Also 
of concern was the high rate of oral estrogen since the intake 
of estrogen in women this age has shown to potentially harm 
the cardiovascular system in addition to raising the risk of 
breast cancer and stroke. 

Polypharmacy can add significant cost to health care 
for both the health care system and the recipient. The 
out-of-pocket costs can play a large role in an individual’s 
compliance to a medical regime that has a strong 
component based upon drug therapy. Discussion of costs 
when prescribing may be limited based upon the prescribers 
comfort with the subject, viewpoint and time limitations 
(O’Reilly, 2007). Sixteen percent of patients report skipping 
their medication to save cash during the past year but 
the actual financial impact related to hospitalizations, 
serious adverse events or even death as a result of this 
choice is unknown. With the number of health care plans 
and payment tiers currently available for those insured, 
physicians receive many calls from pharmacists daily to 
discuss alternatives. There are times when an alternative 
drug may be acceptable but other times there may not be an 
acceptable replacement yet available.

Injuries to the elderly resulting from drug therapy area is 
among the most common type of adverse event experienced 
in hospitalized individuals. However, there have been few 
hospitals in the United Stated that have fully investigated 
and published this aspect of drug management. Part of 
the difficulty in obtaining results is the lack of a consistent 
definition for adverse drug events (ADEs). ADEs can result 
in different consequences ranging from allergic reactions to 
death to permanent disability. It is estimated that patients 
who experienced ADEs were hospitalized approximately 
8-12 days longer than those who did not suffer ADE. This 
amounts to an additional $6,000 to $24.000 in hospitalization 
costs. One step that hospitals can take to help prevent ADEs 
is the use of computerized systems. The computerization 
of medication order entry has the potential to prevent an 
estimated 84 percent of dose, frequency and route errors 
saving the hospital approximately $500,000 annually (Agency 
for Health Research and Quality, 2001). 

Nurses’ role in evaluation of consumer regarding 
polypharmacy 

Even if an older individual does require multiple 
medications to manage several health conditions, use of 
multiple medications at the same time can create new 
dangers. Many ambulatory older adults take two to four 
prescription medications with some of the drugs having 
powerful effects upon the cardiovascular or central nervous 
system. New drugs are emerging weekly upon the market 
aimed at specific problems, prevention of associated health 
risks or claiming fewer adverse effects. More drugs may 
be prescribed than in the past simply because of more 
drugs being available at this time. Direct pharmaceutical 
advertising to the patient via television, newspaper and 
magazine venues has increased the patient’s awareness 
of medication and perhaps their requests for specific 
medication trials.

Use of prescription medications in high doses or for 
prolonged periods of time increases the risk of negative 
interactions. If the individual adds over-the-counter 
medications or herbal or dietary supplements, there is 
an increased risk of negative outcomes. Many drugs once 
only obtainable via prescription are now available over-
the-counter, such as Prilosec (omeprazole) and Claritin 
(loratidine). Alternative or complementary therapies have 
gained increased popularity as individuals attempt to gain 
a healthy state of being (Fulton and Allen, 2005). The risk 
increases for those individuals residing in extended care 
facilities where the norm is seven to nine prescription 
medications administered on a regular basis.

It is important to obtain a thorough drug history for 
any individual but especially the elderly. Investigate and 
document all medications the individual is taking including 
over-the-counter medications, herbal preparations, topical 
applications, installed medications, vitamin supplements 
and alternative therapies. Ask specific questions regarding 
herbal preparations, vitamin supplements and alternative 
therapies as an individual may not consider these items to 
be drugs. One effective way of obtaining a complete drug 
history is called the “brown bag” method. Rather than rely 
upon the individual’s memory for the drug history, request 
that they bring any type of pill, ointment, drops or injection 
they utilize, even on an occasional basis, with them to the 
visit or have them show you their medications during a home 

visit. Have the individual show you each container, tell you 
the name of the medication, explain how and when they take 
the drug and ask if they ever take more or less than stated. 

Closely observe as the individual sorts through their 
medication and explains their process for taking their 
medications. Does the individual look at the label and point 
to the name or do they open the bottle and look at the pills 
before relaying any information? Does the individual have 
to compare pills from two different containers and then 
state the medication name, purpose, dose and frequency? 
Listen to the words the individual uses to talk about the 
medication regimen. Information gained through these 
observations allows the nurse to identify whether there may 
be gaps in knowledge, difficulty opening the packaging, 
use of visual identification of medication versus written 
or alternative patterns of drug usage. Inquire whether the 
individual has brought all their medications (prescription 
and non-prescription) from all physicians or alternative 
therapy interventions they are involved with for any type of 
treatment. About 40% of elderly individuals fail to take their 
medications as prescribed (Wooten and Galavis, 2005) so 
it is very important to take the time to listen, observe, ask 
questions and investigate with the individual the program 
they use for medication management.

An important aspect to explore with the individual 
is how long they have been taking the medication. With 
the use of multiple physicians, an individual may remain 
on a medication solely due to the fact one physician may 
be hesitant to alter a medical regimen implemented by 
another health care professional. An example is Mrs. S. 
who is in her late 60s, lives alone and has multiple chronic 
disease diagnoses. In her exhaustive list of medications is a 
long standing prescription for Valium on a daily basis. Mrs. 
S. is compliant with taking the Valium as ordered. Mrs. S. 
stated that the Valium was prescribed for her two years ago 
when her husband suddenly died and she “couldn’t stop 
crying”. Mrs. S. states she didn’t want to see a psychologist 
or attend grief counseling at the time. Currently, Mrs. S. is 
complaining of increasing episodes of dizziness especially in 
the morning and she almost fell in her bedroom last week. 
Mrs. S stated that the lethargy has affected her desire to get 
outside the apartment, adds to the fear of falling and caused 
her to decrease her physical exercise. Mrs. S. visited the 
physician last week and there was no change in her medical 
condition noted that accounts for these changes and the 
medication regimen were unchanged. She has mentioned 
that she is tired and is dozing more. When I inquired about 
how Mrs. S was now coping with her grief she stated that 
she was no longer crying and was starting to become more 
involved in her daughter’s and granddaughter’s life again. I 
suggested to Mrs. S. that she speak with her physician about 
the Valium prescription. It is time for a thorough discussion 
between the physician and Mrs. S. to review the use of this 
medication especially since Mrs. S. is experiencing some 
negative effects that might be related to the long term use of 
this medication.

Evaluate the compiled list of medications for drugs that 
produce the same effect, are a duplicate medication or are 
administered more than twice a day. Many elderly have 
more than one health care provider and the individual 
may not have remembered to share information on all the 
medications already prescribed. The new physician or one 
that is seen only intermittently may have ordered medications 
that produce the same effect or is a duplicate of what was 
previously ordered. If possible, it is best to have medications 
taken only once or twice a day as a method to increase 
compliance. There may be an alternative medication that 
would produce the same effect and only have to be taken 
once or twice a day. A comparison to the drugs identified 
on Beers’ Criteria (Beers et all, 1991) will help identify 
potentially inappropriate medications for the elderly. This 
list in an easy to use format can be retrieved at http://www.
dcri.duke.edu/ccge/curtis/beers.html. There are times when 
medications listed on Beers criteria may be used on a low 
dose or short term approach, but a careful history should 
accompany the evaluation to assess for adverse events. 

Discuss with the individual any concerns they may 
have about changes in their lifestyle such as increased 
tiredness, changes in bowel or bladder patterns, dizziness, 
episodes of almost falling or actual falls and changes in 
their sleep pattern. Attempt to obtain specific information 
as to when the problem was first noted and whether it is 
consistent or intermittent. Include questions related to 
changes in medications such as addition or change in dose 
of a prescription medication, over-the-counter medication, 
herbal or vitamin supplement and changes in lifestyle. 

Attention should be given to the use of some 
antidepressants, muscle relaxants, antispasmodics and 
antihistamines which have strong anticholinergic effects 
that may contribute to confusion, blurred vision, dry mouth, 
lightheadedness, constipation and difficulty with bladder 
control. Long acting benzodiazepines such as diazepam 
may cause drowsiness, impaired memory, confusion and 
prolonged sedation in the elderly.

Brager (2004) suggests also exploring the following 
additional areas during the evaluation of polypharmcy: 

•	 Does	 the	 individual	 ever	 borrow	medications	 or	 use	
another individual’s prescription medications?

•	 Does	the	individual	refill	medications	without	seeing	
their health care provider?

•	 Does	 the	 individual	 have	 prescriptions	 written	 by	
more than one physician?

•	 Does	the	individual	have	prescriptions	filled	by	more	
than one pharmacy?

There are additional areas that should also be evaluated 

when assessing polypharmacy use in the elderly. One 
important area is how the individual manages medications 
that are discontinued, expired or not consumed. Individuals 
who are on limited budgets may keep the medication “ just in 
case” it is needed in the future or may share the medication 
with someone they know who also uses the medication. 
While the intentions may be honorable, the result may be 
deadly. 

Discussion should occur between the older adult and 
health care provider to explore cultural, life experiences, 
religious or ethnic beliefs since an individual’s views 
regarding the use of drugs may differ from the western 
approach to chronic and acute illness management. An 
individual who was raised in a culture where illness is viewed 
negatively and a hindrance to society may not comply with a 
treatment regimen involving medications. For example, Mr. 
E. was a diabetic in his mid-40s who was poorly controlled on 
an insulin regimen partly due to varied work schedule. Mr. 
E. attended a support group and through discussion it soon 
became evident that he had developed a real aversion to any 
type of medication. Mr. E’s wife had cancer and was on a 
“whole basket full of pills” prior to her death. During a clinic 
visit, further discussion ensued regarding this concern and 
how altering his current medication regimen could provide 
better control and allow him the versatility he required as 
a musician. Mr. E. collaborated with his physician on the 
adjustments to the treatment program and he was happier 
with his health status. Fortunately, the changes also allowed 
for better glycemic control.

CARE for the elderly individual
Obtaining an accurate understanding from the individual 

who is managing polypharmacy as part of the health status 
provides a basis upon which nurses can collaborate to 
promote positive outcomes. Insert some CARE into your 
practice–compliance, advocate, review, educate.

C=compliance
The medication history obtained from the older 

individual provides invaluable insight into compliance. 
Compliance is based upon the individual’s decision about 
where priorities fit in their current lifestyle. There are many 
times when an older individual may wish to comply with 
the medical regimen but because of other priorities such as 
spending money on home, food and basic necessities, the 
additional cost of prescriptions makes compliance outside 
their realm. The nurse should analyze the factors from the 
assessment that affect compliance such as financial burden, 
medication availability, complexity of the regimen, related 
adverse side effects, understanding the dosing method 
and other factors. Practical interventions such as utilizing 
vendor samples for the initial trial of a medication, assisting 
with connection to a drug company’s financial assistance 
programs or referral to a social worker for assistance with 
alternative funding sources may support obtaining the 
medication. 

Many of the elderly are on limited or fixed incomes and 
may have shopped around for the pharmacy that offers the 
best “deal”. This process may have resulted in the use of 
multiple pharmacies. Encourage the individual to use only 
one pharmacy. 

Some elderly individuals subscribe to prescription plans 
that promote the use of a 3 month supply of medications 
from a distribution area. It may be important to discuss 
with the individual who receives a new prescription whether 
it would be pertinent to fill the initial doses at the local 
pharmacy until tolerance, dosage and effect are determined. 
The physician may have drug samples of the medication in 
his or her office that could be utilized for the initial trial. 
Recently a caregiver for an older parent in exasperation 
relayed her recent struggle and frustration with her mother. 
Over a period of 4 months the older parent was experiencing 
chest pain, low blood pressure, dizziness and tiredness. After 
two separate hospitalizations, heart cath, MRI, multiple 
consults with specialty physicians and many other tests, it was 
discovered that changing the drug regimen for control of a 
hiatal hernia was the solution. The caregiver was frustrated 
because the older individual reverted back to the prior 
prescription because she had recently filled the 3 month mail 
order supply and could not afford to discard this medication.

A=Advocate
Advocate for processes that support the older individuals 

in their quest for the highest degree of independent life style 
that is possible at that particular point in time. This would 
include attempting to process drug information through 
one physician even if multiple physicians are involved in the 
individual’s health concerns. Some individuals may find this 
very difficult to manage so the implementation of a medical 
health history record may be useful. The personal health 
record can be shared at all doctor visits and in transition 
care from hospital to nursing home to assisted living back to 
independent living. It is a great resource of information in 
emergent care situations when pressing matters may make 
communication of vital medication information difficult 
or impossible. A sample personal health record that can be 
downloaded and used is located at http://carestransitions.
org/document/phr.pdf. The personal health record includes 
identifying information, doctor contacts, caregiver contacts, 
past medical history, allergies and a list of all medications. 
Encourage the elderly individual to share this record at 
every visit and ask for each provider to update the list with 
changes.
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When reviewing the medication history, assess the 
frequency of medications. Drugs prescribed for more than 
twice daily ingestion have a lower rate of compliance. Take 
a moment to assess if the prescribed medication comes 
in forms that allow for once or twice a day dosing. Some 
medications are available in extended release forms or 
more than one drug may be combined into a single tablet. 
A consult with the pharmacist where the older individual 
fills his prescriptions may be beneficial when looking at dose 
frequency and considering pricing issues.

One aspect that permeates many areas of nursing is the 
part nurses play in supporting the allure of medical promise 
for continued life for individuals, young and old, without full 
consideration of what is an “acceptable” life. It is important 
that any education includes the limitations of medical 
intervention whether through medication, medication and 
lifestyle changes, or medication and procedural intervention, 
to at least maintain the current level of health. Returning to 
an earlier state of embodied health may not be possible given 
the disease process and aging. Sometimes individuals expect 
that medical intervention will pause and even reverse the 
march of time and the effects of disease. This discussion can 
be initiated by asking an elderly individual presenting in any 
setting what activities and abilities they feel indicate having 
reached an “acceptable” health status. Ask for clarification 
on what they feel would be “normal” for someone their age 
to perform. The answer will vary based upon the individual’s 
values, goals and current life circumstances. Some may 
describe participation more physically demanding pursuits 
such as long distance bicycling or traveling the world while 
others may wish to simply remain living independent futzing 
around their home.

R=review
Review of the consumer’s medication list, understanding 

and desired outcomes should occur each time an older 
individual comes into the nurse’s care realm. Even in brief 
encounters such as outpatient procedures ask about changes 
in medication, alterations from normal status such as 
dizziness or increased tiredness and if there are any concerns 
regarding their medication regimen. Administration of 
even a one-time dose of medication such as Versed may 
exacerbate an underlying condition and minor side effect of 
a medication and potentiate a fall.

Ask the older individual how they treat side effects of the 
medication such as dizziness. Taking an over-the-counter 
medication may increase the risk of interactions with other 
medications causing further adverse events. Educate the 
individual regarding side effects and when to contact their 
health care provider. Some side effects are temporary such 
as increased gas or bloating as the dose of Glucophage is 
increased. However, there are medications when the first 
signs of side effects require reporting as it could be a sign 
of a serious complication or aggravation of an underlying 
condition.

E=Educate
Health literacy is the ability to obtain, read, understand 

and use health information to make appropriate health 
decisions. Adults aged 65 years and older have lower average 
health literacy than adults in younger age groups. Overall, 
53% of adults had an intermediate health literacy while 
22% and 14% respectively had basic and below basic health 
literacy (National Center for Education Statistics, 2005). Low 
health literacy transcends race, age, education level and has 
no definite signs or symptoms. Individuals may go to great 
lengths to hide the problem and medication mismanagement 
may be one indication that an individual has an issue with 
health literacy. If you have the opportunity to have the older 
individual bring their medication into the visit, carefully 
observe how they tell you about each medication, its purpose 
and the schedule. If the individual has to open each bottle 
prior to providing this information they may be relying upon 
visual recognition even if it appears they are reading the 
label. The individual may have memorized the instructions 
and requires the visual clue as a prompt. 

Another method to assess difficulty reading or 
understanding the medication label is to ask the individual 
when the last time they took the medication was and when he 
or she took it the time before (Prasasuskas and Spoo, 2006). 
If the individual has problems reading, they will not be able 
to use the label to help them remember. This method of 
review is helpful when attempting to assess compliance issues 
especially when evaluating pain management regimens. An 
individual with chronic pain may not understand the need 
for baseline control and how to super-impose management 
of break-through pain through alternation of medications. 
Instead the individual may take all the pain medications at 
one time and only when the pain is severe fearing addiction 
(Reisfield, Paulian and Wilson, 2005).

What techniques should nurses use to overcome health 
literacy issues? Use printed materials written at a fifth grade 
or lower level that use pictures to illustrate the desired action. 
Monitor your word choices used during the education session 
to everyday words with one or two syllables. Use terms such 
as high blood pressure instead of hypertension or high blood 
sugar instead of hyperglycemia as these terms are easier for 
those outside the healthcare arena to understand. Relate the 
time medications are taken to events that commonly occur 
in the individuals personal life schedule such a breakfast, 
lunch, dinner, bedtime or other routine. It may be helpful to 
tape a sample of the medication to the schedule to provide 
a visual cue. Some older individuals find it helpful to have 
medications set up in a weekly medication dispenser.

Whatever method is used to increase the knowledge 
level of medication, utilize the teach-back technique. Ask 
the individual how he or she would explain the subject to 
a friend or family member. Because of the fear the elderly 
have of being placed into a facility make the situation as non-
threatening as possible. Correcting an error on the part of 
the older adult in understanding their medication may be 
done by accepting responsibility as a teacher by stating “I 
must not have been clear in what I was attempting to teach 
you about.…” or “You are doing very well but I seemed to 
have not stressed the importance of….” It is important for 
all nurses to continue to self-educate on the issue of health 
literacy and materials available to meet the different cultural 
needs of our diverse population of older adults. This is one 
aspect of the nursing profession that distinguishes us from 
other health professionals and will be even more important 
as the population ages and health care options change.

Conclusion
With the aging of the American population, increased 

use of medication for prevention and control of disease 
processes, increased longevity and high expectations 
placed upon medicine to maintain life quality while 
delaying demise, the use of multiple medications for health 
management will become increasingly prevalent. Nurses 
must increase their part in safeguarding the older individual 
by reviewing medicine regimens (prescription, over-the-
counter, herbal and other supplements), assessing health 
goals, reviewing areas that could affect compliance, and 
providing continued education as warranted.

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 established definition of polypharmacy is five 

or more prescription medications excluding topical 
medications. 

 a. True
 b. False

2. Absorption of medications within the small intestine 
is largely unaffected in the elderly. 

 a. True
 b. False

3. A decrease in the total body water content may cause 
higher level of some water-soluble drugs. 

 a. True
 b. False

4. The decreased blood flow to the liver may cause 
some medications to be less effectively metabolized 
out of the system. 

 a. True
 b. False

5. The central nervous system sensitivity decreases in 
the elderly so an increased dose of medication may 
be required to obtain a therapeutic level. 

 a. True
 b. False

6. Beers criteria are a list of medications which have 
a high probability of causing adverse effects in the 
elderly. 

 a. True
 b. False

7. Injuries to the elderly as the result of drug therapy 
are rare. 

 a. True
 b. False

8. Prolonged use of prescription drugs or high doses 
increases the risk of negative interactions. 

 a. True
 b. False

9. Individuals over the age of 65 are more likely to 
have multiple chronic disease conditions resulting 
in multiple prescription medications and lifestyle 
changes 

 a. True
 b. False

10. Out-of-pocket costs do play a role in an individual’s 
compliance to a drug regimen. 

 a. True
 b. False

11. A drug history should include prescription and over-
the-counter (OTC) medications. 

 a. True
 b. False

12. The “brown bag” method involves the elderly 
individual bringing all medications–prescription, 
OTC, ointments, vitamins and supplements–to the 
visit for documentation and evaluation of the drug 
management. 

 a. True
 b. False

13. It is not important to assess the length of time the 
elderly individual has been taking the medication. 

 a. True
 b. False

14. The nurse should assess if there is more than one 
physician prescribing medications. 

 a. True
 b. False

15. The nurse does not need to know if multiple 
pharmacies are used to fill the prescriptions. 

 a. True
 b. False

16. Asking the elderly individual when the last dose 
of medication was taken may provide insight into 
compliance issues. 

 a. True
 b. False

17. With the addition of Medicare prescription drug 
coverage, the cost of the medication is irrelevant. 

 a. True
 b. False

18. Health literacy means the ability to obtain and read 
health care information. 

 a. True
 b. False

19. Education on medication for the elderly should be 
supplemented with material that uses pictures and a 
fifth grade or lower reading level. 

 a. True
 b. False

20. The “teach back” technique requires the elderly 
individual explain back to the educator about the 
medication to assess understanding and application 
to their situation. 

 a. True
 b. False

The Brown Bag Text – Polypharmacy Consideration When Caring for the Elderly

Evaluation
1. Were the following objectives met?
 a. Identify three aspects of phamacotherapy that are affected by the aging process. ___Yes ___No
 b. Identify four assessment areas to investigate with individual prescribed multiple mediations. ___Yes ___No
 c. Identify three aspects to consider when developing an educational plan involving medications.: ___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

The Brown Bag Test continued from page 18




