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Preface 

The  first  edition  of  this  book  developed  as  a  result  of  several  events  that  occurred 
more  or  less  simultaneously.  The  first  event  dealt  with  our  growing  conviction  that, 
although  our  students  enjoyed  and  performed  well  in  our  nursing  management 
course,  they  appeared  to  have  some  difficulty  in  applying  management  theory  to 
the  workplace  following  their  graduation. 

The  next  event  occurred  as  we  became  involved  with  the  "teaching  to  think" 
movement,  which  developed  as  a  result  of  criticism  leveled  against  academia  by 
numerous  investigative  bodies  examining  the  status  of  education  in  America. 

Among  these  criticisms  were  reports  that  there  was  a  serious  decline  in  the  ability 

of  young  adults  to  problem-solve  and  many  were  incapable  of  inferential  reason- 
ing. Organizations  were  formed  by  educators  to  address  this  problem  and  to 

identify  and  develop  teaching  strategies  that  would  do  more  than  merely  give 

learners  information — strategies  providing  learners  with  opportunities  to  use  the 
information  in  a  manner  that  would  result  in  improved  decision-making  skills. 

After  becoming  involved  with  the  teaching  to  think  movement,  we  were  con- 
vinced that  a  primary  reason  for  student  difficulty  in  transferring  theory  to  practice 

and  drawing  inferences  occurred  because  students  of  management  theory  had  less 

opportunity  to  practice  their  new  skills  than  did  students  of  other  nursing  theory 
courses.  Thus,  we  began  to  examine  modes  of  teaching  management  theory  that 

provided  opportunities  for  practice  simulation. 
The  next  step  was  our  growing  interest  in  the  case  method  approach  as  a  result 

of  several  articles  we  had  read  on  the  Harvard  Business  School's  use  of  the  case 
method  in  their  MBA.  Program.  We  began  a  search  for  an  appropriate  casebook  for 

teaching  new  managers.  Being  unable  to  locate  a  text  that  would  serve  our  needs 
we  undertook  the  task  of  writing  our  own  casebook.  After  using  the  casebook  for 

several  years  we  added  a  theory  component  and  published  the  first  edition  of 
Management  Decision  Making  for  Nurses. 

Since  this  publication  we  have  authored  another  text,  Leadership  Roles  and 
Management  Functions:  Theory  and  Application  (1992).  This  book  uses  a  total 

experiential  approach  to  learning  with  a  dual  emphasis  on  leadership  and  manage- 
ment. It  also  has  an  expanded  theory  base  and  a  more  sophisticated  writing  style. 

However,  there  continued  to  be  a  need  for  a  concise  textbook  with  a  strong 

management  focus  which  used  the  case  approach  for  teaching  management. 
Thus,  the  need  existed  for  a  second  edition  of  Management  Decision  Making 

for  Nurses.  In  writing  the  second  edition  we  have  made  every  effort  to  maintain  the 
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strengths  of  the  first  edition  and  to  correct  its  shortcomings.  We  have  responded  to 

users  and  reviewers  of  the  first  book  and  have  incorporated  many  of  their  sugges- 
tions. 

Because  we  believe  that  management  problems  are  universal,  but  that  manage- 
ment science  changes  rapidly  as  our  knowledge  increases  and  the  needs  of  society 

change,  we  have  added  an  extensive  current  bibliography  at  the  end  of  each  chap- 
ter to  help  the  reader  solve  the  cases.  In  addition,  we  have  updated  content  and 

references  so  that  the  text  remains  contemporary.  We  have  also  made  every  effort  to 
remove  all  sexist  language  from  the  book.  Some  cases  have  been  rewritten  to  make 
them  more  effective;  new  cases  were  added  and  ineffective  or  outdated  cases  were 
deleted. 

We  continue  to  believe  that  the  ability  to  transfer  management  theory  will  not 
occur  unless  the  learner  has  an  opportunity  to  apply  management  concepts  over 
and  over  in  real  life  situations.  Therefore,  major  concepts  and  theories  are  repeated 
throughout  the  book  as  each  chapter  builds  upon  information  presented  in  prior 
chapters.  In  this  way  learners  develop  skills  in  solving  complex  problems  through 
the  use  of  inferential  reasoning. 

We  believe  that  the  abundance  of  case  studies  in  this  text  contributes  greatly  to 
its  value  in  its  potential  for  learning.  The  second  edition  of  the  casebook  contains 
118  cases.  Of  these  cases,  25%  are  solved  and  the  rest  are  left  for  the  learner  to  solve. 

Many  of  the  cases  are  straightforward  and  use  traditional  management  theory 
as  the  rationale  for  decision  making.  Other  cases  are  complex,  requiring  a  greater 
degree  of  analysis  and  the  need  to  synthesize  a  larger  amount  of  didactic  theory. 
The  variation  in  complexity  allows  the  book  to  be  used  by  a  wide  range  of  learners, 

who  have  varying  maturity  levels  and  theoretical  knowledge.  The  instructor  there- 
fore has  a  variety  of  choices  in  selecting  cases  to  best  meet  the  needs  of  a  particular 

group.  We  made  an  effort  to  include  case  studies  representing  problems  beyond 
the  traditional  hospital  setting.  All  cases  use  current  terminology  and  concepts,  and 
most  cases  are  derived  from  situations  the  authors  or  their  nursing  management 
colleagues  actually  experienced. 

We  have  incorporated  additional  assignments  requiring  group  problem  solving 
in  this  edition.  Regardless  of  the  audience  or  the  cases  selected,  we  urge  that  the 
group  process  be  used  in  some  manner  to  facilitate  problem  solving.  We  believe 
that  group  problem  solving  expands  alternatives  for  decision  making. 

In  order  to  assist  individuals  who  have  not  previously  used  this  mode  of 
teaching/learning,  the  first  portion  of  the  text  is  devoted  to  chapters  on  Decision 
Making,  Management  Theory,  and  the  Case  Study  Approach.  Those  individuals 
experienced  in  management  theory  or  use  of  the  case  method  as  a  mode  for 
teaching  may  want  to  eliminate  part  of  the  first  unit. 

We  have  somewhat  reorganized  the  book's  format,  moving  some  theory  to  what 
we  believe  are  more  appropriate  units.  However,  for  the  most  part  we  have  left  the 

format  unchanged.  Per  reviewer  feedback  the  concise  theory  component  and  writ- 
ing style  have  been  maintained. 

We  have  found  that  management  principles  are  just  as  applicable  for  managing 

one's  personal  life  as  for  managing  a  nursing  unit  or  department.  Indeed,  we  have 
found  that  when  learners  begin  to  apply  management  principles  to  managing  their 
personal  lives,  it  not  only  makes  their  lives  function  better,  it  also  makes  learning 
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management  theory  fun.  Therefore,  we  have  again  included  a  personal  notebook 

section  at  the  end  of  each  set  of  cases.  We  strongly  encourage  students  and  instruc- 
tors or  facilitators  to  use  this  unique  part  of  our  text,  for  we  believe  that  the 

personalization  of  learning  adds  another  valuable  dimension  to  vicarious  learning. 

We  have  created  this  book  in  an  effort  to  promote  critical  thinking  in  manage- 
ment. This  will  not  occur  if  only  past  approaches  to  learning,  such  as  lecture  and 

discussion,  are  used.  We  therefore  urge  users  of  this  book  to  incorporate  ex- 
periential teaching  techniques  in  order  to  facilitate  analysis,  synthesis,  and 

communication — the  three  elements  of  critical  thinking  most  important  in  nursing 
management. 

Bessie  L.  Marquis,  r.n.,  c.n.a.a.,  m.s.n. 
Carol  Jorgensen  Huston,  r.n.,  c.n.a.a.,  m.s.n. 
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Decision  Making 
in  Management 

".  .  .  An  executive  decision  is  a  moment 

in  a  process. " 
MARY  PARKER  FOLLETT 

The  entire  foundation  of  this  book  rests  upon  the  premise  that  professional  judg- 
ment, critical  thinking,  and  wise  decision  making  can  be  taught.  The  reader  ( both 

learner  and  teacher)  needs  to  have  some  understanding  of  the  tested  theories  and 

processes  of  learning  and  teaching  critical  thinking  in  order  to  accomplish  this  task. 
When  individuals  learn,  they  acquire  new  information  that  should  assist  them  in 

problem  solving.  Unfortunately,  many  individuals  have  difficulty  with  the  trans- 
ference of  information.  They  are  able  to  demonstrate  that  they  have  learned  new 

information  but  are  unable  to  make  appropriate  inferences  from  that  information 
and  are  therefore  unable  to  make  wise  decisions. 

In  nursing  education,  clinical  experiences  accompany  most  learning;  thus,  the 
learner  has  the  opportunity  to  apply  new  knowledge.  The  exception  to  this  normal 
occurrence  of  simultaneous  theory  and  clinical  application  is  nursing  management. 
Because  most  learners  are  never  able  to  fully  experience  this  role  or  apply  much 
management  theory,  there  has  been  poor  transference  of  management  theory  into 

practice. 
Educators  refer  to  the  ability  to  apply  knowledge  by  various  names  such  as 

critical  thinking,  using  logic,  decision  making,  application  of  theory,  problem  solv- 

ing, using  professional  judgment,  or  inferential  reasoning.  In  Nursing  Manage- 
ment, Levenstein  (1983)  reported  results  of  studies  indicating  a  serious  decline  in 

inferential  comprehension  of  young  adults.  In  recent  years,  there  has  been  a  great 
deal  of  experimentation  by  educators  to  find  new  or  better  ways  to  teach  students 

"how  to  think."  Experiential  or  vicarious  learning  is  one  method  that  allows  the 
learner  the  opportunity  to  apply  knowledge  as  it  is  being  learned.  Case  studies,  a 
tool  frequently  used  for  experiential  learning,  allow  learners  to  actually  apply 
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newly  acquired  information  in  many  situations,  until  the  ability  to  make  appropri- 
ate inferences  occurs. 

In  order  to  assist  educators,  workshop  facilitators,  and  learners  to  maximize 

the  experiential  learning  opportunities  presented  in  this  book,  the  first  chapter  of 
this  text  is  devoted  to  a  lengthy  discussion  of  decision  making  and  problem  solving. 

Multiple  decision-making  and  problem-solving  models  are  presented  to  the 
learner  to  use  in  analyzing  case  studies  throughout  the  book. 

The  second  chapter  in  this  unit  examines  the  interrelationship  between  deci- 
sion making  and  the  management  process,  the  organizing  framework  for  this  book. 

Included  are  several  management  decision-making  tools  which  may  be  utilized  in 
analyzing  case  studies  throughout  the  book. 

The  third  chapter  provides  a  historical  look  at  the  evolution  of  leadership  and 

management  theory.  This  look  back  shows  us  how  the  definition  of  "good"  leader- 
ship and  management  changed  over  time  and  provides  the  reader  with  the  founda- 
tion of  theory  necessary  for  effective  decision  making. 
Finally,  there  is  a  chapter  that  provides  guidelines  for  learners,  facilitators,  and 

teachers  to  use  the  case  study  method.  The  chapter  concludes  with  suggestions  on 
how  this  book  may  be  used  to  promote  critical  thinking. 

Reference 

Levenstein  A  (1983):  Art  and  Science  of  Management-Professional  Judgment.  Nurs  Manage  (8),  Aug  14. 



Decision-Making  Process 

Early  in  childhood  we  begin  the  process  of  decision  making  and  continue  to  make 
decisions  as  long  as  we  remain  conscious  individuals.  Some  people  make  decisions 
easily,  while  others  are  very  indecisive,  agonizing  over  their  decisions.  Just  as  the 
continuum  for  decisiveness  in  individuals  is  broad,  so  too  is  the  continuum  for  the 

quality  of  the  decisions.  The  individual  making  quick  decisions  does  not  neces- 
sarily make  good  decisions.  The  successful  decision  maker  is  one  who  is  both 

willing  and  able  to  make  quality  decisions  without  undue  mental  or  emotional 

turmoil  (see  Figure  1-1).  Because  effective  decision  making  is  the  cornerstone  of 
professional  nursing  practice  and  the  principal  criterion  by  which  management 
expertise  is  judged  (Benner,  1984;  Corcoran,  1986),  it  is  imperative  that  managers 

develop  effective  decision-making  skills. 
Decision  making  is  a  complex  cognitive  process  often  defined  as  choosing 

from  among  alternatives  a  particular  course  of  action.  A  definition  found  in  Web- 

ster's dictionary  "to  make  up  one's  mind;  to  judge  or  settle"  is  another  view  of 
decision  making  (Webster  2d,  1984).  Both  definitions  bring  forth  the  implication 
that  there  was  doubt  about  several  courses  of  action  and  that  a  choice  was  made  that 

eliminated  the  uncertainty. 
Effective  managers  must  be  able  to  answer  the  following  questions: 

1.  is  a  decision  required? 
2.  how  should  the  decision  be  made? 

3-  and  who  should  be  involved  in  the  decision?  (Garre,  1992). 

Lancaster  (1982)  states  that  the  quality  of  the  decisions  nursing  administrators  make 
is  the  factor  that  weighs  most  heavily  in  their  success  or  failure.  How  do  managers 
become  successful  decision  makers?  Successful  decision  making  can  be  learned 

through  life  experience,  but  not  everyone  learns  to  make  appropriate  decisions  by 

this  trial  and  error  method.  Additionally,  using  one's  life  experiences  as  a  method  to 
learn  decision  making  leaves  much  to  chance.  Learning  decision  making  using  a 

systematic,  scientific  approach  eliminates  trial  and  error  and  focuses  the  learning 
on  a  proven  process.  A  systematic,  scientific  approach  to  decision  making  always 
involves  the  application  of  theoretical  systems  for  decision  making. 

Bessie  i   Marquis  and  Carol  [orgensen  Huston,  Management  Decision  Making 
far  Nurses,  second  edition   I    1994  J.B  Llpplncott  Company 
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Willingness  to 
make  decisions + Ability  to  make 

good  decisions 

Successful 
decision  making 

FIGURE     1-1     A  model  of  the  successful  decision  maker. 

Theoretical  Systems  for  Decision  Making 

Decision  making  is  a  critical  task,  possibly  the  most  critical  of  the  thinking  skills.  In 
the  past,  it  was  felt  that  some  people  were  unable  to  be  successful  decision  makers 
because  the  process  of  decision  making  was  not  taught  in  schools  (Wales  and  Nardi, 

1984).  Today,  decision-making  autonomy  is  often  equated  with  professional  nursing 
practice.  Therefore,  the  present  nursing  educational  system  and  cultural  values 
stress  that  nurses  be  taught  to  gain  control  over  decisions  that  affect  them  and  their 

patients  (Dwyer,  1992).  Individuals  wanting  to  improve  their  decision-making  skills 
must  be  taught  to  use  an  adequate  process  model  as  the  theoretical  base  for 
learning  and  practicing  decision  making. 

There  are  many  problem-solving  and  decision-making  models  in  the  literature. 
Although  many  people  use  the  terms  problem  solving  and  decision  making  syn- 

onymously, there  is  a  small  but  significant  difference.  Problem  solving  is  part  of 
decision  making.  It  is  a  systematic  process  that  focuses  on  analyzing  a  difficult 

situation  and  always  includes  a  decision-making  step  (Marquis  and  Huston,  1992). 
In  problem  solving,  much  time  and  energy  are  spent  in  pursuit  of  the  underlying 
problem  identification. 

Decision  making,  on  the  other  hand,  is  usually  triggered  by  a  problem,  but  is 
often  dealt  with  in  a  manner  that  does  not  eliminate  the  problem.  An  example  is  a 
conflict  situation  in  which  you  decide  to  handle  the  conflict  crisis  in  some  manner 
at  that  time,  but  do  not  make  an  effort  to  get  at  the  real  problem  causing  the 
conflict.  You  might  decide  to  address  the  real  cause  of  the  conflict  at  a  later  time.  It 

is  even  possible  for  a  decision  maker  to  do  nothing  about  a  problem.  The  decision 

is  not  to  problem-solve.  The  decision  maker  may  select  this  alternative  because  of  a 
lack  of  energy,  time,  or  resources  to  problem-solve.  For  some  situations,  this  is  an 
appropriate  decision.  For  example,  if  a  nursing  supervisor  has  information  that  one 
of  her  staff  nurses  who  has  begun  calling  in  sick  frequently  is  retiring  within  the 
next  three  months,  the  supervisor  may  decide  not  to  take  action  on  the  problem. 

This  conscious  decision  reflects  the  supervisor's  determination  that  the  problem 
will  soon  no  longer  exist  and  that  the  time  and  energy  needed  to  correct  the 
problem  now  is  not  warranted. 

Of  the  many  problem-solving  and  decision-making  models  that  have  been 
identified,  only  six  are  discussed  in  this  chapter.  The  model  each  individual  selects 

to  use  should  be  determined  in  part  by  what  is  comfortable  for  him  or  her; 

however,  the  authors  believe  that  quality  and  self-confidence  in  decision  making 
tends  to  increase  when  one  model  is  used  consistently  (Marquis  and  Huston,  1992). 

Traditional  Problem-Solving  Process 

This  problem-solving  model  uses  seven  steps  with  the  actual  decision-making  oc- 
curring at  step  five  (see  Display  1-1).  One  of  the  reasons  the  traditional  problem- 
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DISPLAY     1-1 

Traditional  Problem-Solving  Process 

1.  Identify  the  problem. 

2.  Gather  data  to  identify  the  causes  and  consequences  of  the  problem. 

3.  Explore  alternative  solutions. 

4.  Evaluate  the  alternatives. 

5-  Select  the  appropriate  solution. 

6.  Implement  the  solution. 

7.  Evaluate  the  results. 

solving  model  continues  to  be  widely  used  is  that  it  is  well  known  and  has  been 

proved  effective.  However,  it  remains  a  problem-solving  model,  not  a  decision- 
making model,  and  therefore  has  several  weaknesses  when  used  for  certain  types 

of  decision  making. 
One  such  weakness  is  that  the  setting  of  objectives  is  often  omitted.  If  no 

objective  or  overall  goal  for  the  problem  solving  is  identified,  the  identification  of 

alternatives  becomes  endless  and  the  problem-solving  efforts  are  unfocused. 

Harrison's  Managerial 
Decision-Making  Process 

Harrison's  (1981)  managerial  decision-making  process  is  a  modification  of  the 
traditional  problem-solving  model  and  eliminates  the  weakness  of  the  traditional 
model  by  the  addition  of  the  goal  setting  step  (see  Display  1-2). 

Guided  Design:  The  Wales  and  Nardi  Approach 
to  Decision  Making 

Wales  and  Nardi  (1984)  are  critical  of  the  managerial  decision-making  process  as 

depicted  in  Display  1-2,  because  they  feel  it  omits  basic  steps  that  are  necessary  in 
order  to  make  a  high-quality  decision.  These  steps — analysis,  synthesis,  and  evalua- 

tion of  the  chosen  alternative  prior  to  implementation — are  usually  steps  per- 
formed by  expert  decision  makers,  but  the  managerial  mode  does  not  depict  them. 

Wales  and  Nardi  believe  that  the  managerial  model  is  adequate  for  experienced 

decision  makers,  but  is  a  poor  tool  for  teaching  decision-making. 
On  the  other  hand,  guided  design,  the  Wales  and  Nardi  model  of  decision 

making,  is  designed  for  the  novice  decision  maker.  Its  strengths  lie  in  its  process- 
oriented  approach  and  flexibility  of  use  in  augmenting  instruction  (Pond,  1991). 

Guided  design  has  two  distinct  features.  First,  it  can  be  used  to  find  the  cause  of 

a  problem,  to  solve  a  problem,  or  to  anticipate  future  problems  (see  Figure  1-2). 
Second,  the  process  includes  steps  other  models  omit.  In  the  data  gathering  phase, 

component  analysis  and  constraints  are  included  and  in  the  choose  phase,  anah  sis, 

synthesis,  and  evaluation  of  the  chosen  solution  are  included.  Display  1-3  depicts 
the  complete  Wales  and  Nardi  Decision -Making  Process. 
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Harrison's  Managerial  Decision-Making  Process  (1981) 

1.  Set  objectives. 

2.  Search  for  alternatives. 

3.  Evaluate  alternatives. 

4.  Choose. 

5.  Implement. 

6.  Follow  up  and  control. 

The  format  of  guided  design  adheres  to  a  decision-making  process  similar  to 
scientific  inquiry.  In  the  classroom,  the  student  follows  a  scenario,  works  an  exer- 

cise at  points  along  the  way,  and  then  compares  the  results  with  the  feedback  given 

(Pond,  1991 ).  "The  goals  of  the  process  are  to  understand  that  multiple  conclusions 
can  be  reached  without  being  in  error,  and  for  students  to  be  able  to  deal  with  the 

view  points  of  others"  (Pond,  Bradshaw,  and  Turner,  1991;  20). 
There  are  two  weaknesses  in  the  Wales  and  Nardi  Decision-Making  Process. 

First,  the  process  is  very  long  and  takes  a  great  deal  of  time.  Although  appropriate 

for  teaching  decision  making,  it  makes  the  tool  unwieldy  for  day-to-day  decision 
making.  Second,  the  model  calls  for  a  clear  definition  of  the  problem  and  as  was 

previously  discussed,  problem  identification  is  not  always  possible,  nor  is  it  neces- 
sary for  some  types  of  successful  decision  making. 

Nursing  Process 

The  nursing  process  is  the  systematic  approach  the  professional  nurse  uses  to 

diagnose  and  treat  human  responses  to  actual  or  potential  health  problems  (Ameri- 
can Nurses  Association,  1980).  It  is  also  a  theoretical  system  for  decision  making. 

Identify  and  prioritize  problems 
Select  the  correct  approach 

' ' ' ' 1 

Find  the 
Solve  the 

Anticipate 

potential cau se (past) 

(pres 

ent) 

problems (future) 

FIGURE     1-2     Wales  and  Nardi  decision-making  model.  (Wales  CD,  Nardi  A:  Successful 
Decision  Making.  Center  for  Guided  Design,  West  Virginia  University, 1984) 
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The  Decision-Making  Process 

1.  Identify  the  prob- 
lem. 

2.  State  the  goal  of 
the  work. 

3.  Gather  informa- 
tion. 

4.  Outline  distinctive 

features. 

5.  Analyze  compo- 
nents. 

6.  Generate  possible 
solutions. 

7.  Outline  the  con- 
straints and 

assumptions. 
8.  Make  choices. 

9.  Analyze. 

10.  Synthesize. 

11.  Evaluate. 

The  problem  must  be  separated  from  its  symptoms  and 

properly  identified  (a  critical  step). 

The  goal  defines  the  specific  result  to  be  accomplished 

through  the  decision-making  work. 

This  step  may  also  occur  before  the  goal  is  stated  or  in 

other  places  in  the  process.  The  questions:  who,  what, 

when,  where,  how,  and  why  should  be  useful. 

The  answers  are  separated  into  columns  of  what  is  true 
and  what  is  not  true  and  any  distinctive  features  are 
identified. 

The  next  step,  component  analysis,  is  used  to  identify  the 

major  components  of  the  problem,  situation,  or  system. 

The  key  question  here  is  "What  major  factors  can  be 

changed?" These  solutions  will  achieve  the  goal.  The  question  here 

is  "How  can  each  component  be  changed?" 
It  is  now  appropriate  to  specify  the  constraints  on  what 
can  be  done.  Assumptions  help  simplify  the  problem. 

A  choice  is  then  made  by  applying  the  constraints  and 

any  other  criteria  that  are  relevant  to  the  possible  solu- 
tions and  by  carefully  anticipating  possible  problems  and 

the  positive  and  negative  consequences  of  different  op- 
tions. A  table  is  sometimes  used  to  help  organize  this 

work  and  the  solutions  may  be  ranked  from  best  to 

poorest.  The  best  solution(s)  is  selected  for  further 

work.  This  is  also  a  critical  step  in  the  decision-making 
process  because  a  great  deal  of  detailed  work  will  follow. 

This  work  begins  with  an  analysis  of  the  chosen  solution. 

An  excellent  way  to  perform  this  step  is  to  identify  all 

the  components  that  must  be  considered  and  ask  as 

many  questions  as  possible  about  the  choice  using  the 
words:  who,  what,  when,  where,  how,  and  why.  After  all 

the  components  have  been  identified,  it  is  time  to  begin 

the  synthesis. 

In  step  1  the  analysis  questions  are  answered;  in  step  2  a 
detailed  solution  is  devised. 

When  this  work  is  completed,  an  evaluation  is  per- 
formed to  see  if  the  plan  satisfies  the  goal  and  meets  any 

criteria  that  arc  appropriate,  Merc,  again,  the  positive  and 

negative  consequences  should  be  examined.  If  the  eval- 
uation shows  that  the  solution  is  not  acceptable,  it  may 

be  necessary  to  return  to  the  possible  solution  step, 
make  another  choice,  and  proceed  again  through  the 

analysis,  synthesis,  and  evaluation  steps.  II  the  work  is  ac 

ceptable,  a  plan  to  evaluate  the  implemented  solution 
should  be  devised. 
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12.  Recommendations. 

13-  Report. 

14.  Implementation. 

15.  Check  the  results. 

(Adapted  from  Wales  CE,  Nardi  A:  Successful  Decision-Making.  Center  for  Guided  Design,  West 
Virginia  University,  1984) 

The  strength  of  the  Wales  and  Nardi  decision-making  model,  namely  its  feedback 
mechanism  is  also  present  in  the  nursing  process  model. 

Nursing  process  has  been  identified  as  an  effective  decision-making  tool  and  as  a 
problem-solving  model  because  of  the  constant  information  flow  (see  Figure  1-3). 
The  initial  decision  making  occurs  when  the  decision  point  has  been  identified,  but 
there  continues  to  be  decision  making  throughout  the  process.  Although  the  nursing 
process  was  designed  for  nursing  practice  with  regard  to  client  care  and  nursing 

accountability,  it  can  be  easily  adapted  as  a  theoretical  model  for  use  in  the  decision- 

making process.  Table  1-1  shows  how  closely  the  nursing  process  parallels  the 
decision-making  process. 

The  weakness  of  the  nursing  process  is  a  lack  of  clearly  stated  objectives.  The 
planning  phase  of  the  nursing  process  is  where  goals  should  be  clearly  defined,  but 
in  reality  this  step  is  frequently  omitted  or  obscured.  However,  because  nurses  are 

FIGURE    1-3     Feedback  mechanism  of  the  nursing  process. 
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TABLE     1-1 

Comparison  of  the  Decision-Making  Process  to  the  Nursing  Process 

Decision-Making  Process Simplified  Nursing  Process 

Identify  the  decision. 
Collect  data. 

Identify  criteria  for  decision. 

Identify  alternatives. 

Compare  alternatives  with  criteria. 
Choose  alternative. 

Implement  alternative. 

Evaluate  steps  in  decision. 

Assess. 

Plan. 

Implement. 

Evaluate. 

familiar  with  the  nursing  process  and  because  of  its  proven  effectiveness,  it  is  one 
of  the  recommended  theoretical  systems  for  adaptation  to  managerial  decision 
making. 

Intuitive  Decision-Making  Model 

Romiszowski  (1981)  built  upon  the  nursing  process  in  creating  the  Intuitive 

Decision-Making  Model  (see  Figure  1-4).  In  this  model,  the  decision  maker  con- 
sciously incorporates  recall  or  cumulative  nursing  knowledge  that  has  come  from 

education,  both  formal  and  informal,  as  well  as  experience,  in  making  their  plan. 
Inexperienced  or  novice  decision  makers  spend  more  time  in  the  assessment, 

recall,  and  planning  phases  while  the  experienced  decision  maker  gathers  informa- 
tion, recalls,  and  often  leaps  directly  to  implementation,  because  planning  has 

1 .  Assess 2.  Recall 

Gather 
Patient 
Data 

-* 

Possible 
Nursing 

Diagnoses 
and 

Interventions 

4.  Implement  /    i 
Evaluate 

Patient 1 
3.  Plan 

Implement 

— 

Analyze 

Follow  Through 
Synthesize 

Evaluate Exercise  Judgment 

FIGURE  1-4  Intuitive  decision-making  model  (Romiszoski,  1981;  Case-beer, 
1991 ).  (Reprinted  with  permission  of  Journal  of  Nursing  Staff 
Development) 
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become  automatic  (Casebeer,  1991).  Ironically,  this  "leap"  from  information  gather- 
ing to  implementation  may  be  the  greatest  weakness  of  this  model. 

Critical  Thinking  Model 

Critical  thinking  is  related  to  evaluation  and  is  broader  in  scope  than  both  decision 
making  and  problem  solving.  Critical  thinking  offers  insight  into  the  process  of 
thinking.  The  faculty  at  Alverno  College,  Milwaukee,  Wisconsin,  have  delineated  the 
components  of  critical  thinking  and  in  addition  to  the  expected  skills  of  analysis 

and  synthesis,  are  the  skills  of  communication.  They  define  critical  thinking  com- 
munication as  the  ability  to  articulate  ideas,  state  conclusions,  ask  significant  ques- 

tions, and  present  logical  arguments  (Loacker,  Cromwell,  Kay,  and  Rutherford, 

1984).  Critical  thinking  may  also  be  defined  as  "reflective  and  reasonable  thinking 
that  is  focused  on  deciding  what  to  believe  or  do"  (Ennis,  1985;  7)  or  "the  intellec- 

tual skill  or  ability  to  create  new  ideas  rather  than  imitate  existing  knowledge" 
(Klaassens,  1988;  IS). 

In  critical  thinking,  the  individual  critically  evaluates  all  available  information 
which  may  or  may  not  result  in  a  decision.  The  emphasis  is  on  the  complete 
evolution  of  the  thinking  process,  rather  than  action,  and  requires  a  higher  level  of 

analytical  skills  than  decision  making  or  problem  solving.  However,  some  compo- 
nents of  critical  thinking  synthesis,  insight,  intuition,  empathy,  reason,  and  action 

(Loacker  and  others,  1984)  are  necessary  to  some  degree  in  both  decision  making 

and  problem  solving.  A  critical  thinking  model  is  shown  in  Display  1-4. 

The  Individual  in  Decision  Making 

If  individuals  receive  the  same  information  and  use  the  same  theoretical  process  in 
making  a  decision,  they  should  independently  reach  identical  decisions.  Yet  we 
know  this  is  not  true  in  practice.  Because  individuals  possess  different  values  and 
life  experience,  and  because  we  all  perceive  and  think  differently,  we  arrive  at 
different  decisions  given  the  same  set  of  circumstances.  Therefore,  no  discussion  of 

decision  making  would  be  complete  without  a  careful  examination  of  the  role  of 
the  individual  in  decision  making.  Values,  life  experience,  individual  preference, 

and  the  individual  decision  maker's  willingness  to  take  risks,  all  influence  decision 
making. 

Values  and  Decision  Making 

All  decisions  we  make  are  influenced  either  consciously  or  unconsciously  by  our 
values  system.  The  alternatives  that  are  generated  and  the  final  choice  that  is 

selected  in  the  decision-making  process  are  limited  to  some  extent  by  this  values 
system.  For  some  individuals  certain  options  are  not  possible  because  of  their  set  of 
personal  beliefs.  Because  our  values  influence  our  perceptions  they  also  influence 
our  information  gathering  and  processing.  Our  values  tell  us  what  information  is 
important  or  unimportant  and  what  problems  need  to  be  addressed.  Values  are 
discussed  further  in  Chapter  4. 
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DISPLAY     1-4 

Critical  Thinking  Model 

1.  Exploration. 

2.  Expression. 

3.  Investigation. 

4.  Idea  production. 
5.  Evaluation  and  refinement. 

Life  Experience 

Each  decision  maker  brings  to  the  decision-making  task  a  set  of  experiences  from 
the  past.  These  experiences  include  education  as  well  as  prior  encounters  with 
decision  making.  The  more  experienced  an  individual  is  and  the  broader  their 
background,  the  more  alternatives  for  decision  making  he/she  may  be  able  to  bring 
forth.  Each  time  we  observe  a  new  behavior  or  see  a  new  alternative  we  then  add 

that  possibility  to  our  list  of  choices. 

Individual  Preference  and  Willingness  to 
Take  Risks 

In  all  the  alternatives  that  are  considered  in  decision  making  the  individual  deci- 
sion maker  may  prefer  one  option  over  another.  The  decision  maker  may  see 

certain  alternatives  as  involving  greater  personal  risk  than  other  available  choices, 

and  may  therefore,  choose  the  alternative  which  carries  the  least  personal  cost  to 
the  decision  maker.  Physical,  economic,  and  emotional  risks,  as  well  as  time  and 
energy  expenditure  are  several  types  of  personal  risk  and  cost  involved  in  decision 
making. 

Some  nursing  research  suggests  that  nurses  generally  have  relatively  low  indi- 
vidual needs  for  autonomy  in  decision  making,  with  nursing  students  being  more 

"nurturing,  dependent,  and  submissive"  than  other  professional  college  students 
(Boughn,  1988,  and  Bradham  et  al.,  1990).  Moreover,  some  evidence  indicates  that 
nurses  dislike  making  decisions  regarding  patient  care  or  other  job  related  factors, 

because  they  fear  accountability  for  the  outcome  of  their  decision  making  (Van 

Valin,  1983).  However,  a  study  by  Dwyer  (1992)  indicates  that  a  nurse's  need  and  de- 
sire for  autonomy  in  decision  making  vary  widely  and  that  individual  differences 

must  be  taken  into  account  when  decision-making  responsibilities  are  delegated. 

Our  Way  of  Thinking 

Our  way  of  evaluating  the  information  and  alternatives  upon  which  we  base  our 
final  decision  constitutes  a  thinking  skill.  Individuals  think  differently:  some  think 

systematically — and  are  often  called  analytical  thinkers — while  others  think  in- 
tuitively Recent  research  has  suggested  that  women  are  prone  to  be  intuitive 

thinkers  and  men  tend  more  frequently  to  be  analytical  thinkers.  The  type  of 

thinker  an  individual  becomes  has  been  linked  to  right-  and  left-brain  dominance 
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Those  individuals  who  are  left-brain  dominant  are  more  analytical  in  their  thinking, 
while  individuals  who  are  right-brain  dominant  are  more  intuitive  thinkers  (Mur- 

phy, 1985). 
There  is  no  evidence  that  either  right-  or  left-brain  thinking  is  preferable  over 

the  other.  Although  most  organizations  openly  recognize  the  value  of  logical,  analyti- 
cal, left-brain  thinkers,  intuition  is  increasingly  being  recognized  as  a  valuable 

managerial  resource.  Intuition  is  defined  by  Swansburg  (1990)  as  "the  power  of 
apprehending  the  possibilities  inherent  in  a  situation."  Agor  (1986)  defined  intuition 
as  a  subspecies  of  logical  thinking  with  integration  of  information  from  both  sides  of 

the  brain;  "facts  and  feeling  cues."  Although  there  are  few  pure  types  of  thinkers  it  is 
important  to  remember  that  individuals  making  decisions  alone  are  frequently 
handicapped  by  an  inability  to  see  problems  and  make  decisions  from  both  an 
analytical  and  intuitive  perception.  Murphy  (1985)  stated  that  while  each  side  of  the 

brain  is  important,  each  side  also  lacks  something.  Therefore,  cultivating  a  whole- 

brain  approach  to  management  increases  the  individual's  intelligence  and  ability. 
Ned  Hermann  also  stressed  the  need  for  whole-brain  thinking  as  a  means  of 

management  effectiveness.  Hermann  (1982)  maintained  that  individuals  who  make 
the  best  managers  are  those  that  use  both  sides  of  their  brain  equally.  Organizations 
should  make  a  strong  effort  to  have  both  types  of  thinking  available  for  decision 
making  and  ensure  that  the  right  mix  of  thinkers  is  present  in  their  employee  pool. 

Critical  Elements  in  Problem  Solving 
and  Decision  Making 

Using  a  scientific  approach  to  problem  solving  and  overcoming  personal  areas  of 
vulnerability  increase  the  likelihood  of  quality  decisions,  but  do  not  ensure  them. 
Special  attention  must  be  paid  to  other  critical  elements.  The  following  elements, 

considered  crucial  in  the  problem-solving  process,  are  areas  where  errors  fre- 
quently result  in  low-quality  decisions. 

Lack  of  a  Clear  Objective 

Decision  makers  often  forge  ahead  in  the  decision-making  process  without  first 
determining  the  goal  of  the  decision.  What  is  it  that  they  wish  the  decision  to 
accomplish?  Even  with  decisions  that  must  be  made  very  quickly,  there  is  time  to 
pause  and  reflect  upon  the  purpose  of  the  decision.  Not  only  must  the  goal  be  clear, 
but  it  must  not  conflict  with  other  goals.  Just  as  the  philosophy  of  an  individual 

determines  the  goals  of  personal  decisions,  the  values  and  philosophy  of  organiza- 
tions determine  the  goals  of  organizational  decision  making.  If  decisions  are  made 

that  lack  a  clear  objective,  or  if  an  objective  is  inconsistent  with  the  stated  philoso- 

phy of  an  individual  or  organization,  then  there  is  a  high  probability  for  a  poor- 
quality  decision. 

Faulty  Data  Gathering 

Since  decisions  are  made  based  upon  the  knowledge  and  information  available  to 
the  decision  maker  at  the  time  the  decision  must  be  made,  it  is  important  for 
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individuals  to  learn  how  to  process  and  obtain  accurate  information.  The  acquisi- 
tion of  information  begins  with  identifying  the  problem  or  the  occasion  for  the 

decision,  and  continues  throughout  the  decision-making  process.  Often  the  infor- 
mation is  unsolicited,  but  most  of  the  needed  information  will  be  actively  sought. 

Because  this  aspect  of  decision  making  is  so  important,  various  tools  have  been 
designed  to  assist  decision  makers  with  the  task  of  information  acquisition.  Several 
of  these  tools  will  be  discussed  in  Chapter  2. 

Because  information  acquisition  involves  human  beings,  there  is  no  tool  or 

mechanism  that  is  infallible  to  human  behavior.  Human  values  play  a  very  impor- 
tant part  in  influencing  perception  and  therefore,  as  decision  makers  gather  infor- 

mation, they  must  constantly  ensure  that  their  own  preferences  and  those  of  others 
not  be  mistaken  for  facts.  Remember  that  facts  can  be  misleading,  presented  in  a 
seductive  manner,  taken  out  of  context,  and  outdated.  How  many  mothers  have 

been  misled  by  the  factual  statement  "Johnny  hit  me?"  Here  the  seeker  of  the 
information  needs  to  acquire  more  facts.  What  was  the  accuser  doing  prior  to  being 
hit  by  Johnny?  What  was  he/she  hit  with?  Where  and  when  was  the  child  hit?  The 

decision  maker  who  becomes  expert  at  acquiring  adequate,  appropriate,  and  accu- 
rate information  will  have  a  head  start  in  becoming  an  expert  decision  maker. 

Lack  of  Self-Awareness 

Having  values  confusion  and  unclear  values  has  been  found  to  have  a  negative 

impact  upon  decision-making  ability.  Therefore,  one  of  the  greatest  obstacles  in 
successful  decision  making  lies  in  a  lack  of  self-awareness  on  the  part  of  the 
individual  decision  maker.  Because  our  decisions  are  influenced  by  our  values  it  is 

important  to  know  what  those  values  are.  Because  these  values  often  change  over 
time,  it  is  necessary  for  decision  makers  to  periodically  reexamine  their  values 

through  values  clarification. 

Generating  Limited  Alternatives 

The  very  definition  of  decision  making  implies  there  are  at  least  two  choices  in 
every  decision.  Unfortunately,  many  decision  makers  limit  their  options  to  two 
when  there  usually  are  a  great  many  more  alternatives  available.  The  greater  the 

number  of  alternatives  that  can  be  generated  during  this  phase  of  the  decision- 
making process,  the  greater  the  chance  that  the  final  decision  will  be  a  good  choice. 

There  are  several  techniques  that  can  assist  the  decision  maker  in  generating  a 

larger  number  of  alternatives.  One  method  is  to  involve  others  in  the  process:  the 

old  adage  "two  heads  are  better  than  one"  is  often  true.  Because  we  all  think 
differently  and  uniquely,  increasing  the  number  of  individuals  working  together  on 
a  problem  often  increases  the  number  of  alternatives  generated. 

Brainstorming  is  another  frequently  used  technique.  The  goal  in  brainstorming 

is  to  think  of  all  possible  alternatives,  even  those  that  may  seem  "off  target."  By  not 
limiting  the  possible  alternatives  to  those  only  apparently  appropriate,  individuals 
are  able  to  break  through  habitual  thinking  patterns  and  repressions  and  allow  new 
ideas  to  surface.  Although  most  often  used  in  groups,  brainstorming  may  also  be 

used  by  individual  decision  makers. 
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Faulty  Logic 

At  some  point  in  the  decision-making  process  it  usually  becomes  necessary  to  draw 
inferences  from  information.  The  decision  maker  must  think  through  the  infor- 

mation that  has  been  gathered,  as  well  as  the  alternatives  that  have  been  generated. 

It  is  at  this  point  that  individuals  often  employ  faulty  logic  that  may  lead  to  poor- 
quality  decisions.  There  are  three  primary  ways  in  which  individuals  think  illogi- 
cally 

1.  Over-generalization.  This  type  of  "crooked"  thinking  assumes  that  if  "A" 
has  a  characteristic,  then  every  "A"  has  the  same  characteristic.  An  example  is  the 
assumption  that  if  one  manager  has  excellent  interpersonal  skills,  then  all  man- 

agers must  have  excellent  interpersonal  skills. 
2.  Affirming  the  Consequences.  In  this  type  of  illogical  thinking  we  decide 

that  if  "B"  is  good  and  we  are  doing  "A,"  then  "A"  must  not  be  good.  If  a  new 
method  of  performing  a  nursing  procedure  is  heralded  as  the  best  way  to  execute 
the  procedure  and  the  nurses  in  your  facility  are  not  using  that  technique,  this  does 
not  necessarily  mean  that  the  technique  used  in  your  facility  is  wrong  or  bad.  For 
example,  if  your  nursing  unit  is  using  a  total  patient  care  structure  for  nursing  care 
delivery  and  primary  nursing  is  currently  the  most  commonly  used  nursing  care 
delivery  system  nationwide,  total  patient  care  may  still  be  totally  acceptable  and 
may,  in  fact,  be  the  best  care  delivery  system  for  your  unit  at  this  time.  In  this 

example,  affirming  the  consequences  is  avoided. 
3.  Argument  from  Analogy.  This  is  a  manner  of  applying  a  component  that 

is  present  in  two  separate  concepts  and  stating  that  because  "A"  is  present  in  "B," 
then  "A"  and  "B"  are  alike  in  all  respects.  An  example  here  would  be  stating  that 
since  intuition  plays  a  part  in  clinical  and  managerial  nursing,  then  any  characteris- 

tic present  in  a  good  clinician  should  also  be  present  in  a  good  manager.  However, 
we  know  this  is  not  necessarily  true  and  that  a  good  manager  does  not  necessarily 
possess  all  the  skills  of  a  good  clinician. 

Inability  to  Choose  and  Act 

It  is  not  enough  to  gather  adequate  information,  think  logically,  select  from  several 

alternatives,  and  be  aware  of  the  influence  of  one's  values.  In  the  final  analysis, 
one  must  act.  It  is  at  this  last  point  in  the  decision-making  process  that  many 
individuals  become  vulnerable.  They  often  choose  to  delay  taking  action  because  of 
personal  risk.  In  every  decision  there  lies  some  element  of  risk,  some  set  of 
consequences,  as  well  as  accountability.  If  we  choose  to  wear  a  wool  suit  and  the 
weather  turns  very  hot,  we  pay  the  consequences  of  our  poor  decision  by  being 
uncomfortable  all  day. 

It  may  help  the  reluctant  decision  maker  to  remember  that  decisions,  while 

often  having  long-term  consequences  and  far-reaching  effects,  are  not  cast  in  stone. 
Decisions  found  to  be  ineffective  or  inappropriate  can  often  be  changed.  Evaluation 
of  the  decisions  made  will  assist  the  decision  maker  in  learning  more  about  their 

decision-making  ability  and  how  it  is  faulty.  However,  we  must  continue  to  make 
decisions  even  though  they  are  sometimes  of  poor  quality,  because  the  only  way 
individuals  can  become  successful  decision  makers  is  to  make  decisions  and  make 
decisions  and  make  decisions. 
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Characteristics  of  the  Successful  Decision  Maker 
Various  experts  on  decision  making  have  attempted  to  characterize  what  attributes 

successful  decision  makers  have.  While  all  experts  do  not  agree,  Huston  (1990) 
notes  the  following  qualities  of  successful  decision  makers. 

1.  Courage.  Courage  is  of  particular  importance  and  involves  the  willingness 
to  take  risks. 

2.  Sensitivity.  Good  decision  makers  seem  to  have  an  antenna  that  makes  them 
particularly  sensitive  to  situations  and  others. 

3-  Energy.  People  must  have  the  energy  and  desire  to  make  things  happen. 

4.  Creativity.  Successful  decision  makers  tend  to  be  creative  thinkers,  develop- 
ing new  ways  to  solve  problems. 

Summary 

The  successful  decision  maker  is  an  individual  who  has  a  great  deal  of  self- 
awareness  and  possesses  courage,  sensitivity,  energy,  and  creativity.  It  is  someone 

who  has  developed  a  systematic,  scientific  approach  to  problem  solving,  an  ap- 
proach that  begins  with  a  fixed  goal  and  ends  with  an  evaluation  process.  The 

successful  decision  maker  understands  the  significance  that  each  individual's 
values,  life  experience,  preferences,  and  way  of  thinking  has  upon  selected  alterna- 

tives. The  critical  thinker  pondering  a  decision  is  aware  of  the  areas  of  vulnerability 
that  hinder  successful  decision  making  and  will  expend  an  effort  to  avoid  the 

pitfalls  of  faulty  logic  and  data  gathering.  Finally,  the  successful  decision  maker  is 
cognizant  that  the  very  act  of  deciding  and  evaluating  decisions  increases  the 
expertise  of  the  decision  maker. 
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Personal  Notebook 

1.  Look  back  on  major  decisions  you  have  made  in  your  life.  List  the  two  best 
decisions  you  have  made  and  the  two  worst. 

2.  What  factors  were  present  that  assisted  you  in  making  your  best  decisions? 

3-  Examine  the  elements  of  critical  thinking  that  went  awry  in  your  poor  decisions 
and  list  them. 

4.  How  would  you  classify  your  decision-making  ability? 



Decision  Making  and  the 
Management  Process 

The  first  chapter  of  this  unit  examined  the  decision-making  process  and  the  way  in 
which  we  think.  Now  it  is  appropriate  to  examine  decision  making  and  its  relation- 

ship to  the  management  process.  Management  decision  making  is  central  to  man- 
agement functioning,  and  represents  a  task  that  is  present  in  every  phase  of  the 

management  process.  Johnson  O990;  maintains  that  a  managers  overall  effective- 

ness is  directly  related  to  the  effectiveness  of  their  decision  making."  Because 
successful  management  is  so  dependent  upon  quality  decision  making,  it  is  impor- 

tant to  understand  how  the  management  process,  management  decision-making 

technology  and  the  organization  itself  influence  the  individual  manager's  decision- 
making efforts. 

The  Management  Process 

Just  as  there  is  a  nursing  process  that  guides  nursing  actions  and  a  decision-making 
ess  'hat  individuals  use  in  making  decisions,  there  is  a  management  process  as 

well  that  provides  direction  for  managers.  The  word  "process"  implies  a  systematic 
approach  and  while  it  may  have  a  starting  and  ending  point,  the  process  is.  in  fact, 

cyclical  and  never  ceases.  Both  the  nursing  process  and  the  decision-making  pro- 
cess have  components  that  are  present  in  the  management  process. 

Although  authors  disagree  about  the  naming  of  the  components  of  the  manage- 
ment process,  there  is  no  disagreement  about  the  sequence  of  events.  The  planning 

or  assessment  phase  always  begins  the  process  and  the  controlling  or  evaluation 

phase  always  ends  it.  "Controlling"  Is  a  management  term  that  is  synonymous  with 
evaluation  Some  nursing  management  authors  have  substituted  the  word  "evaluat- 

ing for  'controlling"  in  describing  the  management  process.  Authors  also  disagree 

about  the  middle  portion,  or  the  "doing  part"  of  the  management  process.  These differences  concern  both  the  nomenclature  used  and  the  inclusion  or  omission  of 

staffing  as  a  step  in  the  management  process.  Staffing  as  a  phase  of  the  management 
process  is  rarely  found  in  texts  outside  of  nursing.  However,  because  staffing  is  an 

important  element,  many  nursing  management  authors  include  this  as  a  manage- 
ment phase.  By  viewing  Display  2-1,  The  Management  Process,  a  comparison  can  be 

Bessie  I.  Marquis  and  Carol  Jorgensen  HuMon,  Management  Decision  Malting 
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DISPLAY  2-1 

Author  Steps  of  the  Management  Process 

Marriner-  Planning — Organizing — Staffing — Directing — Controlling 
Tomey  (1992) 

Douglass  Planning — Organizing — Directing — Controlling 
(1992) 

Beyers  and  Organizing — Activating — Controlling — Evaluating 
Phillips  (1971) 

Langford  Planning — Organizing — Implementing-Evaluating 
(1981) 

Kron  (1976)  Planning — Organizing — Directing — Controlling 

Longest  (1980)  Planning — Organizing — Directing — Coordinating — Controlling 

Marquis  and  Planning — Organizing — Staffing — Directing — Controlling 
Huston  (1993) 

made  of  the  nomenclature  and  organization  of  the  components  of  the  manage- 
ment process  as  presented  by  several  different  management  texts. 

For  the  purposes  of  organizing  this  text  the  management  process  of  plan, 

organize,  staff,  direct,  and  control  will  be  used  as  shown  in  Display  2-2.  Regardless 
of  how  the  steps  of  the  management  process  are  labeled,  it  is  important  to  under- 

stand that  the  principles  used  are  identical.  In  addition,  the  process,  concepts,  and 

principles  that  assist  nursing  managers  in  making  wise  decisions  are  the  same  for 
managers  in  other  industries.  Briefly  described,  the  functions  for  each  phase  of  the 

management  process  are  as  follows. 
1.  Planning.  Planning  functions  include  determining  philosophy,  goals  and 

objectives;  policies,  procedures,  and  rules;  carrying  out  long-range  and  short-range 
planning;  fiscal  planning;  and  managing  planned  change. 

2.  Organizing.  Organizing  includes  establishing  the  structure  to  carry  out 

plans,  determining  the  most  appropriate  type  of  patient  care  delivery,  and  grouping 
activities  to  meet  unit  goals.  Other  functions  include  working  within  the  structure 

of  the  organization  as  well  as  understanding  and  using  power  and  authority  appro- 
priately. 

3.  Staffing.  Staffing  functions  include  recruitment,  interviewing,  hiring,  and 
orientation.  Scheduling  and  staff  development  are  additional  staffing  functions. 
Socialization  of  employees  is  also  frequently  included  as  a  staffing  function. 

4.  Directing.  Some  management  experts  place  several  staffing  functions  under 
the  directing  phase  of  the  management  process.  However,  the  usual  functions  listed 
in  this  phase  are  the  human  resource  management  functions;  that  is,  motivating, 
managing  conflict,  delegating,  communicating,  and  facilitating  collaboration. 

5.  Controlling.  Controlling  functions  include  performance  appraisals,  fiscal 

accountability,  quality  control,  legal  and  ethical  control,  and  professional  and  colle- 

gia] control. 
Because  of  the  cyclical  nature  of  the  management  process,  main  different 

phases  occur  simultaneously.  To  illustrate,  let  us  suppose  a  manager  spent  part  of 
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The  Management  Process 

Planning  -*  Organizing  —>  Staffing  — »  Directing  -»  Controlling 

the  day  working  on  a  budget  for  next  year  (Planning);  had  a  meeting  about  reor- 
ganizing patient  care  management  from  team  nursing  to  primary  care  nursing 

(Organizing);  altered  the  staffing  pattern  to  include  12  hour  shifts  (Staffing);  held  a 

meeting  to  resolve  a  conflict  between  physicians  and  nurses  (Directing);  and  con- 
ducted an  employee  job  performance  appraisal  (Controlling).  Not  only  would  the 

manager  have  been  performing  all  parts  of  the  management  process,  but  each  one 
of  these  activities  had  a  planning,  implementing,  and  controlling  phase.  Each  duty 

and  even'  decision  of  a  manager  begin  with  a  plan  and  include  some  sort  of 
evaluation  or  control. 

The  Effect  of  Organizational  Power  on 
Decision  Making 

There  is  an  important  additional  component  in  organizational  decision  making  that 

varies  from  individual  decision  making.  This  additional  component  is  organiza- 
tional power  and  a  discussion  of  managerial  decision  making  is  incomplete  without 

examining  the  influence  of  power  on  organizational  decision  making. 

In  the  previous  chapter,  there  was  a  discussion  of  the  effect  of  the  individual's 
values  and  preferences  upon  the  decision.  Because  organizations  are  made  up  of 
people  with  differing  values  and  preferences  there  are  often  conflicts  in  decision 
dynamics  within  organizations.  Powerful  individuals  within  organizations  are  more 

apt  to  have  decisions  made  (by  themselves  or  their  subordinates)  that  are  congru- 
ent with  their  preferences  and  values.  On  the  other  hand,  people  wielding  little 

power  in  organizations  must  always  consider  the  preference  of  the  powerful  when 
they  make  management  decisions. 

This  concept  of  the  influence  of  organizational  politics  upon  decision  making 
is  a  reality  in  management  decision  making.  Smith  (1980)  states  that  power  interacts 
as  a  decision  factor,  since  the  preference  of  the  powerful  influences  the  decisions  of 
others  and  inhibits  the  preferences  of  the  less  powerful. 

Bennis  (1989)  maintains  that  individuals  who  remain  and  advance  in  organiza- 
tions are  those  who  feel  and  express  values  and  beliefs  congruent  with  those  of  the 

organization.  Thus  the  potential  for  autonomous  decision  making  and  creativity  in 
problem  solving  within  the  organization  becomes  limited.  A  balance  must  be  found 
between  the  limitations  posed  by  the  organizational  power  structure  and  totally 
independent  thinking  that  can  lead  to  organizational  chaos. 

This  ability  of  the  powerful  to  influence  individual  decision  making  in  an 

organization  often  results  in  the  development  of  two  types  of  personality — the 
private  personality  and  the  organizational  personality  (Bernard,  1968).  For  exam- 

ple, an  individual  may  believe  they  would  have  made  a  different  decision  had  they 

been  acting  on  their  own,  but  went  along  with  the  organization's  decision.  This 
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"going  along"  in  itself  constitutes  a  decision:  a  decision  that  we  can  or  cannot  accept 
an  organizational  decision  that  differs  from  our  own  individual  preferences  and 
values. 

Rational  and  Administrative 
Decision  Making 

For  many  years  it  was  widely  believed  that  most  managerial  decisions  were  based 
on  a  careful,  scientific,  and  objective  thought  process.  Not  until  the  work  of  Simon 
(1965)  was  it  recognized  that  most  managers  made  a  great  many  decisions  that 

could  not  be  categorized  as  fitting  the  objective  rationality  theory.  Simon  discov- 
ered two  types  of  decisions  were  commonly  made  by  managers.  The  rational 

decision  maker  was  referred  to  as  the  economic  man,  whereas  the  second  type  was 
labeled  the  administrative  man.  The  outcome  desired  for  the  decisions  made  by  the 
administrative  man  is  that  they  be  effective,  while  the  goal  of  decisions  made  by  the 
economic  man  is  that  they  be  the  best  possible  alternative.  A  comparison  of  these 

two  types  of  decision  making  is  shown  in  Display  2-3. 
Managers  who  are  successful  decision  makers  attempt  to  make  rational  deci- 

sions. That  is,  they  gather  as  much  information  as  possible  and  generate  many 
alternatives,  since  a  restricted  knowledge  base  and  few  alternatives  directly  affect 
the  quality  of  the  decision.  They  then  attempt  to  select  the  best  alternative.  This 
approach,  however,  is  often  unsuitable  for  various  reasons.  The  problems  may  not 
have  been  encountered  previously  and  therefore,  the  consequences  are  unknown. 

Additionally,  in  this  day  of  complex  information  acquisition  and  information  over- 
load, it  becomes  impossible  for  the  human  brain  to  store  and  retain  the  amount  of 

information  available  for  each  decision.  Lastly,  the  need  for  rapid  decision  making 
and  the  lack  of  the  time  necessary  for  rational  decision  making  results  in  many 

management  decisions  with  an  outcome  that  is  "satisficing"  or  good  enough.  The 
decision  must  "work,"  that  is,  the  outcome  of  the  decision  should  be  successful,  but 

the  alternative  selected  need  not  have  been  the  optimal  alternative.  The  "best" 
choice  for  many  decisions  is  often  found  to  be  too  costly  in  terms  of  time  or 
resources,  so  another  less  costly,  but  workable,  solution  is  found. 

Management  Decision- 
Making  Technology 

In  order  to  assist  the  manager  in  making  decisions,  management  analysts  have 

developed  tools  that  provide  order  and  direction  in  obtaining  and  using  informa- 
tion, or  that  are  helpful  in  selecting  who  should  be  involved  in  making  the  decision. 

Because  there  is  such  a  wide  selection  of  these  decision  aids,  only  a  few  have  been 

included.  An  attempt  has  been  made  to  select  decision  technology  that  would  be 
the  most  helpful  to  the  novice  manager. 

A.  Quantitative  Decision-Making  Tools 

Various  management  authors  label  management  decision-making  aids  as  "models," 
others  use  the  term  "tools."  It  is  only  important  to  remember  that  the  v\k\  result  oi 
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Comparison  of  the  Economic  and  Administrative  Man 

Economic  Man Administrative  Man 

1.  Makes  decisions  in  a  very  rational 1. Makes  decisions  that  are  good 
manner. enough. 

2.  Has  complete  knowledge  of  the 
2. 

Because  complete  knowledge  is  not 

problem  or  decision  situation. possible,  knowledge  is  always  frag- 
mented. 

3.  Has  a  complete  list  of  possible  alter- 

3. 

Because  consequences  of  alternatives 
natives. occur  in  the  future,  they  are  impossi- 

ble to  accurately  predict. 

4.  Has  a  rational  system  of  ordering 4. Usually  chooses  from  among  a  few 

preference  of  alternatives. alternatives  not  all  possible  ones. 

5.  Selects  the  decision  that  will  maxi- 

5. 

The  final  choice  is  satisficing  rather 

mize  utility  function. than  maximizing. 

(Adapted  from  Simon,  1976.) 

any  decision-making  aid  still  results  in  the  need  for  the  individual  to  make  the  final 
decision  and  that  all  aids  are  subject  to  human  error. 

1.  Decision  Grids — A  decision  grid  allows  the  decision  maker  to 
visually  examine  the  alternatives  and  compare  each  against  the  same  criteria.  Any 
criteria  may  be  selected,  but  the  same  criteria  are  used  to  analyze  each  alternative. 
When  many  alternatives  have  been  generated  or  when  a  group  or  committee  is 
working  on  making  a  decision,  this  is  an  easy  and  helpful  assistance  method.  An 

example  of  a  decision  grid  is  depicted  in  Figure  2-1. 
A  decision  grid  could  be  appropriately  used  in  evaluating  different  methods  of 

managing  care  on  a  unit.  The  unit  manager  and  the  nursing  staff  would  evaluate  all 
the  alternatives  available  using  the  same  criteria. 

2.  Pay-off  Tables — The  decision  aids  that  fall  in  this  category  have  a 
cost-profit-volume  relationship,  and  are  very  helpful  in  decisions  where  some 
quantitative  information  is  available,  such  as  the  cost  of  the  item  or  predicted  usage 

of  the  item.  In  order  to  use  pay-off  tables  it  is  necessary  to  determine  probabilities 

and  to  use  historical  data,  such  as  a  previous  hospital  census,  numbers  of  proce- 
dures performed,  or  other  available  quantitative  data. 

One  might  use  a  pay-off  table  to  determine  how  many  participants  it  would  take 
to  make  an  in-service  program  break  even.  If  the  instructor  for  the  class  cost 
$400.00,  the  in-service  director  would  need  to  charge  each  of  20  participants  $20 
per  for  the  class,  but  if  40  participants  came  to  the  class  it  would  be  necessary  to 

charge  each  individual  only  $10.  The  in-service  director  would  use  data  on  atten- 
dance at  past  classes  and  the  number  of  potential  nurses  available  to  attend  for 

assistance  in  making  the  decision  on  the  amount  to  charge  for  the  class.  Pay-off 
tables  do  not  guarantee  that  a  correct  decision  will  be  made,  but  they  do  assist  in 
visualizing  data. 
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FIGURE    2-1     A  decision  grid. 

3.  Decision  Trees — Because  many  decisions  are  tied  to  the  outcome 
of  other  events,  management  analysts  have  developed  decision  trees  that  may  be 

used  to  plot  a  decision  over  a  period  of  time  allowing  various  outcomes  to  be 

visualized.  The  decision  tree  in  Figure  2-2  compares  the  cost  of  hiring  regular  staff 

with  paying  overtime  and  on-call  pay  to  temporary  employees.  Here  the  decision  is 
whether  nurses  should  be  hired  to  perform  outpatient  procedures  on  an  oncology 

floor,  or  to  have  nurses  available  on  an  on-call  basis  and  pay  them  on-call  pay  and 
overtime  versus  hiring  extra  nurses  at  regular  salary.  There  is  a  need  to  look  at  the 

possible  consequences  of  a  decreased  volume  of  these  products  as  well  as  an 
increased  volume.  There  would  be  an  initial  increase  in  cost  to  hire  a  regular  staff 

but  over  a  longer  period  of  time  this  would  be  the  greater  saving  if  there  was  not  a 
dramatic  decrease  in  the  volume  of  procedures. 

4.  Program  Evaluation  and  Review  Technique — The  Program 
Evaluation  and  Review  Technique  (PERT)  is  a  popular  tool  used  to  determine  the 

timing  of  decisions.  This  tool  was  developed  by  Booz-Allen-Hamilton  and  the  U.S. 
Navy  in  connection  with  the  Polaris  Missile  Program.  Essentially,  PERT  is  a  flow  chart 
that  predicts  when  events  and  activities  must  take  place  if  a  final  event  is  to  occur. 

Figure  2-3  shows  a  PERT  Chart  for  development  of  a  new  outpatient  treatment  room 
to  perform  oncology  procedures.  The  chart  includes  the  hiring  new  staff  and  the 
weeks  are  listed  in  optimistic  time,  most  likely  time,  and  pessimistic  time.  The 

critical  path  shows  something  that  must  occur  in  the  sequence  before  one  may 

proceed.  PERT  is  especially  helpful  when  a  group  of  people  are  working  on  a 

project.  The  flow  chart  keeps  everyone  up-to-date  and  problems  are  easily  identi- 
fied when  they  first  occur.  In  addition,  flow  charts  are  very  popular  and  many 

individuals  already  use  them  in  their  personal  lives. 

B.  Selection  of  Decision-Making  Styles 
In  addition  to  quantitative  decision  technology,  management  analysts  have  devel- 

oped models  that  assist  managers  in  choosing  the  most  appropriate  decision 
making  style.  A  manager  can  be  autocratic  in  making  decisions  and  have  little  or  no 

input  from  others  or  they  can  be  very  democratic  and   involve  others  in  tin- 
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FIGURE    2-2     A  decision  tree. 

decision-making  process.  Some  managers  develop  patterns  in  their  decision  mak- 
ing and  use  the  same  methods  rather  than  looking  at  the  situation  and  then  decid- 
ing which  type  of  decision  making  is  needed  for  that  situation.  Vroom  and  Yetton 

(1973)  have  developed  a  useful  approach  to  assist  individuals  in  determining  which 

of  five  decision-making  styles  should  be  selected.  Display  2-4  summarizes  the  five 
decision-making  styles. 

Seven  situation  variables  have  also  been  identified  by  Vroom  (1973).  These 
situation  variables  become  decision  rules  that  determine  which  of  the  five  decision- 

making styles  is  appropriate  in  a  given  situation.  The  seven  rules  identified  by 
Vroom  are  listed  below. 

1.  Tfoe  Information  Rule.  If  the  quality  of  the  decision  is  important 
and  if  the  leader  does  not  possess  enough  information  or  expertise  to 
solve  the  problem  by  himself,  AI  is  eliminated  from  the  feasible  set.  (Its 

use  risks  a  low-quality  decision.) 

2.  TJ.ie  Goal  Congruence  Rule.  If  the  quality  of  the  decision  is  impor- 
tant and  if  the  subordinates  do  not  share  the  organizational  goals  to  be 

obtained  in  solving  the  problem,  Gil  is  eliminated  from  the  feasible  set. 

(Alternatives  that  eliminate  the  leader's  final  control  over  the  decision 
reached  may  jeopardize  the  quality  of  the  decision.) 
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FIGURE    2-3     An  example  of  a  PERT  flow  diagram. 

3.  The  Unstructured  Problem  Rule.  In  decisions  in  which  the  quality 

of  the  decision  is  important,  if  the  leader  lacks  the  necessary  information 

or  expertise  to  solve  the  problem  by  himself,  and  if  the  problem  is  un- 
structured, i.e.,  he  does  not  know  exactly  what  information  is  needed  and 

where  it  is  located,  the  method  used  must  provide  not  only  for  him  to 
collect  the  information,  but  to  do  so  in  an  efficient  and  effective  manner. 

Methods  that  involve  interaction  among  all  subordinates  with  full  knowl- 
edge of  the  problem  are  likely  to  be  both  more  efficient  and  more  likely  to 

generate  a  high-quality  solution  to  the  problem.  Under  these  conditions, 
AI,  All,  and  CI  are  eliminated  from  the  feasible  set.  (AI  does  not  provide  for 

him  to  collect  the  necessary  information,  All  and  CI  represent  more  cum- 
bersome, less  effective,  and  less  efficient  means  of  bringing  the  necessary 

information  to  bear  on  the  solution  of  the  problem  than  methods  that  do 

permit  those  with  necessary  information  to  interact.) 

4.  The  Acceptance  Rule.  If  the  acceptance  of  the  decision  by  subordi- 
nates is  critical  to  effective  implementation,  and  if  it  is  not  certain  that  an 
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"types  of  Management  Decision  Styles 

AI  You  solve  the  problem  or  make  the  decision  yourself,  using  information  available 

to  you  at  that  time. 

.•VII  You  obtain  the  necessary  information  from  your  subordinate(s),  then  decide  on 
the  solution  to  the  problem  yourself.  You  may  or  may  not  tell  your  subordinates 

what  the  problem  is  in  getting  the  information  from  them.  The  role  played  by 

your  subordinates  in  making  the  decision  is  clearly  one  of  providing  the  neces- 
sary information  to  you,  rather  than  generating  or  evaluating  alternative  solutions. 

CI  You  share  the  problem  with  relevant  subordinates  individually,  getting  their  ideas 
and  suggestions  without  bringing  them  together  as  a  group.  Then  vow  make  the 

decision  that  may  or  may  not  reflect  your  subordinates'  influence. 
CII  You  share  the  problem  with  your  subordinates  as  a  group,  collectively  obtaining 

their  ideas  and  suggestions.  Then  you  make  the  decision  that  may  or  may  not 

reflect  your  subordinates'  influence. 
Gil  You  share  a  problem  with  your  subordinates  as  a  group.  Together  you  generate 

and  evaluate  alternatives  and  attempt  to  reach  agreement  (consensus)  on  a  solu- 
tion. Your  role  is  much  like  that  of  chairman.  You  do  not  try  to  influence  the 

group  to  adopt  "your"  solution  and  you  are  willing  to  accept  and  implement  any 
solution  that  has  the  support  of  the  entire  group. 

(Reprinted,  by  permission  of  publisher,  from  Organizational  Dynamics.  Spring  1973- 
can  Management  Association,  New  York  p.  67.  All  rights  reserved.) 

Ameri- 

autocratic  decision  made  by  the  leader  would  receive  that  acceptance,  AI 

and  All  are  eliminated  from  the  feasible  set.  (Neither  provides  an  oppor- 
tunity for  subordinates  to  participate  in  the  decision  and  both  risk  the 

necessary  acceptance.) 

5.  The  Conflict  Rule.  If  the  acceptance  of  the  decision  is  critical,  and 
an  autocratic  decision  is  not  certain  to  be  accepted,  and  subordinates  are 
likely  to  be  in  conflict  or  disagreement  over  the  appropriate  solution,  AI, 
All,  and  CI  are  eliminated  from  the  feasible  set.  (The  method  used  in 

solving  the  problem  should  enable  those  in  disagreement  to  resolve  their 
differences  with  full  knowledge  of  the  problem.  Accordingly,  under  these 

conditions,  AI,  All,  and  CI,  which  involve  no  interaction  or  only  "one-on- 
one"  relationships  and  therefore  provide  no  opportunity  for  those  in  con- 

flict to  resolve  their  differences,  are  eliminated  from  the  feasible  set.  Their 

use  runs  the  risk  of  leaving  some  of  the  subordinates  with  less  than  the 
necessary  commitment  to  the  final  decision.) 

6.  Tl)e  Fairness  Rule.  If  the  quality  of  the  decision  is  unimportant  and 

if  acceptance  is  critical  and  not  certain  to  result  from  an  autocratic  deci- 
sion, AI,  All,  CI,  and  CII  are  eliminated  from  the  feasible  set.  (The  method 

used  should  maximize  the  probability  of  acceptance  as  this  is  the  only 
relevant  consideration  in  determining  the  effectiveness  of  the  decision. 

Under  these  circumstances,  AI,  All,  CI,  and  CII,  which  create  less  accep- 
tance or  commitment  than  Gil,  are  eliminated  from  the  feasible  set.  To  use 
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them  is  to  run  the  risk  of  getting  less  than  the  needed  acceptance  of  the 
decision. ) 

7.  Tide  Acceptance  Priority  Rule.  If  acceptance  is  critical,  not  assured 
by  an  autocratic  decision,  and  if  subordinates  can  be  trusted,  AI,  All,  CI, 

and  CII  are  eliminated  from  the  feasible  set.  (Methods  that  provide  equal 

partnership  in  the  decision-making  process  can  provide  greater  accep- 
tance without  risking  decision  quality.  Use  of  any  method  other  than  Gil 

results  in  an  unnecessary  risk  that  the  decision  will  not  be  fully  accepted  or 
receive  the  necessary  commitment  on  the  part  of  subordinates.) 

(Reprinted,  by  permission  of  publisher,  from  Organizational  Dynamics,  Spring  1973.  ® 
American  Management  Association,  New  York,  p.  71.  All  rights  reserved.) 

The  following  are  examples  of  management  problems  requiring  a  decision.  In 
groups  or  individually  attempt  to  solve  these  problems  using  the  Vroom  and  Yetton 
decision  styles.  Follow  the  decision  rules  outlined  by  Vroom  in  selecting  your 
decision  style. 

Problem  1  (from  Marquis  and  Huston,  1992) 
You  are  the  head  nurse  of  a  30  bed  medical  unit.  At  your  request,  after  consultation, 

you  recently  put  into  effect  a  system  for  incorporating  nursing  diagnosis  within  the 
patient  care  plans.  This  was  expected  to  reduce  reporting  time  between  shifts  and 

to  improve  the  quality  of  patient  care.  To  everyone's  surprise  including  your  own, 
you  find  that  the  system  is  not  working. 

You  do  not  think  there  is  anything  wrong  with  your  idea;  many  other  hospitals 
in  the  area  are  using  nursing  diagnosis  with  success.  You  had  a  consultant  come 
from  another  hospital  and  give  an  update  to  your  nurses  on  the  use  of  the  system. 

The  consultant  reported  that  your  staff  seemed  very  knowledgable  and  appeared  to 
understand  their  responsibilities  in  implementing  the  system. 

You  suspect  that  a  few  nurses  might  be  sabotaging  your  efforts  for  planned 
change,  but  your  charge  nurses  do  not  agree;  they  feel  the  failure  may  be  due  to  a 

lack  of  proper  incentives  or  poor  morale  among  the  staff. 
Your  nursing  director  is  anxious  to  implement  the  system  on  other  patient  care 

units,  but  wants  it  to  be  working  well  on  your  unit  first.  You  have  just  come  from  a 

head  nurse  meeting  where  your  nursing  director  advised  you  to  solve  the  problem 

and  report  back  within  a  week  regarding  the  steps  you  had  taken  to  solve  your 

problem.  You  share  your  director's  concern;  how  should  you  solve  this  problem? 

Decision  Style  Selected   

Problem  2  (Adapted  from  Managerial  Decision 
Making,  La  Monica,  1977) 
You  are  the  charge  nurse  on  the  evening  shift  of  the  Intensive  Care  Unit.  Ybur 

supervisor  has  offered  to  send  two  nurses  from  each  shift  to  an  upcoming  Critical 
Care  Conference  in  a  nearby  city.  The  supervisor  wants  each  charge  nurse  to  submit 
names  of  the  selected  nurses  in  two  weeks 

All  the  evening  shift  nurses  would  like  to  go,  and  from  a  staffing  standpoint 
there  is  no  reason  why  any  one  of  them  could  not  go.  All  the  nurses  are  active  in  the 
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local  critical  care  organization.  You  would  like  to  send  them  all,  but  financial 

resources  limit  the  selection  to  only  two.  You  have  twelve  full-time  nurses  on  your 
shift. 

Decision  Style  Selected   

Problem  3 

You  are  the  day  charge  nurse  on  a  surgical  unit.  Your  supervisor  has  made  you 
responsible  for  selecting  a  new  type  of  blood  warming  unit.  As  you  are  recognized 
as  having  expertise  in  this  area,  you  want  to  be  sure  that  you  select  the  right  unit. 
Although  several  salespeople  have  made  samples  available  to  the  staff  for  trial  use, 
you  have  not  received  much  feedback  regarding  their  preference. 

Today  your  supervisor  requested  the  price  and  the  name  of  the  manufacturer 
of  the  unit  you  had  selected  to  submit  with  her  budget,  which  is  due  in  two  days. 

Decision  Style  Selected   

Summary 

The  management  process  guides  organizations  and  managers  in  a  systematic  man- 
ner. Although  steps  in  the  process  may  have  various  names  there  is  always  a  planning 

and  an  evaluation  step. 
There  are  several  areas  of  organizational  decision  making  that  differ  from 

personal  or  professional  decision  making.  Two  major  considerations  in  organiza- 
tional decision  making  are  how  power  affects  decision  making,  and  the  assumption 

that  management  decision  making  need  only  be  satisficing.  Management  science 
has  produced  a  great  many  tools  and  techniques  used  for  analyzing  decisions  to  be 
made.  There  are  also  models  available  to  assist  new  managers  in  determining 
which  decision  style  to  use.  While  these  management  tools  can  be  very  useful  for 
the  novice  manager,  they  are  not  foolproof  and  do  not  allow  for  the  human  element 
in  management. 
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Personal  Notebook 

1.  Examine  the  process  you  used  in  deciding  to  become  a  nurse.  Would  you 
describe  it  as  fitting  the  description  of  the  economic  man  or  the  administrative 
man? 

2.  Have  you  ever  accepted  a  decision  by  the  powerful  in  the  organization  that 
conflicted  with  your  own  values?  Explain  why. 

3.  In  the  Vroom-Yetton  model,  which  of  the  five  decision-making  models  do  you 
prefer  your  manager  to  use? 

4-  Think  of  some  project  that  you  are  involved  in:  it  could  be  a  dance,  a  picnic,  or 
remodeling  your  bathroom;  or  it  could  be  a  semester  schedule  of  activities  in  a 
class. 

Draw  a  flow  chart;  at  the  bottom  insert  the  date  preparatory  activities  for  the 
event  are  to  be  completed.  Working  backwards  record  critical  tasks  and  the  dates 
they  are  to  be  completed.  Keep  your  flow  chart  to  see  if  you  stay  on  target. 



CHAPTER 3 
Management  and  Leadership 
Theory 

Throughout  history  it  has  been  necessary  for  organizations  and  managers  to  re- 
spond to  changing  technological  and  social  forces.  Currently  managerial  respon- 

sibilities are  again  changing  in  response  to  developing  needs.  For  example,  now 
more  than  ever,  there  is  a  greater  emphasis  on  the  business  of  health  care,  with 

managers  being  involved  in  the  financial  and  marketing  aspects  of  their  respective 

departments. 
At  the  same  time  there  has  never  been  a  greater  need  for  the  leadership  skills 

necessary  for  team  building.  Team  building  ensures  successful  recruitment,  reten- 
tion of  a  cohesive  nursing  staff,  and  high-quality  practice. 
This  chapter  explores  the  development  of  traditional  management  theory,  con- 

temporary theories,  and  emerging  views  of  leadership  and  management  and  looks 
at  why  such  views  have  changed  over  time. 

Historical  Perspective  of 
Management  Science 

Management  science,  like  nursing,  develops  a  theory  base  from  many  disciplines, 
such  as  business,  psychology,  sociology,  and  anthropology.  Because  organizations 

are  complex  and  varied,  theorists'  views  of  what  successful  management  is  and 
should  be  has  changed  repeatedly  over  the  last  one  hundred  years. 

Scientific  Management  (1900-1930) 
Frederick  W.  Taylor  is  traditionally  considered  to  be  the  father  of  scientific  manage- 

ment. In  the  early  1900s,  scientific  management  theorists  viewed  the  organization 
as  a  machine.  Primary  emphasis  was  on  rapid  and  efficient  production.  Worker  and 
management  motivation  were  considered  to  be  solely  influenced  by  a  common 

desire  to  work  cooperatively  toward  increasing  production  surplus.  Taylor's  book 
The  Principles  of  Scientific  Management  (1911),  emphasized  that  the  primary  goal 
of  any  organization  should  be  to  increase  production  and  efficiency  by  decreasing 

wasted  human  effort.  This  could  be  done  if  management  found  the  "one  right  way" 

Bessie  i   Marquis  and  Carol  lorgensen  Huston,  Management  Dei  tsfon  Making 
for  Nurses,  second  edition  C  I994J.B  Upplncott  Compan; 
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to  do  things  and  trained  employees  accordingly.  Through  time  and  motion  studies, 

Taylor  redesigned  both  the  job  and  the  tools  needed  to  eliminate  wastage  of  time 

and  effort.  This  "assembly  line  production"  was  an  essential  part  of  the  industrial 
revolution  experienced  by  this  country'  during  that  time. 

Max  Weber,  a  German  sociologist,  developed  similar  ideas  and  expanded  upon 

Taylor's  concepts.  Weber  ( 1958)  saw  the  need  for  legalized,  formal  authority,  as  well 
as  consistent  rules  and  regulations  for  personnel  in  different  positions;  he  thus 

proposed  the  bureaucracy  as  an  organizational  design.  Much  of  Weber's  work  and 
bureaucratic  organizational  design  can  still  be  seen  today  in  health  care  institu- 

tions. Characteristics  of  a  bureaucracy  include:  1)  rules  and  regulations,  2)  special- 
ization of  tasks  and  division  of  labor,  3)  appointment  by  seniority  and  achievement, 

and  4)  impersonal  relationships  between  management  and  workers. 

Human  Relations  Management  (1930-1970) 
During  the  1920s,  a  period  of  worker  unrest  developed.  The  industrial  revolution 

had  resulted  in  great  numbers  of  relatively-unskilled  workers  working  in  large 
factories  performing  very  specialized  tasks.  Workers  lost  status,  confidence,  and 

self-reliance  as  they  developed  an  increased  dependence  upon  their  large  factory' 
employers  (Atchison  and  Hill,  1978).  Thus,  management  scientists  and  organiza- 

tional theorists  began  to  look  at  the  influence  of  worker  satisfaction  on  production. 
This  human  relations  era  spawned  the  concepts  of  participatory  management,  as 
well  as  humanistic  management,  and  emphasized  people  rather  than  machines.  It 
also  saw  an  attempt  at  correcting  what  was  perceived  as  the  major  shortcoming  of 

the  bureaucratic  system — a  failure  to  include  the  "human  element." 
One  of  the  catalysts  leading  to  such  a  shift  in  focus  was  the  series  of  studies 

done  at  the  Hawthorne  Works  of  the  Western  Electric  Company  near  Chicago, 

Illinois  by  Elton  Mayo  and  his  Harvard  associates  during  the  period  1927-1932.  The 
studies  began  as  an  attempt  to  look  at  the  relationship  between  factory  lighting  and 
productivity. 

It  was  discovered  that  when  special  attention  was  given  to  workers  by  manage- 
ment, productivity  was  likely  to  increase  regardless  of  the  environmental  working 

conditions.  This  so-called  Hawthorne  effect  indicated  that  people  respond  to  the 
fact  they  are  being  studied  and  will  attempt  to  increase  whatever  behavior  they  feel 
will  encourage  the  continued  attention.  Mayo  (1953)  also  found  that  informal  work 
groups  and  an  informal  social  work  environment  were  a  factor  in  determining 

productivity  and  recommended  more  employee  participation  in  decision  making. 
Douglas  McGregor  (I960)  reinforced  these  ideas  by  theorizing  that  managerial 

attitudes  about  employees  (and  hence,  how  they  treat  those  employees)  can  be 
directly  correlated  with  employee  satisfaction.  He  labeled  his  conceptual  profiles 
Theory  X  and  Theory  Y.  Theory  X  managers  believe  their  employees  are  basically 
lazy,  need  constant  supervision  and  direction,  and  are  indifferent  to  organizational 

needs.  Theory  Y  managers  believe  their  workers  enjoy  their  work,  are  self- 
motivated,  and  are  willing  to  work  hard  to  meet  both  personal  and  organizational 

goals  (see  Display  3-1,  McGregors  Theory  X  and  Theory  Y).  It  is  important  to  note 
that  McGregor  did  not  feel  that  theory  X  and  theory  Y  were  opposite,  but  rather  two 
points  on  a  continuum  and  that  most  managers  had  a  mixture  of  assumptions  about 

people.  Likewise,  McGregor  did  not  promote  either  Theory  X  or  Theory  Kas  being  a 
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DISPLAY     3-1 

McGregor's  Theory  X  and  Theory  Y 

Theory  X Theory  Y 

Employees: Employees: 

1 .  Avoid  work  if  possible. 1.  Like  and  enjoy  work. 

2.  Dislike  work. 2.  Are  self-directed. 

3.  Must  be  directed. 3.  Seek  responsibility. 

4.  Have  little  ambition. 4.  Are  imaginative  and  creative. 

5.  Avoid  responsibility 5.  Have  unused  intellectual  capacity. 

6.  Needs  threats  to  be  motivated. 6.  Need  only  general  supervision. 

7.  Need  close  supervision. 7.  Are  encouraged  to  participate  in 

8.  Are  motivated  by  rewards  and  pun- problem solving. 

ishment. 

superior  management  style,  although  his  work  has  often  been  interpreted  as  favor- 
ing Theory  Kas  a  superior  management  model.  However,  no  one  style  is  effective  in 

all  situations.  McGregor,  without  making  value  judgments  simply  stated  that  in  any 

given  situation  the  manager's  assumptions  about  people  do  affect  motivation  and 
productivity. 

Chris  Argyris  (1964)  supported  McGregor  and  Mayo  by  stating  that  managerial 
domination  causes  workers  to  become  discouraged  and  passive,  and  if  employee 

self-esteem  and  independence  needs  are  not  met,  they  will  become  discouraged, 
troublesome,  or  may  leave  the  organization.  Argyris  stressed  the  need  for  employee 

participation  in  decision  making  and  flexibility  within  the  organization. 

By  the  late  1960s,  there  was  growing  concern  that  the  human  relations  ap- 
proach to  management  was  not  without  its  own  problems  (Huston  and  Marquis, 

1989).  Most  people  continued  to  function  in  a  bureaucratic  environment  making  it 

difficult  to  always  apply  a  participatory  approach  to  management.  The  human  rela- 
tions approach  was  time-consuming  and  did  not  always  result  in  organizational 

goals  being  met.  In  addition,  not  every  employee  liked  working  in  a  less  structured 

environment  (Douglass,  1984).  Table  3-1  summarizes  the  development  of  manage- 
ment theory  up  to  1970. 

Until  the  late  1960s,  leadership  theory  developed  separately  from  management 
science.  Although  this  text  is  focused  primarily  on  the  management  role,  it  is 

important  to  have  some  understanding  of  how  complex  and  intertwined  manage- 
ment and  leadership  are. 

I 

Historical  Development  of  Leadership 
Concepts  (1970-Present) 

Although  the  literature  clearly  demonstrates  the  need  for  effective  leaders  ant/ 
managers,  the  relationship  between  leadership  and  management  is  less  clear.  Iran 
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TABLE     3-1 

Management  Theory  Development 

Theorists 
Theory 

Taylor  Scientific  Management 
Weber  Bureaucratic  Organizations 

Fayol  Management  Functions 
Mayo  Hawthorne  Effect 
McGregor  Theory  X  and  Theory  Y 

Argyris  Employee  Participation 

barger  (1988)  states  that  leadership  is  but  one  of  many  functions  of  management, 
while  Gardner  ( 1986)  proclaims  that  leadership  requires  more  complex  skills  than 
management  and  that  management  is  only  one  role  of  leadership.  Manthey  (1990) 
delineates  the  two,  stating  that  a  manager  guides,  directs,  and  motivates,  while  a 
leader  empowers  others.  Therefore,  she  states,  every  manager  should  be  a  leader. 
Farley  (1990)  implies  that  management  preparation  occurs  before  leadership, 
when  she  states  that  young  nursing  managers  must  be  developed  as  leaders. 

In  an  effort  to  better  understand  the  relationship  between  leadership  and 
management,  it  may  be  helpful  to  look  at  how  they  are  different. 

Differences  in  Leadership  and  Management 

The  following  are  some  of  the  distinct  differences  between  leaders  and  managers. 

Managers: 
1.  They  are  always  assigned  a  position  within  an  organization. 
2.  They  have  a  legitimate  source  of  power  due  to  the  delegated  authority 

which  accompanies  their  position. 

3-  They  are  expected  to  carry  out  specific  functions. 
4-  They  emphasize  control,  decision  making,  decision  analysis,  and  results. 

Leaders: 

1.  They  often  do  not  have  delegated  authority,  but  obtain  their  power  through 
other  means. 

2.  They  have  a  wider  variety  of  roles  than  do  managers. 
3-  They  are  frequently  not  part  of  a  formal  organization. 
4-  They  focus  on  the  group  process,  information  gathering,  feedback,  and 

empowering  others. 

Holloman  (1986)  uses  the  term  headship  to  define  the  manager,  and  makes  a 

distinction  between  headship  and  leadership.  Holloman  maintains  that  it  is  a  mis- 
take to  refer  to  the  dean  of  a  school  of  nursing,  a  nursing  supervisor,  or  a  head 

nurse  as  a  leader.  A  job  title  does  not  make  a  person  a  leader;  these  individuals  are 

in  a  headship  position,  rather  than  a  leadership  position.  Only  a  person's  behavior 
determines  whether  a  person  occupies  a  leadership  position. 
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What  then  is  the  relationship  between  leadership  and  management?  Most 
scholars  now  agree  that  a  good  manager  must  also  have  leadership  abilities.  The 
authors  feel  that  every  nurse  is  a  leader  and  manager  at  some  level  and  that  the 
nursing  role  requires  both  leadership  and  management  skills.  Gardner  (1986) 
asserts  that  leader/managers  distinguish  themselves  from  the  more  traditional 
manager  in  six  ways. 

1.  They  think  longer  term.  They  are  visionary  and  futuristic.  They  consider 
what  effect  their  decisions  will  have  years  from  now,  as  well  as  the  immediate 
consequences. 

2.  They  look  outward  toward  the  larger  organization,  and  maintain  a  broad 
focus.  They  are  able  to  understand  how  their  unit  or  department  fits  into  the  bigger 

picture. 
3-  They  influence  others  beyond  their  own  group.  Effective  leader/managers 

in  an  organization  rise  above  bureaucratic  boundaries. 

4-  They  emphasize  vision,  values  and  motivation.  They  understand  intuitively 
the  unconscious  and  often  nonrational  aspects  that  are  present  in  interactions  with 
others.  They  are  very  sensitive  to  others  and  to  differences  unique  to  each  situation. 

5.  They  are  politically  astute  and  are  capable  of  coping  with  conflicting  re- 
quirements and  expectations  from  among  their  many  constituencies. 

6.  They  think  in  terms  of  change  and  renewal.  The  traditional  manager  accepts 
the  structure  and  processes  of  the  organization,  but  the  leader/ manager  examines 

the  ever-changing  reality  of  the  world  and  seeks  to  make  revisions  in  the  organiza- 
tion in  order  to  keep  pace  with  that  changing  world. 

There  is  less  agreement  among  scholars  regarding  a  definition  of  leadership 
than  there  is  about  the  definition  of  management  (Marquis  and  Huston,  1992). 

Gardner  (1986)  defines  leadership  as  "the  process  of  persuasion  and  example  by 
which  an  individual  (or  team)  induces  a  group  to  take  action  that  is  in  accord  with 

the  leader's  purposes  or  the  shared  purposes  of  all."  Merton  (1969)  maintains  that 
leadership  is  a  social  transaction  in  which  one  person  influences  another.  Stogdill 

(1974)  defines  leadership  as  "the  process  of  influencing  the  activities  of  an  orga- 

nized group  in  efforts  toward  goal  setting  and  goal  attainment".  Yura  (1981 )  main- 
tains that  it  is  the  behaviors  an  individual  exhibits  that  makes  them  a  leader,  and  has 

condensed  the  behaviors  of  leadership  into  four  components:  1)  deciding,  2) 

relating,  3)  influencing,  and  4)  facilitating. 

Leadership  Theory  Development 

Much  of  the  early  work  on  leadership  centered  on  the  behaviors  or  characteristics 
of  the  leader,  rather  than  looking  at  others  involved  in  the  interactive  leadership 

process. 

Trait  Theories 

Early  theories  were  based  on  the  assumption  that  individuals  are  natural  leaders 
(i.e.,  leaders  are  born  not  made),  and  that  they  have  certain  characteristics  or 

personality  traits  which  make  them  better  leaders  than  others.  The  first  of  these 
trait  theories  is  called  the  Great  Man  Theory.  Historians  and  researchers  studied 
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the  lives  of  great  men  throughout  history  to  determine  what  traits  they  had  in  order 
to  determine  what  made  these  individuals  great  leaders.  These  researchers  ignored 
other  historical  events,  such  as  the  impact  followers  had,  or  the  impact  of  the 

situation  itself  upon  that  moment  in  time. 
Later  theories  focused  on  identifying  common  characteristics  researchers 

found  in  most  good  leaders.  Although  such  theories  have  obvious  shortcomings 

(i.e.,  they  neglect  the  impact  of  others  or  the  individual  situation  upon  the  leader- 
ship role),  they  are  worth  examining.  Many  of  these  characteristics  (see  Table  3-2) 

can  still  be  used  to  describe  successful  leaders  in  our  contemporary  world. 

Behavioral  Theories 

During  the  human  relations  era  many  behavioral  and  social  scientists  studying 
management  science  also  studied  leadership.  For  example,  McGregors  theories 
had  as  much  influence  on  leadership  research  as  it  did  on  management  science.  As 
research  developed  in  this  era,  there  was  a  move  away  from  studying  what  traits  the 
leader  possessed  and  a  greater  emphasis  placed  on  what  the  leader  did  and  their 
leadership  style. 

A  major  breakthrough  occurred  when  both  White  (I960)  and  Lewin  (1951) 

isolated  commonly-occurring  leadership  styles.  Later,  these  styles  came  to  be  re- 
ferred to  as  authoritarian,  democratic,  and  laissez-faire. 

The  authoritarian  leader  is  characterized  by  the  following  leadership  be- 
haviors. 

1.  Maintains  strong  control  over  the  work  group. 
2.  Motivates  others  by  coercion. 
3    Gives  directions  as  commands. 
4.  Communication  flows  downward. 

5.  Makes  decisions  without  involving  others. 

6.  Emphasis  is  placed  on  differences  in  status  ("I"  and  "you"). 
7.  Criticism  is  punitive. 

Authoritarian  leadership  results  in  well-defined  group  actions  that  are  usually 
predictable.  This  reduces  frustration  in  the  work  group  and  gives  members  a 

feeling  of  security.  Productivity  is  usually  high,  but  creativity,  self-motivation,  and 
autonomy  are  reduced.  Authoritarian  leadership  is  useful  in  crisis  situations  and  is 
frequently  found  in  very  large  bureaucracies,  such  as  the  armed  forces. 

The  democratic  leader  is  characterized  by  the  following  behaviors. 

1.  Maintains  less  control. 

2.  Motivates  by  economic  and  ego  awards. 
3-  Directs  others  by  suggestions  and  guidance. 
4-  Communication  flows  up  and  down. 
5.  Decision  making  involves  others. 

6.  Emphasis  is  placed  on  "we"  rather  than  "I"  and  "you." 
7.  Criticism  is  constructive. 

Democratic  leadership  is  appropriate  for  groups  of  people  who  work  together 
for  extended  periods  of  time.  It  promotes  autonomy  and  growth  in  individual 
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Characteristics  of  a  Leader 

Intelligence Personality Abilities 

Knowledge  Adaptability 

Judgment  Creativity 
Decisiveness  Cooperativeness 
Oral  fluency  Alertness 

Self-confidence 
Personal  integrity 

Emotional  balance  and  control 
Nonconformity 

Independence 

Able  to  enlist  cooperation 

Interpersonal  skills 
Tact,  diplomacy Prestige 

Social  participation 

Adapted  from  Huston,  1990;  Swansburg,  1990;  and  Bass,  1982. 

workers.  It  is  particularly  effective  when  cooperation  and  coordination  between 

groups  is  necessary. 
Democratic  leadership  takes  more  time  because  many  individuals  must  be 

consulted;  thus,  it  may  be  frustrating  for  those  who  want  decisions  made  rapidly. 
Studies  have  shown  that  democratic  leadership  is  quantitatively  less  efficient  than 
authoritative  leadership. 

The  laissez-faire  leader  is  characterized  by  the  following  behaviors. 

1.  Operates  permissively,  with  little  or  no  control. 
2.  Motivates  by  support  when  requested  by  the  group  or  individuals. 
3-  Provides  little  or  no  direction. 

4.  Communication  is  between  members  of  the  group,  as  well  as  upward  and 
downward. 

5.  Decision  making  is  dispersed  throughout  the  group. 

6.  Emphasis  is  on  the  group. 
7.  Criticism  is  not  given. 

Laissez-faire  leadership  can  be  very  frustrating  because  it  is  nondirected  leader- 
ship. In  some  groups  apathy  and  indifference  can  occur.  However,  when  all  group 

members  are  highly  motivated  and  self-directed,  this  style  of  leadership  can  result 
in  much  creativity  and  productivity.  Laissez-faire  leadership  is  appropriate  when 
problems  are  poorly  defined  and  brainstorming  is  needed  to  generate  alternative 
solutions. 

The  style  of  leadership  employed  by  the  leader  has  a  great  deal  of  influence  on 
both  the  climate  and  the  outcome  of  the  work  group.  Most  leaders  do  not  fit  a 

textbook  picture  of  any  one  style,  but  rather  fall  somewhere  on  a  continuum  from 

very  authoritarian  to  very  laissez-faire.  It  was  believed  for  some  time  that  most 
leaders  had  a  predominant  leadership  style  and  used  that  style  consistently  How- 

ever, newer  theories  have  demonstrated  that  individual  leaders  are  capable  of 

dynamically  moving  along  a  continuum  in  different  situations. 
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Contingency  and  Situational 
Leadership  Theories 

Bv  the  1960s  management  and  leadership  theorists  began  to  question  the  predomi- 
nance of  any  one  best  leadership  style  and  instead  began  to  explore  other  factors  in 

the  work  environment  that  influenced  a  given  outcome  as  much  as  a  particular 

leadership  style.  In  1958  Tannenbaum  and  Schmidt  (1983)  were  among  the  first 
theorists  to  suggest  that  varying  mixtures  of  autocratic  and  democratic  leadership 

behavior  were  needed  by  managers  and  that  the  primary  determinants  of  a  man- 

agers' leadership  style  should  be  the  particular  situation  itself,  the  abilities  of  the 
manager,  and  the  respective  abilities  of  the  group  members.  Fielder  (1967)  rein- 

forced these  findings  by  stating  that  no  one  leadership  style  is  ideal  in  every 
situation.  Fielder  felt  that  the  interrelationships  between  the  group  leader  and 

group  members  were  the  most  important  influence  on  the  manager's  ability  to  be  a 
good  leader.  The  task  to  be  accomplished  and  the  power  associated  with  the 

leader's  position  were  also  cited  as  key  variables. 
In  contrast  to  the  continuum  from  autocratic  to  democratic,  Blake  and  Mouton 

( 1964)  developed  a  grid  to  show  the  various  combinations  of  concern  or  focus  that 
managers  had  for  productivity,  tasks,  people,  and  relationships.  In  each  of  these 
areas  the  manager/ leader  may  rank  high  or  low,  resulting  in  a  great  many  different 

combinations  of  leadership  behaviors.  Various  combinations  can  be  effective  de- 
pending upon  the  situation  and  the  needs  of  the  worker. 

Hersey  and  Blanchard  (1977)  also  developed  a  situational  approach  to  leader- 
ship. Their  theory  is  used  to  predict  which  leadership  style  would  be  most  appro- 

priate based  upon  the  level  of  maturity  of  the  followers.  As  followers  become  more 
mature,  leadership  style  shifts  from  a  concentration  on  tasks  to  an  emphasis  on 
relationship  behaviors. 

Contemporary  Theories  of  Leadership 
and  Management  (1970-1990) 

Current  theorists  exploring  management  and  leadership  have  continued  to  focus 
on  the  need  for  managers  to  use  leadership  in  order  to  be  effective  managers  of 
people  at  work.  While  some  theorists  have  begun  to  see  management  as  merely 

one  role  of  leadership,  others  continue  to  see  leadership  as  one  role  of  manage- 
ment (Tranbarger,  1988;  Gardner,  1986).  However,  in  the  last  twenty  years  much 

research  examined  the  complexity  of  the  relationship  between  leadership  and 
management. 

Although  situational  and  contingency  theories  added  needed  complexity  to  the 
theories  of  leadership  and  continue  to  be  used  effectively  in  management,  they  do 
not  combine  the  influential  factors  from  each  of  the  four  elements  of  the  leader- 
manager  situation.  These  four  elements  (the  leader/manager,  subordinates  and/or 
superiors,  the  work,  and  the  environment)  must  be  integrated  if  leadership  and 

management  is  to  be  fully  understood.  These  elements  are  integrated  in  contempo- 
rary theories  of  leadership  and  management,  including  motivational  theories,  inter- 

active theories,  and  the  theory  of  transformational  leadership. 
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Motivational  Theories 

Abraham  Maslow  ( 1970)  did  some  of  his  work  during  the  human  relations  era  and 
contributed  immensely  to  the  understanding  of  human  needs  and  motivation. 
Frederick  Herzberg  ( 1977)  also  examined  employee  motivation  and  suggested  that 

the  factors  that  produce  job  satisfaction  differ  from  those  that  produce  job  dissat- 
isfaction. Because  of  the  importance  of  motivation  theories  in  management,  a 

complete  chapter  will  be  devoted  to  motivation  as  a  management  function.  Maslow, 
Herzberg,  and  other  motivational  theorists  will  be  explored  fully  in  that  chapter. 
They  are  mentioned  here  because  their  early  research  continues  to  form  the  basis 
for  newer  motivational  theories  of  leadership  and  management  that  examine  the 
complexity  of  how  these  two  concepts  are  integrated. 

It  became  obvious  by  1980,  despite  increasing  knowledge  of  leadership  and 
management,  as  well  as  group  and  individual  needs,  that  managers  in  the  United 
States  were  not  always  successful  at  managing  people  at  work. 

Theory  Z 

Ouchi  (1981)  was  the  first  researcher  to  present  Japanese-style  management  as  an 
alternative  to  contemporary  U.S.  style  management.  Ouchi  termed  this  style  of 

management  Theory  Z.  Theory  Z  is  an  expansion  of  McGregor's  Theory  Y  and 
supports  democratic  leadership.  Components  of  Theory  Z  include  decision  making 
by  consensus,  fitting  employees  to  their  jobs,  an  emphasis  on  a  tendency  toward  job 

security,  slower  promotions,  examination  of  the  long-term  consequences  of  man- 
agement decision  making,  and  a  holistic  concern  for  the  workers.  Ouchi  was  able 

to  find  components  of  Japanese-style  management  in  many  successful  U.S.  compa- 
nies. The  adaptation  of  lower  level  worker  problem  solving  in  groups  termed 

quality  circles  was  one  of  the  components  of  Theory  Z  that  has  been  used  suc- 
cessfully in  the  United  States. 

Although  quite  popular  in  the  1980s,  Theory  Z  has  recently  lost  favor  as  man- 
agement theorists  have  discovered  that  the  vast  differences  in  Japanese  and  Ameri- 

can societies,  values,  and  culture  hindered  the  successful  adoption  of  this 

management  style  in  Western  companies  (Strader,  1987).  However,  some  of  the 
American  business  companies  originally  identified  by  Ouchi  as  having  components 

of  Theory  Z  have  continued  to  thrive  (Tappan,  1990). 

Interactive  Theories 

Although  Theory  Z  is  more  comprehensive  than  many  of  the  earlier  theories,  it  also 

neglects  some  of  the  variables  that  influence  leadership  effectiveness.  It  has  some 
of  the  same  shortcomings  as  situational  theories  in  not  recognizing  the  relevant 

dynamics  of  the  interaction  between  worker  and  leader. 
Schein  (1970)  was  the  first  to  propose  a  model  of  man  as  a  complex  being 

whose  working  environment  was  an  open  system  to  which  he  responded.  A  system 

may  be  defined  as  a  set  of  objects  together  with  relationships  between  the  objects 
and  between  their  attributes.  A  system  is  considered  open  it  it  exchanges  matter, 

energy,  or  information  with  its  environment  (Hall,  1968).  Based  upon  systems 

theory,  Schein's  model  had  the  following  assumptions 
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1.  People  are  very  complex  and  highly  variable.  They  have  multiple  motives  for 
doing  things.  For  example,  a  pay  raise  might  mean  status  to  one  person,  security  to 
another,  and  both  to  a  third. 

2.  People's  motives  do  not  remain  constant,  but  change  over  time. 
3.  Goals  can  differ  in  different  situations.  For  example,  informal  group  goals 

may  be  quite  different  from  formal  group  goals. 

4.  People's  performance  and  productivity  are  affected  by  the  nature  of  the  task 
to  be  done,  and  by  their  ability,  experience,  and  motivation. 

5.  There  is  no  single  strategy  of  leadership  that  will  be  effective  in  every 
situation.  The  leader  must  diagnose  the  situation  and  select  appropriate  strategies 
from  a  large  repertoire  of  skills  in  order  to  be  successful. 

Hollander  (1978)  was  one  of  the  first  to  recognize  that  both  leaders  and 
followers  have  roles  outside  the  work  situation  and  that  they  may  be  influenced  by 

events  occurring  in  these  other  roles.  Hollander  saw  leadership  as  a  dynamic  two- 
way  process,  with  both  leader  and  follower  contributing  to  and  receiving  some- 

thing from  the  relationship.  Hollander  identified  three  basic  elements  involved  in  a 
leadership  exchange. 

1.  The  leader,  including  the  leaders  personality,  perceptions,  and  abili- 
ties. 

2.  The  followers,  with  their  personalities,  perceptions,  and  abilities. 
3.  The  situation  within  which  the  leader  and  the  follower  function,  including 

formal  and  informal  group  norms,  size,  density  and  other  characteristics. 

According  to  Hollander,  leadership  effectiveness  requires  the  ability  to  use  the 

problem-solving  process,  maintain  group  effectiveness,  have  good  communication 
skills,  demonstrate  leadership  fairness,  competence,  dependability,  creativity,  and 
the  ability  to  develop  group  identification. 

Along  this  same  theme  of  leader-follower  interaction,  Burns  (1978)  investi- 
gated leaders  and  followers  and  found  both  have  the  ability  to  raise  one  another  to 

higher  respective  levels  of  motivation  and  morality.  Burns  was  the  first  to  identify 
the  transformational  leadership  concept.  He  maintained  that  there  are  two  types  of 

leaders  in  management:  the  traditional  manager  concerned  with  the  day-to-day 
operations  (whom  he  termed  a  transactional  leader),  and  the  manager  who  is 
committed,  has  a  vision,  and  is  able  to  empower  others  with  this  vision  (termed  a 
transformational  leader). 

Others  (Bennis,  1985;  Cottingham,  1990)  have  expanded  on  Burns'  definitions 
of  transactional  and  transformational  leadership.  A  composite  of  the  two  different 

types  of  leaders  is  shown  in  Table  3-3. 
Although  the  transformational  leader  appears  to  be  ideal,  many  management 

theorists  (Bass,  1987;  Dunham,  1990)  sound  the  following  warning  regarding  trans- 
formational leadership.  Although  transformational  qualities  are  highly  desirable, 

they  should  be  coupled  with  the  more  traditional  transactional  qualities  of  the  day- 
to-day  managerial  role.  Both  sets  of  characteristics  need  to  be  present  in  the  same 

individual  to  varying  degrees.  The  transformational  leader  will  fail  without  tradi- 
tional management  skills  (Bass,  1987). 

Although  the  main  purpose  of  this  text  is  to  develop  a  capable  traditional 

manager,  the  authors  hope  that  the  reader  will  not  be  satisfied  with  only  transac- 
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TABLE     3-3 

Transactional  and  Transformational  Leaders 

Transactional  Leader Transformational  Leader 

Focuses  on  management  tasks 
Caretaker 

Uses  trade-offs  to  meet  goals 
Shared  values  not  identified 
Examines  causes 

Uses  contingency  reward 

Identifies  common  values 
Committed 

Inspires  others  with  vision 
Has  long-term  vision 
Explores  effects 
Empowers  others 

tional  skills.  Many  of  the  case  studies  in  the  text  require  a  transformational  ap- 
proach for  appropriate  prohlem  solving. 

Summary 

There  is  a  need  to  understand  how  management  science  has  evolved  historically. 

Our  perceptions  of  the  "best"  way  to  operate  an  organization  or  manage  employees 
within  that  organization  are  rooted  within  management  theory  and  have  changed  as 
we  have  gained  a  better  understanding  of  the  complexity  of  organizations  and 
individuals  within  those  organizations. 

Being  well  grounded  in  management  science  will  assist  novice  managers  in 

selecting  an  approach  to  decision  making  that  is  more  apt  to  be  effective  in  han- 
dling contemporary  organizational  problems.  Every  effort  should  be  made  to  incor- 

porate a  leadership  approach  in  management  decision  making  and  for  integrating 
leadership  components  into  all  management  functions. 
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Personal  Notebook 

1.  Recall  the  periods  during  which  you  have  been  a  manager,  not  necessarily  a 

nursing  manager.  Perhaps  you  were  the  head  lifeguard  or  an  evening-shift  man- 
ager at  a  fast  food  restaurant.  During  those  times  do  you  believe  you  displayed 

more  management  skills  or  leadership  skills? 

Think  of  all  the  supervisors  that  you  have  had.  Which  ones  were  the  best?  What 

made  them  better  than  others?  Which  were  better  developed,  their  management 
or  leadership  skills? 

3-  Make  a  list  of  your  greatest  strengths  as  a  leader,  followed  by  a  list  of  your 
management  strengths. 



CHAPTER 4 
Using  Case  Studies 

There  is  little  question  that  vicarious  learning,  or  learning  through  "simulated 

experience"  has  tremendous  value  and  application  to  nurses.  Examples  of  experi- 
ential or  vicarious  learning  methods  include  group  discussions,  role  playing,  sim- 

ulations, games,  guided  fantasy,  psychodrama,  and  problem-solving  exercises 
(Burnard,  1986).  In  all  these  methods,  learning  occurs  through  or  with  experience. 
In  learning  through  experience,  a  situation  is  designed  to  allow  participants  to  gain 
insight  through  participation.  In  learningyrow  experience,  participants  look  back  at 
past  experiences  in  their  lives  in  order  to  glean  new  meanings  from  them  or  to 
compare  them  with  their  present  situation  (Burnard,  1986). 

Using  case  studies  is  one  form  of  vicarious  learning  that  allows  participants  to 
learn  both  through  and  from  experiences.  The  case  study  approach  allows  students 

to  be  exposed  to  the  skill  components  outlined  by  Garver  (1986)  as  critical  in 

baccalaureate  education:  to  ask  the  "what,  why,  and  how"  relationship  questions 
and  instill  a  habit  of  inquiry,  to  gain  a  sense  of  how  securely  a  conclusion  is  held 
and  learn  to  discriminate  clearly  when  evidence  is  available  or  not,  to  discover 
implicit  and  explicit  assumptions  and  to  analyze  the  reasoning  of  others,  to  draw 

inferences,  and  to  test  their  own  line  of  reasoning  and  conclusions  so  as  to  deliber- 
ately transfer  from  familiar  to  unfamiliar  concepts  (Garver,  1986). 

The  case  study  however,  is  not  just  a  device  for  instruction.  It  provides  a  means 
for  new  learning  for  both  students  and  teachers.  Teachers  can  use  case  studies  to 
demonstrate  critical  conditions  in  concrete  situations  rather  than  using  abstract 

generalizations.  Students  derive  additional  significance  from  the  information  gath- 
ered about  a  problem  when  they  have  the  opportunity  to  take  action  on  the  problem. 
Because  experiential  learning  provides  the  unique  opportunity  of  gaining  and 

sharing  experiences  without  actually  having  to  undergo  the  experience,  case 
studies  provide  an  opportunity  for  learners  to  vicariously  live  and  learn  how  to 
make  difficult  decisions  in  a  systematic  and  analytical  manner.  This  allows  for 

immediate  application  of  learning  and  translating  theory  and  principles  into  prac- 
tice. In  nursing,  this  results  in  a  reduction  of  patient  risk,  as  managers  are  allowed 

to  make  simulated  decisions  before  they  occur  in  (he  clinical  setting. 

Bessie  I    Marquis  and  Carol  Jorgensen  I  lusti  >n   WattGgetneni  /><■»  fstoti  Making 
foi  Nursa  set  i  .nd  «0n      1994 J.B  Uppincon  i 

45 



46     ♦      DECISION  MAKING  IN  MANAGEMENT 

Use  of  case  studies  provides  the  opportunity  for  teachers/facilitators  to  recog- 
nize students  or  group  members  as  mature,  responsible  human  beings.  Students 

gain  confidence  in  their  ability  to  problem-solve  and  be  risk-takers. 
The  nurturing  of  decision  making  skills  through  the  use  of  case  studies  encour- 
ages self-growth.  An  understanding  of  our  own  values,  beliefs,  and  perceptions,  and 

how  they  affect  our  decision  making  is  invaluable.  All  successful  managers  are  self- 
aware.  Learners  must  be  encouraged  to  acknowledge  their  own  priorities,  personal 

preferences,  and  biases  in  solving  the  cases.  In  addition,  learners  should  allow  for 
these  same  factors  in  other  group  members.  Learners  have  the  opportunity  to  not 
only  solve  the  cases  themselves,  but  to  see  how  others  would  solve  them.  They  may 
be  given  feedback  by  other  group  members  as  to  their  handling  of  the  problem, 
fostering  the  development  of  interpersonal  skills.  By  sharing  our  perception  of  a 
case  with  others,  we  learn  to  more  objectively  evaluate  their  feedback  as  well  as  our 

own  perceptions.  Listening  skills,  as  well  as  verbal  skills  are  enhanced. 

Case  studies  also  allow  learners  to  determine  "universal"  solutions  to  long- 
standing, familiar  problems.  History  has  shown  us  that  even  the  "best"  managers 

make  mistakes,  and  also  that  a  mistake  is  only  significant  if  nothing  is  learned  from 

it.  Every  situation  in  which  people  work  together  can  be  lived  through  and  learned 
from  in  case  studies. 

The  reader  in  this  book  will  consistently  be  asked  to  take  action,  to  be  involved 
in  the  situations  presented,  and  to  observe  the  problem  solving  of  others.  It  is 
important  then  that  the  reader  understand  how  to  most  effectively  use  the  case 
study  process  to  enhance  learning. 

The  Case  Study 

What  is  a  case?  A  case  is  a  real,  fictional,  or  semifictional  description  of  a  situation 
that  requires  some  form  of  decision  making.  It  describes  what  the  characters  did 
and  said.  It  may  include  opinions,  speculations,  and  value  judgments,  or  it  may  be 
objective.  It  is  always  incomplete  to  some  degree  as  the  manager  in  a  real  life 
situation  never  has  all  the  facts. 

Pond  ( 1991 )  defined  a  case  study  as 

...  a  realistic  and  complex  patient  situation  that  is  presented  for  practice 
in  decision  making  and  planning  of  care.  The  nature  of  such  cases  allow 
students  to  note  how  intricate  and  extensive  problems  can  be. 

Dailey  (1992)  defined  the  case  method  as 

...  a  teaching  and  learning  strategy  that  stimulates  ideas  through  complex 
problem  analysis  of  actual  or  hypothetical  situations  and  provides  a  means 
of  applying  theoretical  principles  to  practice. 

Joiner  and  Corkrean  (1986)  defined  a  critical  incident  or  case  study  as 

...  a  relatively  brief  description  of  some  facts  that  require  managerial 
intervention  or  resolution.  The  learner  is  placed  in  a  simulated  position  of 
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having  read  the  facts  and  must  now  make  a  decision.  The  learner  assesses 
the  situation  and  makes  decisions  utilizing  principles  of  management  and 

good  judgment. 

Regardless  of  how  case  studies  are  defined,  the  desired  results  are  universal 

and  include  critical  and  creative  thinking,  active  participation  of  the  learner,  and  the 

application  of  theory  to  practice.  Searching  for  the  "right"  solution  is  not  so  impor- 
tant as  the  process  and  reasoning  used  to  arrive  at  a  recommended  course  of  action 

(Joiner  and  Corkrean,  1986). 

Types  of  Case  Studies 

Case  studies  allow  us  to  look  at  four  basic  types  of  problems  that  can  be  used  for 
problem  solving,  either  individually  or  in  groups  (Willings,  1968). 

1.  The  individual  problem. 
2.  The  isolated  incident. 

3-  Organizational  problems. 
4.  A  combination  of  any  or  all  3  of  the  above. 

Individual  problem  case  studies  involve  employees  who  have  problems  that 
affect  not  only  their  jobs,  but  the  efficiency  of  the  organization  as  well.  Because 

managers  spend  much  of  their  time  dealing  with  individual  problems,  identifying 

"universal  problems"  and  alternative  solutions  is  very  beneficial. 
Isolated  incidents  case  studies  identify  situations  that  are  not  covered  by  regu- 

lations, policy,  or  procedure  documents  and  that  disrupt  organizational  function- 
ing. These  cases  encourage  managers  to  examine  the  causes  and  address  the 

problems  themselves  rather  than  simply  treat  the  symptoms. 
Organizational  problem  case  studies  are  much  more  complex.  The  manager  is 

often  personally  involved  in  the  problem  and  must  include  colleagues  and  subordi- 
nates in  reaching  an  appropriate  solution.  The  role  of  the  organization  versus  that 

of  the  worker  is  often  a  major  component. 
Case  studies  that  represent  a  combination  of  the  three  other  types  of  problems 

present  a  more  realistic  picture  of  problems  common  to  managers.  Individual 

needs  and  concerns,  resultant  isolated  incidents,  and  organizational  needs  all  pre- 
sent ramifications  that  must  be  considered. 

The  Case  Presentation 

The  preparatory  basics  for  any  case  study  presentation  include  a  review  of  the  case, 
data  gathering,  analysis  of  solutions,  a  presentation  of  findings,  and  a  critique  of  the 

presentation. 

Review  of  the  Case 

Time  is  generally  a  constraint  for  most  individuals.  I  lovvever,  it  a  case  stud)  is  to  be 
thoroughly  analyzed,  sufficient  time  must  be  allowed  for  reading  and  rereading  the 
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case  itself.  Reading  for  meaning  is  different  than  skimming  and  verifiable  facts  must 
be  differentiated  from  unsupported  opinions.  Making  brief  written  or  mental  notes 
will  help  organize  information  into  categories  and  distinguish  critical  information 
from  superfluous  data. 

Ronstadt  (1977)  suggests  posing  a  few  fundamental  questions  after  reading  the 
case  for  meaning: 

What  are  the  key  issues  of  this  case? 
Is  there  relevance  to  the  timing? 

Are  there  any  hidden  issues? 
Are  there  any  primary  unassigned  questions? 
Are  creative  assumptions  required? 

What  is  unique  about  the  case?  What  is  "universal"? 
What  is  fact?  What  is  opinion? 

Data  Gathering 

If  individuals  are  to  gain  new  knowledge  and  insight  into  managerial  problem 
solving,  they  will  have  to  reach  outside  their  current  sphere  of  knowledge  when 

solving  the  case.  Some  data-gathering  sources  include  textbooks,  periodicals,  ac- 
knowledged experts,  colleagues,  and  current  research. 

The  following  questions  should  be  examined  in  data  gathering: 

/.  What  is  the  setting? 
2.  What  is  the  problem? 
3.  Where  is  it  a  problem? 
4-  When  is  it  a  problem? 
5.  Who  is  affected  by  the  problem? 
6.  What  is  happening? 

7.  Why  is  it  happening?  What  are  the  causes  of  the  problem?  Can  the  causes  be 
prioritized? 

8.  What  are  the  basic  underlying  issues?  Areas  of  conflict? 
9.  What  are  the  consequences  of  the  problem?  Which  of  these  is  most  serious? 

Analysis  of  Solutions 
In  analyzing  possible  solutions  for  a  case  study,  group  members  may  want  to  look  at 
the  following  questions. 

/.  What  factors  can  be  influenced?  How  can  the  positive  factors  be  enhanced 
and  the  negative  factors  minimized? 

2.  What  are  the  financial  and  political  consequences  of  each  possible  solution? 

What  are  the  departmental  and  interdepartmental  consequences  and  time  con- 
straints? Is  adequate  support  available? 

3   What  are  the  criteria  for  action? 

4.  What  are  the  alternative  plans  of  action? 
5.  What  are  the  influencing  factors? 
6.  What  should  be  done? 

7.  What  is  the  "best"  solution? 
8.  What  is  the  means  for  evaluation? 



USING  CASE  STUDIES      ♦      49 

Presentation  of  Findings 

Preparation  time  should  include  a  review  of  the  case,  data  gathering,  and  analysis  of 
solutions.  The  presentation  of  a  case  usually  includes: 

♦  Introduction  of  self 

♦  An  identification  of  the  situation/problem 
♦  The  analysis  of  key  alternatives 
♦  Recommendations  for  specific  action 
♦  Means  of  evaluation 

If  case  presentations  are  to  be  graded,  how  factors  are  weighted  should  be 

determined  in  advance  and  shared  with  group  members  prior  to  case  presenta- 
tions. 

Critique  of  the  Presentation 

Case  studies  provide  an  opportunity  for  critique  by  either  the  instructor/facilitator 
or  peers.  Those  critiquing  should  present  feedback  in  a  manner  that  is  neither 
aggressive  nor  passive,  but  assertive.  They  must  contribute  information  to  the  case 

presentation,  i.e.,  why  the  presentation  was  an  example  of  effective  problem  solv- 
ing or  wise  decision  making,  or  what  was  faulty,  illogical,  or  omitted.  As  with  case 

presentations,  it  is  possible  to  measure  an  individual's  ability  to  objectively  and 
assertively  critique  a  presentation.  The  critique  should  be  evaluated  in  terms  of 

1.  Poise,  clarity,  articulation,  and  concision. 
2.  Soundness  of  rationale  used. 

3-  Fairness  and  assertiveness. 

The  group  members  selected  to  critique  a  case  presentation  may  also  be 
assigned  in  advance  or  may  be  chosen  at  random,  immediately  following  the  case 

presentation. 
The  evaluation  of  the  case  presentation  by  facilitators/group  members  should 

take  the  following  factors  into  account: 

1.  Poise,  clarity,  dynamism,  articulation,  accuracy,  nonverbal  communication 

(appropriate  and  inappropriate),  and  use  of  audio-visual  aids. 
2.  Soundness  of  rationale  used  to  support  decision  making  and  problem  solv- 
ing, and  the  quality  of  the  problem  solving. 
3.  Evidence  of  being  prepared  to  address  the  questions  posed  in  the  case,  and 

that  the  objectives  and  questions  were  addressed  completely. 

Strategies  for  Implementing  the 
Case  Study  Approach 

The  preparation,  presentation,  and  analysis  of  a  case  study  requires  a  systematic 
approach  if  it  is  to  be  beneficial.  However,  there  is  no  single,  specific  system  for 
case  preparation,  as  several  principles  are  necessary  for  its  successful  use 

/.  There  must  be  a  sufficient  number  of  cases  for  participants  to  begin  to  draw 

conclusions.  Stevens  ( 1982)  states  that  the  case  study  approach  is  inappropriate  it  a 

spectrum  of  cases  cannot  be  offered.  Individual  cases  will  often  reveal  variances 
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from  the  norm  but  do  not  allow  the  participant  to  draw  generalizations  or  to 

recognize  patterns. 

2.  There  is  no  absolute  right  or  wrong  solution  to  a  case  presentation,  al- 
though some  solutions  will  have  a  much  greater  possibility  of  successful  implemen- 

tation. Divergence,  rather  than  convergence  of  ideas  and  problem  solving  must  be 

the  goal.  Perhaps  the  greatest  value  in  using  case  studies  is  the  number  of  solutions 
that  are  generated  in  response  to  every  problem  and  the  subsequent  increase  in 
the  experiential  and  knowledge  base  of  all  the  individuals  involved  in  making  that 
decision. 

3-  The  particular  organizational  setting  in  which  the  incident  depicted  in  the 
case  takes  place  is  not  of  critical  importance.  Management  concepts  are  transferable 
from  one  type  of  organization  to  another.  Likewise,  participants  should  not  be 

concerned  about  the  decision  maker's  position  within  the  nursing  administrative 
hierarchy.  Incidents  should  be  analyzed  using  the  best  judgment  possible,  despite 
the  participant  never  having  occupied  the  particular  role  reflected  in  the  incident 
(Joiner  and  Corkrean,  1986). 

4.  It  is  critical  to  look  for  underlying  problems  in  each  case  study  as  opposed 
to  simply  treating  the  symptoms  of  the  problem,  as  this  will  only  allow  the  problem 
to  recur  (Joiner  and  Corkrean,  1986). 

5.  Experiential  learning  is  frequently  used  in  conjunction  with,  but  not  syn- 
onymous with  group  work.  However,  if  the  desired  outcome  for  teaching  critical 

thinking  is  an  interaction  between  the  participants  that  results  in  the  ability  to 

critically  examine  issues,  then  the  group  process  must  be  employed  in  some  man- 
ner (Marquis  and  Huston,  1992). 

Group  Work  Using  the 
Case  Study  Approach 

When  the  case  study  approach  is  used  in  a  group,  certain  responsibilities  must  be 
recognized  by  group  members. 

The  Facilitator 

There  is  little  agreement  about  how  active  or  passive  the  teacher's  or  the  facilitator's 
role  should  be  in  learning.  However,  because  experiential  learning  is  still  relatively 

new,  the  following  proposals  may  assist  educators  in  facilitating  the  application  of 
theory. 

1.  An  essential  prerequisite  for  a  successful  case  study  is  planning.  The  teacher 
or  facilitator  must  try  to  imagine  himself  as  a  participant  and  ask:  What  would  I 
learn  from  this  case?  How  would  I  go  about  solving  the  problem?  If  I  found  myself 
faced  with  these  problems,  would  I  miss  the  real  problem?  What  parts  of  the  case 

would  help  me  towards  an  understanding  of  the  real  problem?  (Willings,  1968). 
2.  The  facilitator  must  understand  the  cases  and  be  able  to  identify  their 

learning  objectives.  When  alternatives  are  not  formulated  or  issues  not  clarified,  it 
may  be  difficult  for  group  members  to  see  what  is  involved  in  the  case.  The 

facilitator  must  try  to  identify  the  "universality"  or  primary  focus  of  the  case  without 
squelching  creativity  in  identifying  solutions. 
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3.  The  facilitator  must  try  to  help  the  group  pass  the  point  of  dependence 
upon  him  or  her  as  the  leader  and  solver  of  the  prohlem.  The  facilitator  should  be 

the  "enabler"  of  the  group. 
4.  With  increased  experience  in  managerial  and  leadership  problem  solving,  it 

is  very  easy  for  the  facilitator  to  unconsciously  direct  group  members  toward  a 
particular  solution  and  to  consider  other  solutions  inappropriate.  Flexibility  and 
objectivity,  therefore,  are  essential.  The  facilitator  must  also  be  willing  to  relinquish 
some  control. 

5.  Facilitators  should  design  discussion  questions  correlated  to  the  partici- 

pant's level  of  theoretical  knowledge  and  practical  experience  (Dailey  1992).  These 
questions  should  promote  discussion  rather  than  single-word  responses,  elicit  a 
variety  of  appropriate  problem  solutions,  highlight  important  concepts  or  princi- 

ples, and  build  to  generate  increasingly  complex  responses  (Welty  1989). 
6.  Time  can  be  a  constraint  in  any  type  of  experiential  learning.  The  facilitator 

should  predetermine  how  much  time  should  be  devoted  to  each  case  study  or  how 
many  case  studies  the  allotted  period  of  time  allows.  Factors  to  consider  include  the 
learning  objectives  and  the  maturity  of  group  members. 

7.  As  it  is  difficult  to  tell  in  advance  which  case  studies  will  be  successful,  the 

facilitator  should  always  have  some  alternative  plans  ready. 

Group  Members 

Group  members  must  assume  the  following  responsibilities: 

1.  A  willingness  to  listen  to  what  is  being  said  by  other  group  members  and 
the  facilitator,  rather  than  focusing  upon  their  own  rebuttal. 

2.  A  responsibility  to  share  ideas  to  allow  mutual  learning.  Consistent  partici- 
pation in  group  discussions  will  strengthen  verbal  skills. 

3.  Advance  case  preparation.  This  includes  careful  reading  of  the  cases  and 
completion  of  assigned  didactic  material  before  attempting  to  problem  solve. 

4.  A  willingness  to  subject  themselves  to  open  debate  and  criticism,  as  little  can 

be  gained  when  nothing  is  risked.  The  ultimate  goal  of  criticism  is  to  assist  other 
group  members  in  making  good  decisions.  Criticism  received  must  be  viewed  as  an 
opportunity  to  learn  with  the  risks  being  small  and  the  potential  for  gain  great. 

Modes  for  Case  Study  Presentation 

Case  studies  have  traditionally  been  used  in  group  work  for  group  problem  solv- 
ing. The  examples  in  this  book  can  be  used  individually,  or  by  a  group,  large  or 

small.  The  primary  factors  determining  application  of  these  case  studies  will  be  the 
learning  objectives  of  the  cases  and  the  maturity  of  the  group  members.  This  book 
has  been  written  for  use  by  senior  generic  nursing  students,  the  new  first  and 

middle-level  manager,  and  graduate  nursing  students. 

Use  of  This  Book  with  Senior  Generic 
Nursing  Students 
With  senior  generic  nursing  students,  the  cases  may  be  assigned  to  individuals  or 
solved  bv  the  class  as  a  whole.  Many  nursing  students  have  limited  knowledge 
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regarding  management  theory  and  have  had  even  less  exposure  to  management  in 
a  clinical  nursing  setting.  The  instructor  or  facilitator  must  therefore  recognize  that 

outside  preparation  and  reading  will  be  necessary  before  group  members  can 
attempt  to  solve  the  cases.  Assigning  students  specific  cases  in  advance  allows  them 

to  fully  prepare  for  their  specific  case  presentation.  Calling  upon  students  sponta- 
neously encourages  advance  preparation  by  all  class  members,  but  probably  not  to 

the  extent  as  when  cases  are  assigned  in  advance.  The  instructor  must  scrutinize  the 
academic  workload  of  the  students  in  determining  how  many  cases  students  will 

have  adequate  time  to  prepare  for  each  class  session,  as  well  as  how  many  cases  can 
be  solved  during  the  academic  quarter  or  semester.  In  addition,  the  instructor 

should  seek  case  studies  that  provide  all  the  significant  factors  related  to  the  prob- 
lem, as  the  students  will  bring  limited  prior  management  experience  from  which  to 

draw  in  their  problem  solving. 
The  instructor  may  prefer  group  problem  solving  over  selecting  individuals  to 

present  cases.  Using  group  problem  solving  with  senior  generic  nursing  students 
presents  both  advantages  and  disadvantages.  In  a  formal  academic  setting,  time 

constraints  often  limit  the  use  of  group  problem  solving  as  a  knowledgeable  in- 
structor can  often  deliver  the  same  content  in  much  less  time.  In  addition,  digres- 

sions should  be  expected  in  groups  that  are  not  accustomed  to  the  case  method,  as 

students  frequently  find  that  their  listening  skills  are  not  as  well  developed  as  their 
verbal  skills. 

Evaluation  of  individual  group  members  is  also  more  difficult  when  group  case 
study  preparation  and  presentation  are  used.  Instructors  must  be  careful  in  grading 
individual  group  members  based  on  the  group  product.  Certainly  the  input  into  the 
case  study  analysis  most  likely  was  not  equal  as  the  abilities  of  individual  group 
members  are  not.  When  using  group  case  study  analysis,  the  instructor  must  decide 
in  advance  if  and  how  individual  students  will  be  evaluated.  The  instructor  must 

also  decide  how  problem  solving  will  be  weighted  versus  the  appropriateness  of 
group  process.  Although  most  instructors  weigh  the  quality  more  heavily  than  the 
quantity  of  contributions,  the  aggressive,  articulate  student  will  probably  do  best  in 
evaluation. 

For  students  having  had  little  actual  management  experience,  group  problem 
solving  does  allow  them  to  vicariously  experience  the  cases  and  strong  arguments 
can  be  made  that  techniques  cannot  be  learned  unless  they  can  be  applied. 
Hodgson  ( 1972)  cited  group  problem  solving  as  an  appropriate  means  for  dealing 
with  management  problems.  Hodgson  stated  that  the  contrasting  viewpoints 
among  group  members  would  enable  individuals  to  recognize  that  management 
problems  may  be  cast  in  different  ways,  that  various  types  of  solutions  may  be 
proposed  and  that  different  priorities  may  be  established  in  relation  to  both  the 
problems  and  tasks  of  management,  and  that  diverse  criteria  may  be  brought  to 
bear  both  before  and  after  evaluations. 

Solving  cases  by  the  group  process  enhances  both  verbal  and  listening  skills  as 
well  as  group  dynamics.  Students  learn  to  become  better  listeners.  They  learn  to 

give  and  receive  constructive  criticism.  Group  process  also  encourages  risk-taking. 
As  individual  verbal  and  manipulative  skills  improve,  the  group  learns  how  to 
improve  their  collective  performance. 

Perhaps  the  best  approach  for  the  use  of  case  studies  is  for  the  problem  solving 
to  occur  outside  of  actual  class  time.  Use  of  small  study  groups  prior  to  class  allows 
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learners  to  use  small  group  process  in  solving  cases.  This  method  is  advantageous 
because  it  does  not  consume  needed  class  time  and  one  member  from  the  group 
can  be  randomly  selected  for  the  presentation. 

There  is  much  to  be  said  for  an  individual  rather  than  a  group  making  the 

presentation  of  the  case  solutions.  The  individual  making  an  unassisted  presenta- 
tion practices  the  art  of  communication,  a  critical  thinking  skill.  The  faculty  at 

Alverno  College  have  delineated  the  components  of  critical  thinking;  in  addition  to 

the  expected  skills  of  analysis  and  synthesis,  are  the  skills  of  communication  (Loac- 
ker,  Cromwell,  Kay,  and  Rutherford,  1984). 

Use  of  This  Book  with  New  Managers — New  managers  may  use 
this  book  within  small  seminar  groups/workshops,  or  on  an  individual  basis  should 

adequate  resources  be  available  or  should  the  new  manager  have  a  sound  manage- 
ment theory  base.  If  the  case  studies  are  used  in  the  seminar/workshop  setting,  the 

instructor/facilitator  must  recognize  that  group  members  most  likely  have  varying 

levels  of  knowledge  and  expertise.  Applying  an  awareness  of  adult  learner  con- 
cepts, the  facilitator  should  attempt  to  include  the  work  experiences  of  group 

members,  and  should  focus  on  case  studies  that  examine  problems  relevant  to 

group  members  at  the  time.  Case  studies  selected  for  this  group  may  be  less 

specific  or  complete  than  those  used  for  senior  generic  nursing  students  as  partici- 
pants should  have  the  benefit  of  life  experience  from  which  to  draw  or  relate  to. 

Seminars/workshops  will  probably  not  allow  for  advance  preparation  by  group 
members  and  therefore,  individual  problem  solving  and  case  presentation  is  not  a 
viable  option.  The  facilitator  should  also  recognize  that  because  of  the  varying 
levels  of  expertise,  some  group  participants  will  contribute  more  to  the  problem 
solving  than  others.  The  very  new  manager  with  little  experience  will  probably  find 
the  seminar  the  most  helpful,  while  more  experienced  nurses  may  define  their  role 
as  being  that  of  a  teacher  and  mentor. 

Because  there  is  rarely  a  need  to  evaluate  individual  performance  in  the  semi- 
nar/workshop setting,  the  instructor/facilitator  does  not  have  the  same  concerns  as 

with  senior  generic  nursing  students  in  differentiating  between  individual  and 

group  performance. 
The  relatively  new  manager  with  a  sound  management  theory  base  may  find 

value  in  reviewing  the  cases  on  an  individual  basis.  With  adequate  resources,  the 
new  manager  can  search  for  the  various  alternatives  to  the  case  study  solution  and 
recommend  solutions.  Certainly,  the  lack  of  feedback  or  corroboration  by  peers  is  a 
drawback,  but  the  purpose  of  individual  use  may  lie  solely  in  reviewing  the  scope 
and  complexity  of  universal  nursing  management  problems. 

Use  of  the  Book  with  Graduate  Nursing  Students — The  grad- 

uate  nursing  student  body  represents  a  potpourri  of  individual  member's  maturity 
levels,  management  experience,  and  knowledge  of  management  theory.  The  great- 

est challenge  to  the  facilitator  or  instructor  in  using  this  casebook  with  graduate 
students  will  be  in  determining  how  to  best  meet  the  needs  of  the  majority  of 

students.  Certainly  the  graduate  student  normally  possesses  greater  life  experience 
and  a  larger  knowledge  base  from  which  to  draw  than  a  generic  nursing  student. 
Cases  that  are  very  specific  may  be  alternated  with  cases  that  encourage  the  group 
members  to  contribute  from  their  own  realm  of  knowledge  and  experience. 
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Group  problem  solving  would  encourage  interpersonal  relationships  within  the 
class  as  well  as  allow  the  more  mature  class  members  to  contribute.  Individual  case 

presentation  is  also  plausible  as  advance  assignment  is  possible  given  the  nature  of 
academic  course  work.  The  assignment  of  case  presentation  on  an  individual  basis 
would  make  evaluation  of  individual  members  possible  and  would  again  allow  for 

critiquing  by  other  classmates. 

Promotion  of  Critical  Thinking  Through 
Case  Studies 

The  workshop  facilitator,  teacher,  in-service  instructor,  or  group  may  choose  to 
structure  the  class  in  any  one  of  a  number  of  ways,  including  using  methods  the 
authors  have  suggested.  However,  if  the  case  studies  are  to  produce  the  level  of 
critical  thinking  necessary  for  successful  decision  making,  certain  elements  must  be 
present.  These  elements  are 

1.  The  group  process  must  be  used  in  some  way  for  problem  solving. 
2.  There  must  be  enough  members  available  to  allow  for  many  alternatives 

and  approaches. 
3-  There  must  be  a  way  to  promote  individual  accountability  and  decision 

making  as  well  as  group  problem  solving. 
4.  Communication,  as  well  as  problem  solving,  must  be  a  part  of  the  critical 

thinking  process. 
5.  Analysis  must  be  stressed,  rather  than  arriving  at  the  right  answer. 

6.  Many  cases  must  be  assigned,  so  there  is  ample  opportunity  to  make  deci- 
sions and  develop  analytical  skills. 

Marquis-Huston  Critical  Thinking  Model 
The  desired  outcome  for  teaching  decision  making  and  critical  thinking  in  manage- 

ment is  an  interaction  between  the  learner  and  others  that  results  in  the  ability  to 
critically  examine  management  issues.  This  is  the  learning  of  appropriate  social/ 
professional  behaviors  rather  than  a  mere  acquisition  of  knowledge  and  many 

educators  believe  this  type  of  social  action  learning  occurs  only  in  groups.  There- 
fore, we  believe  that  teaching  management  and  critical  thinking  must  include  the 

group  process  in  some  way.  Additionally,  we  emphasize  that  perhaps  one  reason 
students  are  traditionally  unable  to  personalize  didactic  lecture  material  is  that  the 

content  is  not  "real"  enough.  The  use  of  case  studies  and  the  group  process  allows 
learners  vicariously  to  be  a  part  of  the  problem  solving. 

We  have  developed  a  model  that  we  feel  results  in  the  desired  learner  outcome 

for  teaching  management  and  decision  making  (Figure  4-1).  Basically,  the  model 
depicts  four  overlapping  spheres,  each  one  being  an  essential  component  of  the 
teaching  mode.  There  needs  to  be  a  didactic  theory  component,  such  as  the  didactic 

material  that  precedes  each  set  of  case  studies  in  this  book.  A  formalized  introduc- 
tion to  problem  solving,  such  as  the  decision-making  models  discussed  in  Chapter 

1  is  also  necessary,  as  well  as  a  means  of  using  the  group  process.  This  group 
process  can  be  accomplished  in  groups  both  large  and  small,  enabling  learners  to 
compare  the  problem  solving  of  different  groups. 

Last,  and  most  important,  the  learner  must  be  personally  involved  so  that  the 
learning  is  internalized.  This  is  accomplished  in  this  textbook  by  the  Personal 
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FIGURE    4-1     The  Marquis-Huston  model  for  teaching  critical 
thinking  and  decision  making. 

Notebook  section  at  the  end  of  each  chapter  and  through  the  values  clarification 

and  risk-taking  involved  in  the  presentation  and  critiquing  of  case  studies. 

Summary 

There  is  a  long  history  of  the  use  of  case  studies  as  a  means  of  promoting  analytical 
thought.  Critical  thinking  resulting  in  successful  decision  making  is  a  significant 
goal  for  the  use  of  the  case  study  approach  to  management.  Learners  using  this 
approach  should  develop  skills  in  analysis,  in  evaluating  ideas  and  information,  in 
identifying  problems,  in  asking  significant  questions,  in  creative  problem  solving, 
in  considering  values;  their  own  and  others,  in  presenting  logical  arguments,  in 

stating  conclusions,  and  in  articulating  ideas. 
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Personal  Notebook 

1.  Do  you  feel  that  you  are  a  better  problem  solver  when  you  work  alone  or  in 

groups? 

2.  Do  you  find  learning  more  exciting  when  you  can  learn  by  example,  or  direct 
application,  rather  than  by  more  traditional  means,  such  as  lecture? 

3.  Are  you  more  comfortable  critiquing  the  presentation  of  one  of  your  peers  or  in 

having  your  own  presentation  critiqued? 

4.  Do  you  feel  your  written  or  verbal  skills  are  better  developed? 





UNIT 

// 

Planning: 
An  Overview 

"Plans  are  worthless,  planning  is  essential. " 
DWIGHT  DAVID  EISENHOWER 

The  planning  phase  of  the  management  process  is  the  most  critical  and  precedes  all 
other  management  functions.  Without  adequate  planning  the  management  process 
fails.  Planning  may  be  defined  as  deciding  in  advance  what  to  do;  who  is  to  do  it; 
and  how,  when,  and  where  it  is  to  be  done.  Therefore,  all  planning  involves  choice: 
a  necessity  to  choose  from  among  alternatives. 

Planning  is  important  because  it  offsets  uncertainty  and  chance,  and  it  also 
focuses  attention  on  the  objectives  of  the  organization.  Good  planning  assists  the 
manager  by  making  an  economical  operation  possible  and  by  establishing  a  means 
of  control. 

There  are  many  types  of  planning  requiring  proficiency  on  the  part  of  the 
manager  and  in  most  organizations  these  various  types  of  plans  form  a  hierarchy 

(shown  in  Display  III  on  page  60),  with  the  plans  at  the  top  of  the  hierarchy 
influencing  all  the  plans  that  follow.  The  following  types  of  plans  are  used  in  most 
organizations. 

1.  Purpose  or  mission:  the  reason  that  the  organization  exists;  the  aim  or 
function  of  the  organization. 

2.  Philosophy:  often  included  in  the  mission  statement,  this  is  the  set  of  values 
and  beliefs  that  guide  all  actions  of  the  organization  and  is  the  basic  foundation  that 
directs  all  further  planning. 

3-  Objectives  and  goals:  these  are  the  end  points  toward  which  the  organiza- 
tion is  working. 

4-  Strategic  planning:  these  long-range  plans  are  used  to:  a)  introduce 
planned  change;  b)  obtain  resources;  c)  accomplish  the  overall  goals  and  long  term 
objectives  of  the  organization. 

5.  Policies:  plans  reduced  to  statements  that  guide  organizations  in  their  dec  i 
sion  making. 

59 



60      ♦      PLANNING:  AN  OVERVIEW 

6.  Procedures:  plans  that  have  been  reduced  to  a  sequence  of  steps  of  required 
action. 

7.  Rules-  plans  that  define  specific  action  or  nonaction,  allowing  no  discretion. 
8.  Budgets,  plans  that  are  expressed  in  numerical  terms. 

Regardless  of  the  types  of  plans  a  manager  may  be  engaged  in,  the  following 
principles  and  guidelines  apply: 

1.  All  plans  must  flow  from  others.  Short-term  plans  must  be  in  compliance 
with  long-term  plans. 

2.  Planning  at  all  levels  must  follow  the  general  philosophy  purpose,  and  goals 
of  the  organization  as  a  whole.  That  is,  the  goals  of  a  nursing  unit  cannot  be  in 
conflict  with  the  overall  philosophy  of  the  central  nursing  administration,  or  the 
mission  of  the  organization. 

3-  Planning  employs  the  same  process  regardless  of  the  time  period  involved. 
4.  The  length  of  each  plan  is  determined  by  the  necessity  to  complete  the  tasks 

that  will  make  it  successful. 

5.  All  plans  must  be  flexible. 

6".  All  plans  must  include  an  evaluation  step  and  a  regular  review  process  to 
measure  progress. 

FIGURE    H-l     The  planning  hierarchy. 



CHAPTER 5 
The  Foundation  for  Planning 

Planning  is  the  basis  of  good  management.  The  foundation  for  organizational 
planning  can  be  found  in  the  mission  statement.  The  mission  statement  identifies 

the  organizations  constituency  and  addresses  its  aim  and  function.  A  sample  mis- 
sion statement  for  a  teaching  hospital  follows: 

Mission  statement 

Hospital  X  is  a  tertian'  care  facility  and  provides  comprehensive,  holistic 
care  to  all  state  residents  who  seek  treatment.  The  purpose  of  Hospital  X  is 

to  combine  high-quality,  holistic  health  care  with  the  opportunity  for  learn- 
ing for  students  in  medicine,  nursing,  and  the  allied  health  sciences.  Re- 

search is  encouraged  as  a  means  of  identifying  new  treatment  regimes  and 

for  the  promotion  of  high-quality  health  care  for  generations  to  come. 

The  mission  statement  is  the  highest  priority  in  the  planning  hierarchy.  It 

influences  the  development  of  an  organization's  philosophy  and  goals,  from  which 
the  objectives,  policies,  and  procedures  giving  direction  to  employees  are  derived. 

Philosophy 

A  philosophy  is  defined  as  a  set  of  values  or  beliefs  that  guide  the  actions  of  an 
organization  and  is  developed  from  its  purpose.  Statements  of  philosophy  can  only 
be  helpful  if  they  truly  direct  the  work  of  the  organization  (Marquis  and  Huston, 
1992). 

Every  department  and  unit  in  an  organization  must  use  the  larger  organiza- 

tion's philosophy  in  developing  its  own  philosophy  There  must  be  congruence  in 
formulating  beliefs  within  an  organization. 

Individuals  also  have  a  personal  philosophy  or  set  of  values.  Values  are  beliefs, 
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ideas,  objects,  and  behaviors  that  are  important  to  us.  McNally  (1980)  identified  the 
following  four  characteristics  of  a  true  value: 

1.  It  must  be  freely  chosen  from  among  alternatives  only  after  due  reflection. 
2.  It  must  be  prized  and  cherished. 
3.  Evidence  of  it  is  consciously  and  consistently  repeated,  becoming  part  of  a 

pattern. 
4.  It  is  positively  affirmed  and  acted  upon. 

If  a  value  does  not  meet  all  four  criteria,  it  is  a  value  indicator.  Most  individuals 

have  many  value  indicators,  but  few  true  values. 
All  individuals  should  consciously  examine  their  values  system  and  recognize 

its  role  in  how  they  make  decisions,  resolve  conflicts,  and  perceive  the  world. 

Because  our  values  change  over  time  there  is  a  need  for  periodic  self-values  clari- 
fication. Values  clarification  involves  examining  values,  assigning  them  priorities, 

and  determining  how  they  influence  behavior  so  that  lifestyle  is  consistent  with 
prioritized  values.  Hamilton  and  Kiefer  (1986)  identified  the  following  seven  steps 
to  determine  and  clarify  values: 

1.  Listen  to  your  responses  (social,  physical,  intellectual,  emotional,  and  spiri- 
tual). Before  one  can  recognize  their  values,  they  must  become  cognizant  of  all 

their  feelings. 

2.  Differentiate  internal  from  external  sources.  Determine  whether  your  feel- 
ings come  from  within  yourself  (internal)  or  if  they  are  a  result  of  what  you  have 

been  told  is  right  or  wrong  (external).  True  values  encourage  you  to  ignore  exter- 
nal sources  so  that  you  may  obtain  a  more  honest  response  from  within,  although 

you  may,  in  fact,  find  that  some  external-source  values  you  have  developed  may  be 
right  for  you. 

3-  Take  time  to  experience  full  awareness  of  your  internal  responses.  Examine 
your  responses,  paying  attention  to  your  reactions.  Is  your  behavior  consistent  with 
your  values?  Are  you  satisfied  with  your  behavior  or  would  you  change  it  in  some 
way? 

4.  Act  on  your  internal  responses.  This  is  the  time  when  you  must  face  up  to 
your  values  and  accept  the  need  to  change.  You  must  be  accountable  for  behaviors 
that  conflict  with  your  values. 

5.  Evaluate  your  alternatives.  What  alternative  behaviors  exist  that  allow  you  to 
be  true  to  your  values?  Do  compromise  behaviors  occur  that  are  not  in  conflict  with 
your  values?  Note,  however,  there  is  always  more  than  one  way  in  which  a  situation 
can  be  resolved,  even  when  your  values  are  clearly  defined  and  internalized. 

6.  Establish  behavior  patterns  consistent  with  your  values.  Seek  out  behaviors 

that  reflect  your  values  and  internal  responses;  this  is  a  purposeful  learning  of  new 
responses  and  behaviors. 

7.  Trust  your  beliefs,  preferences,  likes,  and  dislikes.  Gain  confidence  in  the 
decisions  you  make  and  believe  in  yourself. 

Values  clarification  is  invaluable  for  all  individuals  and  should  be  performed 

periodically  as  values  are  frequently  changed  as  a  result  of  life  experience  or  newly 
acquired  knowledge.  Most  of  the  values  we  have  as  children  are  a  reflection  of  the 
values  we  have  been  taught  by  our  parents.  Later,  these  are  modified  as  we  are 
exposed  to  peers  and  role  models  who  have  differing  values  systems.  Although 
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learned,  they  cannot  be  forced  upon  an  individual  since  one  must  internalize  their 
values.  However,  limited  exposure  to  other  viewpoints  also  limits  the  alternatives 
available  to  an  individual.  Therefore,  learning  more  about  the  world  in  which  we 
live  increases  our  awareness  of  available  options  from  which  to  choose. 

The  values  of  the  individual  may  or  may  not  coincide  with  that  of  the  organiza- 
tion. Since  the  philosophy  of  an  organization  determines  its  priorities,  goals  selec- 
tion, and  distribution  of  resources,  it  is  important  to  understand  the  organizational 

philosophy  in  the  agency  where  one  is  employed.  The  philosophy  should  speak  for 

the  primary  mission  of  the  organization,  the  level  of  responsiveness  to  the  commu- 
nity, any  special  approaches  to  care,  and  any  particular  beliefs  regarding  patients 

and/or  employees  (Huston  and  Marquis,  1989). 

Unfortunately,  individuals  are  often  employed  in  agencies  where  the  individ- 

ual's philosophy  differs  or  is  in  direct  conflict  with  that  of  the  organization.  For 
example,  nurses  employed  by  large  teaching  hospitals,  where  teaching  is  clearly  the 

primary  purpose,  should  not  be  surprised  to  find  that  opportunities  for  learning 
take  a  priority  over  other  actions.  It  is  feasible  that  such  a  philosophy  would  result 

in  most  deaths  in  that  hospital  being  handled  as  a  "code"  situation,  thus,  enabling 
physicians  to  obtain  adequate  practice  in  code  procedures.  If  in  this  situation,  the 
beliefs  of  a  nurse  differed  from  those  of  the  organization,  great  personal  conflict 
could  occur. 

The  greatest  safeguard  for  individuals  to  avoid  this  type  of  situation  is  to 

request  a  copy  of  the  philosophy  or  mission  of  the  institution  prior  to  seeking 

employment.  Sometimes,  however,  an  organization's  philosophy  is  not  reflected  in its  actions. 

Therefore,  in  addition  to  obtaining  a  copy  of  the  philosophy  of  the  institution, 
prospective  employees  need  to  talk  with  other  employees  to  determine  whether 

they  feel  the  organization's  philosophy  is  implemented,  and  to  observe  the  priori- 
ties of  the  organization.  A  philosophy  that  is  not  implemented  is  useless  (Cantor, 

1973).  Mallison  (1989)  emphasizes  the  need  for  the  philosophy  to  direct  the  ac- 
tions, priorities,  and  behaviors  of  an  organization.  An  individual  should  also  review 

budgetary  priorities  and  talk  to  patients. 
Although  it  is  important  for  all  individuals  to  have  a  philosophy  congruent  with 

that  of  the  employing  agency,  it  is  especially  important  for  the  new  manager  to  have 

a  values  system  compatible  with  that  of  the  organization.  Requests  by  the  organiza- 

tion that  are  not  in  conflict  with  the  manager's  personal  values  system  will  receive 
greater  effort  and  higher  priority  than  those  requests  that  create  personal  values 

conflicts  for  the  manager.  As  the  discussion  of  organizational  preferences  in  deci- 
sion making  in  Chapter  2  suggests,  managers  frequently  making  decisions  that 

conflict  with  their  personal  values  may  experience  confusion  and  anxiety.  This 
intrapersonal  conflict  will  ultimately  lead  to  job  stress  and  job  dissatisfaction. 

It  is  unrealistic  for  managers  to  accept  a  position  under  the  assumption  that 

they  can  work  to  change  the  organizational  philosophy  to  be  more  closely  aligned 
with  their  personal  philosophy.  Such  a  change  would  require  extraordinary  energy 
and  inevitable  conflict.  The  philosophy  of  the  organization  reflects  the  historical 

development  of  the  organization  as  well  as  the  philosophy  of  those  individuals  who 
play  a  vital  role  in  its  management.  It  is  unlikely  that  an  individual  manager  would 
have  much  influence  on  changing  that  philosophy  (McFarland  and  associates, 
1984). 
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Goals  and  Objectives 

All  philosophies  must  he  translated  into  specific  goals  and  ohjectives  if  they  are  to 
result  in  action.  Agoal  may  he  defined  as  the  aim  of  a  philosophy.  Institutional  goals 
are  primarily  determined  by  the  highest  administrative  levels,  although  there  is 

increasing  emphasis  on  including  workers  in  setting  organizational  goals.  Organi- 
zations usually  set  long-  and  short-term  goals  regarding  services  rendered,  eco- 

nomics, use  of  resources — people,  funds  and  facilities,  innovations,  and  social 
responsibilities  (Marriner-Tomey,  1992).  Goals,  much  like  philosophies  and  values, 
change  over  time  and  require  periodic  reevaluation  and  prioritization. 

Objectives  are  more  specific  than  goals  and  usually  include  how  the  goal  is  to 
be  accomplished.  There  are  normally  multiple  objectives  aimed  at  meeting  a  single 
goal.  Objectives  can  be  written  focusing  on  the  desired  process  or  the  desired  end 
result.  Process  objectives  are  written  in  terms  of  the  method  to  be  used,  while 

result-focused  objectives  specify  the  desired  outcome  (Cantor,  1973).  An  example 

of  a  process  objective  might  be  "all  patients  will  receive  a  room  orientation  at  the 

time  of  admission."  An  example  of  a  resultsjociised  objective  might  be  "all  patients 
will  receive  holistic  nursing  care."  Process  objectives  are  most  common  in  nursing. 
However,  caution  must  be  taken  in  writing  process  objectives  so  that  the  overall 
goal  or  desired  result  is  not  obscured. 

It  is  important  to  ensure  that  both  goals  and  objectives  be  explicit,  measurable, 
observable  or  retrievable,  obtainable  (realistic),  and  that  they  be  communicated  to 
all  those  in  the  organization  responsible  for  their  attainment.  Objectives  should 

also  be  accompanied  by  the  target  date  on  which  they  are  expected  to  be  accom- 
plished. The  more  specific  a  goal  can  be  outlined  in  an  objective,  the  easier  it  is  for 

all  individuals  involved  in  goal  attainment  to  understand  and  earn,-  out  their  specific 
role  behaviors.  This  is  especially  important  to  remember  when  writing  job  descrip- 

tions; if  there  is  limited  ambiguity  in  the  job  description  there  will  be  little  role 
confusion  or  distortion.  Clearly  written  and  communicated  goals  and  objectives  are 

one  of  the  most  important  tools  of  effective  management.  Morrissey  (1977)  sug- 
gests the  following  format  in  writing  objectives  to  assure  clarity: 

1.  Use  the  word  "To"  followed  by  an  action  verb. 
2.  Describe  a  single  key  result  to  be  achieved. 

3.  Write  the  word  "by"  and  state  the  target  date  for  accomplishment. 
4.  State  the  maximum  allowable  cost  in  terms  of  dollars  or  time. 

Thus  the  format  would  appear  as:  To  (action  verb)  (single  key  result)  by  (date) 
at  (cost  not  to  exceed). 

Policies  and  Procedures 

Policies  are  comprehensive  statements,  derived  from  the  organization's  philosophy, 
goals,  and  objectives  that  explain  how  goals  will  be  met  and  guide  the  general 
course  and  scope  of  activities  in  an  organization  (Meggison,  Mosley  and  Pietri, 
1988).  Policies  direct  individual  behavior  toward  the  mission  of  the  organization 

and  define  broad  limits  and  desired  outcomes  of  commonly-recurring  situations, 
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while  leaving  some  discretion  and  initiative  to  those  individuals  who  must  carry  out 
that  policy. 

Policies  can  be  implied  or  expressed.  Implied  policies  are  neither  written  or 
expressed  verbally.  They  are  those  that  have  usually  developed  over  time  and  that 
follow  a  precedent.  Expressed  policies  are  delineated  either  verbally  or  in  writing. 
Expressed  policies  have  the  advantage  of  being  readily  available  to  all  individuals  in 
the  organization  and  promote  consistency  of  action. 

Procedures  identify  the  process  or  steps  to  be  taken  to  implement  a  policy. 
Since  procedural  instructions  involve  elements  of  organizing,  some  textbooks 
place  the  development  of  procedures  in  the  organizing  phase  of  the  management 
process.  Regardless  of  where  procedural  development  is  formulated,  there  must  be 
a  close  relationship  with  planning;  planning  is  the  foundation  for  all  procedures. 

Procedures  establish  customary  or  acceptable  ways  of  accomplishing  a  specific 
task  by  outlining  a  set  of  steps  to  be  followed  with  the  rationale  for  each  set  of  activities. 
Established  procedures  save  staff  time,  reduce  cost,  and  increase  productivity 

c 
Summary 

Planning  should  be  based  on  an  awareness  of  the  manager's  personal  values  and 
the  mission  or  philosophy  of  the  organization.  Productivity  and  job  satisfaction  is 
greatly  enhanced  when  the  philosophy  of  the  individual  and  the  organization  are 
congruent  or  at  least  not  in  direct  conflict. 

In  planning,  the  manager  must  identify  goals  and  objectives  to  afford  a  frame- 
work so  that  goals  may  be  accomplished.  Policies  and  procedures  will  further 

delineate  the  scope  of  the  plan  and  how  it  should  be  implemented. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

All  topics  and  words  have  the  potential  for  eliciting  a  variety  of  values 
responses  from  individuals.  When  nurses  understand  and  believe  in  their  own 
values  system,  they  are  more  willing  to  listen  to  the  viewpoints  of  others  and  to 

accept  the  values  framework  upon  which  these  viewpoints  are  based.  Individ- 
uals can  be  tolerant  of  differing  philosophies  and  learn  from  them  without 

forfeiting  their  own  values  and  beliefs. 

ASSIGNMENT 

In  1965,  the  American  Nurses  Association  (ANA)  published  its  position  paper 

on  education  for  entry  into  practice,  which  proposed  that  after  1985  a  bache- 

lor's degree  in  nursing  should  be  required  for  professional  nursing  licensure. 
"Professional"  nurses  would  complete  the  requirements  for  a  baccalaureate 
nursing  education  and  "technical"  nurses  would  complete  the  requirements 
for  an  associate  degree.  Diploma  nursing  schools  would  be  eliminated. 

This  "entry  into  practice"  issue  continues  to  be  hotly  debated  and  has  tre- 
mendous implications  for  all  nurses.  Briefly  identify  at  least  four  different 

philosophical  viewpoints  that  might  be  expressed  about  this  issue.  Be  as  objec- 
tive as  possible  in  expressing  all  viewpoints,  although  it  is  expected  that  you 

will  feel  more  strongly  about  some  arguments  than  others  and  that  you  may 
disagree  with  some  of  the  arguments  you  will  present. 

ANALYSIS 

1.  Baccalaureate  nursing  education  should  become  the  entry  level  for  pro- 
fessional nurses.  As  of  1984,  41  states  supported  the  ANAs  position  on  entry7  into 

practice.  1 1  of  these  41  states  are  actively  pursuing  implementation  plans  in- 

cluding target  dates.  The  trend  toward  bachelor's  education  as  a  prerequisite 
for  entry  into  professional  nursing  has  already  begun  and  should  continue  to 
be  supported.  Nurses  today  are  expected  to  function  in  and  make  autonomous 
decisions  concerning  complex  situations.  This  requires  a  multidisciplinary 
education  that  emphasizes  liberal  arts  studies,  the  sciences,  and  research.  The 
quality  of  nursing  care  can  never  reach  the  desired  level  until  nursing  practice 
is  supported  by  a  sound,  theoretical  knowledge  base.  Martha  Rogers  (1972) 

identified  two  separate  and  distinct  levels  of  nursing  expertise  and  respon- 
sibility. The  wide  variance  between  these  two  levels  supports  the  concept  of 

separate  and  different  educational  preparation.  Mildred  Montag  ( 1980),  the 
founder  of  associate  degree  nursing  programs  also  supports  the  separation  of 

associate  and  baccalaureate  educational  preparation  as  it  more  clearly  delin- 
eates what  should  lie  taught  in  nursing  curriculums  as  well  as  defines  the  role 

for  each  group  of  nurses. 

Requiring  a  baccalaureate  degree  for  entry  into  practice  brings  nursing 
more  closely  into  line  with  the  educational  requirements  of  other  professions. 
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This  then  would  result  in  increased  status  and  power  for  the  nursing  profes- 
sion, as  well  as  increased  public  awareness  of  the  abilities  and  scope  of  nursing 

practice. 
2.  The  present  system  of  three  levels  of  registered  nursing  education  prepara- 

tion adequately  meets  society's  health  care  needs.  There  is  a  lack  of  any  evi- 
dence to  support  the  need  to  change  the  present  system.  Currently  the 

majority  of  nurse  preparation  occurs  in  associate  programs.  Diploma  nursing 
programs  traditionally  constituted  the  majority  of  nursing  schools  and  the  new 
plan  calls  for  their  deletion.  The  abrupt  transition  to  prerequisite  baccalaureate 

education  will  result  in  a  lack  of  baccalaureate  educational  facilities  and  quali- 
fied educators.  This,  coupled  with  the  increased  costs  of  a  four-  or  five-year 

education,  will  drive  potential  nurses  away  (especially  much  needed  minority 
and  disadvantaged  students)  and  create  a  shortage  of  nurses.  This  will  directly 
increase  health  care  costs  to  the  consumer.  In  addition,  if  entry  into  practice 
standards  are  not  adopted  nationwide,  mass  confusion  will  result  regarding  the 
reciprocity  of  licensure. 

3.  Entry  into  practice  is  an  issue  that  must  he  examined  someday,  but  nurses 
cannot  afford  to  he  divided  by  any  issue  at  this  time.  Nurses  have  long  been 
powerless,  despite  their  own  obvious  potential  for  political  power  in  terms  of 
their  numbers,  as  well  as  public  support.  Much  of  this  lack  of  powerlessness 
can  be  traced  to  the  conflict  in  nursing  from  within.  If  nurses  expended  as 

much  energy  supporting  one  another  and  building  on  the  theoretical  founda- 
tion of  nursing  practice  as  they  do  in  dealing  with  internal  conflicts,  they  could 

become  a  tremendous  political  force  to  be  dealt  with.  The  issue  of  entry  into 
practice  should  not  be  approached  at  this  time  and  instead,  nurses  need  to 
devote  their  energies  to  becoming  a  political  force. 

4.  Changing  the  nomenclature  to  "professional"  nurse  and  nurse  "techni- 
cian" is  a  direct  slap  in  the  face  to  nonbaccalaureate  nurses  who  until  this 

resolution  considered  themselves  to  be  "professional"  nurses.  A  "grandfather 
clause"  would  allow  nonbaccalaureate  prepared  nurses  who  completed  their 

licensure  prior  to  passage  of  this  standard,  to  continue  to  practice  as  "profes- 
sional" nurses.  However,  a  two-class  structure  will  exist,  and  nonbaccalaureate 

nurses  may  feel  undermined  and  inadequate,  and  could  find  themselves  in  the 

position  of  being  overlooked  with  regard  to  career  advancement  in  favor  of 

baccalaureate-prepared  counterparts.  The  status  and  self-esteem  of  hundreds 
of  thousands  of  nurses  cannot  be  ignored. 
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CASES  FOR  PROBLEM  SOLVING 

CASE  1:  A  QUESTION  OF  VALUES 

Your  next-door  neighbor,  Joe,  is  a  75  year  old  with  multiple  chronic  health 
problems.  His  history  includes  four  prior  Mis,  implantation  of  a  pacemaker,  open 
heart  surgery,  an  inoperable  abdominal  aneurysm,  repeated  episodes  of  congestive 
heart  failure,  and  cardiac  arrhythmias.  Because  of  his  poor  health  he  cannot  operate 
the  small  business  he  owns  or  work  for  any  length  of  time  at  his  gardening  or  other 

hobbies.  Both  Joe  and  his  wife  talk  about  his  "impending"  death  as  a  relief  to  his 
nearly  constant  discomfort  and  depression.  Although  his  wife  cares  very  much  for 
him,  the  constant  emotional  and  physical  strain  is  very  apparent.  Joe  is  aware  of  this. 

During  the  three  years  you  have  been  Joe's  neighbor,  both  he  and  his  wife  have 
called  upon  you  as  a  neighbor,  friend,  and  nurse.  Frequently,  they  request  that  you 

auscultate  Joe's  chest  to  confirm  the  recurrence  of  congestive  heart  failure.  They 
rely  on  your  judgment  as  to  whether  further  medical  care  is  needed.  You  have 
assisted  and  taught  them  about  the  multiple  medications  Joe  is  taking  daily.  Your 

nursing  assessments  confirm  the  poor  prognosis  that  Joe's  doctor  has  given. 
One  weekend,  as  you  are  leisurely  enjoying  your  lunch,  Joe's  granddaughter 

appears  at  your  door  frantically  begging  you  to  come  quickly  because  "something  is 
wrong  with  Grandpa."  When  you  arrive  with  your  stethoscope  you  find  Joe  lying  on 
the  floor  in  his  hobby  shop;  he  has  no  pulse  or  respirations.  He  is  grossly  cyanotic, 
cool,  and  has  a  small  laceration  on  his  chin  that  probably  occurred  when  he  fell.  Joe 

had  been  noticeably  absent  for  about  10—15  minutes  before  family  members  visit- 
ing for  the  weekend  found  him. 

Joe's  wife  and  family  implore  you  to  do  something  for  him.  As  you  begin  CPR, 
you  realize  that  many  of  them  do  not  understand  what  is  happening  or  what  you  are 

doing.  Joe's  wife,  although  shaken,  is  fairly  calm  and  rational.  She  is  reassuring  her 
family  that  something  is  being  done  and  that  Joe's  pain  and  suffering  is  almost  over. 

After  10  minutes  of  continuous  CPR  with  no  change  in  Joe's  condition,  you  hear 
the  distant  approach  of  an  ambulance.  Joe's  wife,  also  hearing  the  ambulance, 
places  her  hand  upon  your  back  to  signal  your  attention.  She  says  she  has  had  a 

chance  to  think  and  now  wants  you  to  stop  CPR.  "Let  Joe  be.  His  pain  is  over."  You 
immediately  wonder  about  the  legal  ramifications  of  stopping  CPR  without  an 
order.  At  the  same  time,  you  reflect  upon  the  gentleness  of  this  man  and  the  quality 
of  his  life  in  the  last  few  years.  As  the  siren  draws  nearer,  his  wife  becomes 

hysterical  and  begs  you  to  stop.  After  repeatedly  asking  her  if  she  is  sure,  you  stop 
CPR.  A  family  member  meets  the  ambulance  at  the  driveway  to  inform  the  team  that 

their  services  are  not  desired.  His  wife  very  tenderly  takes  Joe's  head  in  her  lap  and 
says  her  good-byes. 

At  that  moment  the  paramedics  enter  and  inform  Joe's  wife  that  the  law  spe- 
cifies they  implement  basic  life  support.  They  also  inform  her  that  once  the  emer- 

gency medical  support  system  is  activated,  it  cannot  be  canceled,  leaving  Joe's  wife 
aghast  and  speechless.  Although  the  paramedics  have  already  restarted  CPR,  you 

restate  the  wishes  of  the  patient  and  his  spouse,  as  well  as  the  patient's  past  medical 
history.  You  tell  them  the  arrest  was  unwitnessed  and  that  15  minutes  had  probably 
elapsed  before  CPR  was  started.  You  clarify  that  CPR  had  just  been  stopped,  at  the 
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family's  insistence.  The  paramedics  lead  you  to  believe  you  were  somehow  negli- 
gent in  stopping  CPR  on  both  a  moral  and  legal  basis. 
You  begin  to  feel  helpless  as  IV  lines  are  established  and  drug  therapy  is 

initiated.  Joe  is  intubated  and  defibrillated  many  times,  as  his  family  watches  this 

technical  display  with  apparent  horror.  Joe's  wife  is  quiet  with  resignation. 
Joe  is  transported  to  the  hospital  by  ambulance  where  he  is  pronounced  dead, 

two  hours  after  CPR  was  initiated.  Three  weeks  later  the  family  receives  a  bill  for 
$1200.00  for  emergency  services  and  hospital  care. 

ASSIGNMENT 

The  "right"  choice  is  one  that  accurately  reflects  your  values  and  philosophy  about 
life.  What  values  are  held  by  Joe?  His  wife?  How  would  you  as  the  RN  neighbor  have 
responded  in  this  situation?  What  factors  weigh  in  your  decision?  Would  your 

actions  have  been  different  had  Joe  been  a  stranger  and  the  same  situation  oc- 
curred? If  you  were  the  RN  on  the  ambulance  crew,  how  would  you  have  responded 

and  would  this  change  your  philosophy?  Who  would  be  responsible  for  the  cost? 

CASE  2  (From  Marquis  and  Huston,  1992) 

Recover,  Inc.,  a  fictitious  for-profit  home  health  agency,  provides  complete 
nursing  and  support  services  for  in-home  care.  Services  include  skilled  nursing, 
bathing,  shopping,  physical  therapy,  occupational  therapy,  meal  preparation,  house- 

keeping, speech  therapy,  and  social  work.  The  agency  provides  around-the-clock 
care,  seven  days  a  week  to  a  primarily  underserved  rural  area  in  northern  Califor- 

nia. The  brochure  the  company  publishes  states  that  it  is  committed  to  satisfying  the 
needs  of  the  rural  community  and  that  it  is  dedicated  to  excellence. 

ASSIGNMENT 

Based  on  this  limited  information,  develop  a  brief  philosophy  statement  that  you 

think  appropriate.  Be  creative  and  embellish  on  the  information  given  if  appro- 

priate. 

CASE  3 

You  have  just  been  appointed  head  nurse  of  the  26-bed  Unit  A,  which  has 
been  designated  as  the  new  oncology  unit.  During  the  last  18  months  most  patients 
receiving  radiation  and  chemotherapy  at  Memorial  Hospital  have  been  assigned  to 
this  floor.  Now,  approval  has  been  granted  from  the  state  to  create  an  official 
oncology  unit. 

When  the  announcement  was  made,  the  former  head  nurse  of  Unit  A,  Sally 

Bell,  had  requested  to  be  assigned  to  another  unit  as  head  nurse  because  she  felt  it 

was  not  in  the  best  interests  of  the  employees  or  the  patients  to  have  all  the  "cancer" 
patients  concentrated  in  one  area.  Nurse  Bell  was  well  liked  by  most  of  her  subordi 

nates  and  will  be  missed.  Her  appointment  to  I 'nit  C  has  just  been  approved. 
Several  of  the  nurses  applied  for  her  former  position  on  Unit  A  but  you  received 

the  appointment. 
You  have  now  just  come  from  your  first  planning  session  with  the  director  of 
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DISPLAY     5-1 

Memorial  Hospital- -Nursing  Service  Philosophy 

Our  philosophy  of  nursing  is  based  on  respect  for  the  dignity  and  worth  of  the 
individual.  We  believe  each  patient  has  the  basic  right  to  receive  effective  nursing  care 
that  is  personal  and  based  on  his  needs  as  they  relate  to  him  individually  and  to  his 
clinical  disease  or  condition. 

Recognizing  the  obligation  of  nursing  to  help  restore  the  patient  to  the  best  possi- 
ble state  of  physical,  mental,  and  emotional  health  and  to  maintain  his  sense  of  spiritual 

and  social  well-being,  we  pledge  intelligent  cooperation  in  coordinating  nursing  ser- 
vice with  the  medical  and  allied  professional  practitioners. 
Understanding  the  importance  of  research  and  teaching  for  the  improvement  of 

patient  care,  the  Nursing  Department  will  support,  promote,  and  participate  in  these 
activities. 

Using  knowledge  of  human  behavior,  we  shall  strive  toward  mutual  trust  and 
understanding  between  the  nursing  service  and  employees  to  provide  an  atmosphere 
for  fully  developing  the  potential  of  each  individual  member  of  the  nursing  team. 

It  is  our  belief  that  nursing  personnel  are  individually  accountable  to  the  patient 
and  his  family  for  the  quality  and  compassion  of  the  patient  care  rendered  and  for 
upholding  the  standards  of  care  as  delineated  by  the  nursing  staff. 

Nursing  Service  and  find  your  head  is  spinning.  She  has  given  you  several  assignments 
leaving  you  overwhelmed.  The  nursing  director  has  given  you  a  copy  of  Memorial 

Hospital's  Nursing  Service  philosophy  including  goals  and  objectives.  (See  Display 
5-1,  Memorial  Hospital — Nursing  Service  Philosophy  and  Display  5-2,  Memorial 
Hospital — Nursing  Service  Goals  and  Objectives.)  She  has  requested  that  you  use 
these  as  guidelines  in  preparing  a  philosophy  and  goals  for  the  new  oncology  unit. 

ASSIGNMENT 

/.  Outline  your  plan  for  designing  the  philosophy  (it  need  not  be  new)  for  the  new 
oncology  unit.  Would  you  involve  anyone  else?  If  so,  who  and  why?  What  would 
you  do  first,  second,  etc.?  What  is  the  rationale  for  your  plan? 

2.  What  are  some  particularly  important  aspects  of  philosophy  that  need  to  be 
examined  in  this  case?  Why? 

CASE  4 

1.  The  director  of  nursing  has  also  requested  that  you  make  a  list  of  five  goals  that 
you  wish  to  accomplish  as  head  nurse  on  Unit  A  in  the  next  three  years. 

ASSIGNMENT 

2.  List  five  goals  with  target  dates  for  completion.  Explain  your  rationale  for  select- 
ing these  goals.  It  is  not  necessary  that  these  goals  be  stated  in  measurable  and 

behavioral  terms. 

3.  The  director  has  given  you  a  list  of  broad  goals  and  objectives  that  nurse  Bell 

had  developed  for  the  old  medical-surgical  Unit  A.  (See  Display  5-3,  Goals  and 
Objectives  for  Unit  A,  Memorial  Hospital.)  While  these  are  very  good  goals  and 
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DISPLAY  5-2 

Memorial  Hospital — Nursing  Service  Goals  and 
Objectives 

To  recognize  the  patient's  need  for  independence,  his  right  to  privacy,  and  to  assess 
his  level  of  readiness  to  learn  and  accept  factors  that  relate  to  his  illness. 

To  provide  effective  patient  care  relative  to  his  needs  insofar  as  the  hospital  and 

community  facilities  permit  through  the  use  of  nursing-care  plans,  individual  patient 

care,  and  discharge  planning,  including  follow-up  contact. 

To  encourage  therapeutic  interaction  with  the  patient  in  order  to  assist  him  in  his 
acceptance  of  and  adjustment  to  his  condition. 

To  carry  out  the  regimen  of  care  as  ordered  by  the  physician  with  intelligent 

application  to  the  individual  needs  of  the  patient. 

To  develop  and  adhere  to  standards  of  care  for  each  disease  entity. 

To  create  an  atmosphere  conducive  to  favorable  patient  and  employee  morale  and 

to  personal  growth. 

To  appreciate  and  acknowledge  the  contribution  and  worth  of  all  personnel  in 

assuring  improved  patient  care. 

To  continually  evaluate  the  competency  and  attitude  of  all  employees  in  the  Nurs- 
ing Department  in  a  manner  that  produces  growth  in  the  employee  and  upgrades 

nursing  standards. 

To  provide  an  in-service  program  for  orientation  of  new  employees  and  for  the 
continued  development  of  all  personnel  in  the  Nursing  Department. 

To  develop  an  awareness  and  understanding  of  the  legal  responsibilities  in  nursing. 

To  study  and  evaluate  the  quality  of  nursing  care  and  implement  improvements 

through  the  use  of  a  patient  care  audit. 

To  interpret,  implement,  and  uphold  hospital  policy. 

To  support  the  financial  plan  of  the  hospital  by  the  application  of  an  annual  nursing 

budget. 

To  cooperate  with  all  departments  within  the  hospital  in  furthering  the  purposes  of 
the  institution. 

To  foster  and  maintain  good  public  relations. 

To  uphold  a  policy  of  cost  containment  by  eliminating  the  waste  of  supplies  and  by- 
assisting  in  product  evaluation. 

To  recognize  the  nursing  responsibility  to  provide  patient  education,  both  pre-  and 
postoperative,  for  specific  diseases,  and  maternal  child  health. 

To  support  patients  and  their  families  through  emotional  crises  caused  by  hospital- 
ization, terminal  illness,  or  death. 

objectives,  the  director  has  decided  that  she  would  now  like  more  specificity  and 

measurability.  For  example,  she  suggests  that  under  No.  9a  you  might  state  "within 
six  months  the  nursing  personnel  of  I 'nit  A  will  develop  a  nursing-care  plan  lor 
90%  of  patient  admissions  within  24  hours  of  admission 

ASSIGNMENT 

Choose  any  four  goals  and  restate  them  in  specific  measurable  achievable  terms 

with  percentages  (if  necessary)  and  target  elates. 
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DISPLAY  5-3 

Memorial  Hospital — Unit  A  Goals  and  Objectives 

1.  To  maintain  a  safe  environment  for  the  patient  by 

a.  Utilizing  the  guidelines  as  outlined  by  the  safety  manual. 
b.  Having  an  effective  infection  control  by  use  of  an  infection  control  committee, 

and  by  using  the  guidelines  of  the  isolation  manual. 

2.  To  coordinate  both  nursing  and  non-nursing  services  by 
a.  Explaining  and  scheduling  procedures. 
b.  Interpreting  services  to  the  patient. 

3.  To  carry  out  a  therapeutic  medical  plan  of  care  as  ordered  by  the  physician  by 
a.  I  laving  an  understanding  and  knowledge  of  acceptable  medical  practice. 

b.  Noting  and  following  through  with  the  physicians  plan  of  care. 

4.  To  assess,  plan,  implement,  and  evaluate  a  nursing  plan  of  care  by 

a.  Use  of  short-  and  long-term  nursing  goals. 
b.  Ensuring  the  cooperation  of  all  shifts  in  the  use  of  nursing  care  plans. 

c.  Evaluating  the  nursing  care  through  the  use  of  1 )  a  charting  audit,  2 )  a  patient 
questionnaire  form,  and  3)  the  use  of  team  conferences. 

5.  To  help  the  patient  grow  from  his  illness  experience  by 
a.  Teaching  aspects  of  health  and  illness. 

b.  Assisting  the  patient  with  his  own  problem  solving. 

c.  Allowing  the  patient  as  much  autonomy  as  possible  in  regards  to  his  illness. 

6.  To  do  for  the  patient  what  he  is  unable  to  do  for  himself  by 

a.  Using  skilled  bedside  techniques  in  procedures  and  treatments. 

7.  To  act  as  a  family  member  surrogate  and  to  relieve  the  anxiety  of  illness  by 

a.  Showing  compassion  and  interest  in  the  patient. 
b.  Using  therapeutic  and  listening  techniques  of  communication. 

c.  Answering  questions  and  giving  reassurance. 

8.  To  think  of  the  patient  as  a  member  of  an  open  system  by 
a.  Including  members  of  the  family  in  aspects  of  teaching. 

9.  To  provide  for  continuity  of  care  by 
a.  Use  of  nursing  care  plans. 

b.  Utilizing  referrals  to  other  community  agencies  and  resources. 

c.  Coordinating  a  plan  of  care. 
d.  The  use  of  pertinent  and  accurate  recording. 

10.  To  provide  a  trained  and  knowledgeable  nursing  staff  by 

a.  Having  an  effective,  meaningful,  and  well-attended  program  of  in-service  educa- 
tion. 

b.  Encouraging  the  use  of  community  educational  resources. 
c.  Having  an  employee  educational  reimbursement  program. 
d.  Encouraging  staff  to  attend  workshops  and  seminars. 

e.  Having  each  member  of  the  staff  share  knowledge  and  teach  others. 

CASE  5 

Memorial  Hospital  is  a  medium-sized  community  hospital  with  a  pulmo- 
nary care  specialty  unit  (PCSU).  Adjacent  to  the  PCSU  is  a  treatment  room  that  the 

medical  director  of  the  PCSU,  Dr.  Smith,  uses  for  both  inpatient  and  outpatient 
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bronchoscopies.  Approximately  2-3  bronchoscopies  are  performed  daily,  usually 
before  10:00  a.m.  and  after  5:00  p.m.  so  as  not  to  interfere  with  scheduled  patient 
visits  at  his  office,  one  block  away. 

A  nurse  from  the  PCSU  is  expected  to  assist  during  the  bronchoscopies,  al- 
though additional  staffing  to  compensate  for  this  is  difficult  to  schedule.  Many  times 

the  procedure  is  done  on  an  emergency  basis  or  the  appointment  is  made  at  the 

physician's  office  during  patient  visits.  This  frequently  leaves  the  PCSU  understaffed. 
The  procedure  for  scheduling  this  room  has  always  been  on  an  informal  first- 

come  first-served  basis  and  until  the  opening  of  the  PCSU  one  year  ago,  was  rarely 
used.  In  the  past  few  months  Dr.  Smith  has  become  increasingly  more  possessive  of 

"his"  treatment  room  and  has  told  the  PCSU  charge  nurse  that  other  physicians 
wishing  to  do  bronchoscopies  must  do  them  between  11:00  a.m.  and  4:00  p.m. 

Several  new  pulmonary  medicine  specialists  (M.D.s)  have  joined  the  medical 
staff  in  the  last  six  months.  They  also  care  for  patients  in  the  PCSU,  (although  not  as 
many  as  Dr.  Smith)  and  do  inpatient  as  well  as  outpatient  bronchoscopies  in 
addition  to  their  routine  office  visits.  They  have  approached  you  as  the  supervisor 
of  the  PCSU,  complaining  that  these  hours  are  very  inconvenient  and  that  they  feel 
they  have  as  much  right  to  the  treatment  room  as  Dr.  Smith.  AS  a  group,  they  plan  to 

do  2-3  bronchoscopies  per  day. 

ASSIGNMENT 

Devise  a  policy  and  procedure  that  will  organize  scheduling  and  will  provide  for 
the  optimum  use  of  the  room  and  personnel. 
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Personal  Notebook 

1.  My  basic  beliefs  about  life  are: 

(List  5-10) 

2.  My  basic  beliefs  about  nursing  are: 

(List  5-10) 

3-  Are  your  beliefs  about  life  and  nursing  consistent? 

If  you  are  presently  employed  in  a  health  care  institution,  have  you  reviewed  that 

organization's  philosophy  and  compared  it  with  your  own? 

5.  Make  a  list  of  five  personal  goals  and  five  professional  goals  you  want  to  accom- 
plish in  the  next  six  years. 



CHAPTER 6 
Proactive  Planning:  Long, 
Intermediate,  and  Short  Range 

Alexander  (1978)  defined  planning  as  "deciding  in  advance  what  to  do,  how  to  do 

it,  when  to  do  it,  and  who  to  do  it."  Douglass  defined  planning  as  "having  a  specific 
aim  or  purpose  and  mapping  out  a  program  or  method  beforehand  for  accomplish- 

ment of  the  goal"  ( 1988).  It  is  clear  from  both  of  these  definitions  that  planning  is  a 
proactive  and  deliberative  process.  It  is  a  function  required  of  all  managers  so  that 
personal  as  well  as  organizational  needs  and  objectives  can  be  met  (Marquis  and 
Huston,  1992).  Adequate  planning  minimizes  risks  and  uncertainty,  provides  the 
manager  with  a  means  of  control,  and  encourages  the  best  possible  use  of  all 

resources.  In  effective  planning,  the  manager  must  identify  short-  and  long-term 
needs  for  the  unit,  as  well  as  changes  which  must  be  undertaken  to  ensure  that  the 
unit  will  continue  to  meet  stated  goals. 

Planning  has  conventionally  been  oriented  toward  the  past,  the  present,  the 
future,  or  any  combination  of  these  three  (Young  and  Hayne,  1988).  Although  some 
crossover  occurs  or  variations  may  exist  in  these  types  of  planning,  planners  within 

organizations  generally  have  an  orientation  toward  one  of  four  planning  modes. 
Reactive  planning  occurs  after  a  problem  exists.  Because  there  is  dissatisfaction 

with  the  current  situation,  planning  efforts  are  directed  toward  returning  the  orga- 
nization to  a  previous  more  comfortable  state.  Frequently,  technology  is  considered 

to  be  the  source  of  problems  in  reactive  planning  and  problems  are  dealt  with 

separately  without  integration  with  the  whole  organization  (Young  and  Hayne 
1988).  Reactive  planning,  because  it  is  done  in  response  to  an  immediate  need  or 
impending  crisis,  can  lead  to  carelessness  and  haste  (Cerne,  1988). 

Inactivism  is  another  type  of  conventional  planning.  Inactivists  consider  the 

status  quo  as  the  stable  environment  and  they  spend  a  great  deal  of  energy  prevent- 
ing change  and  maintaining  conformity  (Ackoff,  1982).  Thus,  problems  are  treated 

palliatively  rather  than  solved. 
A  third  planning  mode  is preacHvism  (Ackoff,  1982).  Preactive  planners  utilize 

technology  to  accelerate  change  and  are  future  oriented.  Unsatisfied  with  the  past 

or  present,  preactivists  do  not  value  experience  and  believe  the  future  is  always 
preferable  (Young  and  Hayne,  1988). 

The  last  planning  mode  is  interactive  or  proactive  planning.  Planners  who  fall 
into  this  category  consider  the  past,  present,  and  future,  and  attempt  to  plan  the 
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future  of  their  organization  rather  than  react  to  it  (Young  and  Hayne,  1988).  Proac- 
tive planning  is  dynamic.  Adaptation  is  considered  to  be  a  key  requirement  in 

proactive  planning  because  the  environment  around  us  changes  so  frequently. 
Proactive  planning  is  done  in  anticipation  of  problems  occurring  in  the  future.  It 
may  even  be  done  in  anticipation  of  changing  needs  or  to  promote  growth  and 
excellence  within  an  organization  (Tappen,  1989).  Proactive  planning  is  required  of 
all  nurses  so  that  personal  as  well  as  organizational  needs  and  objectives  can  be 
met.  Proactive  planning  minimizes  risks  and  uncertainty  and  encourages  the  best 

possible  use  of  all  resources. 

Long-,  Intermediate-,  and 
Short-Range  Planning 

There  are  many  different  dimensions  to  proactive  planning.  Two  of  these  dimen- 
sions are  time  span  and  complexity  or  comprehensiveness.  Plans  that  involve  a  long 

period  of  time,  usually  three  to  ten  years,  and  that  are  also  very  complex  are  often 

referred  to  as  strategic  or  long-range  plans.  Joiner  and  Corkrean  (1986)  define 

strategic  plans  as  long-term  and  all-encompassing.  Tappen  (1989)  defines  strategic 
planning  as  marketing-oriented  planning  for  the  future  by  an  entire  organization. 
Regardless  of  the  definition  preferred,  strategic  plans  determine  the  direction  of 

the  organization,  how  resources  will  be  allocated  and  responsibilities  will  be  as- 
signed, and  what  the  time  frames  should  be.  Strategic  planning  also  improves 

efficiency,  weeds  out  poor  or  underused  programs,  eliminates  duplication  of  ef- 
forts, concentrates  resources  on  important  services,  and  improves  communications 

and  the  coordination  of  activities  (Marriner-Tomey,  1992). 
If  there  is  one  common  fault  among  unit-level  managers  in  planning,  it  is  in  not 

adequately  developing  long-range  planning  (Marquis  and  Huston,  1992).  Many 
managers  operate  in  a  crisis  mode  and  do  not  use  acknowledged  historical  patterns 
to  assist  them  in  planning  for  the  future,  nor  do  they  examine  present  clues  and 
projected  statistics,  called  forecasting,  to  determine  future  needs.  Forecasting  takes 

advantage  of  the  input  from  others,  prescribes  a  sequence  for  activities,  and  pro- 
tects an  organization  against  undesirable  changes.  In  an  age  of  rapidly  changing 

technology,  payment  structures,  and  resource  availability,  the  manager  who  is  un- 
willing or  unable  to  predict  with  some  degree  of  accuracy  is  a  liability  to  the 

efficiency  of  the  organization  and  the  effectiveness  of  the  unit  in  meeting  organiza- 
tional goals.  Increased  competition,  governmental  reimbursement,  and  decreasing 

hospital  revenues  have  reduced  intuitive  managerial  decision  making.  Nursing 
managers  who  lack  knowledge  regarding  legal,  political,  economic,  and  social 

factors  affecting  health  care  can  make  planning  errors  that  have  disastrous  implica- 
tions for  both  their  professional  development  and  the  financial  viability  of  the 

organization  (Marquis  and  Huston,  1992). 
Because  health  care  facilities  are  particularly  vulnerable  to  external  social, 

economic,  and  political  forces,  it  is  very  difficult  to  accurately  predict  how  these 

forces  may  change.  Unlike  the  twenty-year  strategic  plans  of  the  1960s  and  1970s, 
most  organizations  find  it  difficult  today  to  project  even  five  or  ten  years  in  the 

future.  This  means  that  long-range  plans  must  be  flexible,  permitting  change  as 
these  forces  impact  the  health  care  facility. 
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Decker  and  Sullivan  (1992)  have  identified  eight  major  phases  in  the  strategic 
planning  process.  Phase  I  incorporates  a  review  of  hoth  the  organization  and  the 

nursing  mission,  philosophy,  goals,  and  objectives  to  clarify  values  and  assumptions 
affecting  current  operation.  In  Phase  II,  the  planning  cycle  is  outlined,  as  well  as  the 

processes  or  structure  to  be  used.  In  Phase  III,  an  assessment  is  made  of  environ- 
mental variables,  strengths,  and  weaknesses  of  the  nursing  department,  as  well  as 

discrepancies  between  consumers,  employees,  and  organizational  expectations. 
Phase  IV  results  in  a  revised  mission  statement,  objectives,  and  goals,  and  an 
idealized  design  of  a  desired  future.  In  Phase  V,  the  organizational  structure  for 
strategic  planning  is  developed  with  the  clear  identification  of  roles  and  role 
expectations.  Employees  are  oriented  to  new  roles  and/or  changes  in  currently 
existing  roles.  In  Phase  VI,  measurable  conclusions  and  evaluation  criteria  are 
designed  as  controls.  The  strategic  plan  becomes  a  written  document  in  Phase  VII 
and  is  implemented  in  Phase  VIII. 

Joiner  and  Corkrean  (1986)  take  a  more  simplified  approach  in  their  strategic 

planning  model.  Their  model  includes  the  following  three  steps: 

1.  Establish  organizational  and  organizational  goals. 

2.  Assess  the  present  situation. 

3.  Develop  a  set  of  plans  to  achieve  the  goals. 

In  the  first  step,  multiple  congruent  goals  and  objectives  are  identified  to 

provide  direction  for  the  commitment  of  the  organization's  resources.  Without 
clearly  defined  goals  and  objectives,  progress  becomes  meaningless  (Joiner  and 
Corkrean,  1986).  These  goals  and  objectives  are  then  prioritized.  In  the  second 

step,  the  manager  assesses  the  overall  situation  now  being  faced.  What  human, 
financial,  and  technical  resources  are  available  for  planning?  What  stands  between 

the  managers'  desires  and  goals  or  objectives  and  the  nursing  unit  and  its  em- 
ployees (Joiner  and  Corkrean,  1986).  Other  considerations  are  the  strengths  and 

weaknesses  within  the  nursing  unit. 

The  last  step  in  Joiner  and  Corkrean's  planning  model  is  arriving  at  a  set  of 
plans  to  achieve  the  goals.  These  plans  will  van'  in  relation  to  the  scope,  time  needs, 
and  the  level  of  the  problem. 

Long-range  planning  is  usually  accomplished  by  top-level  managers  and  the 
board  of  directors  of  a  facility.  The  manager  at  the  first  level  of  management  is 

rarely  directly  involved  with  the  long-range  planning  of  the  organization.  The 
strategic  plans  of  the  organization,  however,  will  affect  other  plans  for  which  the 
manager  is  responsible.  Therefore,  it  is  important  that  managers  at  all  levels  remain 

cognizant  of  the  long-range  plans  of  their  organizations  so  that  all  planning  is 
coordinated. 

Intermediate  planning,  which  works  to  achieve  strategic  planning  goals,  in- 
cludes planning  that  covers  a  one  to  five  year  range.  Intermediate  planning  involves 

program  or  project  planning,  which  focuses  on  one  event  such  as  developing  a 
specific  service,  building  a  new  facility,  or  projections  for  marketing  and  annual 
budgeting  (Jernigan,  1988).  In  a  recent  study,  83.7  percent  of  responding  health 
care  organizations  were  planning  major  construction  projects  between  1991  and 
1995  (Martinsons,  1991).  It  is  critical  that  managers  participate  in  such  facility 

planning  to  ensure  that  patient  needs  will  be  met  and  thai  the  most  effective  use  of 
nursing  personnel  is  made  (Munn,  1992). 
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Most  of  the  managers'  plans  however  concern  day-to-day  operational  planning, 
as  well  as  procedural  and  policy  planning.  This  day-to-day  planning  is  more  focused 
on  achieving  specific  tasks  and  is  often  called  short-range  planning.  Short-range 
plans  may  involve  a  time  period  of  one  hour  to  one  year,  and  usually  are  much  less 

complex  than  strategic  plans  or  intermediate  planning.  Short-range  planning  may 
be  done  annually,  bimonthly,  weekly,  or  even  daily  as  required. 

A  common  mistake  among  novice  managers  is  in  underestimating  the  impor- 
tance of  establishing  a  daily  plan  to  organize  the  work  or  in  not  allowing  adequate 

time  for  plan  development.  Managers  may  believe  they  are  being  unproductive  if 

they  sit  at  their  desk  designing  the  plan  of  care  for  the  day,  rather  than  accomplish- 
ing any  specific  task.  Planning  takes  time  as  it  requires  the  ability  to  think,  analyze 

data,  envision  alternatives,  and  make  decisions  (McFarland,  Leonard,  and  Morris, 

1984).  Daily  planning  is  essential  if  the  manager  is  to  manage  efficiently  rather  than 
in  response  to  crisis. 

Swansburg  (1990)  suggested  the  following  day-to-day  planning  actions  for  the 
unit  manager: 

/.  At  the  beginning  of  the  day  make  a  list  of  all  tasks  to  be  accomplished  for  the 
day. 

2.  Plan  ahead  for  meetings,  preparing  and  distributing  agendas  in  advance. 
3.  Identify  growing  problems  and  put  them  in  the  appropriate  portion  of  the 

unit's  short-  or  long-term  plans. 
4-  On  a  regular  basis,  review  the  short-,  intermediate-,  and  long-term  plans  of 

the  unit,  including  how  they  will  affect  colleagues  and  subordinates. 

Examples  of  day-to-day  planning  that  might  be  required  of  the  charge  nurse 
include  daily  staffing  schedules,  patient  care  assignments,  coordination  of  lunch 

and  work  break  schedules,  and  interdisciplinary  coordination  of  patient  care.  Day- 
to-day  planning  will  be  discussed  in  greater  detail  in  the  Chapter  16,  Time  Manage- 
ment. 

Policy  and  procedural  planning  involves  reviewing  and  revising  policies  and 
procedures  that  govern  unit  function.  Because  the  unit  is  in  a  constant  state  of  flux, 
the  needs  of  the  unit  and  the  most  appropriate  means  of  meeting  those  needs 
constantly  changes.  Therefore,  the  unit  manager  must  periodically  review  and 
revise  written  policy  and  procedure  statements  to  ensure  they  are  current  and 
applicable.  For  example,  the  unit  manager  is  responsible  for  seeing  that  a  clearly 
written  policy  exists  regarding  holiday  and  vacation  time  off  and  that  this  policy  be 
clearly  communicated  to  all  those  affected  by  it.  In  addition,  the  unit  manager  must 
assure  that  there  is  a  clearly  written  procedural  statement  regarding  requesting 

vacation  or  holiday  time  on  that  specific  unit.  If  a  long-term  change  in  patient 
census  or  availability  of  human  resources  occurred,  the  unit  manager  would  assess 
those  changes  and  revise  the  policy  and  procedural  statements  accordingly. 

Management  by  Objectives 

All  managers  are  responsible  for  ensuring  that  the  goals  of  the  organization  are 
met.  The  manager  may  do  this  by  assisting  employees  in  setting  personal  and 
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organizational  objectives  intended  to  satisfy  organizational  goals.  This  planning  by 
objectives  is  known  as  Management  by  Objectives  (MBO)  and  was  developed  by 

Peter  Drucker  in  the  mid-1950s.  In  MBO,  each  nurse  sets  personal  objectives  to 
meet  organizational  goals.  These  goals  are  reviewed  with  the  appropriate  depart- 

ment head  for  feedback  on  how  to  more  clearly  specify  goals  and  to  ensure  that 
these  goals  are  realistic.  Intermittent  periodic  evaluation  is  then  suggested  in  order 

to  monitor  and  recognize  employee  progress.  Display  6-1  identifies  standard  steps 
in  the  MBO  process. 

A  basic  belief  underlying  MBO  is  that  if  employees  are  allowed  to  participate  in 
personal  and  organizational  goal  setting,  they  will  be  more  inclined  to  feel  they 
have  an  investment  in  the  organization  itself.  Studies  by  social  scientists  affirm  that 

those  who  put  effort  into  personal  goal  setting  report  greater  satisfaction  with  their 
work  (Elfrey,  1982). 

Why  then  don't  all  nurse  managers  use  MBO?  Possibly  because  it  takes  time  to 
implement  correctly  and  requires  the  cooperation  and  support  from  all  levels  of 
the  administrative  hierarchy  In  addition,  many  nurses  have  not  used  MBO  before 
and  as  in  all  change,  resistance  of  the  unknown  can  and  does  occur.  MBO  does 
however  offer  managers  an  effective  and  consistent  means  of  organizing  the  work 
of  others  to  meet  organizational  goals.  A  further  discussion  of  MBO  is  found  in 

Chapter  22,  Performance  Appraisal. 

Barriers  to  Planning 

Planning  is  a  complex  and  conscious  process  that  can  be  impeded  by  a  number  of 
factors.  Lyles  and  Joiner  (1986)  identified  the  following  barriers  to  good  planning: 

1.  A  lack  of  knowledge  and  skill  exists  on  the  part  of  the  manager  regarding 

how  to  plan. 
2.  The  manager  lacks  an  understanding  of  the  organization  and  its  subunits, 

leading  to  reactive  rather  than  proactive  planning. 
3.  Health  care  has  traditionally  been  reactive  or  delivered  in  response  to  a 

problem. 
4.  The  manager  has  an  inadequate  awareness  of  the  external  environment  and 

thus  does  not  involve  competitors,  regulatory  agencies,  and  the  general  public. 
5.  There  is  inadequate  support  from  others  in  the  organization. 

6.  People  in  the  organization  do  not  use  the  plans  appropriately  and  resist 
change. 

7.  Planning  activities  include  too  much  or  not  enough  detail. 
8.  Plans  are  used  to  control  rather  than  to  inspire  or  lead. 

Planning  Strategies 

Because  effective  planning  is  essential  for  managers,  barriers  must  be  overcome. 
The  benefits  of  good  planning  include  the  ability  to  accomplish  a  higher  qualit)  of 
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DISPLAY     6-1 

The  MBO  Process  (Management  by  Objectives) 

1.  Employees  are  informed  of  the  intent  to  implement  MBO. 

2.  Employees  are  asked  to  provide  feedback  and  additional  information  is  given  in 
response  to  concerns  and  questions 

3.  Organizational  goals  are  reviewed  with  employees. 

4.  Employees  prepare  personal  objectives  that  include  a  time  limit. 

5.  Employees  and  managers  meet  to  review  employee  objectives. 

6.  Employees  work  to  meet  personal  objectives. 

7.  Managers  provide  ongoing  feedback  to  evaluate  progress  made  on  employee  objec- 
tives. Annual  or  semiannual  conferences  are  held  to  review  prior  objectives  and  set 

new  ones  as  necessary: 

work  on  time  and  more  effective  use  of  capital  and  human  resources.  The  manager 

must  remember  several  points  if  effective  organizational  planning  is  to  be  achieved: 

1.  The  organization  can  be  more  effective  if  movement  within  that  organiza- 
tion is  directed  at  prespecified  goals  and  objectives.  Unfortunately,  a  step  frequently 

omitted  by  the  novice  planner  is  establishing  a  goal  or  objective  prior  to  outlining 
plans.  Establishing  an  end  for  the  plan  helps  keep  the  individual  focused  on  the 

"big  picture"  and  prevents  them  from  getting  lost  in  the  minute  details.  Just  as 
nursing-care  plans  establish  patient  care  goals  prior  to  delineating  problems  and 
interventions,  so  must  managers  establish  goals  for  their  planning  strategies. 

2.  Because  a  plan  is  a  guide  for  action  to  reach  a  goal,  it  must  be  flexible  and 
allow  for  readjustment  as  unexpected  events  occur. 

3-  The  manager  should  include  all  individuals  and  organizational  units  that 

could  be  affected  by  the  planning  process.  Although  not  everyone  will  want  to 

contribute,  they  should  be  invited  to  do  so.  The  manager  also  needs  to  communi- 
cate clearly  to  all  those  responsible  for  assisting  in  carrying  out  the  plans,  what  the 

end  goals  are  as  well  as  the  specific  responsibilities  of  each  participant  to  ensure  a 
coordinated  effort  in  meeting  the  goals. 

4.  Flans  should  be  specific,  simple,  and  realistic.  A  plan  that  is  vague  is  impos- 
sible to  implement.  A  plan  that  is  too  global  or  unrealistic  will  discourage  em- 

ployees rather  than  motivate  them  to  meet  organizational  goals. 
5.  Know  when  and  when  not  to  plan,  as  it  is  possible  to  over  as  well  as  under 

plan.  An  example  of  over  planning  is  devoting  an  excessive  amount  of  time  to 
concentrating  on  details  that  might  be  better  left  to  the  initiative  of  others  involved. 

(  'nderplanning  occurs  when  the  manager  assumes  that  people  and  events  will 
naturally  fall  into  some  desired  and  efficient  method  of  production. 

6.  Effective  plans  have  a  time  for  evaluation  built-in,  so  that  there  can  be  a 
midway  correction  if  unexpected  events  occur.  Another  evaluation  should  always 
take  place  at  the  end  of  the  plan  time  frame.  If  goals  were  not  met  the  plan  should 

be  re-examined  to  determine  the  reason  for  failure.  The  evaluation  process  assists 
the  manager  in  future  planning. 
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Career  Planning 

In  addition  to  organizational  planning,  nurses  should  and  must  be  aware  of  the 
need  for  personal  planning.  A  career  plan  is  one  type  of  personal  planning  that 

requires  short-,  intermediate-,  and  long-range  planning.  Before  the  1970s,  organi- 
zations did  little  to  help  employees  plan  and  develop  their  careers.  Recently,  how- 

ever, the  impact  of  career  development  programs  has  been  documented  as  being  a 

positive  force  in  successful  businesses  (Peters  and  Waterman,  Kramer  and  Schma- 

lenberg,  1988).  Most  successful  managers  and  leaders  will  agree  they  have  suc- 
ceeded because  they  consciously  set  career  goals,  and  worked  diligently  to  meet 

those  goals.  Nurses  must  take  charge  of  their  own  career  planning  rather  than 
allowing  someone  else  to  do  it  for  them.  Elfrey  (1982)  identified  these  common 
hindrances  to  career  planning: 

1.  Inexperience  with  planning. 
2.  Problems  with  decision  making. 

3-  Lack  of  self-knowledge  and  a  tendency  toward  rigidity  in  dealing  with  the 
environment. 

4.  Not  knowing  where  to  begin. 
5.  Limited  understanding  of  opportunity. 
6.  Excessive  faith  in  the  organization. 

7.  Belief  that  career  planning  is  too  time-consuming. 

8.  Negative  self-image. 
9.  Anxiety  and  fear  about  failure. 

10.  Belief  that  individuals  have  no  control  over  their  future. 

11.  Not  knowing  what  works  in  career  planning. 

Vestal  (1987)  maintains  that  career  planning  is  an  ongoing  conscious  and 

deliberate  process,  and  much  more  difficult  than  it  sounds.  It  should  be  a  lifelong 

event,  and  not  an  activity  inspired  by  promotion  or  termination.  Thus,  as  in  all  short- 
and  long-term  planning,  it  should  be  proactive  rather  than  reactive.  Vestal  (1987) 
suggests  that  career  planning  is  easier  when  a  career  planning  map  is  created  to  assist 

in  developing  a  long-term  master  plan.  A  career  planning  map  is  shown  in  Figure  6-1. 
In  phase  1  of  the  career  planning  map,  needs  and  interests  are  clearly  identi- 
fied. Be  careful  not  to  allow  others  to  initially  limit  your  scope  or  to  minimize  your 

ability.  Be  specific  about  your  goals,  both  long  and  short  term.  Interpersonal  re- 
sources such  as  knowledge,  experience,  talents,  etc.,  as  well  as  weaknesses  should 

be  assessed. 

In  phase  2,  all  available  opportunities  are  examined  within  as  well  as  outside 

the  current  workplace.  It  is  at  this  point  that  the  individual  must  have  some  self- 
awareness  regarding  what  their  priorities,  wants,  and  needs  are. 

In  phase  3,  the  career  plan  is  implemented;  action  is  taken.  The  individual  may 
use  networking  to  establish  contacts  both  within  and  outside  their  immediate  work 
environment.  Resources  and  time  constraints  are  identified. 

In  the  last  phase,  progress  is  periodically  evaluated  and  if  necessary,  goals  are 
reassessed.  Validation  is  made  as  to  whether  priority  goals  haw  been  accomplished 
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FIGURE    6-1     Career planning  ma p 

Nursing  offers  many  career  options,  thus  it  is  necessary  for  nurses  to  con- 
sciously examine  their  needs  and  wants  so  that  they  will  select  the  option  that 

brings  them  the  most  satisfaction. 
One  of  the  greatest  values  in  career  planning  is  being  able  to  work  through  the 

process  so  that  we  can  become  aware  of  what  factors  are  shaping  our  lives.  Some 
plans  will  fail  and  that  is  really  not  important.  What  is  important  is  that  you  are  able 
to  make  decisions  and  plan  your  career  rather  than  trusting  it  to  fate. 

Summary 

It  is  critical  to  remember  that  planning  does  not  take  place  in  a  vacuum.  As  plans, 
goals,  objectives,  policies,  rules,  and  procedures  are  established,  there  is  inevitably 

an  impact  on  organizational,  controlling,  and  motivational  issues  (Joiner  and  Cork- 
rean,  1986).  The  proactive  manager  attempts  to  assess  this  impact  and  develops 
contingency  plans  as  needed. 

Short-range  planning  is  a  proactive  and  deliberate  process  that  allows  personal 

as  well  as  organizational  needs  to  be  met.  Most  of  the  unit-level  manager's  planning 
time  is  spent  in  short-range  planning  and  their  performance  is  often  measured  by 
their  ability  to  execute  these  plans  effectively. 
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Likewise,  todays  managers  must  be  proactive  rather  than  reactive  in  their  long- 
range  planning  strategy.  The  health  care  system  is  perpetually  and  chaotically 
changing  at  a  frenzied  pace,  making  it  difficult  for  managers  to  identify  forces  that 

will  influence  their  units  on  a  short-,  intermediate-,  and  long-term  basis.  Managers 
today  must  be  able  to  accurately  forecast  unit  needs  with  an  understanding  of  the 
legal,  political,  economic,  social,  and  legislative  climate  of  the  organization  and  unit 
or  be  left  to  pay  the  price  in  terms  of  fiscal,  technological,  and  human  resources. 

The  manager  must  also  be  adept  in  short-,  intermediate-,  and  long-term  career 
planning.  When  nurses  have  the  opportunity  to  pursue  systematic  career  planning, 
greater  viability  for  and  increased  commitment  to  the  profession  often  result. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  are  a  newly-licensed  graduate  nurse  from  a  baccalaureate  nursing 
program.  You  completed  your  education  in  Arizona,  although  you  hope  to 
return  to  California  (where  your  family  lives)  and  find  your  first  job.  You 
especially  enjoyed  your  critical  care  rotation  in  school  and  would  like  to  find  a 

job  in  critical  care  after  completing  one  or  two  years  of  medical-surgical  job 
experience. 

ASSIGNMENT 

Devise  your  plan  to  make  this  happen.  Your  plan  should  include  both  long-  and 
short-range  goals,  although  most  of  your  planning  will  be  short  range.  Identify 
what  steps  you  propose  to  take  to  meet  these  goals. 

ANALYSIS 

Although  you  have  a  general  idea  of  what  you  would  like  to  do  in  the  future,  it 

is  important  to  identify  specific  long-  and  short-range  goals. 

Long-Range  Goals: 

1.  Become  a  competent  critical  care  nurse  with  a  critical  care  nursing  certifica- 
tion. 

2.  Serve  as  a  preceptor/mentor  to  other  new  graduate  nurses  in  the  critical 
care  setting. 

Short-Range  Goals: 
1.  Obtain  employment  in  California  to  be  closer  to  your  family 

2.  Be  hired  into  a  job  that  provides  medical-surgical  work  experience. 
3-  Develop  critical  care  expertise  and  knowledge. 

Once  you  have  identified  your  long-  and  short-term  goals,  it  is  important  to 
break  those  goals  down  into  more  specific,  workable  steps.  Your  plan  might 
look  something  like  this: 

Apply  for  licensure  in  California. 
Identify  exactly  how  far  you  are  willing  to  travel  to  employment  away  from 
your  family.  Identify  all  possible  health  care  facilities  within  that  area  that 

would  provide  the  medical-surgical  experience  you  desire. 
Brush  up  on  your  job-hunting  skills  and  develop  a  professional  resume. 
Role  play  anticipated  interview  questions. 
Actively  apply  at  all  appropriate  health  care  facilities.  Be  sure  that  you  have 
enough  choices,  three  to  six  being  a  good  number.  Remove  as  many 
obstacles  from  your  being  hired  as  possible,  i.e.,  do  not  request  a  specific 
shift  or  unit,  refuse  to  float  or  work  holidays,  etc. 

Examine  the  pros  and  cons  of  each  of  the  health  care  facilities.  Set  a 
deadline  for  making  your  choice. 
Internalize  your  job  decision  and  stick  by  it.  You  have  an  obligation  to  an 
employer  who  invests  a  great  deal  of  time  and  money  in  orienting  you  to 
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their  facility,  especially  if  they  provide  an  intensive  new-graduate  program. 
You  should  plan  to  stay  at  that  facility  at  least  one  year. 

7.  Devote  your  energies  to  gaining  medical-surgical  competence,  since  that 
is  your  short-term  goal.  Be  careful  about  sharing  your  goal  to  become  a 
critical  care  nurse,  as  this  may  be  interpreted  by  some  as  a  lack  of  commit- 

ment to  the  unit  on  which  you  are  currently  working. 
8.  Begin  building  on  your  critical  care  expertise  by  taking  classes  outside  of 

work  that  would  enhance  your  value  in  the  critical  care  area  (CCU  certifica- 
tion, MICN  certification,  ACLS  certification).  These  classes  will  also 

strengthen  your  skills  in  the  medical-surgical  area. 
9.  Seek  out  a  mentor  or  experienced  advisor  who  might  be  able  to  provide 

information  about  the  employment  situation  in  critical  care,  as  well  as 
make  referrals  on  your  behalf. 

10.  Meet  practitioners  in  the  field  and  join  specialty  professional  organiza- 
tions: this  is  called  networking. 

11.  Continually  reassess  your  plan.  Do  you  still  wish  to  be  a  critical  care  nurse? 
Sometimes  we  become  so  intrigued  with  a  dream,  that  we  fail  to  assess 
whether  we  enjoy  what  we  are  currently  doing.  Be  sure  that  you  have  not 
placed  unrealistic  expectations  on  your  job  or  your  dream. 

12.  Begin  communicating  your  plan  to  your  immediate  supervisor  so  your 
career  change  will  not  be  totally  unexpected  and  so  it  will  not  adversely 
affect  the  unit  that  you  are  leaving.  When  the  time  is  right,  make  the  switch. 
Avoid  burning  bridges,  but  do  not  allow  yourself  to  be  manipulated  into 

staying  at  the  expense  of  losing  the  desired  job  and  experience. 
13  Focus  your  energies  on  building  expertise  in  critical  care.  Share  what 

expertise  you  have  already  developed  and  learn  from  those  who  have 

expertise  in  other  areas. 
14.  Take  classes  on  becoming  a  preceptor  and  mentor  to  others.  Observe 

those  around  you  who  are  good  role  models  and  teachers.  Assess  what  you 

have  to  learn  and  begin  planning  how  you  will  eliminate  those  deficien- 
cies. 

15-  Periodically  evaluate  your  job  satisfaction  and  revise  both  short-  and  long- 
term  goals  as  necessary. 

The  steps  you  take  may  be  very  different  from  the  ones  outlined  above.  The 
most  appropriate  steps  will  depend  on  many  factors,  but  all  career  changes 
require  careful  and  conscious  planning. 

CASES  FOR  PROBLEM  SOLVING: 

CASE  1 

You  are  a  staff  nurse  who  functions  as  a  modular  leader  on  a  general 

medical-surgical  unit.  The  group  for  which  you  are  responsible  is  assigned  pa 
tients  in  rooms  401  through  409,  with  a  maximum  capacity  of  IS  patients. 
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In  your  unit  a  modular  type  of  patient  care  organization  is  employed,  using  an 
all-licensed  staff.  Each  module  consists  of  two  LVNs/LPNs  and  one  RN.  The  LVNs/ 
LPNs  are  IV  certified  and  can  maintain  and  start  IVs,  but  cannot  hang  piggybacks  or 

give  IV  push  medications.  LVNs/LPNs  may  give  all  other  medications  except  IV 
medications. 

The  RN  gives  total  patient  care  on  her  assigned  patients,  and  performs  duties 
for  the  LVNs/LPNs  that  they  are  either  not  allowed  to  do  or  lack  sufficient  training  to 
perform.  In  addition,  he/she  acts  as  a  teacher  and  resource  person  for  the 
LVNs/LPNs  on  the  module.  Today  is  Wednesday.  You  have  two  LVNs/LPNs  assigned  to 
work  with  you,  nurse  Franklin,  and  nurse  Martinez. 

Nurse  Franklin  is  26  years  old  and  the  mother  of  four  preschool  children.  Her 
husband  is  a  city  bus  driver.  Nurse  Martinez  is  53  years  old  and  a  grandmother  with 
no  children  living  at  home.  Her  husband  died  2  years  ago.  She  says  that  work  keeps 

her  "happy."  The  patient  roster  this  morning  is  as  follows: 

Category 

Room Patient Age    Diagnosis Condition Level 

401-1 Mrs.  Jones 33 Mastectomy  for 
CA  breast 

2  days  postop/fair 

II 401-2 Vacant 

402 Mrs.  Redford 

55 

Back  pain Pelvic  TX/good I 

403 Mrs.  Worley 46 Cholecystectomy 2  days  postop/good III 

404-1 Mrs.  Smith 

83 

Parkinsons,  CVD, 

hypertension 

Fair II 

404-2 Mrs.  Dewey 26 PID Good — home  today I 

405-1 Mr.  Anhur 
71 

Metastatic  CA Poor — semicomatose/ IV  therapy 

rv 

405-2 Mr.  Vines 

34 

Possible  peptic 

ulcer 

Good — UGI  today 

ii 406-1 Vacant 

406-2 Miss  Brown 24 Dilitation  and 
curettage 

To  OR  this  a.m. m 

407-1 Mrs.  West 41 
Myocardial  in- farction 

Fair/from  ICU  yester- 

day. Heparin 
lock/telemetry 

m 

407-2 Vacant 

408-1 Mr.  Niles 21 
Open  reduction 
femur  (MVA) 

Fair/3  days  postop m 

408-2 Mr.  Ford 
44 

Gastrectomy Fair/1  day  postop/ IV  therapy m 

409 Mrs.  Land 42 
Depression Fair/BA  enema  today m 

Addition al  information about 
patients: 

408-1 Mr.  Niles  is  depressed  hecause  he  feels  h is  football  career  is  over 

408-2 There  have  been  problems  with  Mr.  Ford s  IV  and  his  nasogastric tube. 
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403  Mrs.  Worley  requires  Levine  irrigations  p.r.n. 

401-1       Mrs.  Jones  will  need  instructions  regarding  her  postoperative  activities  and 
has  begun  to  talk  about  her  prognosis. 

409-1       Mrs.  Land  began  yesterday  to  talk  with  you  about  her  husband's  death. 
404-1       Mrs.  Smith  requires  assistance  with  cutting  food  at  mealtime. 

ASSIGNMENT 

How  will  you  make  out  your  assignments  this  morning?  Assign  these  patients  to  the 
LVNs/LPNs  and  yourself.  Explain  your  rationale  for  all  the  patient  assignments. 
Sample  acuity  levels  are  provided  to  assist  in  determining  patient  needs  and  staffing 

(see  Display  6-2 ). 

DISPLAY     6-2 

Sample  Patient  Dependency  Categorization  Guidelines 

Area 

of  Care Category  I Category  II Category  III Category  IV 
Eating Feeds  self  or Needs  some Cannot  feed Cannot  feed 

needs  little help  in  prepar- 
self but  is  able 

self  and  may 

food  for  eating ing.  May  need to  chew  and have  difficulty 

encouragement swallow 
swallowing 

Grooming Almost  entirely Needs  some Unable  to  do Completely 

self-sufficient help  in  bathing, 
oral  hygiene, 
hair  combing, 

and  so  forth 

much  for  self 
dependent 

Excretion Up  and  to  the Needs  some In  bed  needing Completely 

bathroom  alone help  in  getting bedpan  or 
dependent 

or  almost  alone 
up  to  the  bath- room or  using 

a  urinal 

urinal  placed. 

May  be  able  to 

partially  turn  or 
lift  self 

Comfort Self-sufficient Needs  some Cannot  turn Completely 

help  with 

without  help, 

dependent 
adjustment  of get  drink, 

position  or  bed adjust  position 
(tubes,  IVs,  and of  extremities, 

SO  forth) and  so  forth 

General Good — in  for Mild  symp- Acute symp- Critically ill- 
health 

diagnostic  pro- toms—  more 
toms — severe may  have 

cedure,  simple than  one  mild emotional  reac- 
severe emo- treatment, or illness,  mild  de- 

tion to  illness tional  reaction 

surgical  pro- 
bility, mild 

or  surgery, 

cedure  (D&C, emotional  reac more  than  one 

biopsy,  minor tion,  mild acute  medical 

fracture) incontinence or  surgical 
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(  CO)  It  ) 

of  Care Category  I Category  II Category  III Category  IV 

General (not  more  than problem, 
health once  per  shift) severe  or 

frequent 
incontinence 

Treatments 
Simple — Any  category-1 Any  treatment Any  elaborate 

supervised treatment  more more  than or  delicate 

ambulation, than  once  per twice  per  shift, 
procedure  or 

dangle,  simple shift,  Foley  cath medicated  IVs, 

procedure  re- dressing, test care,  I  &  O, complicated quiring  two 

procedure bladder  irriga- dressings, ster- 
nurses, vital 

preparation  not tions,  sitz  bath, ile  procedures, signs  more 

requiring  medi- compresses, care  of  trache- 
often than 

cation, test  procedures ostomy,  I  iarris even'  2  hours 
reinforcement 

requiring  medi- flush, suction- 
of surgical cations  or 

ing,  tube 
dressing,  X-pad, follow-ups, feeding,  vital 
vital  signs  once simple  enema 

signs  more  of- 
per shift 

for  evacuation, 

vital  signs  even' 
4  hours 

ten  than  even' 
4  hours 

Medica- Simple, routine, Diabetic,  car- Unusual More  intensive 

tions not  needing 
diac, 

amount  of 
category-Ill 

pre-  or  post- hypotensive, category-II 
medications, 

evaluation,  PRN hypertensive, 
medications, 

IVs  with  fre- 
medications no 

diuretic,  anti- control of 
quent,  close more  than  once coagulant refractory  dia- 

obsenation and 

per  shift 
medications, 

PRN  medica- 
tions, more 

than  once  per 

shift,  medica- 
tions needing 

pre-  or  post- evaluation 

betics  (need  to 
be  monitored 
more  than 

even  4  hours) 

regulation 

Teaching Routine  follow- Initial  teaching More  intensive 
Teaching  of  re- and up  teaching, of  care  of 

category-II 
sistive  patients, 

emotional patients  with ostomies,  new items,  teaching 
care,  and  sup- 

support no  unusual  or diabetics,  tubes of  apprehensive port  of  patients 
adverse  emo- that will  be  in 

or  mildly  resis- 
with severe 

tional  reactions 
place  for 

tive  patients, emotional 

periods  of  time, care  of  moder- 
reaction 

conditions ately  upset  or 
requiring  major 

apprehensive 
change  in  eat- patients, con- ing, living  or fused  or 
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Area 

of  Care Category  I Category  II Category  III Category  TV 

Teaching excretory  prac- disoriented pa- 
and tices.  Patients tients 

emotional with  mild 

support adverse  reac- 
(cont.) tions  to  their 

illness  (depres- 
sion, overly 

demanding, 

and  so  forth) 

CASE  2 

There  has  been  an  earthquake.  You  have  been  assigned  the  responsibility 
of  caring  for  fifty  patients.  There  is  no  electricity  or  water  supply.  Your  patients  have 

the  following  types  of  injuries:  burns,  soft  tissue  wounds,  and  fractures.  Your  "treat- 

ment facility"  is  a  large  room  in  a  grade  school.  The  following  is  a  list  of  equipment 
and  supplies  that  are  available.  No  additional  support  will  be  available  for  five  days. 

Packaged  food 

Aspirin 

Oxygen  Tank 
Drinking  Water 
Blankets 

Flashlights 
Sterile  Dressings 
IV  Solutions 
Sterile  Basins 

Stethoscope 

Bandage  Scissors 
Injectable  Penicillin Ambu  Bag 

ASSIGNMENT 

1.  Identify  your  overall  goal. 
2.  Select  only  seven  items  from  this  list. 
3.  Justify  each  decision  (both  selection  and  rejection). 

CASE  3  (From  Marquis  and  Huston,  1992) 

Assume  that  you  are  the  RN  leader  of  a  nursing  team  with  one  LVN  and  one 

nursing  assistant  on  the  7  a.m. -3  p.m.  shift.  The  three  of  you  are  responsible  for 
providing  total  care  for  10  patients  Prioritize  the  following  list  of  10  procedures  you 
need  to  accomplish  this  morning.  Use  a  1  for  the  first  thing  you  will  do  and  a  10  for 

the  last.  Be  prepared  to  give  rationale  for  how  you  have  prioritized  your  actions 

   Check  medication  cards/sheets  against  the  rand  or  kardex. 

   Listen  to  night  shift  report  0700-0720. 
   Brief  walking  rounds  to  assess  for  differences  from  that  reported  by  night 

shift,  and  to  introduce  yourself  to  clients. 

   Hang  four  0900  IV  medications. 
   Set  up  the  breaks  and  lunch  schedule  for  your  team  members, 

   0845  preop  on  patient  going  to  surgery  at  0900. 
   Pass  0830  breakfast  trays. 
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Miniconference  with  team  members  to  plan  schedule  for  day  and  to  clarify 
roles. 

Read  charts  of  patients  who  are  new  to  you. 
Check  0600  blood  sugar  results  from  lab  in  preparation  for  0730  insulin 
administration. 

CASE  4 

You  are  a  25  year  old  female  in  your  senior  year  at  a  baccalaureate  nursing 
school  in  the  Midwest.  One  of  your  assignments  for  an  issues  class  in  nursing  is  to 

make  a  twenty-year  strategic  plan  for  your  career.  Be  sure  you  introduce  flexibility 
within  your  plan. 

ASSIGNMENT 

1.  What  is  your  overall  career  goal? 
2.  What  are  your  strategic  plans  for  reaching  that  goal?  How  did  you  overcome 

financial  and  family  constraints? 
3.  What  alternatives  did  you  include  in  your  plan? 
4.  Is  marriage  or  parenthood  part  of  your  plan?  Did  you  plan  for  aging  parents? 
5.  What  are  your  target  dates?  Are  they  feasible  and  realistic? 

CASE  5  (Adapted  from  Marquis  and  Huston,  1992) 

ASSIGNMENT 

Write  an  essay  identifying  six  forces  affecting  today's  health  care  system.  Prioritize 
these  forces  in  terms  of  how  they  may  affect  you  as  a  unit  manager  or  staff  nurse. 
You  may  include  legal,  political,  economic,  social,  technological,  or  ethical  forces. 
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Personal  Notebook 

My  Professional  Goals My  Personal  Goals 

1  year 1  year 
1- 1 

2 2 

3. 

3. 

5  year 
1.     

2.     

3.     

10  year 

1.     

2.     

3.     

5  year 1.     

2.    

3.     
10  year 

1.     

2.     

3.     

Are  your  professional  and  personal  goals  congruent?  Do  they  both  reflect  your 
overall  philosophy?  Is  it  possible  to  fulfill  both  your  personal  and  professional 

goals? 



CHAPTER 7 
Planned  Change 

Another  dimension  of  planning  is  referred  to  as  planned  change.  Planned  change 

is  a  well-thought-out  and  deliberate  effort  to  make  something  happen.  Conversely, 
accidental  change,  also  called  change  by  drift,  is  unplanned  change  that  occurs  as  a 

result  of  an  imbalance  in  the  system.  Accidental  change  is  always  met  with  resis- 
tance and  hostility  as  individuals  being  subjected  to  the  change  feel  threatened  and 

uninformed. 

Planned  Change  and  the  Change  Agent 

Planned  change  results  because  of  an  intended  effort  by  a  change  agent(s)  to 
deliberately  move  the  system.  Changes  are  implemented  slowly  and  are  carefully 
planned  (Brooten,  1988).  Most  current  management  theorists  have  built  on  the 
classical  change  theories  developed  by  Kurt  Lewin. 

Some  of  the  processes  used  in  planned  change  are  the  same  as  for  long-  and 
short-range  planning,  such  as  setting  a  goal  and  having  flexibility  as  well  as  check- 

points built  into  the  plans.  However,  since  change  implies  movement  from  one 
point  to  another  by  those  involved  in  the  change,  there  are  additional  elements  to 
examine.  Consideration  must  be  given  to  the  feelings  and  frustrations  of  others 
involved  in  the  change. 

In  planned  change  the  manager  often  takes  the  role  of  change  agent.  A  change 
agent  is  the  person  responsible  for  moving  those  affected  by  the  change  through  its 
stages.  Because  human  beings  are  subjected  to  many  unavoidable  changes  in  their 
lives  the  change  agent  must  remember  that  individuals  function  best  when  there  is 
a  workable  balance  between  stability  and  change  in  the  workplace  (Perlman  and 
Takacs,  1990). 

Lewin  ( 1951 )  identified  several  rules  that  should  be  followed  in  implementing 
change: 

/.  Change  should  only  be  implemented  for  good  reason. 
2.  Change  should  always  be  gradual. 
3.  All  change  should  be  planned,  and  not  be  sporadic  or  sudden. 
4.  All  individuals  who  may  be  affected  should  be  involved  in  planning  for  the 

change. 

Bessie  I.  Marquis  and  Carol  Jorgcnscn  I  luston,  Management  Decision-Making 
for  Nurses,  second  edition  S>  1994  J.B  Lippincott  Company 
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Many  change  agents  fail  because  they  forget  these  four  rules  and  often  imple- 
ment change  without  cause,  too  rapidly,  or  without  adequately  involving  others. 

Sullivan  and  Decker  (1988)  maintain  that  there  are  only  three  good  reasons  for 

change  that  are  applicable  to  a  wide  variety  of  situations.  They  are 

1.  Change  in  order  to  solve  a  problem. 
2.  Change  to  make  work  procedures  more  efficient. 
3-  Change  to  reduce  unnecessary  work. 

Because  change  is  such  a  complex  process,  it  requires  a  great  deal  of  planning 
and  intricate  timing.  Any  change  must  allow  adequate  time  for  those  involved  to 
become  fully  assimilated  to  it.  A  change  agent  should  not  begin  the  process  unless 
they  have  adequate  time  and  a  commitment  to  see  it  through.  Marquis  and  Huston 

(1992)  maintain  that  most  change  requires  3-6  months  before  the  process  is 
complete. 

Likewise,  those  affected  should  be  involved  in  the  planning  of  the  change  in 
order  to  reduce  resistance.  Zaltman  and  Duncan  (1977)  defined  resistance  as  the 

conduct  individuals  undertake  to  maintain  the  status  quo.  Because  change  disrupts 
hemostasis  it  is  always  resisted  in  some  way.  Ward  and  Moran  (1984)  state  that 

resistance  is  a  characteristic  response  to  change.  The  effective  change  agent  recog- 

nizes it  as  a  natural  phenomenon  and  does  not  waste  time  or  energy'  in  attempting 
to  eliminate  all  resistance.  Instead  they  immerse  themselves  in  identifying  and 

implementing  strategies  to  overcome  it. 
When  a  need  for  change  is  recognized  by  the  system,  the  change  agent  has  the 

responsibility  to  use  appropriate  strategies  and  techniques  that  will  ensure  that 

the  change  is  effectively  managed.  Display  7-1  illustrates  the  responsibilities  of  the 
change  agent  during  the  various  stages  of  the  process. 

Phases  of  Planned  Change 

Lewin  (1951)  identified  three  phases  through  which  the  change  agent  must  pro- 
ceed before  the  planned  change  becomes  part  of  the  system.  These  stages  are  as 

follows: 

1.  Unfreezing  phase:  The  change  agent  unfreezes  forces  that  maintain  the 
status  quo  and  people  become  discontented  and  aware  of  a  need  for  change. 
People  must  believe  there  is  a  need  before  any  change  can  occur.  Unfreezing  can 
occur  when  the  change  agent  coerces  members  of  the  group  to  change  or  when 

guilt,  anxiety,  or  concern  can  be  elicited. 

2.  Movement  phase:  The  change  agent  identifies,  plans,  and  implements  ap- 
propriate strategies  for  making  the  planned  change. 

3.  Refreezing  phase:  The  change  agent  assists  in  stabilizing  the  new  change  in 

the  system,  so  that  the  change  is  integrated  into  the  status  quo.  If  this  phase  is  not 
completed,  the  planned  change  will  be  ineffective  and  people  will  resume  prior 
behaviors. 

Lippitt,  Watson,  and  West  ley  (1958)  built  on  Lewin's  three  phases  of  planned 
change  in  identifying  the  following  seven  phases  of  change: 
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DISPLAY     7-1 

Stages  of  Change  and  Responsibility  of  the  Change  Agent 

Step  1 — Unfreezing* 
a.  Gather  data. 

b.  Accurately  diagnose  the  problem. 

c.  Decide  if  change  is  necessary. 

d.  Make  others  aware  of  the  need  for  change. 

*Do  not  proceed  to  step  2  until  the  status  quo  has  been  disrupted  and  there  is  a  perceived  and 
obvious  need  for  change  by  others. 

Step  2 — Movement 

a.  Develop  a  plan. 

b.  Set  goals  and  objectives. 

c.  Identify  areas  of  support  and  resistance. 

d.  Include  everyone  in  the  planning  that  will  be  affected. 

e.  Establish  target  dates. 

f.  Develop  appropriate  strategies  for  alteration, 

g.  Implement  the  change. 

h.  Be  available  to  support  others  through  the  process;  offer  encouragement  as  needed. 

i.  Employ  tactics  for  overcoming  resistance. 

j.  Evaluate  the  change, 

k.  Modify,  if  necessary 

Step  3 — Refreezing 

a.  Support  others  so  that  the  change  remains  in  place. 

1.  The  client  must  feel  a  need  for  change.  Unfreezing  occurs. 

2.  A  helping  relationship  begins  between  the  change  agent  and  the  clients. 

Movement  begins. 

3.  The  problem  is  identified  and  clarified;  data  are  collected. 
4-  Alternatives  are  examined  and  resources  are  assessed. 

5.  Active  modification  or  change  occurs.  Movement  is  complete. 

6.  Refreezing  occurs  as  the  change  is  stabilized. 

7.  The  helping  relationship  ends  or  a  different  type  of  continuous  relationship 
is  formed. 

Perlman  and  Takacs  (1990)  maintain  there  are  ten  emotional  phases  in  the 

change  process  (see  Display  7-2).  The  aspects  of  equilibrium,  denial,  anger,  and 

bargaining  reflect  Lewin's  unfreezing  phase;  whereas  chaos,  depression,  and  resig- 
nation the  movement  phase;  and  openness,  readiness,  and  reemergence  the  re- 

freezing phase.  It  is  therefore  critical  that  managers  recognize  and  constructively 

deal  with  the  human  emotions  involved  in  any  planned  change. 
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DISPLAY     7-2 

Ten  Emotional  Phases  of  Planned  Change 

1. 
Equilibrium Characterized  by  high  energy  and  emotional  and  intellectual 

balance.  Personal  and  professional  goals  are  synchronized. 

2. Denial Individual  denies  reality  of  the  change.  Negative  changes  occur 

in  physical,  cognitive,  and  emotional  functioning. 

3. 

Anger Energy  is  manifested  by  rage,  envy,  and  resentment. 

4. Bargaining In  an  attempt  to  eliminate  the  change,  energy  is  expended  by 
bargaining. 

5. 

Chaos Characterized  by  diffused  energy,  feelings  of  powerlessness,  in- 
security, and  loss  of  identity. 

6. Depression Defense  mechanisms  are  no  longer  operable.  No  energy  left 

to  produce  results.  Self-pity  apparent. 
7. Resignation Change  accepted  passively,  but  without  enthusiasm. 

8. Openness Some  renewal  of  energy  in  implementing  new  roles  or  assign- 
ments that  have  resulted  from  the  change. 

9. 

Readiness Willful  expenditure  of  energy  to  explore  new  event.  Physical, 
cognitive,  and  emotional  reunification  occurs. 

10. Reemergence Individual  again  feels  empowered  and  begins  initiating  new 

projects  and  ideas. 

Driving  and  Restraining  Forces 

Lewin  (1951)  theorizes  that  individuals  maintain  a  state  of  status  quo  or  equilib- 
rium by  the  simultaneous  occurrence  of  both  driving  and  restraining  forces  operat- 

ing within  any  field.  He  maintains  that  in  order  for  change  to  occur,  this  balance  of 
driving  and  restraining  forces  must  be  altered. 

In  Figure  7-1,  the  individual  wishing  to  return  to  school  must  either  reduce  the 
restraining  forces  or  increase  the  driving  forces  in  order  to  alter  the  present  state  of 
equilibrium.  There  will  be  no  change  until  this  occurs.  Therefore,  creating  an 
imbalance  within  the  system  by  either  increasing  the  driving  forces  or  decreasing 
the  restraining  forces  is  one  of  the  tasks  required  of  a  change  agent. 

At  any  given  time,  the  restraining  forces  may  be  too  great  to  overcome  the 
driving  forces.  What  should  the  change  agent  do  in  such  a  situation?  Elfrey  ( 1982) 
outlined  the  following  steps  to  take  when  change  is  blocked. 

1.  Discover  the  cause  of  the  blockage  or  the  magnitude  of  the  restraining 
forces. 

2.  Get  more  data  and  build  a  better  case 

3.  Consult  with  others  (peers  as  well  as  management). 
4-  Continue  to  strive  toward  excellence. 

5.  Develop  and  attempt  an  alternate  plan. 
6.  Take  care  of  your  health. 
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GOAL:  RETURN  TO  SCHOOL 

Forces  driving  to  reach  goal 

Opportunity  for  advancement 

Status — Social  gratification 

Enhanced  self-esteem 

Family  supportive  of  efforts 

Forces  restraining  from  reaching  goal 

Low  energy  level 

Limited  financial  resources 

Unreliable  transportation 

Time  with  family  already  limited 

FIGURE    7-1     Driving  and  restraining  forces. 

7.  Build  small  successes. 

8.  "Hang  in  there,"  unless  the  situation  proves  to  be  unsalvageable,  in  which case  move  on. 

9.  "Punt,"  and  accept  the  lesson  learned. 
10.  Never  panic. 

Change  Strategies 

Three  commonly  used  strategies  for  effectively  implementing  change  were  de- 
scribed by  Bennis,  Benne,  and  Chinn  (1969).  The  appropriate  strategy  for  any 

situation  depends  upon  the  power  of  the  change  agent  and  the  amount  of  resis- 
tance expected  from  the  subordinates.  One  of  these  strategies  is  to  give  the  group 

or  individual  current,  supportive  research  data  as  motivation  to  endorse  the 
change.  This  set  of  strategies  is  often  referred  to  as  the  rational  empirical  strategies. 
The  change  agent  using  this  set  assumes  man  is  a  rational  being  who  will  change 

when  he  is  given  factual  information  supporting  the  reasons  for  the  change. 
Because  peer  pressure  is  often  used  to  effect  change,  another  collection  of 

strategies  that  uses  the  group  process  to  educate  for  change  is  called  the 

iiormative-reeducative  strategies.  This  set  of  tactics  uses  the  group  to  socialize 
others  and  influence  individuals,  so  change  will  occur.  The  change  agent  assumes 
man  is  a  social  animal  who  is  more  easily  influenced  by  others  than  by  facts. 

The  third  group  of  methods  often  employed  by  change  agents  is  called  the 

power-coercive  strategies.  This  group  includes  such  things  as  influencing  the  enact- 
ment of  new  laws,  or  using  the  power  of  groups  for  strikes  or  sit-ins.  Use  of 

authority  inherent  in  an  individual  position  to  effect  change  is  another  example  of  a 

power-coercive  strategy.  The  change  agent  using  this  group  of  strategies  assumes 

that  individuals  are  often  "set  in  their  ways,"  resistant  to  change,  and  will  only 
change  when  rewarded  or  forced  by  some  other  power-coercive  method. 
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Often  the  change  agent  uses  a  variety  of  strategies  from  each  group  to  assist  in 
effecting  the  change.  An  example  would  be  the  one  who  wants  their  spouse  to  stop 
smoking.  The  change  agent  would  present  the  smoker  with  the  latest  research  data 
on  cancer  and  smoking  (the  rational  approach);  at  the  same  time,  an  effort  could  be 

made  to  have  friends  and  family  educate  the  smoker  socially  as  a  means  of  influenc- 
ing the  change  to  occur  (normative  approach);  and  finally  the  spouse  might  refuse 

to  ride  in  the  car  of  the  smoker  (coercive  approach).  By  selecting  an  action  from 
each  set  of  strategies,  the  agent  increases  the  chance  of  successful  change. 

Regardless  of  the  strategies  employed,  the  change  agent  needs  to  be  supportive 
to  those  individuals  affected  by  the  change  throughout  the  process.  It  is  necessary 
that  the  support  continue  until  refreezing  occurs. 

Summary 

Planned  change  is  a  deliberate  and  well-thought-out  process  and  a  frequent  part  of 

a  manager's  planning.  All  change  will  elicit  some  resistance  and  it  is  up  to  the 
change  agent  to  increase  the  driving  forces  toward  change  while  decreasing  the 
restraining  forces,  if  the  change  is  actually  going  to  occur.  Knowledge  of  the  phases 
of  planned  change  as  well  as  the  major  change  strategies  will  assist  the  manager  in 
being  a  successful  change  agent. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  are  a  24  year  old,  unmarried  female  RN  and  you  have  returned  to 
your  hometown  to  work  in  the  local  rural  55  bed  hospital.  Your  only  working 

experience  has  been  on  a  general  medical-surgical  unit  in  the  large  city  where 
you  attended  college.  At  that  inner-city  hospital  they  had  recently  switched 
from  team  leading  to  primary-care  nursing.  At  your  present  place  of  employ- 

ment the  nurses  use  task-oriented  nursing-care  management  and  you  find  this 
type  of  organization  fragments  patient  care  and  in  addition,  affords  you  little 
personal  satisfaction.  Your  director  of  nurses  seems  open  to  new  ideas  and  you 
decide  that  you  would  like  to  be  the  change  agent,  suggesting  a  newer  method 

of  patient  care  assignment.  One  evening  after  working  the  3-11  p.m.  shift  you 

return  to  your  parent's  home  and  you  sit  down  to  spend  the  rest  of  the  night 
working  on  your  planned  change. 

ASSIGNMENT 

1.  Is  there  a  need  for  change? 
2.  What  do  you  feel  your  approach  should  be  in  this  case?  Why? 
3-  Outline  your  plan. 
4.  How  would  you  summarize  your  chances  for  success? 
5.  What  are  some  risks  that  you  should  guard  against? 

ANALYSIS 

Before  outlining  the  strategy  for  change,  it  is  necessary  to  determine  whether  a 
change  is  really  essential.  Does  a  problem  exist?  Is  time  wasted  on  relatively 
unimportant  tasks  or  is  a  change  necessary  to  reduce  expendable  portions  of 
the  work  load?  Insufficient  information  is  given  in  this  case  to  adequately 
answer  those  questions.  The  RN  is  dissatisfied  with  functional  nursing  and  feels 
that  it  fragments  care.  It  is  not  clear,  however,  whether  this  view  is  shared  by 
other  nurses  at  that  institution,  or  if  in  fact  fragmentation  of  care  is  really 
occurring. 

Other  aspects  the  RN  must  examine  in  determining  whether  or  not  she 
should  proceed  as  a  change  agent  are  the  respective  driving  and  restraining 
forces  for  such  a  switch  to  primary  nursing.  Examples  of  such  driving  and 
restraining  forces  are  listed  below. 

DRIVING  FORCES 

/.  The  RN  has  both  the  energy  and  willingness  to  act  as  a  change  agent 
throughout  the  process. 

2.  The  director  of  nurses  seems  receptive  to  new  ideas  on  how  to  improve 

patient  care. 
3.  The  RN  has  knowledge  of  change  theory  and  is  aware  of  the  need  for 

thorough  planning  and  gradual  implementation. 
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RESTRAINING  FORCES 

1.  The  RN  has  only  been  at  the  facility  a  short  time.  Her  personal  power  base 

and  support  are  probably  limited;  she  may  be  perceived  as  a  "trouble 
maker"  rather  than  a  "change  agent." 

2.  The  RN  has  had  limited  working  experience  in  the  different  modes  of 

patient-care  management  and  may  not  be  aware  of  their  inherent  limitations 
or  advantages. 

3-  The  differences  between  a  rural  and  an  urban  hospital  can  be  staggering, 
especially  in  terms  of  the  patient  population,  the  scope  of  practice  of  the 

staff,  and  the  availability  of  an  all-RN  staff,  which  is  necessary  in  order  to 

implement  primary-care  nursing. 
4.  A  need  for  change  is  not  well  documented.  The  RN  has  not  received  feed- 

back from  other  nurses  in  order  to  substantiate  her  beliefs. 

After  listing  the  respective  driving  and  restraining  forces,  the  RN  must  weigh 

these  opposing  factors.  If  she  feels  that  the  driving  forces  outweigh  the  restrain- 
ing forces,  she  should  proceed  with  the  steps  outlined  in  this  unit  to  imple- 

ment planned  change. 
However,  with  the  limited  information  given  thus  far,  there  is  serious  doubt 

as  to  whether  such  a  planned  change  would  succeed.  Although  the  mode  of 

patient-care  management  may  indeed  present  some  problems,  the  RN  needs  to 
collect  more  data  in  order  to  confirm  her  perceptions.  Also,  the  time  she  takes 
to  gather  this  information  will  allow  her  to  build  a  personal  power  base. 
During  this  period,  she  may  wish  to  share  her  concerns  with  her  immediate 

supervisor,  so  that  the  proposal  for  change  will  not  come  as  a  complete  sur- 
prise. In  addition,  she  may  be  encouraged  to  continue  up  the  chain  of  com- 
mand, which  might  include  sharing  her  ideas  with  the  director  of  nursing. 

Timing  is  a  key  factor  in  planned  change  and  many  promising  ideas  have 
been  rejected  because  the  timing  was  not  right.  It  is  much  more  difficult  to 

change  a  "lets  wait  and  see"  to  a  "yes"  than  a  "no"  to  a  "yes."  Many  of  the 
restraining  forces  will  have  diminished  or  been  eliminated  if  the  RN  waits 

before  implementing  the  planned  change.  Likewise,  the  driving  forces  will 
have  been  strengthened  and  the  chances  for  success  increased. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

Assume  that  morale  and  productivity  are  low  on  the  unit  where  you  arc  the 

new  manager.  In  an  effort  to  identify  the  root  of  the  problem,  you  haw  been 
meeting  informally  with  the  staff  to  discuss  their  perceptions  of  unit  functioning 
and  to  identity  the  sources  of  unrest.  You  believe  that  one  of  the  greatest  factors 
leading  to  discord  is  the  limited  opportunity  for  advancement  among  your  primary 



100      ♦      PLANNING:  AN  OVERVIEW 

care  nurses.  Currently,  you  have  a  fixed  charge  nurse  on  each  shift,  which  is  how  the 
unit  has  been  managed  for  as  long  as  anyone  can  remember.  You  would  like  to 

rotate  the  charge  nurse  position  but  are  unsure  of  your  staff's  feelings  about  the 
change. 

ASSIGNMENT 

Using  the  phases  of  change  identified  by  Lewin,  outline  the  actions  you  would  take 

with  regard  to  unfreezing,  movement,  and  refreezing.  What  are  the  greatest  bar- 
riers to  this  change?  What  are  the  greatest  driving  forces? 

CASE  2 

You  are  an  RN  who  graduated  three  years  ago.  Over  the  last  three  years  you 

have  been  given  increasing  responsibility'  in  your  first  position.  You  love  your  job 
very  much,  and  although  you  enjoy  your  family  (husband  and  one  preschool  child) 
you  realize  that  your  career  is  very  important  to  you. 

Recently  you  and  your  husband  decided  to  have  another  child.  Last  week  your 
supervisor  informed  you  the  present  charge  nurse  is  leaving  and  she  wants  to 
appoint  you  to  the  position.  Although  you  were  very  thrilled  and  excited  about  the 
prospective  new  position,  you  found  out  yesterday  you  are  pregnant. 

Last  night  you  and  your  husband  discussed  your  career  future.  An  attorney 
whose  previously  slow  practice  has  suddenly  gained  much  momentum,  he  believes 

and  has  requested  that  you  go  to  part-time  status  once  the  baby  is  born.  This  would 
mean  you  could  not  accept  the  new  position,  since  a  requirement  for  the  charge 

position  is  that  it  be  filled  by  a  full-time  nurse. 

ASSIGNMENT 

Using  a  scientific  approach  to  decision  making,  make  a  choice  concerning  what  you 

should  do.  After  you  have  made  your  decision  assemble  in  a  group  (4-6  individ- 
uals) and  share  your  conclusion  with  others  who  have  also  solved  this  problem. 

Were  your  decisions  the  same?  How  did  you  approach  the  problem  solving 
differently  than  others  in  your  group?  Did  some  of  the  group  members  identify 
alternatives  you  had  not  considered?  How  did  your  personal  values  influence  your 
decision? 

Each  group  must  agree  on  a  plan.  Develop  plans  for  the  changes  that  you  must 
now  make.  Identify  the  driving  and  restraining  forces  and  devise  strategies  to 
implement  your  plan.  How  will  you  deal  with  others  involved  in  the  change? 

CASE  3 

You  are  an  Hispanic  RN  and  have  recently  received  a  two-year  grant  to 
establish  a  family  planning  clinic  in  a  primarily  Hispanic,  underprivileged  area  in  a 
large  metropolitan  city.  The  project  will  be  evaluated  at  the  end  of  two  years  to 
determine  whether  it  should  receive  continued  funding.  You  will  be  the  project 
director  and  will  have  funding  to  hire  three  additional  health  care  workers  of  your 
choosing.  Essentially,  you  will  be  allowed  to  manage  the  clinic  autonomously. 

Your  average  client  will  be  14  years  old.  There  are  many  broken  homes  and 
unemployment  is  high.  In  addition,  the  population  in  which  you  will  work  has  high 



PLANNED  CHANGE      ♦      101 

crime  and  truancy  levels,  as  well  as  a  high  degree  of  suspicion  and  mistrust  of 
authority  figures.  You  are  aware  that  many  restraining  forces  exist  that  will  present  a 
challenge  to  you  in  implementing  the  clinic,  but  you  are  strongly  committed  to  the 
cause  and  believe  that  the  exorbitantly  high  teenage  pregnancy  rate,  as  well  as 
maternal  and  infant  morbidity  can  be  reduced. 

ASSIGNMENT 

1.  Identify  the  driving  and  restraining  forces  in  this  situation. 

2.  Identify  realistic  short-  and  long-term  goals  for  implementing  such  a  change. 
What  can  realistically  be  accomplished  in  two  years? 

3.  How  might  the  project  director  use  her  hiring  authority  to  increase  the  driving 
forces  in  this  situation? 

4.  Is  "refreezing"  of  the  planned  change  possible,  so  that  modifications  will  con- 
tinue if  the  grant  is  not  funded  again  in  two  years? 
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Personal  Notebook 

1.  Identify  a  change  that  you  would  like  to  make  in  your  personal  life.  Examples 
might  include  studying  more,  saving  more  money,  exercising  daily,  or  stopping 
smoking.  List  the  driving  and  restraining  forces.  Devise  methods  that  allow  you 
to  increase  the  driving  forces  and  decrease  the  restraining  forces. 

2.  Try  to  remember  a  time  in  your  life  that  involved  unnecessary  change.  Why  did 
you  feel  the  change  was  unwarranted?  What  types  of  turmoil  did  it  cause? 

3-  Have  you  ever  resisted  a  change  that  you  later  came  to  accept?  Describe  the 
stages  you  went  through  before  acceptance  came  about. 

4.  Think  back  to  changes  you  have  undertaken  in  your  personal  life.  Describe  the 
types  of  imbalances  in  the  system  that  provided  the  catalyst  for  you  to  alter  your 
life. 



Fiscal  Planning 

Although  fiscal  planning  is  sometimes  avoided  by  managers,  it  should  be  consid- 

ered an  important  dimension  of  planning.  Just  as  each  individual's  values  system 
determines  how  they  spend  their  personal  fiscal  resources,  fiscal  planning  should 
reflect  an  extension  of  the  philosophy,  goals,  and  objectives  of  the  organization. 

Every  organization  should  involve  as  many  individuals  as  is  feasible  in  the 

budgetary  process,  because  managers  and  personnel  who  are  asked  to  participate 

in  fiscal  planning  are  more  apt  to  be  cost  conscious  and  will  have  a  better  under- 

standing of  how  their  unit  must  function  to  meet  the  overall  long-  and  short-term 

goals. 

Role  of  the  Manager  in  Fiscal  Planning 

With  the  current  focus  on  cost  containment  and  fiscal  responsibility  by  all  health 

care  providers,  it  is  essential  that  nurses  develop  expertise  in  managing  and  under- 

standing costs.  "Even  today,  with  the  increasing  emphasis  on  finance  in  most  nurs- 
ing graduate  programs,  well-prepared  nurse  executives  are  not  as  sophisticated  in 

economic  matters  as  this  finance-driven  health  care  system  requires"  (Manthey, 
1992;  14). 

Historically,  nursing  management  has  played  a  limited  role  in  determining 
resource  allocation  in  health  care  institutions.  Because  nursing  is  a  service  and  is 

not  usually  classified  as  "income  producing"  in  itself,  nursing  input  has  been 
shortchanged  in  the  budget  process.  Today,  the  nursing  budget  frequently  accounts 

for  at  least  half  of  the  total  expenses  in  health  care  institutions.  "People  who  have  no 
idea  of  nursing's  culture  and  belief  system,  principles,  and  values  make  financial 

decisions  about  it  every  day,  and  nurses  continue  to  let  this  happen"  (Manthey, 
1992;  14).  Nurses  must  be  invoked  in  fiscal  planning  to  see  that  appropriate  re 
sources  are  available  to  provide  nursing  services.  A  study  by  Hodges  and  Poteel 
(1991)  indicates  a  continuing  problem  with  authority  for  chief  nurse  executives  in 
matters  germane  to  resource  allocation.  Participating  in  fiscal  planning  should  be 
viewed  as  a  fundamental  and  powerful  tool  for  nursing. 
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Budgeting 

A  budget  is  defined  as  a  plan  that  uses  numerical  data  and  predicts  the  activities  of 
an  organization  over  a  set  period  of  time.  Although  budgets  are  usually  associated 

with  financial  statements,  such  as  revenues  and  expenses,  they  may  also  be  nonfi- 

nancial  statements  covering  output,  materials,  and  equipment  (Marriner-Tomey, 
1992). 

The  desired  outcome  of  budgeting  is  the  optimal  use  of  resources.  The  value  of 
the  budget  to  the  institution  is  directly  related  to  its  accuracy.  The  more  accurate  the 
budget  forecast,  the  more  closely  the  organization  can  plan  the  most  efficient  use  of 
its  resources.  However,  as  with  all  planning,  fiscal  planning  requires  flexibility.  A 
budget  is  at  best  a  prediction,  a  plan  and  not  a  rule,  thus  flexibility  must  be 
included,  as  well  as  ongoing  evaluation  and  revision. 

Marriner-Tomey  (1992)  identified  three  conditions  necessary  for  the  develop- 
ment and  implementation  of  a  budgetary  program.  First,  there  is  a  need  for  a  sound 

organizational  structure  with  clearly  delineated  lines  of  authority  and  respon- 
sibility. Budgetary  authority  and  responsibility  can  then  parallel  the  corresponding 

hierarchical  pattern  of  authority  and  responsibility. 
Second,  a  clearly  designated  individual  must  be  responsible  for  collecting  and 

reporting  statistical  data.  Nonmonetary  data  such  as  number  of  admissions,  average 
length  of  stay,  percentage  of  occupancy,  and  number  of  patient  days  is  important  in 
the  budgetary  process. 

Third,  a  condition  necessary  for  the  development  and  implementation  of  a 
budgetary  program  is  adequate  managerial  support.  Although  budgeting  is  done  at 

the  unit  level,  it  must  be  valued  by  top-level  administrators.  This  requires  that  top- 
level  administrators  adequately  educate  unit-level  managers  concerning  how  to 
budget.  Formal  budgeting  policies  and  procedures,  budgetary  objectives,  and  the 
requisite  responsibility  for  budgeting  must  be  clearly  stated. 

Types  of  Budgets 

Managers  are  concerned  with  three  major  types  of  expenditures.  The  largest  ex- 
pense is  in  manpower,  since  health  care  is  labor  intensive.  Therefore,  the  personnel 

or  manpower  budget  is  an  area  of  cost  that  must  be  monitored  closely  to  prevent 

under-  or  overstaffing.  Many  factors  affect  personnel  budgets  such  as  the  cost  of 
benefits,  new  employee  orientation,  promotions,  employee  turnover,  and  seasonal 
variances. 

In  addition  to  size  of  staff,  the  manager  must  be  cognizant  of  the  type  of  staffing 

mix  required.  The  manager  must  also  be  aware  of  the  institution's  patient  acuity  so 
that  the  most  economical  level  of  nursing  care  can  be  provided  that  will  meet 
patient  needs.  Although  staffing  is  discussed  in  Unit  III,  it  is  necessary  here  to 
briefly  discuss  how  staffing  needs  are  presented  in  the  personnel  budget. 

Most  staffing  is  based  upon  standards.  These  standards  may  be  expressed  in 
hours  per  patient  day  (medical  units),  in  visits  per  month  (home  health  agencies), 
or  in  minutes  per  case  (the  operating  room).  Since  the  patient  census,  number  of 
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visits,  or  cases  per  day  data  never  remain  constant,  the  manager  must  be  alert  to 

increases  or  decreases  in  volume  and  the  need  to  alter  staffing  accordingly  (Wil- 
burn,  1992). 

In  addition,  sometimes  the  population  or  the  types  of  cases  change  so  that  the 
established  standard  is  no  longer  appropriate.  An  example  would  be  an  operating 
room  that  begins  to  perform  heart  surgery.  Since  this  would  involve  more  nursing 
time  per  case,  the  standard  (number  of  nursing  minutes  per  case)  would  need  to 
be  acijusted.  Normally  the  standard  is  adjusted  upward  or  downward  once  a  year, 
but  staffing  is  adjusted  daily  depending  upon  the  volume. 

The  operating  budget  is  the  second  expenditure  area  that  affects  all  managers. 

This  budget  reflects  expenses  that  fluctuate  up  or  down  in  a  predetermined  man- 
ner reflective  of  the  varied  volume  of  service  provided  (Strasen,  1987).  Included  in 

this  budget  are  such  daily  expenses  as  utilities,  repairs,  maintenance,  and  medical- 
surgical  supplies.  Next  to  personnel  costs,  supplies  are  the  second  most  significant 

component  of  a  hospital  budget.  Barkholz  (1985)  stated  "When  labor  costs  are 
under  control,  supply  buying  and  distribution  becomes  the  focal  point  of  a  hospi- 

tal's cost  containment  efforts."  Since  nurses  use  a  great  many  supplies,  this  is  an 
area  where  the  cost-conscious  nurse  can  be  invaluable  to  the  organization. 

The  third  type  of  budget  many  managers  will  need  to  familiarize  themselves 
with  is  the  capital  expenditure  budget.  This  budget  includes  equipment  that  has  a 
long  life  (usually  greater  than  five  years),  is  not  necessarily  used  in  the  daily 

operation,  and  is  generally  more  expensive  than  operating  supplies.  Capital  bud- 
gets are  associated  with  long-range  planning,  as  it  generally  takes  an  extended 

period  to  recover  the  cost  of  a  capital  expenditure.  Examples  of  capital  expendi- 
tures might  include  the  acquisition  of  a  CAT  scanner,  or  the  renovation  of  a  major 

wing  in  a  hospital. 
Often  the  designation  of  capital  equipment  includes  the  requirement  that  the 

value  of  the  equipment  exceed  a  certain  dollar  amount.  That  dollar  amount  will 

vary  from  institution  to  institution,  but  $300.00-1700.00  is  common.  Managers  who 
request  capital  equipment  are  usually  required  to  complete  specific  requisitions  on 
an  annual  or  semi-annual  basis  and  to  justify  their  request. 

Budgets  may  also  be  classified  according  to  how  often  they  are  done  and  the 
basis  upon  which  they  take  place.  Two  of  the  most  common  types  of  budgets  used 

by  managers  include  incremental  budgeting  and  zero-based  budgeting.  In  incre- 

mental budgeting,  the  baseline  for  budgeting  is  the  previous  year's  expenditures. 
Managers  prepare  the  budget  beginning  with  what  they  spent  the  prior  fiscal  year 
and  add  to  it.  New  programs,  additional  staffing,  and  an  inflationary  climate  are 
factored  into  the  budget.  Although  this  budget  is  relatively  easy  to  prepare  and 

takes  less  time,  it  is  not  cost-effective,  as  there  is  no  motivation  to  spare  expense  or 

to  prioritize  programs  and  services. 

In  contrast,  managers  must  rejustify  their  program  or  needs  even-  budgeting 
cycle  in  zero-based  budgeting.  As  it  is  not  automatically  assumed  that  since  a 

program  has  been  funded  in  the  past,  it  should  continue,  the  manager  must  priori- 
tize departmental  requests.  Lowest  ranked  requests  are  usually  eliminated.  The 

advantages  of  this  type  of  budgeting  are  that  it  is  more  cost-effective  than  incremen- 
tal budgeting  as  it  forces  unit  managers  to  set  priorities  and  use  their  resources 

most  efficiently.  It  is,  however,  a  lengthy  and  complex  process 
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I  I 
The  Budgetary  Process 

Douglass  and  Bevis  (1983)  identified  four  steps  in  budget  planning: 

1.  Determine  the  Requirements  of  the  Budget. 

Top-level  managers  may  choose  to  develop  the  budget  for  an  organization  without 
input  from  middle-  or  first-level  managers.  Or  each  unit  manager  may  be  asked  to 
develop  goals,  objectives,  and  budgetary'  estimates  for  their  specific  area.  Generally, 
budgeting  is  most  effective  if  the  personnel  using  the  resources  are  involved  in  the 
process.  If  however,  unit  managers  are  to  be  involved  in  fiscal  planning,  they  must 
be  taught  how  to  prepare  a  budget  and  must  be  supported  by  management 
throughout  the  process.  A  composite  of  these  unit  needs  in  terms  of  manpower, 

equipment,  and  operating  expenses  is  then  compiled.  Display  8-1  lists  some  com- 
mon terms  in  fiscal  planning  that  the  manager  must  understand  to  participate  in  the 

budgetary  process. 

2.  Develop  a  Plan. 
The  budget  plan  may  be  developed  in  many  ways.  When  a  budgeting  cycle  is  set  for 
12  months,  it  is  called  a.  fiscal  year  budget.  The  fiscal  year  may  or  may  not  coincide 
with  the  calendar  year.  The  fiscal  year  is  then  broken  down  into  quarters.  A  budget 

may  also  be  subdivided  into  monthly,  quarterly,  or  semi-annual  periods.  Budgets 
are  usually  developed  for  one-year  periods  of  time,  but  may  also  be  done  on  a 
continuous  basis.  A  continuoiAS  or  perpetual  budget  is  done  monthly,  so  there  is 
always  12  months  of  future  budget  data  available.  Selecting  the  optimum  time 
frame  for  budgeting  is  also  important,  as  when  the  budget  is  predicted  too  far  in 

advance,  there  is  a  greater  probability  of  error.  If  the  budget  is  short-sighted,  it  may 
be  difficult  to  compensate  for  unexpected  major  expenses  or  the  purchase  of 
capital  equipment. 

3.  Analyze  and  Control  the  Operation. 

Analysis  of  the  budget  must  be  an  on-going  process  to  avoid  deficit  or  surplus  funds 
at  the  end  of  the  fiscal  year.  In  most  health  care  institutions,  computerized  state- 

ments are  distributed  monthly  outlining  the  projected  budget  for  that  department 
as  well  as  any  expected  deviations  from  that  budget.  Each  unit  manager  is  held 
accountable  for  such  deviations.  While  most  units  can  expect  some  fluctuation  from 
the  anticipated  budget,  large  deviations  must  be  examined  for  possible  causes  and 

remedial  action  taken  if  necessary.  Some  managers  artificially  inflate  their  depart- 
ment budgets  as  a  cushion  against  budget  cuts  from  a  higher  level  of  administra- 

tion. If  this  unsound  practice  is  employed  by  several  departments  within  the  same 
institution,  the  entire  budget  may  be  ineffective.  If  a  major  change  in  the  budget  is 

indicated,  the  entire  developmental  process  must  be  repeated.  Top-level  managers 
must  watch  for  unrealistic  budget  projections  and  correct  them  before  they  are 
implemented. 

4.  Review  the  Plan. 

The  budget  is  reviewed  periodically  and  minor  modifications  are  made  as  neces- 
sary throughout  the  fiscal  year.  With  each  successive  year  of  budgeting,  managers 
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DISPLAY     8-1 

Fiscal  Terminology 

ACUITY  INDEX — A  weighted  statistical  measurement  that  refers  to  the  severity  of  illness 
of  patients  at  a  given  time.  Patients  are  classified  according  to  acuity  of  illness, 
usually  in  one  of  four  categories.  The  acuity  index  is  determined  by  taking  a  total  of 
acuities  and  then  dividing  by  the  number  of  patients. 

ASSETS — All  the  financial  resources  of  a  health  care  organization;  not  only  accounts 
receivable,  but  also  real  estate,  equipment,  etc. 

BASELINE  DATA — historical  information  on  dollars  spent,  acuity  level,  patient  census, 
resources  needed,  hours  of  care,  etc.  This  information  is  used  as  a  basis  upon 
which  future  needs  can  be  projected. 

BREAK-EVEN  POINT — point  at  which  revenue  covers  costs.  Most  health  care  facilities 
have  high  fixed  costs.  Because  per  unit  fixed  costs  decrease  with  volume,  hospitals 
need  to  maintain  a  high  census  to  decrease  per  unit  fixed  costs. 

CASE  MIX — types  of  patients  served  by  an  institution.  A  hospital's  case  mix  is  usually 
defined  in  such  patient-related  variables  as  diagnosis,  personal  characteristics,  and 
patterns  of  treatment. 

CASH  FLOW — rate  at  which  dollars  are  received  and  dispersed. 

CONTROLLABLE  COSTS — These  are  costs  you  can  control  or  vary.  An  example  would 
be  the  number  of  personnel  employed,  the  level  of  skill  you  require,  wage  levels, 

and  quality  of  materials. 

COST-BENEFIT  RATIO — numerical  relationship  between  the  value  of  an  activity  or 

procedure  in  terms  of  benefits  and  the  value  of  the  activities  or  the  procedure's 
cost.  The  cost-benefit  ratio  is  expressed  as  a  fraction.  If  the  fraction  is  greater  than 
1  (benefits  outweigh  costs),  the  activity  is  considered  economically  beneficial. 

COST  CENTER — smallest  functional  unit  for  which  cost  control  and  accountability  can 
be  assigned.  A  nursing  unit  is  usually  referred  to  as  a  cost  center,  but  there  may  be 
other  cost  centers  within  a  unit  (e.g.,  orthopedics  is  a  cost  center,  but  often  the  cast 

room  is  considered  a  separate  cost  center  within  orthopedics. ) 

COST  FINDING — process  of  determining  the  full  cost  of  services  or  procedures  by 
allocating  indirect  costs  and  adding  them  together  with  direct  costs. 

DIAGNOSTIC  REIATED  GROUPS  (DRGs)—  medical  classification  under  which  a  medi- 

care patient's  diagnosis  will  be  made.  Each  diagnosis  has  a  set  payment  reimburse- 
ment rate.  This  rate  may,  in  actuality,  be  higher  or  lower  than  the  actual  cost  of 

treatment. 

DIRECT  COSTS — costs  that  can  be  attributed  to  a  specific  source,  such  as  medications 
and  treatments.  Costs  that  are  clearly  identifiable  with  goods  or  service 

EXPENDABLE  SUPPLIES — supplies  that  are  consumed  through  their  use  and  therefore, 
are  not  reusable. 

FIXED  BUDGET — a  style  of  budgeting  that  is  based  on  a  fixed,  annual  level  of  volume 
such  as  number  of  patient  days  or  tests  performed,  to  arrive  at  an  annual  budget 
total.  These  totals  are  then  divided  by  12  to  arrive  at  the  monthly  average.  The  fixed 

budget  does  not  make  provisions  lor  monthly  or  seasonal  variations. 

FIXED  COSTS — costs  that  do  not  vary  according  to  volume  Examples  of  fixed  costs  are 

mortgage  or  loan  payments. 
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FLEXIBLE  BUDGET — budgeting  system  that  takes  into  account  variations  in  volume. 
Range  of  activity  is  estimated  based  on  a  projected  range  of  volume  from  low  to 

high. 
FULL  COSTS — total  of  all  the  direct  and  indirect  costs. 

FULL-TIME  EQUIVALENT  (FTE) — number  of  hours  of  work  for  which  a  full-time  em- 

ployee is  scheduled  for  a  weekly  period.  For  example,  1 .0  FTE  =  five  8  hour  days  of 
staffing,  which  equals  40  hours  of  staffing  per  week.  One  FTE  can  be  divided  into 

different  ways.  For  example,  two  part-time  employees,  each  working  20  hours  per 
week,  would  equal  1  FTE.  If  a  position  requires  coverage  for  more  than  5  days  or 
40  hours  per  week,  the  FTE  will  be  greater  than  1.0  for  that  position.  Assume  a 

position  requires  7  day  coverage,  or  56  hours,  then  the  position  requires  1.4  FTE 

coverage  ( 56  divided  by  40  =  1.4)  This  means  that  more  than  one  person  is  needed 
to  fill  the  FTE  positions  for  a  7  day  period. 

HOURS  PER  PATIENT  DAY  (HPPD)— hours  of  nursing  care  provided  per  patient  per  day 
by  various  levels  of  nursing  personnel.  HPPD  are  determined  by  dividing  total 
production  hours  by  the  number  of  patients. 

INDIRECT  COSTS — costs  that  cannot  be  directly  attributed  to  a  specific  area.  These  are 
hidden  costs  and  are  usually  spread  among  different  departments.  Housekeeping 
services  are  considered  indirect  costs. 

INFLATION  FACTOR — percentage  rate  of  inflation.  This  figure  needs  to  be  included  in 
budgeting  for  the  future. 

NONCONTROLLABLE  COSTS — indirect  expenses  that  you  cannot  usually  control  or 

van-  Examples  might  be  rent,  utilities,  and  depreciation  of  equipment. 

OPERATING  EXPENSES — daily  costs  required  to  maintain  a  hospital  or  health  care 
institution. 

PATIENT  CLASSIFICATION  SYSTEM— method  of  classifying  patients.  Different  criteria 
are  used  for  different  systems.  In  nursing,  patients  are  usually  classified  according 

to  severity  of  illness. 

PRODUCTION  I IOURS — total  amount  of  regular  time,  overtime,  and  temporary  time. 
This  may  also  be  referred  to  as  actual  hours. 

PROJECT  BUDGET — style  of  budgeting  that  involves  planning  for  five  to  10  years  ahead. 
In  planning,  a  great  deal  of  attention  is  paid  to  external  events  which  might  impact 

the  hospital.  As  long  range  plans  are  determined,  specific  objectives  are  identified 
which  will  lead  to  the  achievement  of  the  plans.  The  costs  required  to  meet  these 
objectives  are  then  determined.  Alternative  objectives  and  their  costs  may  also  be 

identified  in  order  to  provide  a  greater  flexibility.  Programs  are  prioritized  in  order 
of  importance. 

STAFFING  DISTRIBUTION — determination  of  number  of  personnel  allocated  per  shift. 
Example:  45%  days,  35%  evenings,  and  20%  nights.  Hospitals  vary  on  how  staff  is 
distributed. 

STAFFING  MIX — ratio  of  RNs  to  other  personnel.  For  example,  a  shift  on  one  unit  might 
have  40%  RNs,  40%  LPNs/LVNs,  and  20%  all  others.  Agencies  vary  on  their  staffing 

mix  policies. 

TURNOVER  RATIO — rate  at  which  employees  leave  their  jobs  for  reasons  other  than 
death  or  retirement.  The  rate  is  calculated  by  dividing  the  number  of  employees 

leaving  by  the  number  of  workers  employed  in  the  unit  during  the  year  and  then 
multiplying  by  100. 
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VARIABLE  COSTS — costs  that  van'  with  the  volume.  Payroll  expenditures  are  variable 
costs,  for  example. 

VARIANCE — difference  between  planned  and  actual  costs 

WORKLOAD  UNITS — in  nursing,  workload  units  are  usually  the  same  as  patient  days. 
For  some  areas,  however,  work  load  units  might  refer  to  the  number  of  proce- 

dures, tests,  patient  visits,  injections,  etc. 

ZERO-BASED  BUDGETING — type  of  budgeting  system  that  begins  at  zero  each  year. 
That  means  that  even1  dollar  that  is  to  be  spent  needs  to  be  justified.  Established 
costs  are  not  automatically  continued  from  one  year  to  the  next.  This  style  of 
budgeting  ensures  that  the  activities  are  not  continued  simply  because  they  were 
carried  out  in  the  past.  In  zero-based  budgeting,  objectives  are  very  important  and 
they  are  listed  according  to  priority.  Zero-based  budgeting  also  indicates  what  will 
happen  if  an  objective  is  eliminated  as  well  as  which  objectives  could  be  accom- 

plished for  less  money. 

become  better  able  to  accurately  forecast  the  financial  needs  of  their  unit.  They 

develop  a  more  historical  approach  to  budgeting  as  they  become  better  able  to 
predict  seasonal  variations  specific  to  the  population  they  serve  or  their  particular 
institution. 

Cost  Effectiveness 

The  desired  end  product  of  careful  fiscal  planning  is  cost  effectiveness.  Cost  effective 

does  not  imply  "cheap".  It  means  getting  the  most  for  your  money  or  that  the 
product  is  worth  the  price.  Buying  a  very  expensive  piece  of  equipment  may  be 
considered  cost  effective  if  it  can  be  shown  that  a  sufficient  need  existed  and  that  it 

was  the  best  purchase  to  meet  the  need  at  that  time.  Cost  effectiveness  also  takes 
into  account  factors  such  as  anticipated  length  of  service,  the  need  for  such  a 

service,  and  the  availability  of  other  alternatives. 

The  Prospective  Payment  System 

Historically,  heath  care  institutions  have  placed  little  or  no  emphasis  on  budgeting 
When  budgeting  was  performed  the  incremental  form  was  used.  There  was  little 

motivation  to  save  costs  and  budget  effectively,  as  private  insurance  carriers  reim- 
bursed fully  on  a  virtually  limitless  basis.  Thus,  the  more  the  institution  spent,  the 

more  reimbursement  it  received.  I  ligh-quality  care  was  important  and  little  thought 
was  given  to  how  rising  costs  of  new  technology  and  services  would  impact  upon 
health  care  costs  overall  (Neumann,  Stiver,  and  Zelman,  1984). 

With  the  advent  of  Medicare  and  Medicaid  in  the  1960s,  health  care  costs 

skyrocketed.  As  a  result,  the  government  began  establishing  regulations  requiring 
organizations  to  justify  the  need  for  services,  as  well  as  to  monitor  the  quality  of 
those  services.  Health  care  providers  were  forced  tor  the  first  time  to  provide  Big 

Brother-type  surveillance  and  the  introduction  of  external  controls  has  had  a  tre- 
mendous effect  on  the  industry  (Marquis  and  Huston,  1992). 
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The  advent  of  Diagnostic  Related  Groupings  (DRGs)  in  the  early  1980s  added 
to  the  need  for  monitoring  cost  containment.  DRGs  were  predetermined  payment 

schedules  that  reflected  historical  costs  for  the  treatment  of  specific  patient  condi- 
tions. The  first  version  of  the  diagnostic  related  group  system  included  383  catego- 

ries, that  were  redefined  because  of  the  excessive  number  of  outliers,  or  patients 

who  did  not  fit  into  any  category  (Marriner-Tomey  1992). 

Four  hundred  and  sixty-eight  different  DRGs  or  "product  lines"  had  been 
established  by  1989  (Omachonu  and  Nanda,  1989).  Thirteen  new  DRGs  were  pro- 

posed in  October  1990  (Grimaldi,  1990).  As  a  result,  DRGs  have  joined  the  prospec- 
tive payment  system,  whereby  agencies  receive  a  prespecified  amount  of  each 

patient's  admission  costs,  regardless  of  the  actual  cost  of  care.  As  a  result  of  the 
prospective  payment  system  and  the  need  to  maintain  costs,  the  length  of  stay  for 
most  hospital  admissions  has  decreased  greatly.  The  prospective  payment  system 
has  saved  billions  of  health  care  dollars,  even  with  the  adjustments  needed  to 
accommodate  the  shift  in  geographic  site  of  care  to  outpatient  settings  (Swansburg 
and  Sowell,  1992).  However,  many  experts  argue  that  quality  standards  have  been 
lowered  and  that  patients  are  being  discharged  before  they  are  ready.  Other  experts 
feel  that  some  categories  lack  homogeneity  and  may  be  applicable  only  to  the 
population  originally  tested;  length  of  stay  is  not  very  applicable  to  actual  costs; 
some  physicians  have  differences  in  therapeutic  philosophies  and  may  vary  their 
treatment  of  the  same  disease;  different  treatments  cost  different  amounts;  and 

some  diseases  do  not  have  common  treatment  regimens  (Marriner-Tomey  1992). 
Today,  a  significant  number  of  patients  treated  by  hospitals  and  other  health 

care  agencies  are  eligible  for  some  type  of  federal  or  state  health  care  reimburse- 
ment. Accompanying  this  increase  in  federal  and  state  funding  has  come  an  in- 

crease in  regulations  for  health  care  facilities  treating  those  patients,  as  well  as  a 
system  that  rewards  cost  containment.  Health  care  providers  are  encountering 
financial  crises  as  they  attempt  to  meet  seemingly  unlimited  health  care  needs  and 
services  with  limited  fiscal  reimbursement.  In  addition,  rapidly  changing  federal 

and  state  reimbursement  policies  make  long-range  budgeting  and  planning  very 
difficult  for  such  facilities. 

Summary 

It  is  necessary  for  all  managers  to  have  some  understanding  of  fiscal  principles,  to 
be  cognizant  of  their  budgetary  responsibilities,  and  to  remain  accountable  to  the 

organization  for  managing  a  cost-effective  unit.  In  budgeting,  managers  must  be 
able  to  assertively  and  professionally  articulate  unit  needs  to  ensure  that  funds  for 
adequate  nursing  staff,  supplies,  and  equipment  will  be  sufficient. 

The  ability  to  proactively  forecast  the  fiscal  needs  of  the  unit  with  sensitivity  to 

the  organization's  economic,  social,  and  legislative  climate  poses  a  challenge  to  all 
managers.  It  can  best  be  met  by,  whenever  possible,  including  all  individuals  in  the 
budgetary  process  who  will  be  affected  by  the  plan.  In  addition,  the  manager  must 

be  creative  in  the  identification  of  budgetary  alternatives,  flexible  in  their  imple- 
mentation, and  skillful  in  the  monitoring  aspects  of  budget  control. 



FISCAL  PLANNING      ♦      111 

References 

Barkholz  D  (1985).  Cost  consciousness  gives  managers  a  chance  to  standardize,  Centralize.  Mod  Health 

Care  15(15):65-66 

Douglass  L  and  Bevis  O  (1983).  Nursing  Management  and  Leadership  in  Action,  4th  ed.  St.  Louis,  MO:  CV 
Mosby 

Grimaldi  PL  (1990).  Thirteen  new  DRGs  and  other  proposed  changes.  Nurs  Manage  21(7):32-34 

Hodges  LC  and  Poteet  GW  ( 1991 ).  J  Nurs  Admin  21(10):30-33,  45 

Manthey  M  (1992).  Budgeting:  controlling  the  ominous  art.  Nurs  Manage  23(3):14 

Marquis  B  and  Huston  C  (1992).  Leadership  Roles  and  Management  Functions:  Theory  and  Application. 

Philadelphia,  PA:  JB  Lippincott 

Marriner-Tomey  C  (1992).  Guide  to  Nursing  Management,  4th  ed.  St.  Louis,  MO:  CV  Mosby 

Neumann  B,  SuverJ,  and  Zelman  W  (1984).  Financial  Management:  Concepts  and  Applications  for  Health 

Care  Providers.  USA,  National  Health  Publishing 

Omachonu  VK  and  Nanda  R  (1989).  Measuring  productivity:  outcome  vs.  output.  Nurs  Manage  20(4):35- 

38,40 
Strasen  L  (1987).  Key  Business  Skills  for  Nurse  Managers.  Philadelphia,  PA:  JB  Lippincott 

Swansburg  RC  and  Sowell  RL  (1992).  A  model  for  costing  and  pricing  nursing  service.  Nurs  Manage 

23(2):33-36 

Wilburn  D  (1992).  Budget  response  to  volume  variability.  Nurs  Manage  23(2):42-44 

SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  are  a  nurse  in  the  coronary  care  unit  and  your  flexible-nursing-care 
hours  per  patient  day  (NCH/PPD)  are  budgeted  at  16  NCH/PPD.  It  is  your  job  to 
determine  the  NCH/PPD  each  day  at  midnight  by  using  the  midnight  patient 

census  and  the  standard  formula  for  figuring  NCH/PPD.  The  standard  for- 
mula is 

-  nursin8  hours  worked  in  24  hours 
IN  v>l  1/  i  i  L/  . 

patient  census 

Today's  date  is  1/31/94.  At  midnight  it  will  be  2/1/94.  You  are  calculating  the 
NCH/PPD  for  1/31/94.  The  patient  census  at  midnight  is  five  patients.  In  check- 

ing staffing,  you  find  the  following  information: 
Shift 

11  p.m.  to  7  a.m.  (last  night) 

7  A.M.   tO  3   I'M. 

3  p.m.  to  1 1  P.M. 

11  p.m.  to  7  a.m.  (on  duty  tonight) 

Staff  on 

duty 

Hours  worked 

2  RNs 8  hours  each 

1  LVN 8  hours 

3  RNs 

8  hours  each 

2  RNs 8  hours  each 

2  LVNs 
8  hours  each 

1  RN 
8  hours  each 

2  LVNs 
8  hours  each 



In  this  case: 

11  p.m.  to  7  a.m.  (last  night) 3  staff 
X 

7  a.m.  to  3  p.m. 
3  staff 

X 

3  p.m.  to  11  P.M. 4  staff X 
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ASSIGNMENT 

1.  Calculate  the  NCH/PPD  for  1/31/94. 

ANALYSIS 

Although  ideally  you  would  use  12  midnight  to  12  midnight  to  compute  the 
NCH/PPD  for  1/31/94,  most  staffing  calculations  are  made  beginning  with 

11:00  p.m.  and  ending  with  11:00  p.m.  the  following  night,  to  more  closely  align 
with  work  schedules.  So  in  this  case,  it  would  be  acceptable  to  figure  the 
NCH/PPD  for  1/31/94  using  numerical  data  from  the  11  to  7  shift  last  night,  7  to 
3  shift,  and  3  to  1 1  shift. 

The  first  step  in  this  calculation  requires  a  computation  of  total  nursing-care 
hours  worked  in  24  hours.  This  can  be  calculated  by  multiplying  the  total 
number  of  individuals  on  duty  each  shift  by  the  hours  each  worked  in  their 

respective  shift.  Each  shift  total  is  then  added  together  to  get  the  total  number 
of  nursing  hours  worked  in  all  three  shifts  or  24  hours. 

8  hours  each  =  24  hours 
8  hours  each  =  24  hours 

8  hours  each      =  32  hours 
=  80  hours 

The  nursing  hours  worked  in  24  hours  is  80  hours. 
The  second  step  in  solving  the  NCH/PPD  problem  requires  that  you  divide 

the  nursing  hours  worked  in  24  hours  by  the  patient  census.  The  patient  census 
in  this  case  is  five  patients.  Therefore, 

80  divided  by  5  =  16;  the  NCH/PPD  for  1/31/93  is  16. 

ASSIGNMENT 

Calculate  the  NCH/PPD  if  the  midnight  census  remained  the  same,  but  the 
following  were  the  hours  worked. 

12  midnight  to  12  noon         4  RNs         12  hours  each 
12  noon  to  12  midnight         4  RNs         12  hours  each 

ANALYSIS 

In  this  situation,  the  24  hour  period  that  we  are  using  for  our  calculations  does 
extend  from  12  midnight  to  12  midnight.  Again,  the  same  equation  is  used  with 
the  following  results: 

12  midnight  to  12  noon      4  RNs  x  12  hours  each      =  48  hours 
12  noon  to  12  midnight      4  RNs  x  12  hours  each      =  48  hours 

=  96  hours 

The  nursing  hours  worded  in  24  hours  is  96.  Thus,  96  hours  divided  by  the 
census  of  5  =  19.2.  The  NCH/PPD  in  this  situation  is  19-2. 
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ASSIGNMENT 

Calculate  the  NCH/PPD  if  the  following  staff  were  working. 

12  midnight  to  12  noon        3  RNs  12  hours  each 
1  LVN/LPN  12  hours 

12  noon  to  12  midnight        2  RNs  12  hours  each 
1  LVN/LPN  12  hours 

1  ward  clerk  4  hours* 

"Ward  clerks  are  generally  included  in  calculating  NCH/PPD. 

ANALYSIS 

Using  the  same  formula,  it  is  necessary  to  first  compute  the  number  of  nursing 
hours  worked  in  a  24  hour  period. 

12  midnight  to  12  noon      4  staff      x      12  hours  each      =  48  hours 

12  noon  to  12  midnight      3  staff      x      12  hours  each      =  36  hours 
1  staff      x 4  hours —    4  hours 

=  88  hours 

The  nursing  hours  worked  in  24  hours  is  88  hours.  88  divided  by  5  (the 

census)  =  17.6.  The  NCH/PPD  in  this  situation  is  17.6. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

One  of  your  goals  as  the  new  supervisor  of  the  oncology  unit  is  to  prepare 
all  your  nurses  to  be  certified  in  administering  chemotherapy.  You  currently  have 
10  staff  nurses  who  need  this  certification. 

You  find  you  can  hire  someone  to  teach  the  required  course  for  $350.  However, 
you  are  responsible  for  the  cost  of  reproducing  all  the  educational  materials  that 
will  be  needed  in  addition  to  providing  the  secretarial  time  for  preparing  these 

materials.  The  cost  per  participant  will  be  less  for  a  group  larger  than  IS  and  the 
total  classroom  time  needed  for  certification  is  15  hours.  You  will  also  need  to  allow 

for  the  cost  of  renting  a  facility  in  which  the  classes  can  be  held.  In  addition,  the  Mall 
nurses  needing  certification  have  requested  that  they  be  reimbursed  for  attending 
the  classes  if  they  are  held  after  work  hours. 

ASSIGNMENT 

/.  Define  your  goals  for  this  educational  program. 
2.  Determine  how  you  will  organize  the  classes. 
3.  Decide  how  much  you  will  charge  each  participant  receiving  certification 

4.  Will  you  hold  these  classes  during  work  hours  or  at  other  times? 

5.  Can  this  program  be  cost  effective;' 
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CASE  2 

At  the  hospital  where  you  are  a  new  supervisor,  your  flexible  nursing 
budget  allows  you  5  NCH/PPD.  You  feel  your  unit  is  understaffed  and  ask  your 
director  if  you  can  perform  another  study  to  see  if  your  patients  are  more  acutely  ill 
than  in  the  past.  She  agrees  and  your  study  reveals  the  following  care  hours  and 

patients. 

Projected  number 

of  patients in  each  category 

1000  patient  days 
4000  patient  days 
4000  patient  days 
1000  patient  days 

10,000  patient  days 

/.  What  is  your  new  nursing  care  hour  requirement  per  patient  day? 

2.  If  each  full-time  nurse  (FTE)  worked  2080  hours  a  year,  how  many  new  positions 
would  you  be  able  to  add  to  your  staff? 

3.  How  many  new  staff  members  would  you  request?  Justify  your  answer  with  an 

appropriate  rationale. 

Number  of  NCH 
allotted  for  each 

category  of  acuity 

Class  I 4  hours  per  patient  day 
Class  II 5  hours  per  patient  day 

Class  III      = 6  hours  per  patient  day 

Class  rv      = 7  hours  per  patient  day 

ASSIGNMENT 

CASE  3 

An  oncologist  on  your  unit  (Dr.  Jones)  has  offered  to  give  you  his  old 
photocopier  since  his  office  is  purchasing  a  new  machine. 

He  has  requested  that  all  the  oncologists  and  radiologists  be  allowed  to  use  it 

free  of  charge.  Should  you  accept  Dr.  Jones'  gift?  What  are  some  of  the  factors 
influencing  your  decision? 

ASSIGNMENT 

1.  Justify  acceptance  or  rejection  of  the  gift.  What  factors  influenced  your  choice? 
2.  What  are  the  direct  and  indirect  costs? 

3-  What  are  the  controllable  versus  uncontrollable  costs? 

CASE  4  (From  Marquis  and  Huston,  1992) 

You  are  a  unit  manager  in  an  acute  care  hospital.  You  are  aware  that  staff 
occasionally  go  home  at  the  end  of  their  shift  with  forgotten  hospital  supplies  and 

small  equipment  in  their  pockets.  You  recall  how  as  a  staff  nurse,  you  would  often 
forget  and  take  items  home,  such  as  rolls  of  adhesive  tape,  syringes,  pen  lights,  and 
bottles  of  lotion.  Usually  you  remembered  to  return  them,  but  other  times  you 
did  not. 

Recently  however,  your  budget  has  shown  a  dramatic  and  unprecedented  in- 
crease in  unaccounted  for  supplies.  These  supplies  have  included  ace  wraps,  blood 



FISCAL  PLANNING      ♦      115 

pressure  cuffs  and  stethoscopes,  surgical  instruments,  and  personal  hygiene  kits. 
Although  this  increase  represents  only  a  fraction  of  your  total  operating  budget,  you 
feel  it  is  necessary  to  identify  the  users.  An  audit  of  patient  charts  and  charges 
reveals  that  these  items  were  not  used  in  patient  care. 

When  you  ask  your  charge  nurses  for  an  explanation,  they  state  that  a  few 
employees  have  openly  expressed  their  feelings  that  taking  a  few  small  supplies  is 
in  effect  an  expected  and  minor  fringe  benefit  of  employment.  Your  charge  nurses 
do  not  feel  that  the  problem  is  widespread,  but  cannot  objectively  document  which 
employees  they  feel  are  involved  in  pilfering  the  supplies.  They  suggest  that  you  ask 
all  of  your  employees  to  document  in  writing  when  they  see  other  employees 
removing  supplies  and  that  they  report  such  incidents  to  you  anonymously  for 

follow-up  action. 

ASSIGNMENT 

Because  supplies  are  such  a  major  part  of  the  operating  budget,  you  feel  that  some 
response  is  required.  You  must  determine  just  what  that  action  should  be.  Analyze 
your  actions  in  terms  of  the  desirable  and  undesirable  effects  on  the  employees 
both  involved  as  well  as  uninvolved  in  taking  the  supplies.  Is  the  amount  of  the 

fiscal  debit  in  this  situation  a  critical  factor?  Is  it  worth  the  time  and  energy  that 
would  be  required  to  truly  eliminate  the  problem? 

CASE  5 

You  are  the  director  of  the  local  aging  agency  that  cares  for  both  the  ill  and 

well  elderly.  You  are  funded  by  a  private  corporation  grant  that  requires  city  and 
state  matching  of  funds.  You  have  received  a  letter  in  the  mail  today  from  the  state 

which  says  that  state  funding  will  be  cut  hy  $10,000,  effective  in  two  weeks,  when 

the  state's  new  budget  year  begins.  This  means  that  your  private  funding  will  also  be 
cut  $10,000  for  a  total  revenue  loss  of  $20,000.  It  is  impossible  at  this  time  to  seek 

alternative  funding  sources. 

In  reviewing  your  agency  budget,  you  note  that  as  in  many  health  care  agen- 
cies, your  budget  is  labor  intensive.  More  than  80  percent  of  your  budget  is  attribut- 
able to  personnel  costs  and  you  feel  that  the  cuts  must  come  from  within  this 

portion  of  the  budget.  You  briefly  discuss  this  communication  with  your  staff  and 

no  one  is  willing  to  either  voluntarily  reduce  their  hours  or  is  planning  to  termi- 
nate their  employment  at  any  time  in  the  near  future. 

ASSIGNMENT 

Given  the  following  brief  description  of  your  position  as  well  as  each  of  your  five 
employees,  decide  how  you  will  meet  the  new  budget  restrictions.  What  is  the 
rationale  for  your  choice?  What  decision  do  you  believe  will  result  in  the  least 
disruption  of  the  agency?  Of  the  employees  in  the  agency?  Should  group  decision 
making  be  involved  in  fiscal  decisions  such  as  this  one?  Can  fiscal  decisions  such  as 
this  be  made  without  value  judgments? 

As  your  position  is  project  director,  you  coordinate  all  of  the  day  to  day  activ- 
ities within  the  agency.  You  are  also  involved  in  long-term  planning  and  a  major 

portion  of  your  time  is  allotted  to  securing  future  funding  in  order  that  the  agency 
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can  continue.  As  the  project  director,  you  have  the  authority  to  hire  and  fire  em- 
ployees, You  are  in  your  early  30s  and  have  a  M.S.  degree  in  Nursing  and  Health 

Administration.  You  enjoy  your  job  and  feel  you  have  done  well  in  this  position, 

since  you  started  four  years  ago.  Your  annual  salary  as  a  full-time  employee  is 
$44,000. 

Employee  #1:  Nurse  Potter.  Mrs.  Potter  has  been  with  the  agency  since  its 
inception  seven  years  ago.  She  is  an  RN  with  30  years  experience  working  with  the 
geriatric  population  in  public  health  nursing,  care  facilities,  and  private  duty.  She 
plans  to  retire  in  seven  years  and  travel  with  her  independently  wealthy  husband. 
She  has  a  great  deal  of  expertise  she  can  share  with  your  staff,  although  at  times  you 
feel  that  her  experience  overshadows  your  authority  especially  because  of  your 

relative  youth.  Her  salary  as  a  full-time  employee  is  $36,000. 
Employee  #2:  Nurse  Boone.  Mr.  Boone  has  B.S.  degrees  in  both  Nursing  and 

Dietetics  as  well  as  Food  Management.  As  both  an  RN  and  RD,  he  brings  a  unique 
expertise  to  your  staff  which  is  greatly  appreciated  when  dealing  with  a  chronically 
ill  and  improperly  nourished  elderly  population.  In  the  six  months  since  he  joined 
your  agency,  he  has  proven  to  be  a  dependable,  well  liked,  and  highly  respected 

member  of  your  staff.  His  annual  full-time  salary  is  $30,000. 
Employee  #3:  Nurse  Bams.  Miss  Barns  is  the  receptionist-secretary  at  the 

agency.  In  addition  to  all  of  the  traditional  secretarial  duties  such  as  typing,  filing, 
transcription  of  dictation,  etc.,  she  screens  incoming  telephone  calls,  and  directs 
individuals  who  come  to  the  agency  for  information.  Her  efficiency  is  a  tremendous 

attribute  to  the  agency.  Her  full-time  salary  is  $18,000  annually. 
Employee  #4:  Nurse  Lake.  Mrs.  Lake  is  an  LPN-LVN  with  15  years  of  experience 

in  a  variety  of  health  care  agencies.  She  is  especially  empathetic  to  patient  needs. 
Although  her  technical  nursing  skills  are  also  good,  her  caseload  is  frequently  more 
focused  on  those  elderly  in  need  of  companionship  and  emotional  support.  She 
does  well  at  patient  teaching  because  of  her  outstanding  listening  and  verbal  skills. 
Many  of  your  clients  request  her  by  name.  She  is  a  single  mother,  supporting  six 
children  and  you  are  aware  that  she  has  great  difficulty  in  meeting  her  personal 
financial  obligations.  Her  full  time  salary  is  $24,000. 

Employee  #5.-  Nurse  Long.  Mrs.  Long  is  an  "elderly  help  aide."  She  has  com- 
pleted nurses  aid  training,  although  her  primary  role  with  the  agency  is  to  assist 

well  elderly  with  bathing,  meal  preparation,  driving,  and  shopping.  The  time  Mrs. 
Long  spends  in  performing  basic  care  has  decreased  the  average  visit  time  for  each 
of  your  staff  workers  by  30%.  She  is  widowed  and  feels  that  she  needs  this  job  to 

meet  her  social  needs  as  well  as  to  satisfy  her  self-esteem.  Financially,  her  resources 
are  adequate  and  the  money  she  earns  is  not  a  motivating  factor  for  working.  Mrs. 
Long  works  3  days  a  week  and  her  annual  salary  is 

CASE  6 

Today  is  April  1  and  you  have  received  the  following  budget  printout.  Your 
charge  nurses  are  requesting  an  additional  RN  on  each  shift  since  the  census  has 
increased  by  20  percent  in  the  last  6  months.  Dr.  Robb  has  requested  two  new 
continuous  limb  movement  machines  for  the  postoperative  orthopedic  patients  on 

your  unit  at  a  cost  of  $3000  each.  In  addition,  you  would  like  to  attend  a  national 
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orthopedics  conference  in  New  York  in  August  at  a  projected  cost  of  $1000.  The 
registration  fee  is  $350  and  is  due  now. 

Annual 
Expended Expended 

Amount 

budget in  March 

year  to  date* 

remaining 

Personnel 300,000 25,000 175,000 125,000 
Overtime 50,000 

0 
50,000 

0 

Supplies 18,000 1500 13,500 
4,500 Travel 1000 0 

300 

700 

Equipment 5000 0 

5000 

0 

Staff  development 1000 200 600 
400 

*  Fiscal  year  begins  July  1 . 

ASSIGNMENT 

How  will  you  deal  with  these  requests  based  on  the  budget  printout?  What  ex- 
penses can  and  should  be  deferred  to  the  new  fiscal  year?  In  what  budgeting  area 

were  your  previous  projections  most  accurate?  Most  inaccurate?  What  factors  may 
have  contributed  to  these  inaccuracies?  Were  they  controllable  or  predictable? 
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Personal  Notebook 

1.  List  in  order  of  importance  the  ways  in  which  you  spend  money. 

2.  Do  your  priorities  for  spending  money  reflect  your  values  system? 

If  you  found  $5000  (and  it  was  yours  to  keep)  would  you  use  it  to  travel, 
purchase  new  clothes,  buy  a  car,  or  would  you  put  it  in  the  bank?  How  would 
you  spend  the  money? 

4.  Would  your  two  best  friends  decide  as  you  did  in  question  #3? 

5.  How  do  you  rate  your  ability  to  manage  your  personal  finances?  Excellent,  good, 
fair,  or  poor? 



Organizing 

"One  of  the  most  beautiful  moments  a 
coxswain  has  is  when  all  eight  oars  are 

clicking  at  the  same  time.  You  don't  always 
get  all  the  divisions  of  a  company  clicking 

together  but  that's  what  you  strive  for. " 
THORNTON  BRADSIIAW 

Planning  has  given  the  manager  a  clearly  understood  purpose,  objectives  to  meet 
that  purpose,  and  standards  to  be  used  for  control.  Organizing  follows  planning  as 
the  second  step  in  the  management  process  and  includes  both  a  formal  and  an 
informal  structure.  The  formal  structure  establishes  the  method  of  coordination 

and  effective  use  of  all  available  resources.  In  the  organizing  phase  relationships 
are  defined,  procedures  are  outlined,  equipment  is  readied,  and  tasks  are  assigned. 

In  contrast  to  the  formal  structure,  the  organization's  informal  structure  is 
unplanned  and  covert.  Individuals  need  to  be  aware  that  informal  authority  and 
lines  of  communication  exist  in  every  group,  even  when  they  are  never  formally 
acknowledged. 

Professional  people  spend  most  of  their  lives  in  organizations.  By  understand- 
ing how  organizations  are  structured  they  enhance  their  understanding  of  their 

role,  as  well  as  their  own  responsibilities.  Organizations  are  necessary  because  they 
allow  work  to  be  completed  that  could  riot  be  accomplished  through  individual 
efforts. 

In  addition  to  looking  at  the  organization  on  a  system  level,  it  is  important  to 

look  at  how  work  is  organized  on  the  unit  level.  Nursing  care  is  frequently  orga- 
nized into  one  of  several  modes  of  patient  care,  and  the  optimum  mode  lor  any 

given  unit  depends  on  such  factors  as  the  skill  and  expertise  of  the  stall,  the 119 
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availability  of  professional  nursing  staff,  the  acuity  of  the  patients,  and  the  complex- 
ity of  the  tasks  to  be  accomplished. 

Understanding  how  the  organization  has  evolved  and  how  it  is  currently  func- 
tioning allows  an  individual  to  begin  to  plan  strategically  how  to  gain  personal 

power  within  that  structure.  Managers  need  both  an  understanding  of  power  and 

skill  in  the  art  of  politics.  They  need  to  develop  a  political  awareness  of  the  organi- 
zation and  its  subcultures  before  they  will  be  able  to  obtain  the  power  necessary  to 

function  effectively  within  that  organization. 

! 



CHAPTER 9 
Organizational  Structure 

Organizational  structure  refers  to  the  way  a  group  is  formed,  its  lines  of  communi- 
cation, and  its  means  for  channeling  authority.  Fayol  (1949)  suggests  that  an  organi- 
zation is  formed  when  the  number  of  workers  is  large  enough  to  require  a 

supervisor.  Formal  organizational  structure  through  departmentalization  and  divi- 
sion of  work  provides  a  framework  for  defining  managerial  authority,  responsibility, 

and  accountability. 
Max  Weber,  referred  to  in  Chapter  3,  is  known  as  the  father  of  organizational 

theory.  Weber  proposed  bureaucracy  as  an  organizational  design  due  to  its  ratio- 
nality, clear  chain  of  command,  and  impartiality  (Gerth,  1958). 

Weber's  work  did  not  take  into  account  the  complexity  involved  in  managing 
the  organization.  Worker  motivation  was  taken  for  granted  during  the  time  of 

Weber's  research,  and  his  simplification  of  the  respective  roles  of  the  manager  and 
the  employee  did  not  allow  for  the  bilateral  relationships  between  employee  and 

manager  prevalent  in  most  organizations  today  (Marquis  and  Huston,  1992).  Mod- 
ern management  theorists  have  learned  much  about  human  behavior  and  most 

organizations  have  modified  their  structure  accordingly  to  render  it  less  rigid  and 

impersonal.  However,  almost  100  years  after  Weber's  publications,  components  of 
bureaucratic  structure  continue  to  be  found  in  the  design  of  most  large  organiza- 
tions. 

Almost  everyone  acknowledges  the  difficulties  inherent  in  bureaucracies,  i.e., 
faceless  decision  making,  impersonal  management,  lack  of  accountability,  lack  of 
flexibility,  and  the  establishment  of  organizational  barriers  in  meeting  professional 
and  personal  goals  (Kanter,  1989;  Naisbett  and  Aburdene,  1987).  However,  it  has 
been  very  difficult  for  organizations  to  move  away  from  the  Weberian  bureaucratic 
model  of  organization. 

There  is  no  single,  widely  acceptable  alternative  model  for  organizational 

structure  that  eliminates  the  problems  of  bureaucratic  institutions  while  also  pro- 
moting an  efficient  operation  (Tappan,  1990).  Less  rigid  organizational  designs  haw 

not  been  widely  adopted  for  use  in  health  care  organizations.  Although  Guest 
(1986)  predicts  that  in  the  future  organizations  will  he  flexible,  decentralized,  and 
authority  will  be  derived  from  competence,  there  is  little  evidence  that  this  will 
occur  soon. 

Bessie  I    Marquis  and  Carol  Forgcnsen  Huston,  Management  Det  i<t<»i  Making 
for  Nurses  second  edition   I    1994J.B  Upplncott  Compon) 
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Components  of  the 
Organizational  Chart 

The  overall  framework  for  an  organization  is  commonly  depicted  in  the  form  of  an 

organizational  chart.  The  organizational  chart  is  a  visual  picture  of  an  organiza- 
tion. By  observing  such  things  as  which  departments  report  directly  to  the  chief 

executive  officer  (CEO),  the  manager  can  make  some  inferences  about  the  organi- 

zation. For  instance,  an  organization  that  has  the  top-level  nursing  manager  report- 
ing to  an  assistant  executive  officer  rather  than  to  the  CEO  might  be  representative 

of  the  value  that  organization  places  on  nursing  (Huston  and  Marquis,  1989). 
In  addition  to  formal  relationships,  the  organizational  chart  identifies  lines  of 

communication  and  authority7.  These  formal  relationships  are  diagrammed  and 
depicted  by  an  unbroken  line.  These  line  positions  can  be  shown  by  either  a 
horizontal  or  vertical  unbroken  line.  Horizontal  unbroken  lines  would  represent 
communication  between  individuals  with  similar  spheres  of  responsibility  and 
power,  but  different  functions.  Vertical  unbroken  lines  between  positions  denote 

the  official  chain  of  command.  Those  having  the  greatest  decision-making  power 
and  authority  are  located  at  the  top  and  those  with  the  least  are  located  at  the 
bottom. 

Dotted  or  broken  lines  on  the  organizational  chart  represent  staff  positions. 

Staff  positions  are  advisor)'  in  nature.  An  individual  employed  in  a  staff  position 
provides  information  and  assistance  to  the  manager  as  needed,  but  does  not  have 

any  real  authority  to  make  decisions.  Staff  positions  are  used  to  increase  a  man- 

ager's sphere  of  influence,  as  well  as  ability  to  handle  more  activities  and  interac- 
tions, while  providing  specialization  that  would  be  impossible  for  any  one  manager 

to  achieve  alone.  Staff  positions  can  make  line  personnel  more  effective,  but  organi- 
zations can  function  without  staff  authority'. 

Unity  of  command  is  indicated  by  the  vertical  solid  line  between  individuals 
on  the  organizational  chart.  The  concept  of  unity  of  command  is  best  described  as 

"one  person — one  boss."  Each  individual  has  one  manager  to  whom  they  report 
and  to  whom  they  are  responsible.  This  makes  the  manager-employee  relationship 
as  simple  as  possible,  as  employees  need  only  maintain  a  minimum  number  of 
relationships  and  accept  the  influence  of  only  one  person:  their  boss. 

In  reviewing  the  organizational  chart,  it  is  also  important  for  the  manager  to 
determine  where  decisions  are  made  within  the  management  hierarchy.  Authority 
must  be  designated  in  the  management  hierarchy.  In  organizations  with  centralized 
decision  making,  all  decisions  are  made  by  a  few  at  the  top  of  the  hierarchy. 

Decentralized  decision  making  diffuses  decision  making  throughout  the  organiza- 
tion and  allows  problems  to  be  solved  at  the  level  at  which  they  occur.  Decision 

making  and  responsibility  are  assigned  to  the  lowest  practical  managerial  level 
within  the  organization.  In  general,  the  larger  the  organization,  the  greater  the 
need  to  decentralize  decision  making.  Large  organizations  face  complex  questions 
that  can  best  be  addressed  by  a  variety  of  people  with  specialized  areas  of  expertise. 
Understandably,  leaving  such  decisions  to  a  few  managers  in  a  large  organization 

represents  a  tremendous  burden  and  could  result  in  devastating  decision-making 
delavs. 
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Limitations  of  Organizational  Charts 
There  are  limits  to  what  an  organizational  chart  may  reveal  about  an  organization, 
since  it  depicts  only  formal  relationships.  The  organizational  chart  does  not  show 
the  informal  structure  of  the  organization. 

Within  every  organization  there  is  a  very  dynamic  informal  structure  that  can 

be  powerful  and  motivating.  Knowledgeable  leaders  never  underestimate  its  im- 
portance in  the  organization.  The  informal  structure  includes  interpersonal  rela- 
tionships of  employees,  the  formation  of  primary  and  secondary  groups,  and  the 

identification  of  group  leaders  without  formal  authority. 
The  informal  structure  also  has  its  own  communication  channel,  often  referred 

to  as  "the  grapevine,"  and  has  its  own  group  of  leaders.  These  groups  serve  an 
important  purpose  in  organizations;  providing  a  feeling  of  belonging  to  members 
of  the  work  group.  These  groups  also  wield  a  great  deal  of  power  in  an  organization 
as  they  can  either  facilitate  or  sabotage  planned  change.  Their  ability  to  determine 

norms  and  acceptable  behavior  for  a  unit  has  a  great  deal  to  do  with  the  socializa- 
tion of  new  employees. 

Informal  leaders  are  frequently  found  among  long-term  employees,  or  individ- 
uals in  select  gatekeeping  positions,  such  as  secretary  to  the  director  of  nursing. 

Frequently  the  informal  organization  evolves  from  social  activities  or  from  relation- 
ships that  develop  outside  the  work  environment. 

Other  limitations  of  organizational  charts  include  their  inability  to  depict  the 

degree  of  authority  held  by  each  line  position.  Additionally,  there  is  frequent  confu- 
sion caused  by  equating  status  with  authority.  The  degree  of  status  is  usually  deter- 

mined by  the  distance  from  the  top  of  the  organizational  hierarchy;  the  closer  to 

the  top,  the  higher  the  status.  Status  is  also  influenced  by  skill,  education,  specializa- 
tion, level  of  responsibility,  autonomy,  and  salary  accorded  a  position.  Individuals 

frequently  have  status  in  an  organization,  with  little  accompanying  authority. 
Lastly,  because  organizations  are  dynamic  environments,  an  organizational 

chart  becomes  obsolete  very  quickly,  and  is  frequently  outdated.  It  is  also  possible 
that  the  organizational  chart  may  depict  how  things  are  supposed  to  be,  when  in 
reality  the  organization  is  still  functioning  under  an  old  structure,  and  the  people  in 

the  organization  have  not  yet  accepted  the  new  lines  of  authority.  See  Display  9-1 
for  the  advantages  and  limitations  of  an  organizational  chart. 

Levels  of  Management 
In  an  organization  with  decentralized  management,  there  are  often  several  levels  of 

managers.  Top-level  managers  look  at  the  organization  as  a  whole,  coordinating 
both  internal  and  external  influences  on  the  organization  and  generally  making 

decisions  with  few  guidelines  or  structure.  Examples  of  top-level  managers  would 
include  the  chief  executive  officer  (CEO)  and  the  chief  nursing  administrator 

Current  nomenclature  for  top  level  nursing  managers  varies  from  one  organization 
to  the  next.  This  individual  might  be  called  the  nurse  administrator,  the  director  of 

nursing,  the  chief  nurse,  the  assistant  administrator  of  patient  care  services,  or 
other  similar  titles.  Likewise,  the  CEO  in  any  organization  might  be  shown  on  the 

organization  chart  with  a  title  of  President  or  Director.  It  is  only  necessary  to 
remember  that  the  CEO  is  the  highest  ranking  individual  in  the  organization  and 

that  the  top-level  nurse  manager  is  the  highest  ranking  nurse  in  the  organization. 
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DISPLAY     9-1 

Advantages  and  Limitations  of  the  Organizational  Chart 

Advantages 

1.  Maps  lines  of  decision-making  authority 

2.  Helps  people  understand  their  assignments  and  those  of  their  co-workers. 
3.  Reveals  to  managers  and  new  personnel  how  they  fit  into  the  overall  organization. 

4.  Contributes  to  sound  organizational  structure. 

5.  Shows  formal  lines  of  communication. 

Limitations 

1    Shows  only  formal  relationships  (not  informal  or  informational). 

2.  Does  not  indicate  level  of  authority. 

3.  May  show  things  as  they  are  supposed  to  be  or  used  to  be  rather  than  as  they  are 
(becomes  obsolete  fairly  quickly). 

4.  Introduces  the  possibility  of  confusing  authority  with  status. 

Middle-level  managers  coordinate  the  efforts  of  lower  levels  and  act  as  the 
channel  between  employees  and  top-level  managers.  Middle-level  managers  are 
more  involved  in  day-to-day  operations  than  top-level  managers.  They  have  only 
moderate  input  in  the  development  of  strategic  planning  and  policy  formulation. 

Examples  of  middle-level  managers  include  department  heads,  supervisors,  head 
nurses,  and  unit  managers. 

First-level  managers  are  concerned  mainly  with  the  work  flow  through  their 
specific  unit  of  the  organization.  They  deal  with  immediate  problems  encountered 

in  the  day-to-day  operations  of  the  unit  and  are  concerned  with  meeting  both 
organizational  and  staff  needs.  Examples  of  first-level  managers  might  be  a  primary 
care  nurse,  team  leader,  or  charge  nurse. 

Managers  should  also  examine  the  span  of  control  when  examining  the  organi- 
zational chart.  The  number  of  people  reporting  to  any  one  manager  represents  that 

persons  span  of  control.  The  span  of  control  delineates  the  number  of  interactions 
expected  of  any  one  given  manager.  Management  theorists  do  not  agree  as  to  the 

optimum  span  of  control  for  any  one  manager.  Attempts  have  been  made  to  de- 
velop quantitative  formulas  for  determining  this  optimum  span  of  control,  with 

suggested  ranges  from  three  to  50  employees.  In  determining  an  optimum  span  of 

control  within  an  organization,  it  is  necessary  to  consider  the  abilities  of  the  man- 
ager, the  maturity  of  the  employees,  the  complexity  of  tasks  to  be  accomplished,  the 

geographic  location,  and  the  level  in  the  organization  at  which  the  work  in  question 
takes  place. 

The  organizational  structure  has  a  resounding  impact  on  the  effectiveness  of  the 

manager.  Singleton  and  Nail  (1988)  maintain  that  changing  nomenclature  in  organi- 
zational charts,  such  as  modifying  a  director  of  nursing  service  title  to  administrator 

of  patient  care,  often  carries  with  it  increased  responsibilities.  They  caution  that  this 

can  lead  to  a  harmful  effect  on  nursing  leadership  within  the  organization  by  in- 
creasing the  span  of  control  and  fostering  ineffectiveness  (Singleton  and  Nail,  1988). 



ORGANIZATIONAL  STRUCTURE      ♦      125 

Authority,  Responsibility,  and  Accountability 

Although  the  organizational  chart  may  indicate  authority,  responsibility  and  ac- 
countability are  not  defined.  All  managers  must  have  an  understanding  of  the 

interrelationship  as  well  as  unique  differences  of  these  three  terms.  Authority  is 
defined  as  the  official  power  to  act.  It  is  power  given  by  the  organization  to  direct 
the  work  of  others.  A  supervisor  may  have  the  authority  to  hire  and  fire  employees. 

A  responsibility  is  a  duty  or  assignment  related  to  a  job.  It  is  comprised  of  the 
duties  of  a  position.  For  example,  one  responsibility  common  to  many  charge 

nurses  is  establishing  the  patient  care  assignment  for  a  specific  unit  that  day.  Man- 
agers should  always  be  assigned  responsibilities  with  concomitant  authority  If 

responsibilities  are  assigned  and  authority  is  not  given  commensurate  to  the  re- 
sponsibility role  confusion  occurs  for  all  the  individuals  involved.  For  example,  a 

supervisor  may  have  the  responsibility  for  maintaining  high  professional  standards 
of  care  of  a  unit,  but  if  the  supervisor  is  not  given  the  authority  to  discipline 

employees  as  needed,  this  responsibility  may  be  difficult  or  impossible  to  imple- 
ment. 

Accountability  involves  morally  internalizing  responsibility  for  the  job  that  you 
have  done;  you  agree  to  face  the  consequences  of  your  actions.  A  nurse  who  reports 
a  medication  error,  despite  adverse  potential  personal  consequences,  is  being 

accountable  to  patients  and  for  the  care  provided.  A  manager  cannot  force  em- 
ployees to  be  accountable  for  their  actions.  Unfortunately,  individuals  can  and  do 

accept  responsibility  without  accepting  the  accompanying  accountability. 

Types  of  Formal  Organization  Structures 

Most  nursing  departments  in  health  care  organizations  use  one  of  the  following 

structural  patterns:  line  organization,  line  and  staff  organization,  functional  organi- 
zation, ad  hoc  organization,  or  matrix  organization.  The  type  of  organizational 

structure  employed  in  any  health  care  facility  affects  the  individual's  self-image, 
communication  style,  advancement  opportunities,  social  contacts,  assertiveness, 
and  job  satisfaction. 

Line  organization  structure  and  line  and  staff  structure  are  the  two  most 
common  types  of  structure  utilized  in  large  health  care  organizations.  Because  of 
the  familiarity  of  most  individuals  with  these  types  of  structures,  there  is  little  stress 
associated  with  orientation.  Accountability  and  responsibility  are  clearly  defined 
and  this  structure  leads  to  efficiency  and  simplicity  of  relationships. 

However,  these  types  of  formal  structure  also  have  disadvantages.  They  often 

produce  monotony  as  well  as  worker  alienation  and  it  is  difficult  for  the  organiza- 
tion to  adjust  rapidly  to  altered  circumstances.  Another  difficulty  with  line  and  line 

and  staff  structure  is  the  requirement  for  chain  of  command  communication,  which 

restricts  upward  communication.  Many  top-level  managers  encourage  upward 
communication  in  order  to  compensate  for  this  disadvantage  of  the  line  structure. 

However,  when  line  positions  are  clearly  defined,  most  employees  will  not  risk 

going  outside  the  chain  of  command  for  upward  communication.  Therefore,  sev- 

eral other  types  of  organizational  structure  are  now  being  utilized  in  health  care 

organizations. 
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The  functional  organizational  structure  allows  advisory  (staff)  positions  to 
have  some  control  over  line  employees.  This  is  frequently  seen  with  the  director  of 

in-service  and  nursing  education,  or  the  infection  control  or  risk  managers  in  a 
hospital.  By  giving  these  advisory  positions  some  line  authority  they  are  able  to  use 
that  authority  to  more  effectively  apply  their  special  expertise.  In  the  functional 
structure  the  advisory  staff  are  never  given  total  line  authority. 

The  ad-hoc  organizational  structure  was  suggested  by  Alvin  Toffler  (1971)  as  a 
means  of  overcoming  the  inflexibility  of  the  line  structure  and  as  a  way  for  individ- 

uals to  handle  the  increasingly  large  amounts  of  information  available  to  profes- 
sionals. The  ad-hoc  structure  uses  a  project  team  or  task  approach  to  organizational 

structure.  These  teams  operate  within  a  more  formal  organization,  but  allow  for 

more  flexibility  and  cohesiveness  among  workers  than  line  structure.  The  disadvan- 
tages to  this  type  of  structure  are  that  it  decreases  the  strength  of  the  formal  chain  of 

command  as  well  as  the  loyalty  of  the  employee  to  the  parent  organization. 

A  matrix  organizational  structure  utilizes  the  ad-hoc  team  approach,  but 
builds  the  team  into  a  fully  functional  hierarchial  organization.  In  this  structure, 
there  is  a  formal  vertical  as  well  as  a  formal  horizontal  chain  of  command.  Although 
there  are  less  formal  rules  and  fewer  levels  of  hierarchy  in  a  matrix  structure  it  is 
not  without  its  disadvantages.  For  example,  in  this  structure,  the  nurse  whose 
patient  has  complained  about  the  noise  of  the  housekeeping  vacuum  cleaner 
would  not  be  allowed  to  speak  directly  to  the  unit  housekeeper,  but  would  be 
required  to  communicate  with  the  department  head  of  the  housekeeping  staff. 

Hospitals  have  been  slow  in  redesigning  the  organization  to  facilitate  new 
technological  advances  (Strasen,  1991).  However,  del  Bueno  (1991)  reports  that 
some  businesses  are  seeking  new  methods  of  restructuring  organizations  in  order 
to  promote  better  communication,  increase  productivity,  and  improve  quality.  It  is 
hoped  that  hospitals  and  other  health  care  organizations  will  eventually  move  away 
from  the  bureaucratic  organizational  design. 

Effects  of  Organizational  Structure 

It  is  helpful  for  individuals  to  understand  that  the  structure  has  a  direct  bearing  on 
various  concepts  within  an  organization.  Organizational  structure  impacts  on  our 

self-perception  of  our  role  identity  and  the  expectations  we  and  others  have  of  a 
specific  role. 

Additionally,  status  is  greatly  influenced  by  placement  on  an  organizational 
chart.  The  level  of  status  is  closely  related  to  the  distance  from  the  top  of  the 
organizational  hierarchy.  Status  is  also  influenced  by  skill,  education,  specialization, 
level  or  responsibility  and  autonomy,  and  salary  accorded  to  a  position.  Status  is 
closely  related  to  the  concept  of  power.  Because  power  building  and  political 
awareness  are  so  essential  to  functioning  effectively  in  any  organizational  structure, 
a  separate  chapter  will  discuss  those  organizational  components  in  depth. 

Centrality  refers  to  the  location  of  a  position  on  an  organizational  chart  where 
frequent  and  various  types  of  communication  occurs.  The  centrality  of  any  given 
position  on  an  organizational  chart  can  be  determined  by  the  following: 
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1.  Counting  the  steps  necessary  to  pass  information  to  a  given  position  from 
every  other  position. 

2.  Dividing  by  the  number  of  employees  in  the  organization. 
3.  Comparing  the  resulting  number  to  other  positions,  yielding  the  relative 

organizational  distance  of  a  position. 

Those  employees  with  a  small  relative  organizational  distance  figure  will  be  able  to 
receive  more  information  in  an  organization  than  those  individuals  who  are  more 

peripherally  located. 
As  all  communication  involves  a  sender  and  a  receiver,  it  is  easy  to  understand 

that  messages  may  not  be  received  clearly  because  of  the  hierarchial  position  of  the 
sender.  Often,  status  and  power  influence  the  ability  of  the  receiver  of  information 
to  be  accurately  informed. 

The  difficulties  with  upward  and  downward  communication  are  more  fully 
discussed  later,  in  Unit  5,  Chapter  17  on  organizational  communication.  Still,  it  is 
important  to  be  cognizant  of  how  the  formal  structure  of  an  organization  affects  the 
relationships  on  the  whole  and  overall  communication.  This  is  especially  necessary 

because  organizations  change  their  structure  frequently,  which  results  in  new  com- 
munication lines  and  reporting  relationships.  Unless  an  individual  comprehends 

how  to  interpret  a  formal  organizational  chart  much  confusion  and  anxiety  can 
result  when  organizations  are  restructured. 

Organizational  Culture 
The  organizational  chart  helps  shape  the  organizational  culture,  which  is  a  system 
of  symbols  and  interactions.  Each  organization  has  its  own  unique  culture  (Thomas, 
1990).  It  is  the  sum  total  of  values,  language,  the  past  history  of  sacred  cows,  formal 
as  well  as  informal  communication  networks,  and  the  rituals  of  an  organization. 
Sacred  cows  is  a  term  sometimes  used  to  describe  those  few  things  present  in  each 
institution  that  are  never  to  be  discussed  or  changed. 

Organizational  culture  should  not  be  confused  with  organizational  climate. 
How  employees  perceive  an  institution  is  termed  organizational  climate.  The 
organizational  climate  and  culture  may  be  similar  or  may  differ. 

Successful  managers  must  be  knowledgeable  about  their  own  organization's 
culture  (del  Bueno,  1986).  Managers  also  need  to  be  sensitive  to  the  culture  and 

norms  present  in  their  units.  Much  of  an  organization's  culture  is  not  accessible  to 
staff  in  a  retrievable  source  and  must  often  be  related  by  others.  For  example, 

beliefs  about  collective  bargaining,  nursing  education  levels,  nursing  autonomy, 

and  nurse-physician  relationships  differ  from  one  organization  to  another.  Yet 
these  positions  and  values  are  not  written  down,  and  rarely  appear  in  a  philosophy. 

Managers  should  assist  subordinates  in  understanding  the  culture  of  the  organiza- 
tion. It  is  possible  for  organizational  culture  to  evolve  over  time,  but  it  is  unlikely 

that  such  change  would  ever  be  abrupt. 

Managers  also  have  an  obligation  to  accurately  assess  the  perception  individ- 
uals hold  of  the  organization.  When  the  beliefs  of  the  employee  are  consistent  with 

the  organizational  culture  the  employee  will  perceive  the  organizational  climate  as 

"good,"  but  when  the  beliefs  are  in  conflict  with  those  of  the  institution's  culture 

the  employee  will  perceive  the  climate  as  "poor." 
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Organizational  Effectiveness 
The  effectiveness  of  the  organization  will  depend  to  some  degree  upon  how  well 
the  organization  is  structured.  The  following  are  the  minimal  requirements  for  a 
sound  nursing  unit  organizational  design. 

1.  The  structure  should  be  clearly  defined  so  nurses  know  where  they  belong 
and  where  to  seek  assistance. 

2.  There  should  be  the  smallest  possible  number  of  managers  needed  to  keep 
the  unit  operating. 

3.  The  unit  staff  need  to  be  able  to  recognize  where  their  tasks  fit  in  with  the 
common  tasks  of  the  organization. 

4.  The  organizational  structure  should  facilitate,  not  impede  communication. 
5.  The  organizational  structure  should  facilitate  decision  making  by  nurses  at 

the  unit  level  that  results  in  the  greatest  amount  of  work  performed. 
6.  Staff  should  be  arranged  in  a  manner  that  facilitates  informal  groups,  so  that 

a  sense  of  community  and  belonging  can  develop. 
7.  Overall,  nursing  services  should  be  organized  in  a  way  that  will  foster  the 

development  of  future  leaders. 

Symptoms  of  Poor  Organization 
One  of  the  major  symptoms  of  poor  unit  organizational  design,  is  recurring  prob- 

lems. If  managers  find  that  their  energy  continues  to  be  focused  on  secondary 
problems,  the  organizational  structure  should  be  reevaluated.  Swansburg  (1990) 
maintains  that  ineffective  structure  results  in  malorganization. 

Another  symptom  of  malorganization  is  an  excessive  number  of  management 

levels.  The  goal  of  the  unit  design  should  be  to  require  the  least  possible  manage- 
ment levels  and  use  the  shortest  possible  chain  of  command.  This  eliminates 

friction,  stress,  and  inertia. 

Lastly,  a  unit  is  poorly  designed  if  there  is  a  heavy  reliance  on  committees. 

Committees  are  necessary  in  large  organizations,  but  should  result  in  communica- 
tion and  productivity.  Numerous  committee  assignments  exhaust  staff  and  are  often 

poor  tools  for  accomplishing  work.  An  alternative  to  this  approach,  that  will  also 
meet  the  goal  of  participation,  is  to  make  individual  assignments  and  meet  in 
committee  only  to  make  a  report.  The  appropriate  use  and  structure  of  committees 
will  be  reviewed  in  Chapter  10. 

Summary 

Managers  need  to  view  organizational  structure  as  the  road  map  that  specifies  who 
to  talk  with,  and  who  has  authority  in  an  organization.  This  structure  enables 

managers  to  accomplish  the  goals  of  the  organization.  Without  organizational  struc- 
ture individuals  would  work  in  a  chaotic  environment;  therefore,  structure  be- 

comes an  important  tool  in  to  facilitating  order  and  enhancing  productivity. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  have  been  working  at  the  county  health  department  for  six  months. 

You  are  very  impressed  with  the  doctor  who  is  the  county  health  administrator. 
She  seems  to  have  a  genuine  concern  for  patient  welfare.  She  has  a  tea  for  new 
employees  each  month  and  talks  with  them  about  the  philosophy  of  the  health 

department  and  her  own  management  style.  She  says  she  has  an  "open  door 
policy"  meaning  employees  are  always  welcome  to  come  and  visit  her. 

Since  you  have  been  assigned  to  the  evening  immunization  clinic  as  charge 

nurse  you  have  become  concerned  with  a  persistent  problem:  the  housekeep- 
ing staff  often  spend  part  of  the  evening  sleeping  on  duty  or  socializing  for  long 

periods  of  time.  You  have  found  them  sleeping  on  several  occasions  as  have 
other  members  of  your  team.  You  have  reported  this  to  your  health  department 

supervisor  on  two  separate  occasions. 
Last  evening  you  discovered  the  housekeeping  staff  having  another  social 

get-together.  The  primary  reason  for  concern  is  that  the  clinic  is  chronically  in 
dire  need  of  cleaning.  At  times  the  public  bathrooms  get  so  untidy  that  they 
become  an  embarrassment  to  you  and  your  staff.  You  frequently  must  remind 
the  housekeepers  to  empty  overflowing  waste  baskets.  You  believe  this  type  of 
environment  is  particularly  demeaning  to  your  clients. 

This  is  also  upsetting  because  you  and  your  staff  work  hard  all  evening  and 
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rarely  have  the  opportunity  to  sit  down;  you  feel  it  is  unfair  to  everyone  that  the 
housekeeping  staff  are  not  contributing  their  share. 

As  you  arrive  at  the  health  department  parking  lot  this  afternoon  you  see  the 

counts'  health  administrator  approaching  her  car.  She  stops  to  chat  with  you, 
and  asks  how  things  are  going  with  your  job. 

ASSIGNMENT 

Should  you  tell  her  about  the  problem  with  the  immunization  clinic  house- 
keeping staff?  Are  you  following  an  appropriate  chain  of  command?  What 

should  you  do?  List  all  available  choices  and  alternatives.  Make  a  decision  and 

explain  your  rationale. 

ANALYSIS 

The  nurse  should  choose  a  goal  before  proceeding.  If  the  aim  is  to  relieve  the 

immediate  frustration  of  the  situation,  then  going  outside  the  chain  of  com- 
mand might  accomplish  this.  However,  that  goal  appears  to  be  selfish  and 

meets  only  the  nurse's  immediate  needs.  A  more  appropriate  goal  would  be  to 
have  the  clinic  clean  and  tidy. 

The  first  step  then  is  to  assess  the  data  and  identify  possible  risks.  An 
assessment  of  available  information  and  the  rationale  for  decision  making  in 
this  case  is  outlined  as  follows: 

ASSESSMENT  OF  DATA 

1.  A  copy  of  the  organizational  chart  had  been  given  to  the  nurse  upon  hiring. 

The  formal  structure  is  a  line  and  staff  organization.  The  housekeeping  depart- 
ment head  is  below  the  health  department  nursing  director  and  the  nursing 

section  supervisor,  but  is  at  the  same  level  as  the  immediate  clinic  supervisor. 
The  housekeeping  department  head  reports  directly  to  the  maintenance  and 
engineering  department  head. 

2.  The  county  administrator  has  stated  she  has  an  "open  door  policy."  The 
nurse  does  not  know  if  this  means  that  it  is  acceptable  to  bypass  department 
heads  with  problems,  or  merely  that  the  administrator  is  interested  in  the 
employees.  An  important  reason  for  not  skipping  intermediate  supervisors 
when  communicating  is  that  they  must  be  informed  of  what  is  going  on  in  their 
respective  departments.  Their  position,  value,  and  status  are  strengthened  if 
they  serve  as  vital  and  essential  links  in  the  vertical  chain  of  command. 

3-  The  nurse  has  made  two  attempts  to  discuss  the  matter  with  an  immediate 
supervisor,  however,  there  is  no  indication  the  nurse  returned  for  feedback 
regarding  the  outcome  of  the  complaint. 

4.  The  nurse  is  new  and  therefore  probably  unaware  of  how  the  formal  or 
informal  structure  works.  The  nurses  newness  might  render  the  complaints 
less  credible. 

5.  Possible  risks  include  (a)  creating  "trouble"  for  others  in  housekeeping 

and/or  their  immediate  supervisor,  (b)  being  labeled  a  "troublemaker"  by 
others  in  the  organization,  and  (c)  alienating  the  nurses  immediate  supervisor. 

6.  Before  proceeding  the  nurse  needs  to  assess  personal  values  and  deter- 
mine what  the  motivation  is  to  pursue  this  issue. 
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ALTERNATIVES  FOR  ACTION 

There  are  many  choices  available  to  this  nurse. 

1.  Do  nothing.  This  is  often  a  wise  choice  and  should  always  be  one  of  the 
alternatives  for  any  problem.  Some  problems  solve  themselves  if  left  alone, 

and  occasionally  it  is  not  the  "right"  time  to  solve  the  problem. 
2.  Use  the  opportunity  to  talk  with  the  county  health  administrator.  Although 

this  involves  some  elements  of  risk,  there  is  a  possibility  the  administrator 
will  be  able  to  do  something.  At  the  very  least  the  nurse  is  less  burdened 
having  discussed  the  issue  with  someone. 

3-  Speak  to  the  individual  housekeepers.  Attempt  to  rectify  the  situation  by 

going  directly  to  the  housekeeping  staff  and  using  "I"  messages.  Perhaps  if 
feelings  and  frustrations  were  shared  the  nurse  would  gain  some  additional 
insight  into  the  problem.  Possibly  there  is  a  reason  for  their  behavior; 
maybe  their  only  opportunity  to  socialize  is  during  their  break  time.  Note, 
there  is  some  risk  involved  here  as  the  housekeeping  staff  may  look  upon 
the  nurse  as  a  troublemaker. 

4-  Request  that  the  evening  clinic  staff  circulate  a  petition  and  give  it  to  the 
immediate  supervisor.  Forming  a  coalition  often  produces  results.  However, 

the  supervisor  could  view  this  as  an  overreaction  or  somewhat  meddle- 
some, and  might  feel  threatened  by  such  an  action. 

5.  Go  to  the  department  head  of  the  housekeeping  staff  and  report  the  of- 
fenders. In  this  way  the  nurse  is  saving  some  time  and  going  directly  to  the 

person  who  is  responsible  for  the  problem.  However,  this  might  be  unfair 
to  the  housekeepers  and  certainly  will  create  some  enemies  for  the  nurse. 

6.  Return  to  the  immediate  supervisor  and  inquire  as  to  the  status  of  the 

problem.  The  nurse  could  request  permission  to  personally  take  action  and 
ask  how  best  to  proceed.  This  would  involve  the  immediate  supervisor  and 
keep  the  nurse  informed.  However,  it  shows  that  the  nurse  is  willing  to  take 
some  risks  and  to  devote  some  personal  time  and  energy  to  solving  the 

problem. 

SELECTING  AN  ALTERNATIVE 

There  is  no  correct  answer  here  and  under  certain  conditions,  various  solu- 
tions could  be  used.  Under  most  circumstances  it  is  more  equitable  to  others 

as  well  as  more  efficient  for  the  nurse  to  select  alternative  #3.  However, 

because  the  nurse  is  new  and  has  little  knowledge  of  the  formal  and  informal 

organizational  structure,  her  wisest  choice  would  be  alternative  #6.  New  em- 
ployees need  to  seek  guidance  from  their  immediate  supervisors.  In  order  for 

this  third  session  with  the  supervisor  to  be  successful,  the  nurse  needs  to  do 
the  following: 

1.  Talk  with  the  supervisor  at  an  opportune  time. 

2.  Admit  to  personally  "owning"  the  problem.  Do  not  involve  other  colleagues. 
3.  Acknowledge  that  there  may  be  legitimate  reasons  for  the  actions  of  the 

housekeepers. 

4.  Request  permission  to  talk  directly  with  the  housekeepers  and  through  role 
playing  with  the  intermediate  supervisor  select  an  appropriate  approach. 
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However,  the  nurse  must  accept  the  consequences  of  her  actions;  by  trying 
to  correct  the  problem,  her  efforts  may  result  in  her  supervisor  pursuing  the 
problem  directly  with  the  supervisor  of  the  housekeeping  staff.  If  this  is  the 
action  the  nurses  supervisor  decides  to  take,  the  nurse  should  request  an 

opportunity  to  speak  with  the  housekeeping  staff  directly  first.  If  after  talking 
with  the  housekeeping  staff  the  nurse  decides  there  is  still  a  problem  and 
elects  to  address  that  problem,  then  she  should  return  to  her  immediate 
supervisor  before  proceeding. 

ANALYSIS  OF  THE  PROBLEM  SOLVING 

Would  you  have  solved  this  problem  differently?  What  are  some  other  alterna- 
tives that  could  have  been  generated?  Have  you  had  experiences  where  you 

went  outside  the  chain  of  command  and  had  a  positive  experience  as  a  result? 
Is  it  ever  appropriate  to  ignore  the  chain  of  command?  Of  course,  there  are 

isolated  circumstances  when  the  chain  of  command  must  be  broken.  However, 
those  conditions  are  rare,  and  usually  involve  a  question  of  ethics.  In  most 

instances  when  the  chain  of  command  is  bypassed,  those  being  skipped  should 
be  forewarned.  Remember  that  unity  of  command  provides  the  organization 

with  a  workable  system  for  procedural  directives  and  orders  so  that  productiv- 
ity is  increased  and  conflict  is  minimized. 

♦  CASES  FOR  PROBLEM  SOLVING 

The  first  three  cases  in  this  section  will  refer  to  some  portion  of  the  organizational 

chart  (Figure  9-1  on  page  133). 

CASE  1 

Because  Memorial  Hospital  is  expanding,  the  board  of  directors  has  made 
several  changes  which  make  modification  of  the  organizational  chart  necessary.  The 
board  has  just  announced  the  following  changes: 

1.  The  name  of  the  hospital  has  been  changed  to  General  Hospital  and  Medical 
Center. 

2.  State  approval  has  been  granted  for  open  heart  surgery. 

3-  One  of  the  existing  medical-surgical  units  will  be  remodeled,  and  will  become 
two  critical  care  units  (one  six-bed  coronary  and  open  heart  unit,  and  one  six- 
bed  trauma  and  surgical  unit). 

4.  A  part-time  medical  director  will  be  responsible  for  medical  care  on  each  critical 
care  unit. 

5.  The  hospital  administrator's  title  has  been  changed  to  executive  director. 
6.  An  associate  hospital  administrator  has  been  hired. 

7.  A  new  hospital-wide  educational  department  has  been  created. 
8.  The  old  pediatric  unit  will  be  remodeled  into  a  seven-bed  pediatric  wing  and  a 

seven-bed  rehabilitation  unit. 
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ASSIGNMENT 

Depict  all  these  changes  except  #7  on  the  old  organizational  chart,  showing  chart 
position,  and  distinguishing  either  a  staff  or  line  position.  Be  ready  to  explain  your 
rationale  for  your  decisions.  Discuss  where  you  believe  there  might  be  potential 
conflict. 

CASE  2 

The  director  of  nursing  now  finds  that  she  has  too  broad  a  span  of  control 

to  be  effective;  therefore,  she  decides  to  decentralize  her  department.  To  accom- 
plish this  she  has  given  the  various  unit  supervisors  new  job  titles  and  respon- 

sibilities. Now  called  unit  coordinators,  they  are  responsible  for  the  management  of 
their  units  on  a  24  hour  basis. 

Many  of  the  former  unit  supervisors  welcomed  this  new  authority  and  respon- 
sibility. One  group  however,  the  nursing  office  supervisors,  were  alarmed  by  the 

director's  actions.  This  group  is  now  unsure  of  what  their  respective  roles  will  be. 
In  the  past,  they  made  management  decisions  during  the  hours  when  the  unit 
coordinators  were  not  present.  They  are  unsure  of  what  will  now  happen  should 
they  reprimand  an  employee  on  the  night  shift.  Will  they  still  be  responsible,  but 

with  no  authority?  There  is  a  great  potential  for  conflict  here.  The  director  plans  to 
use  several  organizational  tools  to  clarify  roles,  responsibilities,  and  authority. 

ASSIGNMENT 

If  you  were  the  director,  what  would  you  do  to  prevent  conflict  from  occurring? 
Outline  your  plan  and  explain  your  rationale.  Would  you  change  the  organizational 
chart?  What,  if  any,  revisions  would  you  make?  Explain  the  reasoning  that  supports 
your  decisions. 

CASE  3 

The  executive  director  has  asked  the  four  directors  to  develop  a  philoso- 
phy for  staff  development  at  Memorial  Hospital.  (See  Display  9-2.)  This  task  has 

been  completed  and  it  is  now  time  to  decide  where  the  new  department  should  be 
located  on  the  organizational  chart. 

ASSIGNMENT 

Where  do  you  believe  it  should  be  located  and  why?  What  are  other  possible 
alternatives?  Should  the  head  of  this  department  have  line  or  staff  authority?  Over 
which  individuals?  What  should  the  relationship  be  between  this  department  and 
the  medical  staff?  What  problems  are  unique  to  staff  positions? 

CASE  4 

Center  City  Hospital  is  a  modern,  600  bed  nonprofit  facility  located  in  an 

urban  area.  Sarah  Lane  is  the  intensive  care  unit  (ICU)  charge  nurse  on  the  3  p.m- 
11  p.m.  shift.  A  new  patient,  Mr.  Johnson,  is  admitted  to  the  unit  at  5  p.m.  with  a 

diagnosis  of  rule  out  myocardial  infarction.  Nurse  Lane's  initial  assessment  of  Mr. 
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DISPLAY     9-2 

Memorial  Hospital  Education  and  Staff  Development 
Department  Philosophy 

1.  We  believe  that  all  personnel  should  be  offered  the  opportunity  for  growth,  develop- 
ment, and  the  advancement  of  knowledge,  understanding,  and  skills  to  help  them 

improve  their  performance. 

2.  We  believe  that  an  active  staff  development  program  best  serves  the  interests  of  the 
patients,  personnel,  and  the  hospital  itself. 

3.  We  believe  all  levels  of  personnel  in  all  departments  benefit  from  the  services  of  staff 
development. 

4.  We  believe  a  patient  education  program  is  an  essential  component  of  quality  patient 
care. 

5.  We  believe  that  the  success  of  staff  development  is  influenced  by  the  climate  of 
acceptance  and  the  support  engendered  by  the  attitudes  and  actions  of  administrative 
and  supervisory  personnel  at  the  hospital. 

6.  We  believe  the  educational  process  includes  the  following. 
Assessment:  Appraisal  of  the  needs  of  learners. 
Objectives:  Statements  of  the  expected  behavior  of  the  learner. 
Evaluation:  Method  of  determining  whether  objectives  have  been  met  and  the 
use  of  findings  in  future  planning. 

Johnson  indicates  mild  hypotension  (BP  94/50),  cool  but  dry  skin,  distant  heart 
sounds,  faint  bibasilar  rales,  and  general  anxiety  as  verbalized  by  the  patient.  Chest 

pain  is  denied.  The  EKG  shows  early  changes  indicative  of  myocardial  infarction. 
Because  Mr.  Johnson  was  admitted  directly  from  the  emergency  room,  he  has 

not  yet  been  seen  by  his  personal  physician,  Dr.  Monroe.  After  her  assessment, 
Ms.  Lane  called  Dr.  Monroe  for  admitting  orders  and  to  report  her  observations. 
Dr.  Monroe  disclosed  that  he  was  about  to  go  out  for  dinner  in  celebration  of  his 

twenty-fifth  wedding  anniversary  and  therefore  would  not  be  in  to  see  Mr.  Johnson 
until  later  that  evening.  Dr.  Monroe  stated  that  he  would  write  additional  orders  at 
that  time  and  indicated  to  implement  ICU  standing  orders  until  then.  (IV  morphine 

prn,  bedrest,  CPR  with  all  medications,  vital  signs  even'  1  hour.) 
At  6:30  p.m.,  Mr.  Johnson  began  complaining  of  some  substernal  chest  pressure. 

BP  was  noted  to  be  80/60  and  his  skin  was  cool  and  slightly  moist.  Heart  sounds 

seemed  to  be  more  distant  than  during  admitting  assessments.  Mr.  Johnson  ap- 
peared even  more  anxious,  often  making  references  to  impending  doom  and  his 

intense  desire  to  see  his  physician. 

After  reassuring  Mr.  Johnson  and  relieving  his  pain  with  rv  morphine,  Ms  Lane 
decided  to  contact  Dr.  Monroe  concerning  what  she  perceived  to  be  significant 

changes  in  his  patient's  condition.  She  called  Dr.  Monroe's  answering  service,  who 
said  they  would  have  him  return  his  call  as  soon  as  possible. 

At  6:50  P.M.,  Mr.  Johnson's  BP  decreased  to  80/64;  skin  was  cool  and  clammy 
Lungs-bibasilar  rales  throughout.  He  seemed  withdrawn  and  somewhat  confused 
At  7:10  p.m.,  Ms.  Lane  again  checked  with  the  answering  service  and  was  told  that 

they  had  been  unable  to  roach  Dr.  Monroe,  but  would  continue  trying. 
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Nurse  Lane  felt  that  Mr.  Johnson's  condition  was  rapidly  deteriorating  and  that 
he  was  in  need  of  immediate  medical  attention.  She  picked  up  the  phone  and 
called  the  emergency  room  asking  to  speak  to  the  physician  on  duty  that  night.  The 
ward  clerk  told  Ms.  Lane  that  the  ER  physician  was  busy  casting  the  left  leg  of  a 
young  girl  involved  in  a  MVA  several  hours  earlier,  but  that  she  would  ask  him  to 
call  Ms.  Lane  as  soon  as  he  was  free. 

At  7:30  p.m.,  the  answering  service  called  back  to  report  that  Dr.  Monroe  appar- 
ently had  turned  off  his  beeper,  but  that  he  should  check  in  within  the  next  1-2 

hours.  At  the  same  time,  the  hospital  nursing  supervisor  for  the  3  p.m. -11  p.m.  shift, 

who  was  making  her  regular  rounds,  walked  into  Mr.  Johnson's  room.  She  cried  out 
"Ms.  Lane!  This  man  is  shocky.  We  are  losing  him.  Why  didn't  you  do  something? 
Why  wasn't  I  notified?" 

ASSIGNMENT 

Review  the  actions  of  nurse  Lane,  Dr.  Monroe,  the  answering  service,  and  the  shift 
supervisor.  Differentiate  the  authority,  responsibility,  and  accountability  each  of 
them  had.  Did  each  of  those  involved  follow  an  appropriate  chain  of  command? 

CASE  5 

You  are  the  new  head  nurse  of  the  acute  care  unit  at  Riverview  Hospital. 
You  are  very  pleased  to  have  this  position  and  feel  lucky  to  have  been  chosen  from  a 
field  of  four  candidates.  Your  best  friend  Mary  Benito,  who  also  works  in  the  unit 
applied  for  the  head  nurse  position  as  well.  She  seems  sincerely  happy  for  you,  but 
you  have  some  concerns  about  how  your  promotion  may  affect  your  friendship. 

As  head  nurse,  you  have  direct  line  authority  over  all  staff  on  the  unit.  This 

authority  includes  responsibility  for  hiring,  firing,  performance  appraisal,  and  disci- 

pline. 
Shortly  after  you  assume  your  new  position,  Ms.  Benito  begins  making  special 

requests  for  days  off,  taking  extended  dinner  breaks,  and  has  asked  you  to  give 

her  top  priority  for  low  census  call-offs.  In  an  effort  to  maintain  the  friendship,  you 

have  responded  to  these  requests  with  a  smile  and  by  lightheartedly  saying  "that 
wouldn't  be  fair  to  the  other  staff  now,  would  it?"  She  has  replied  with  a  return 

smile  as  she  said  "it  pays  to  have  friends  in  high  places." 
Nurse  Benito's  behavior  has  become  increasingly  disruptive  for  you  and  you 

believe  that  she  is  taking  advantage  of  your  friendship.  In  addition,  you  wonder 
whether  she  has  been  making  statements  to  the  other  employees  implying  convert 
approval  of  her  special  privileges.  When  you  have  attempted  to  confront  her  with 

your  concerns,  she  has  dismissed  them  by  saying,  "I  wouldn't  do  anything  to  hurt 
you  in  your  new  job — you  are  my  best  friend."  You  continue  to  believe  that  you  are 
being  sabotaged  in  your  new  position  and  your  anxiety  is  beginning  to  bother  you. 

ASSIGNMENT 

What  should  you  do?  Discuss  how  you  will  resolve  this  issue.  Examine  the  appropri- 

ate place  of  friendship  in  a  manager's  life.  This  is  a  very  difficult  situation  and  there 
are  no  easy  answers.  In  solving  this  problem  be  sure  to  investigate  all  the  issues. 
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Personal  Notebook 

1.  Have  you  ever  worked  in  an  organization  where  the  lines  of  authority  were 
unclear,  or  where  your  role  was  undefined?  How  did  it  make  vou  feel? 

2.   If  you  find  your  job  description  or  role  unclear  in  an  organization,  what  should 
vou  do? 

3-  Do  you  feel  the  "one  boss"  rule  is  a  good  idea?  Look  at  the  role  of  the  unit  clerk 
or  ward  clerk.  Do  thev  usually  have  many  bosses? 



CHAPTER 10 
Organizing  Work 
at  the  Unit  Level 

The  greatest  influence  of  first-  and  middle-level  managers  on  the  organizational 
phase  of  the  management  process  takes  place  at  the  unit  or  departmental  level  of 
the  organization.  Managers  organize  the  work  to  be  done,  supervise  committee 
functions,  and  influence  the  organizational  climate  through  shared  governance. 

Managers  determine  how  to  best  organize  work  activities  so  that  organizational 
goals  are  met  in  an  effective  and  efficient  manner.  This  involves  using  resources 
wisely,  coordinating  activities  with  other  departments,  and  appropriately  assigning 
committees.  How  activities  are  organized  can  impede  or  facilitate  communication, 
flexibility,  and  job  satisfaction. 

Modes  of  Organizing  Patient  Care 

There  are  five  frequently  used  methods  of  organizing  nursing  care  for  patients:  1 ) 
case  method  nursing  or  total  patient  care,  2)  functional  nursing,  3)  team  nursing,  4) 
primary  nursing,  and  (5)  managed  care.  Although  some  of  these  methods  were 
developed  to  organize  care  in  hospitals,  most  can  be  used  in  many  settings.  The 

"best"  organizational  mode  depends  upon  the  skill  and  expertise  of  the  staff,  the 

availability  of  registered  "professional"  nurses,  the  acuity  of  the  patients  being 
treated,  and  the  complexity  of  the  tasks  to  be  completed. 

Case  Method  Nursing 

Case  method  nursing  or  total  patient  care  is  the  oldest  method  of  organizing 
patient  care.  In  case  method  nursing,  care  providers  assume  total  responsibility  for 
meeting  all  the  needs  of  assigned  patients  during  the  time  they  are  on  duty.  At  the 
turn  of  the  nineteenth  century,  case  method  nursing  was  practiced  both  at  home 

and  in  hospitals.  A  great  deal  of  medical  and  nursing  care  for  the  wealthy  and 
middle  class  occurred  in  the  home,  and  hospitals  were  used  primarily  by  the  poor 

and  very  acutely  ill. 
During  the  depression  of  the  1930s  people  could  no  longer  afford  home  care 

and  individuals  began  utilizing  hospitals.  During  that  time  nurses  and  student 
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nurses  were  the  care  givers  in  hospitals  and  public  health  agencies.  As  hospitals 
grew  during  the  1930s,  case  method  (total  patient  care)  nursing  continued  to  be 
the  primary  means  of  organizing  patient  care.  A  diagram  of  the  case  method 

organizational  structure  is  shown  in  Figure  10-1. 
Case  method  nursing  is  still  widely  used,  both  in  hospitals  and  in  home  health 

agencies.  It  provides  high  autonomy  and  responsibility  for  nurses.  The  lines  of 
responsibility  and  accountability  are  clear  and  the  patient  theoretically  receives 
holistic  and  unfragmented  care  during  the  time  the  nurse  is  on  duty.  In  terms  of 

assigning  patients,  it  is  simple  and  direct  and  does  not  require  the  planning  needed 
in  other  patient  care  delivery  methods  (Tappen,  1990). 

Although  care  is  not  fragmented  while  the  nurse  is  on  duty  each  nurse  caring 
for  the  patient  has  the  right  to  modify  the  care  plan.  Therefore,  if  there  are  three 
shifts,  the  patient  may  receive  three  different  approaches  to  care.  This  often  results 
in  confusion  for  the  patient.  In  order  to  maintain  quality  care,  this  method  requires 
more  highly  skilled  and  better  paid  nursing  care  personnel  than  some  other  forms 
of  patient  care  organization.  Some  opponents  to  case  method  nursing  argue  that 

some  tasks  performed  by  the  primary  care  giver  could  be  accomplished  by  some- 
one with  less  training  and  therefore  at  a  lower  cost. 

The  greatest  disadvantage  to  case  method  nursing  occurs  when  the  care  giver 

is  inadequately  trained/prepared  to  provide  total  care  to  the  patient.  During  nurs- 
ing shortages  many  hospitals  employ  health  care  workers  who  are  not  registered 

nurses  as  providers  of  care  in  case  nursing.  A  registered  nurse  is  co-assigned,  but 
because  the  RN  may  also  be  assigned  a  heavy  patient  load,  there  is  little  opportunity 
for  supervision.  This  has  the  potential  to  result  in  unsafe  care. 

Functional  Nursing 
The  functional  method  of  delivering  nursing  care  evolved  as  a  result  of  World  War 
II.  Nurses  were  in  great  demand  in  both  the  war  effort  and  at  home.  Because  of  the 
shortage  of  registered  nurses,  many  ancillary  personnel  were  used  to  assist  in  the 
care  of  patients.  These  relatively  unskilled  workers  were  trained  to  perform  simple 
tasks,  at  which  they  became  quite  proficient  upon  repetition  (Huston  and  Marquis, 
1989).  Personnel  were  assigned  to  complete  certain  tasks  rather  than  care  for 

specific  patients.  Examples  of  functional  nursing  tasks  were  checking  blood  pres- 
sures, administering  medication,  changing  linen,  and  bathing  patients.  Functional 

nursing  structure  is  shown  in  Figure  10-2. 
This  form  of  organizing  patient  care  was  thought  to  be  temporary  as  it  was 

anticipated  that  when  the  war  ended  hospitals  would  not  need  ancillary  workers. 

However,  the  baby  boom  that  occurred  immediately  following  World  War  II  contin- 
ued to  leave  the  country  short  of  nurses.  Thus,  hospitals  continued  to  use  em- 

ployees with  a  variety  of  levels  of  skill  and  education.  Presently  most  health  care 
organizations  still  employ  a  great  many  different  types  of  health  care  workers  with 
varied  skills  and  educational  preparation. 

Most  administrators  consider  functional  nursing  to  be  an  economical  means  of 

providing  care  to  patients.  This  is  true  if  quality  care  and  holistic  care  are  not 
regarded  as  essential.  A  major  advantage  to  functional  nursing  is  in  its  efficiency. 

Tasks  are  completed  quickly  and  there  is  little  confusion  regarding  job  respon- 
sibilities. Functional  nursing  does  allow  care  to  be  provided  for  patients  with  a 

minimum  number  of  registered  nurses.  There  are  many  areas  within  the  health 
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FIGURE     10-1     Case  method  or  total  patient  care  structure. 

Patients/Clients 

FIGURE     10-2     Functional  nursing  organization  Structure. 
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care  industry  where  functional  structure  works  well  and  is  still  very  evident.  An 
example  would  be  the  operating  room. 

Functional  nursing,  however,  may  lead  to  fragmented  care  and  the  possibility 

of  overlooking  priority'  patient  needs.  Functional  nursing  may  also  result  in  low  job 
satisfaction  as  some  workers  might  feel  unchallenged  and  understimulated  in  their 
designated  functions.  Functional  organization  can  also  be  more  costly  due  to  the 
need  for  many  coordinators,  and  employees  often  focus  only  on  their  own  efforts 
with  less  interest  in  overall  results. 

Team  Nursing 

Team  Nursing  was  introduced  in  the  1950s  in  an  effort  to  decrease  the  problems 
associated  with  functional  organization  of  patient  care.  It  was  felt  that  despite  a 
continued  shortage  of  professional  nursing  staff,  a  system  for  delivering  patient 
care  had  to  be  developed  that  reduced  the  fragmented  care  that  accompanied 

functional  nursing.  Team  nursing  structure  is  shown  in  Figure  10-3. 
In  team  nursing,  ancillary  personnel  work  together  to  provide  care  to  a  group 

of  patients  under  the  direction  of  a  professional  nurse  (the  team  leader).  As  the 

coordinator  of  the  team,  the  registered  nurse  is  responsible  for  knowing  the  condi- 
tion and  needs  of  all  the  patients  assigned  to  the  team,  and  for  planning  the  care  of 

each  patient.  The  team  leader's  duties  vary  depending  on  the  needs  of  the  patient 
and  the  work  to  be  accomplished.  These  duties  may  include  assisting  team  mem- 

bers, giving  direct  personal  care  to  patients,  teaching,  and  coordinating  patient 
activities. 

FIGURE     10-3     Team  nursing  structure. 
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Through  extensive  team  communication,  comprehensive  care  can  be  provided 

for  patients  despite  a  relatively  high  proportion  of  ancillary  staff.  This  communica- 
tion is  approached  informally  by  the  team  leader  with  individual  team  members 

and  formally  through  the  regular  scheduling  of  team  conferences  for  patient  care 

planning.  A  team  should  be  small  (4-5)  or  it  will  revert  to  more  function-based 
organization. 

Team  nursing  is  usually  associated  with  a  democratic  style  of  leadership.  Group 
members  are  given  as  much  autonomy  as  possible  while  performing  assigned  tasks 
although  responsibility  and  accountability  are  shared  collectively  by  the  team.  The 
necessity  for  excellent  communication  and  coordination  skills  makes  team  nursing 

organization  difficult  to  implement  and  requires  great  self-discipline  on  the  part  of 
team  members  (Marquis  and  Huston,  1992). 

Team  nursing  allows  each  team  member  to  contribute  their  own  special  exper- 
tise or  skills  in  caring  for  patients,  and  team  leaders  should  use  their  knowledge 

about  each  specific  team  member's  abilities  in  making  patient  assignments.  This 
recognition  of  the  individual  worth  of  all  employees  as  well  as  the  autonomy  given 
to  team  members  results  in  high  job  satisfaction. 

Disadvantages  to  team  nursing  care  are  associated  primarily  with  improper 

implementation,  rather  than  with  the  philosophy  itself.  Frequently,  insufficient  time 
is  allowed  for  team  care  planning  and  communication.  This  can  lead  to  unclear 
lines  of  responsibility  as  well  as  errors  and  patient  care  can  become  fragmented. 
For  team  nursing  to  succeed,  the  team  leader  must  be  an  effective  communicator, 

have  good  organizational  and  leadership  skills,  and  be  an  excellent  practitioner.  If 
the  team  leader  does  not  possess  these  traits,  the  team  will  be  ineffective. 

The  original  design  of  team  organization  has  undergone  much  modification  in 
the  last  25  years.  Most  team  nursing  was  never  practiced  in  its  purest  form,  but  was 
instead  a  combination  of  team  and  functional  structure.  Recent  attempts  to  refine 
and  improve  team  nursing  have  resulted  in  the  concept  of  modular  nursing.  This 

concept  uses  a  smaller  group  of  staff  (2-3  members)  and  provides  care  to  a  fewer 
number  of  patients.  It  is  hoped  that  by  keeping  the  team  very  small  there  will  be 
more  involvement  of  the  professional  nurse  in  planning  and  coordinating  care. 

Additionally,  less  communication  is  required  with  a  small  team,  which  allows  team 
members  more  efficient  use  of  their  time  for  direct  patient  care  activities. 

Primary  Nursing 
Primary  nursing,  developed  in  the  early  1970s,  utilizes  some  of  the  concepts  of  total 
patient  care,  or  case  method  nursing.  As  originally  designed  this  method  required 

an  all-RN  staff  for  implementation.  In  primary  nursing,  the  registered  (primary) 
nurse  assumes  24  hour  responsibility  for  planning  the  care  of  one  or  more  patients 

from  the  time  that  patient  is  admitted  or  treatment  is  begun,  to  the  time  that  patient 
is  discharged  or  treatment  ends.  During  work  hours,  the  primary  nurse  provides 
total  direct  care  for  that  patient.  In  the  absence  of  the  primary  nurse,  care  is 
provided  by  associate  nurses  who  follow  the  care  plan  established  by  the  primary 

nurse.  Primary  nursing  structure  is  shown  in  Figure  10-4. 
Although  designed  for  use  in  delivering  care  in  hospitals,  this  structure  for  care 

delivery  lends  itself  well  to  home  health  nursing,  hospice  nursing,  and  other  health 
care  delivery  enterprises.  An  integral  responsibility  of  the  primary  nurse  is  to 
establish  clear  communication  between  the  patient,  the  physician  caring  for  that 
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FIGURE    10-4     Primary  nursing  structure. 

patient,  the  associate  nurses,  and  other  members  of  the  health  care  team.  Although 

the  primary  nurse  establishes  the  care  plan,  feedback  is  sought  from  other  individ- 

uals in  coordinating  the  patient's  care.  The  combination  of  clear  interdisciplinary 
group  communication  and  consistent,  direct  patient  care  by  a  relatively  small  nurs- 

ing staff  allows  for  holistic,  high-quality  patient  care. 
Job  satisfaction  is  high  in  primary  nursing,  although  the  method  is  difficult  to 

implement.  Implementation  difficulties  occur  because  of  the  degree  of  respon- 
sibility and  autonomy  required  of  the  primary  nurse.  However,  for  these  same 

reasons,  once  nurses  develop  skill  in  primary  nursing  care  delivery  they  typically 
feel  challenged  and  rewarded. 

The  disadvantages  of  primary  nursing,  as  in  team  nursing,  lie  primarily  in  its 
improper  implementation.  An  inadequately  prepared  or  insufficiently  educated 
primary  nurse  may  be  incapable  of  making  the  decisions  necessary  to  coordinate  a 
multidisciplinary  team  or  may  lack  the  practitioner  skills  necessary  to  identify 
complex  patient  needs  as  well  as  changes  in  patient  condition. 

At  all-RN  staff  has  not  been  proven  to  be  more  costly  than  other  modes  of 
delivery,  although  there  has  been  some  difficulty  in  recruiting  and  retaining  the 
number  of  nurses  required  for  this  method  of  care,  especially  in  times  of  nursing 

shortages.  Currently,  LVNs-LPNs  are  used  as  associate  nurses  in  some  facilities, 
although  the  function  of  the  primary  nurse  should  be  reserved  for  the  registered 
nurse. 

One  of  the  greatest  disadvantages  in  primary  nursing  has  been  that  many 
nurses  are  neither  comfortable  with  nor  adequately  prepared  for  the  position  of 
primary  care  nurse.  Because  the  rationale  of  primary  nursing  is  sound,  some 
organizations  are  attempting  to  implement  the  underlying  concepts  of  primary 
nursing  while  differentiating  the  roles  of  nurses  within  their  organization.  This 
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patient  care  delivery  system  is  termed  differentiated  nursing  practice.  Registered 
nurses  are  assigned  to  work  within  the  role  structure  and  responsibilities  that 
correspond  to  their  capabilities.  Capabilities  are  measured  by  skill,  knowledge,  and 
motivation  rather  than  level  of  education.  Differentiated  nursing  practice  is  still  too 

new  to  determine  whether  it  has  met  the  intended  goals:  to  improve  nurse  reten- 
tion, quality  of  care,  and  fiscal  outcomes  (Malloch,  Milton,  andjobes,  1990). 

Managed  Care 
Managed  care  or  case  management  is  the  latest  form  of  structuring  activities  to 

meet  patient  needs.  Managed  care  is  similar  to  primary  nursing,  in  that  one  individ- 
ual nurse  is  responsible  for  coordinating  the  activities  and  care  of  a  patient.  Zander 

(1988)  lists  four  essential  components  of  case  management:  1)  achievement  of 
clinical  outcomes  within  a  prescribed  time  frame,  2)  the  care  giver  acts  as  the  case 

manager,  3)  episodic  nurse-physician  group  practice  that  transcends  units  or  de- 
partments, and  4)  active  participation  of  the  patient  and  family  in  setting  goals  and 

evaluation. 

Case  management  differs  from  primary  nursing  in  two  ways.  First,  although  the 

case  manager  uses  the  nursing  process,  the  primary  focus  is  on  planning,  coor- 
dinating, and  evaluating  care.  The  case  associates  assigned  to  the  care  deal  more 

directly  with  assessment  and  intervention.  Second,  unlike  primary  nursing,  in  case 
management  it  is  recognized  that  not  every  patient  needs  managed  care  ( Kramer, 
1990).  The  limited  studies  on  this  system  of  patient  care  delivery  have  been  positive, 
but  the  concept  is  still  very  new  (Malloch,  Milton,  andjobes,  1990). 

Selecting  the  Optimum  Mode  for  Organizing 
Patient  Care 

Unfortunately,  many  nursing  service  departments  have  a  history  of  selecting  modes 
for  organizing  patient  care  based  on  the  latest  fad  or  current  popular  manner, 
rather  than  by  objectively  deciding  what  is  the  best  mode  for  a  particular  unit  or 
department.  Because  change  always  introduces  an  element  of  stress,  it  is  important 
to  evaluate  the  effectiveness  of  the  current  mode  of  patient  care  delivery  within  the 

department  to  determine  whether  there  is  a  need  for  alteration  prior  to  instituting 
change  in  the  organizational  structure. 

In  determining  the  effectiveness  of  the  present  system,  the  following  questions 
should  be  asked. 

1.  Is  the  organization  of  patient  care  delivery  providing  the  level  of  care  stated 
in  the  health  organizations  philosophy?  Does  it  facilitate  or  hinder  meeting  other 
goals  of  the  organization? 

2.  Is  the  delivery  of  nursing  care  organized  in  a  manner  that  is  cost  effective? 
3.  Does  the  patient  care  delivery  system  provide  patient,  as  well  as  family 

satisfaction?  ( Satisfaction  and  quality  care  differ;  either  may  be  provided  without  the 
other  being  present.) 

4.  Does  the  organization  of  patient  care  delivery  provide  some  degree  ol 
fulfillment  and  role  satisfaction  to  nursing  personnel? 

5.  Does  the  patient  care  delivery  system  allow  implementation  of  the  nursing 

process? 
6.  Does  the  structuring  of  care  delivery  facilitate  adequate  communication 

between  all  members  of  the  health  care  team? 
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If  the  present  system  of  organizing  patient  care  reveals  deficiencies,  the  man- 
ager needs  to  examine  the  available  resources  and  compare  those  with  the  means 

necessary  for  the  change.  Nursing  managers  often  choose  a  delivery  system  that 

requires  a  high  percentage  of  professional  nurses,  only  to  discover  adequate  re- 
sources are  unavailable,  resulting  in  a  failed  plan  change.  There  must  be  a  commit- 

ment on  the  part  of  top-level  administration  and  a  majority  of  the  nursing  staff  for  a 
change  in  patient  care  delivery  to  be  successful. 

Because  health  care  is  multidiscipinary,  the  patient  care  delivery  system  used 

will  impact  heavily  upon  many  other  individuals  outside  the  nursing  unit  itself;  there- 
fore, those  affected  by  a  change  in  organizing  patient  care  must  be  involved.  This 

includes  other  departments,  the  medical  staff,  as  well  as  the  health  care  consumer. 

Another  mistake  frequently  made  when  changing  modes  of  patient  care  deliv- 
ery is  in  not  fully  understanding  how  the  new  system  should  function  or  be  imple- 

mented. Managers  must  conduct  adequate  research  and  be  well  versed  in  proper 
implementation  if  the  change  is  to  be  successful. 

Lastly,  the  human  elements  that  have  great  bearing  on  the  success  or  failure  of  a 
change  in  the  work  place  should  be  examined  before  there  is  a  modification  in 

work  organization.  Beach  (1980)  has  addressed  the  pitfalls  inherent  to  restructur- 
ing job  design.  Remember  that  all  people  are  different  and  not  every  nurse  desires 

a  challenging  job  with  the  autonomy  of  personal  decision  making.  There  are  a  great 

many  simultaneous  interacting  forces  in  an  employee-job  design  relationship 
(Fralic,  1992).  Satisfaction  in  the  work  place  does  not  only  occur  because  of  role 
fulfillment;  it  also  takes  place  as  a  result  of  social  and  interpersonal  relations.  The 
change  agent  redesigning  the  organization  of  the  work  needs  to  consider  how  the 
following  elements  will  be  changed  as  a  result  of  the  reorganization. 

1.  How  will  autonomy  as  well  as  individual  and  group  decision  making  be 
altered  by  the  reorganization?  Who  will  be  affected?  Will  there  be  a  decrease  or 
increase  in  autonomy? 

2.  How  will  social  interactions  and  interpersonal  relationships  change? 
3.  Will  there  be  a  modification  in  what  the  employee  views  as  their  unit  of 

work?  Will  there  be  a  change  from  a  partial  unit  of  work  to  a  whole  unit?  (i.e.,  total 
patient  care  would  be  a  whole  unit  of  work,  team  nursing  is  a  partial  unit  of  work). 

4.  Will  the  change  require  a  wider  or  more  restrictive  range  of  skills  and 
abilities? 

5.  Will  the  redesign  produce  a  change  in  how  employees  receive  feedback  on 

their  performance,  either  for  self-evaluation  or  by  others? 
6.  Will  there  be  changes  in  communication  patterns? 

Whenever  the  patient  care  delivery  system  is  altered  some  or  all  of  the  above 
elements  will  be  affected.  That  is  not  to  say  that  change  should  not  occur,  but  only 
that  managers  must  first  evaluate  all  the  variables  that  interact  with  the  job  before 
proceeding  with  the  reorganization  of  the  patient  care  delivery  system. 

Organizing  Other  Unit  Activities 

In  addition  to  organizing  patient  care  delivery,  the  unit  manager  needs  to  structure 
how  other  duties  will  be  performed  on  the  unit  and  devise  methods  to  make  work 
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simpler  and  more  efficient.  Often  this  includes  simple  tasks,  such  as  specifying  how 
supplies  are  stored  or  determining  the  most  efficient  lunch  and  break  schedules 

for  staff.  The  goal  in  organizing  work  and  activities  is  to  facilitate  greater  productiv- 
ity and  worker  satisfaction. 

The  Relationship  Between  Planning 
and  Organizing 

Many  individual  nurses  appear  disorganized  in  their  effort  to  accomplish  patient 
care.  Usually  this  disorganization  results  from  poor  planning  rather  than  poor 
organization.  The  ability  to  be  organized  develops  from  good  planning.  Langford 

(1981)  calls  the  organizing  phase  of  the  management  process  the  "stop  to  think" 
period.  As  planning  occurs  there  is  a  need  to  pause  and  decide  how  people, 
activities,  and  materials  are  going  to  be  put  together  in  order  to  carry  out  plans. 
Langford  suggests  individuals  use  the  following  industrial  engineering  principles  to 
assist  them  in  organizing  work. 

1.  Reduce  travel  to  and  from  activities.  Gather  all  the  supplies  you  will  need 

before  you  start. 
2.  Group  activities  together  that  are  in  the  same  location.  If  you  have  walked  a 

long  distance  down  a  hallway,  attempt  to  do  several  things  there  before  going  back 
to  the  nurses  station. 

3.  Use  time  estimates  to  help  organize  your  work.  For  example,  if  you  know  an 

intermittent  intravenous  medication  (IV  piggyback)  will  take  30  minutes  to  com- 
plete, then  apply  that  time  estimate  when  planning  to  do  some  other  activity  in  the 

patient's  room  at  the  end  of  30  minutes. 

Committee  Structure  Within 
an  Organization 

An  additional  responsibility  of  managers  in  unit  organization  is  the  designation  and 
implementation  of  appropriate  committees.  What  are  the  benefits  of  committees 
and  when  are  they  justified?  In  order  to  compensate  for  some  of  the  difficulty  in 
organizational  communication  created  by  line,  as  well  as  line  and  staff  structure, 
committees  are  widely  employed  in  all  institutions  as  a  means  of  facilitating  upward 

communication.  As  organizations  seek  new  ways  to  revamp  old  bureaucratic  struc- 
tures many  look  to  the  use  of  committees  as  a  method  of  sharing  organizational 

governance  and  increasing  staff  participation  (Callahan  and  Wall,  198^) 
Committees  may  be  advisory  or  may  have  a  coordinating  or  informal  function. 

They  are  beneficial  as  they  communicate  information  in  two  directions  and  encour- 
age participation  of  interested  or  affected  employees.  Committees  often  generate 

new  ideas  and  promote  creative  thinking  to  solve  operational  problems  or  improve 
services,  and  upgrade  the  quality  and  quantity  of  work  accomplished.  They  can  also 
be  used  to  pool  the  talents  of  people  with  specific  skills  and  expertise  and  to  help 
reduce  resistance  to  change. 

However,  all  the  positive  benefits  of  committees  can  only  be  achieved  il  the) 

are  appropriately  organized  and  led.  If  not  properly  deployed  the  committee  be 
comes  a  liability  to  the  organizing  process,  wasting  energy,  time,  and  money  and 
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possibly  deferring  decision  making  and  action  taking.  Committees  should  not  be 
used  to  avoid  or  delay  decisions,  but  to  facilitate  organizational  goals. 

In  organizing  committees  and  making  appointments  there  are  several  factors  to 
be  considered. 

1.  The  committee  should  be  composed  of  individuals  who  want  to  contribute 
to  the  committee  in  terms  of  commitment,  energy,  and  time. 

2.  The  members  should  have  broad  work  experience  and  educational  back- 
grounds, but  composition  should  require  expertise  sufficient  to  ensure  that  the 

task  of  the  committee  is  accomplished. 
3-  There  should  be  an  adequate  number  of  members  to  accomplish  assigned 

tasks  but  not  so  many  that  discussion  cannot  occur.  Six  to  eight  members  is  usually 
ideal. 

4.  The  tasks  and  responsibilities  should  be  clearly  outlined,  including  report- 
ing mechanisms. 
5.  Assignments  should  be  given  ahead  of  time,  with  expectations  clear  that 

assigned  work  will  be  reported  on  at  the  next  meeting. 
6.  All  committees  should  have  prepared  agendas  and  effective  committee 

chairs. 

It  is  important  for  the  manager  to  be  aware  of  the  possibility  for  groupthink  to 
occur  in  any  work  group  or  committee  structure.  In  this  context,  groupthink  is  the 

inappropriate  conformity  to  group  norms  (Swansburg,  1990).  It  occurs  when  mem- 
bers fail  to  take  adequate  risks  by  disagreeing,  being  challenged,  or  by  assessing 

discussion  carefully.  If  the  manager  is  actively  involved  in  the  work  group  or  on  the 
committee,  groupthink  is  less  likely  to  occur.  Teaching  group  members  to  avoid 
groupthink  by  demonstrating  critical  thinking  and  by  encouraging  questioning  of 
all  ideas  is  vital. 

Summary 

Organizing  is  an  important  management  function.  The  work  must  be  ordered  in 
such  a  manner  that  the  goals  of  the  organization  are  sustained.  Activities  must  be 
grouped  so  that  there  is  full  use  of  resources,  people,  material,  and  the  time 
demands  of  each  shift. 

The  type  of  patient  care  delivery  selected  should  bring  satisfaction  to  the 

nursing  staff  and  provide  adequate  patient  care.  A  change  in  the  mode  of  deliver}7 

should  not  be  attempted  without  adequate  resources  and  the  appropriate  justifica- 
tion for  doing  so. 

The  effective  manager  has  a  sufficient  knowledge  of  how  to  use  committees 
appropriately.  Committees  are  used  to  increase  productivity,  not  to  delay  decisions. 
Groupthink  among  work  groups  or  in  committees  is  discouraged. 

References 

Beach  DS  ( 1980).  Personnel  New  York:  Macmillan 

Callahan  CB  and  Wall  LL  ( 1987).  Participative  management:  a  contingency  approach.  J  Nurs  Admin 

17(9):6-15 



ORGANIZING  WORK  AT  THE  UNIT  LEVEL      ♦      149 

Fralic  MF  (1992).  Creating  new  practice  models  and  designing  new  roles.  J  Nurs  Admin  22(6):7-8 

Huston  CJ  and  Marquis  B  ( 1989).  Retention  and  Productivity  Strategies  for  Nurse  Managers.  Philadelphia, 
PA:  JB  Lippincott 

Kramer  M  (1990).  The  magnet  hospitals:  excellence  revisited.  J  Nurs  Admin  (9),  20 

Langford  T  ( 1981 ).  Managing  and  Being  Managed.  Englewood  Cliffs,  NJ:  Prentice-Hall 

Malloch  KM,  Milton  DA,  and  Jobes  MO  ( 1990).  A  model  for  differentiated  nursing  practice.  J  Nurs  Admin 

20(2):20-26 

Marquis  B  and  Huston  CJ  (1992).  Leadership  Roles  and  Management  Functions.  Philadelphia,  PA:  JB 

Lippincott 

Swansburg  RC  ( 1990)  Management  and  Leadership  for  Nurse  Managers  Boston,  MA:  Jones  and  Bartlett 

Tappen  RM  (1990).  Nursing  Leadership  and  Management:  Concepts  and  Practice,  2nd  ed.  Philadelphia, 
PA:  FA  Davis 

Zander  K  (1988 ).  Nursing  care  management:  strategic  management  of  art  and  quality  outcomes.  J  Nurs 

Admin  18(5):23-30 

SAMPLE  CASE  ANALYSIS 

THE  CASE 

In  order  to  accommodate  increasing  numbers  of  personnel,  Memorial 

Hospital  has  expanded  their  cafeteria  hours.  The  cafeteria  will  now  start  serv- 
ing lunch  at  11:00  a.m.  instead  of  11:30  a.m.  and  will  continue  serving  until  1:15 

p.m.  instead  of  12:45  p.m. 

As  day  charge  nurse,  you  welcome  this  news  as  it  will  enable  the  unit  to  have 

fewer  staff  off  the  floor  at  any  given  time  leaving  more  staff  available  at  lunch- 
time  to  assist  with  the  passing  of  trays  and  the  feeding  of  patients.  However,  you 

know  that  some  employees  probably  will  not  like  taking  lunch  at  1 1 :00  a.m.  and 
some  will  dislike  waiting  until  after  1:00  p.m.  Note  that  the  cafeteria  is  open 
from  8:00  a.m.  to  10:00  a.m.  for  breakfast. 

Employees  at  Memorial  Hospital  are  entitled  to  one  20  minute  break  in  the 
morning,  one  30  minute  break  for  lunch,  and  one  10  minute  break  in  the 
afternoon.  During  the  short  afternoon  break,  the  unit  is  fairly  quiet  and  the  staff 
use  the  conference  room  for  their  brief  respite,  but  the  morning  and  lunch 

breaks  are  times  when  the  employees  leave  the  unit. 
Each  day  you  have  one  ward  clerk  for  clerical  duties  and  one  floating  aide  to 

pass  water,  run  errands,  answer  lights,  and  make  beds.  You  do  not  take  a  patient 

assignment.  Three  RNs,  and  three  LVNs-LPNs  are  assigned  to  total  patient  care 
for  an  average  of  four  patients  each.  Breakfast  trays  arrive  on  your  floor  at  7:45 
a.m.  and  lunch  trays  arrive  at  12:15  p.m. 

ASSIGNMENT 

Organize  morning  and  lunch  breaks  for  all  personnel  in  a  manner  that  i.s 
efficient  and  equitable.  Support  your  decision  with  an  appropriate  rationale. 

ANALYSIS 

The  plan  or  goal  for  solving  this  case  has  already  been  stated.  There  are  many 
possible  alternatives  for  decision  making  in  this  case  ami  most  of  them  would 

meet  the  stated  objective.  Because  this  cast.'  has  numerous  "right"  answers,  the 
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users  of  this  text  may  want  to  solve  this  case  in  other  ways.  Only  one  alternative 
will  be  presented.  The  following  action  and  rationale  explain  the  sample 

schedule  provided  in  Display  10-1. 

Action  Rationale 

Design  a  sign-up  sheet  for  lunch  and  This  allows  the  staff  to  have  some  con- 
coffee  breaks  and  allow  the  RNs  and  trol  over  their  environment.  By  allocat- 
LVNs/LPNs  to  sign  up  each  day.  All  staff  ing  numbers  of  slots  for  each  time 

may  trade  with  each  other  but  some-  frame,  you  have  made  certain  that  suffi- 
one  must  go  at  the  designated  times.  cient  staff  is  always  present  to  accom- 

plish unit  work.  You  have  also  built  in 
flexibility  for  unforeseen  changes  in 
the  work  environment  by  allowing  staff 
to  trade  times. 

Use  of  a  sign-up  sheet  assures  adequate  staff  coverage  as  well  as  providing 
sufficient  personnel  for  passing  breakfast  and  lunch  trays  and  for  assisting  with 
meals. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  the  head  nurse  of  an  oncology  unit.  At  present,  the  designated 
patient  care  delivery  system  on  the  unit  is  total  patient  care.  You  have  a  staff 
consisting  of  60  percent  registered  nurses,  35  percent  practical  nurses,  and  5 
percent  clerical  staff. 

Your  bed  capacity  is  28,  but  your  average  daily  census  is  24.  An  example  of  day 
shift  staffing  is  the  following: 

a.  One  charge  nurse  who  records  orders,  speaks  with  doctors,  organizes  care, 
makes  assignments,  and  is  a  resource  person  and  problem  solver. 

b.  Three  registered  nurses  who  provide  total  patient  care  including  all  treatments 
and  medications  to  their  assigned  patients,  give  IV  medications  to  the  practical 
nurses  assigned  patients,  and  act  as  a  clinical  resource  person  for  the  practical 
nurses. 

c.  Two  practical  nurses  assigned  to  provide  total  patient  care  except  for  IV  medica- 
tions. 

Your  supervisor  called  a  meeting  of  all  head  nurses.  She  told  you  the  hospital  is 
having  difficulty  recruiting  nurses  and  has  decided  to  return  to  hiring  nursing 

assistants.  As  a  result,  the  nurses  on  your  unit  will  have  to  assume  greater  super- 
visory responsibilities  and  fewer  direct  care  duties. 

She  has  asked  you  to  reorganize  the  patient  care  management  on  your  unit  in  a 

way  that  will  best  utilize  the  following  day-shift  staffing:  three  RNs  including  the 
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DISPLAY     10-1 

Sample  Break  and  Lunch  Schedule  Oncology  Unit— Memorial  Hospital 

Break  time  Lunch  time 

8:00  a.m.  11:00  a.m. 

8:20  a.m.  11:30  a.m. 

9:20  a.m.  12:30  p.m. 

Break  time  Lunch  time 

8:20  a.m.  11:00  a.m. 

8:40  a.m.  12:00  Noon 

9:40  a.m.  1:00  p.m. 

RN  STAFF 

Name 

LVN  STAFF 

Name 

The  ward  clerk  may  go  to  lunch  at  12:30  p.m.  or  1:00  p.m.  Ward  clerk  morning  breaks  are 

always  at  9:40  a.m.  The  float  aide  takes  a  morning  break  at  8:00  a.m.  and  lunch  at  11:30 

a.m.  The  head  nurse  goes  to  lunch/break  at  various  times  depending  upon  the  needs  of 
the  unit. 

present  charge  nurse  position,  two  practical  nurses,  and  two  nursing  assistants.  You 

may  eliminate  the  previous  charge  nurse  position  and  divide  charge  responsibility 

evenly  among  all  three  nurses  or  delegate  the  work  in  any  manner  you  choose. 

ASSIGNMENT 

Draw  a  new  patient  care  organization  diagram.  Who  would  be  most  affected  by  the 

reorganization?  Present  your  choice.  Explain  your  rationale,  both  for  your  selection 

as  well  as  those  you  rejected.  How  would  you  go  about  implementing  this  planned 

change? 

CASE  2 

Assume  that  you  are  a  director  in  a  home  health  agency.  You  primarily 

employ  RNs,  although  there  are  some  LVNs-LPNs  on  your  staff.  Most  of  the  nursing 
care  that  your  agency  provides  is  done  on  a  contractual  basis  with  clients  in  their 

home.  Although  your  nurses  provide  care  for  a  wide  variety  of  patient  needs,  there 

seems  to  be  a  high  incidence  of  patients  who  have  cancer,  irreversible  spinal  cord 

injuries,  or  who  are  recovering  from  a  CVA. 

Because  many  of  these  patients  require  nursing  care  on  an  extended  basis,  you 

believe  there  is  great  potential  for  your  nurses  to  form  therapeutic  relationships 

with  these  patients  and  to  implement  a  holistic  nursing  care  plan.  Currently,  patient 

assignments  are  rotated  among  the  staff. 

ASSIGNMENT 

Decide  whether  an  alternative  method  of  patient  care  management  or  a  modifica- 
tion of  the  current  method  would  be  appropriate    Be  sure  you  consider  the 
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makeup  of  your  staff  in  terms  of  the  motivation  nurses  need  to  care  for  the  same 

patients  on  a  long-term  basis.  How  would  you  guard  against  having  an  inadequately 
prepared  or  undereducated  nurse  assigned  to  a  patient  on  a  long-term  basis?  What 
evaluative  check  points  can  be  constructed  to  guard  against  this  happening? 

CASE  3 

You  are  the  supervisor  of  an  intensive  care  unit.  Your  staff  members  are 
independent  and  capable.  Recently  your  staff  expressed  that  they  would  like  to  be 

more  self-managed.  Some  of  your  staff  recently  attended  a  conference  on  shared 
goverance.  You  have  told  them  they  may  begin  to  work  on  the  structure  and  bylaws 
of  such  a  proposed  committee,  all  of  which  will  be  subject  to  your  approval. 

ASSIGNMENT 

Develop  a  design  for  the  structure  of  the  committee.  Institute  a  general  policy  and  a 
few  procedures  that  would  help  guide  the  committee.  What  decisions  should  the 
staff  be  allowed  to  make  and  what  areas  should  be  reserved  for  the  supervisor?  List 
some  of  the  dangers  as  well  as  the  benefits  of  such  a  committee. 
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Personal  Notebook 

1.  What  has  contributed  to  the  committees  you  have  served  on  that  made  them 
productive?  Nonproductive?  Have  you  ever  served  on  a  committee  that  made 
recommendations  to  a  higher  authority  which  were  never  acted  upon?  How  did 
it  affect  the  work? 

2.  Many  nurses  learn  organizing  "tricks"  that  assist  them  in  accomplishing  patient 
care  tasks.  Discuss  organizing  techniques  with  veteran  nurses  and  with  other 
students.  List  ten  ways  that  a  nurse  can  help  organize  work  and  get  more 
accomplished. 

3.  List  the  types  of  patient  care  delivery  systems  you  have  observed  and  include 
what  you  believe  are  their  strengths  and  weaknesses. 



CHAPTER 11 
Power  and  Politics 
in  Organizations 

In  the  first  chapter  of  this  unit  the  reader  was  introduced  to  status,  authority,  and 
responsibility  at  different  levels  of  the  organizational  hierarchy.  Authority,  or  the 

right  to  command  that  accompanies  any  management  position  is  a  source  of  legiti- 
mate power.  The  knowledgeable  manager  exercises  the  wise  use  of  authority, 

power,  and  political  strategy  and  will,  in  turn,  be  more  successful. 

Authority  Versus  Power 

If  authority  is  the  right  to  command,  then  one  must  ask  "Why  do  workers  some- 
times not  follow  orders?"  The  right  to  command  does  not  ensure  that  employees 

will  always  follow  orders.  There  is  sometimes  a  gap  between  a  position  of  authority 

and  the  response  of  subordinates  to  that  authority.  This  is  called  the  authority- 

power  gap.  The  term  "manager  power"  may  be  used  to  explain  the  subordinate 
response  to  the  manager's  authority.  The  more  power  subordinates  perceive  a 
manager  to  have,  the  smaller  the  gap  between  the  right  to  certain  expectations  and 
the  resulting  fulfillment  of  those  expectations  by  others  (Presthus,  1962). 

Many  children  are  conditioned  to  accept  the  directives  of  their  parents, 

teachers,  and  community  leaders.  Because  of  this  early  socialization,  the  gap  be- 

tween the  manager's  authority  and  the  worker's  response  is  relatively  small  in  this 
country.  In  other  countries  it  may  be  larger  or  smaller  depending  on  how  individ- 

uals are  socialized  to  respond  to  authority. 
The  authority  dependence  that  begins  with  our  parents  is  later  transferred  to 

our  employers  and  is  an  important  resource  for  managers.  Although  the  authority- 
power  gap  continues  to  be  small,  it  has  grown  over  the  last  twenty  years.  Both  the 

women's  rights  movement  and  the  student  unrest  of  the  1960s  contributed  to  the 
widening  of  the  authority-power  gap.  An  example  of  this  expansion  is  evidenced 
by  an  exchange  between  a  college  student  of  the  1970s  and  her  mother.  When 

asked  why  she  did  not  protest  as  a  college  student,  the  mother  replied  "I  didn't 
know  we  could." 

There  are  times  when  authority  should  be  questioned.  An  example  in  the 
health  care  industry  is  the  questioning  of  physicians  (many  who  feel  they  have  the 
authority  to  command)  by  nurses,  patients,  and  other  health  care  workers.  Figure 

Bessie  L  Marquis  and  Carol  Jorgensen  Huston,  Management  Decision-Making 
for  Nurses,  second  edition-  ©  1994  J.B.  Lippincott  Company. 154 



POWER  AND  POLITICS  IN  ORGANIZATIONS 

155 

Interdependency  of  Response  to  Authority 

Legitimate Perceived Socialization 
Response 

Authority            h Power + of  Individuals to 

otthe of  the to 
Authority 

Position Manager Power/Authority 

Figures 

FIGURE     11-1     Interdependency  of  response  to  authority. 

11-1  shows  the  dynamics  of  relationships  in  the  organizational  authority-power 
response. 

The  negative  effect  of  a  wide  authority-power  gap  is  that  chaos  may  develop  in 
the  organization.  There  would  be  little  productivity  if  every  order  were  to  be 

questioned.  The  organization  rightfully  should  expect  that  the  goals  of  the  organi- 
zation will  be  accomplished.  One  of  the  core  elements  of  the  dynamics  of  civiliza- 

tion is  that  there  will  always  be  a  small  number  of  authority  figures  pushing  the 
many  for  a  certain  standard  of  performance. 

The  key  then  is  for  the  manager  to  be  able  to  accomplish  three  separate  tasks. 
Authority  must  be  used  in  such  a  manner  that  subordinates  view  what  happens  in 

the  organization  as  obvious  and  necessary.  The  manager  must  be  viewed  as  power- 
ful, and  astute  political  strategy  must  be  employed  so  that  power  and  authority  are 

maintained. 

Understanding  Power 

Power  is  often  defined  as  the  generalized  capacity  or  potential  an  individual  has  that 
enables  them  to  get  others  to  do  something  they  would  not  ordinarily  do  (Hook, 
1979;  Kotter,  1979).  Power  may  also  be  viewed  as  the  potential  of  an  individual  or 
group  to  affect  or  influence  the  behavior  of  another.  The  word  power  is  derived 
from  the  Latin  verbpotere  (to  be  able),  thus  power  may  be  appropriately  defined  as 
that  which  enables  one  to  accomplish  goals. 

Power  may  be  feared,  worshiped,  or  mistrusted;  it  is  frequently  misunderstood. 

McCurdy  (1988)  maintains  that  our  first  experience  with  power  occurs  in  the  family 

unit.  Because  children's  roles  are  likened  to  later  subordinate  roles,  and  the  paren- 
tal power  position  is  similar  to  management,  the  adult  views  of  power  in  the 

management-subordinate  relationship  will  be  influenced  by  how  power  was  used 
in  the  family  unit  (McCurdy,  1988).  Whether  the  familial  power  experience  was 

positive  or  negative  will  greatly  effect  an  individual's  ability  to  deal  with  power  in adulthood. 

Types  of  Power 

All  management  positions  are  supported  by  some  measure  of  power.  French  and 
Raven  (1959)  have  postulated  that  there  are  several  bases,  or  sources,  for  the 
exercise  of  power;  reward  power,  punishment  or  coercive  power,  legitimate  power, 
expert  power,  and  referent  power. 
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Reward  power  is  power  obtained  by  the  ability  to  grant  favors,  or  to  reward 

others  with  whatever  they  value.  The  arsenal  of  rewards  that  a  manager  can  dis- 
pense to  get  employees  to  work  toward  meeting  organizational  goals  is  very  broad. 

The  use  of  rewards  tends  to  foster  a  great  deal  of  loyalty  and  devotion  on  the  part  of 
subordinates. 

Punishment  or  coercive  power  is  the  opposite  of  reward  power  and  is  based  on 
fear  of  punishment  if  the  managers  expectations  are  not  met.  The  manager  may 
obtain  compliance  through  (often  implied)  threats  of  transfer,  layoff,  demotion,  or 
dismissal.  The  manager  who  shuns  or  ignores  an  employee  is  also  exercising  power 
through  punishment,  as  does  the  manager  who  berates  or  belittles  an  employee. 

Legitimate  power  is  position  power.  Authority  is  also  referred  to  as  legitimate 
power.  It  is  the  power  gained  by  a  title  or  official  position  within  an  organization.  As 
previously  discussed,  the  socialization  and  culture  of  subordinate  employees  will 
influence  to  some  degree  how  much  power  a  manager  has  due  to  position. 

Expert  power  is  power  gained  through  knowledge,  expertise,  or  experience. 
Possessing  required  knowledge  allows  a  manager  to  gain  power  over  others  who 
need  that  knowledge.  This  type  of  power  is  limited  to  a  specialized  area.  For 
example,  someone  with  a  vast  knowledge  of  music  would  only  be  powerful  in  the 
area  of  music,  not  in  another  area  of  specialization. 

Referent  power  is  power  an  individual  has  because  others  develop  an  identifica- 
tion with  them  or  what  they  symbolize.  Referent  power  is  given  to  others  through 

association  with  the  powerful.  An  individual  may  also  develop  referent  power 
because  others  perceive  them  as  powerful.  This  perception  could  be  based  on 
personal  charisma,  the  way  the  individual  speaks  or  acts,  the  related  organizations 
they  belong  to,  or  the  people  with  whom  they  associate.  Referent  power  is  enjoyed 
by  those  who  are  accepted  by  others  as  role  models  or  ideals.  Physicians  use 
referent  power  very  effectively. 

Some  theorists  make  a  distinction  between  charismatic  power  and  referent 
power.  Willey  (1990)  maintains  that  charisma  is  a  type  of  personal  power,  while 
referent  power  is  gained  only  through  association  with  powerful  others. 

Heineken  and  McClosky  (1985)  have  added  another  type  of  power  to  the 

French  and  Raven  power  sources.  They  identify  informational  power  as  an  impor- 
tant source  of  power.  This  source  is  obtained  when  individuals  have  information 

that  others  must  have  in  order  to  accomplish  their  goals. 
Morrison  (1988)  refers  to  the  types  of  power  listed  above  as  patriarchal  types  of 

power  and  asserts  that  they  imply  power  over  others.  She  identifies  another  cate- 

gory of  power  as  feminist  power,  which  is  defined  as  power  over  one's  own  life. 
Barwick  (1977)  describes  this  power  as  the  power  that  resides  in  a  person  that 

comes  from  maturity,  ego  integration,  security  in  the  individual's  relationships  with 
others,  and  confidence  in  one's  impulsive  responses.  The  various  sources  of  power 
are  summarized  in  Table  11-1. 

Building  a  Power  Base 

Every  manager  must  build  a  power  base  in  the  organization  where  they  work.  This 
is  necessary  to  further  organizational  goals,  carry  out  management  functions,  and 
meet  personal  goals.  As  power  implies  interdependency  managers  must  not  only 
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TABLE     11-1 

Sources  of  Power 

"type  Source 

Referent Association  with  others 

Legitimate Position 

Coercive Fear 

Reward Ability  to  grant  favors 

Expert Knowledge  and  skill 
Charismatic Personal 

Informational The  need  for  information 

Self Maturity,  ego  strength 

understand  the  organizational  structure  they  work  in,  but  also  be  able  to  function 
effectively  within  that  structure,  including  dealing  appropriately  with  the  inherent 
organizational  politics  present.  Only  when  managers  understand  the  power  and 
politics  of  their  organization  will  they  be  capable  of  recognizing  both  limitations 
and  potential  for  change. 

In  addition  to  understanding  power  within  the  organizational  structure,  the 
individual  manager  must  be  knowledgeable  about  the  essence  of  power.  Successful 
managers  develop  a  personal  awareness  of  their  view  of  power,  its  use,  and  its 
abuse.  Many  individuals,  particularly  women,  hold  negative  connotations  of  power 
and  never  learn  to  use  power  constructively. 

McCurdy  (1988)  maintains  that  women  have  been  socialized  to  view  power 
differently  than  men.  For  women,  power  is  seen  as  dominance  versus  submission;  it 

is  associated  with  personal  qualities  as  opposed  to  accomplishments  and  is  depen- 
dent upon  personal  or  physical  attributes,  not  skill.  Additionally,  women  seldom 

feel  they  inherently  possess  power,  but  instead  rely  on  others  for  its  acquisition. 

Most  believe  that  power  manages  them,  rather  than  that  they  are  capable  of  acquir- 
ing and  managing  power  (McCurdy,  1988). 
In  order  to  look  at  power  in  a  different  light  it  is  necessary  to  examine  the 

opposite  of  power,  which  is  powerlessness.  Most  individuals  agree  that  they  dislike 

being  powerless  and  everyone  needs  some  control  in  their  lives.  It  becomes  appar- 
ent then,  that  power  has  a  negative  as  well  as  a  positive  face. 

The  negative  face  of  power  is  that  aspect  of  dominance  versus  submission — "I 
win  and  you  lose."  Someone  gains  while  someone  loses  power.  The  positive  face  of 
power  occurs  when  someone  exerts  influence  on  behalf  of  someone  or  something 
rather  than  over  others.  Therefore,  it  is  not  power  itself  that  is  evil,  but  how  11  is 

used  and  for  what  purpose  that  determines  if  it  is  good  or  evil.  Women  usually  have 

had  little  experience  wielding  legitimate  power.  Bunker  and  Seashore  (  19")  main 
tain: 

The  exercise  of  legitimate  power  requires  behaviors  that  may  not  be  well 

practiced  by  some  women.  It  requires  clear  decision  making,  assertive 
ness,  and  accountability  It  is  sometimes  a  lonely  task,  becoming  more 

assertive,  expressing  her  own  views  first  rather  than  soliciting  others,  be 
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ing  pro-active  rather  than  reactive,  indicating  clearly  the  degree  to  which 
she  is  willing  to  share  power,  being  decisive,  all  these  behaviors  are  less  a 

pan  of  the  socialization  of  women  than  of  men. 

Individuals  know  when  they  are  followers  of  powerful  managers  because  their 
own  status  is  enhanced  as  they  become  part  of  the  growth  and  excitement  of  the 
organization.  Followers  of  powerful  individuals  tend  to  have  high  morale  because 
their  managers  delegate  more  authority  and  build  with  a  team  effort.  Most  workers 
find  it  exciting  to  be  working  as  a  subordinate  for  someone  who  has  clout  in  an 

organization. 
On  the  other  hand,  powerlessness  tends  to  breed  bossiness  and  the  manager 

who  feels  powerless  often  creates  an  ineffective,  petty,  dictatorial,  and  rules- 
oriented  management  style.  The  old  adage  that  power  corrupts  might  be  true  for 
some  individuals,  but  it  is  more  correct  to  stay  that  it  is  not  organizational  power 
that  corrupts  but  rather  organizational  powerlessness. 

Nurses  need  power  to  assure  adequate  resources.  The  ability  to  manipulate 
resources  is  one  of  the  arts  of  management  and  requires  political  astuteness.  Power 
and  politics  exist  in  each  organization  and  if  novice  nurse  managers  are  going  to  be 
able  to  function  effectively,  they  must  develop  skill  in  the  three  arenas  of  power: 

1)  power  building,  2)  political  strategy,  and  3)  maintaining  a  small  authority- 
power  gap. 

Techniques  for  Building  an 
Organizational  Power  Base 

There  are  many  ways  an  individual  new  to  an  organization  can  build  a  base  of 
power.  The  following  are  suggestions  for  enhancing  power. 

1.  Expand  personal  resources.  Individuals  can  increase  their  personal  power 

through  various  means.  Claus  and  Bailey  (1977)  state  that  1)  self-awareness, 
2)  vitality,  3)  resilience,  4)  mental  and  emotional  strength,  and  5)  the  ability  to  take 

risks  are  all  characteristics  of  the  powerful  person.  Therefore,  accumulating  re- 
sources in  any  of  these  areas  will  increase  personal  power.  Claus  and  Bailey  (1977) 

also  suggest  that  maintaining  a  healthy  mind  and  body  through  exercise  and  good 
nutrition  are  simple  but  often  overlooked  ways  of  increasing  personal  power. 

2.  Present  a  powerful  picture  to  others.  How  individuals  look,  act,  and  speak 
influence  whether  others  view  them  as  powerful  or  powerless.  The  nurse  who 
stands  tall,  is  poised,  assertive,  articulate,  and  well  groomed  presents  a  picture  to 
others  of  personal  control  and  power. 

3.  Pay  the  entry  fee.  Newcomers  in  organizations  who  stand  out  and  appear 
powerful  are  those  who  do  more,  work  harder,  and  contribute  to  the  organization. 

Neither  "clock  watchers"  nor  "nine-to-fivers,"  they  attend  meetings,  do  committee 
work,  attend  in-services,  and  accept  their  share  of  night  shifts,  weekend,  and  holi- 

day assignments  without  complaining.  A  power  base  is  not  achieved  by  slick,  easy, 
or  quick  maneuvers.  It  is  acquired  through  hard  work. 

4.  Identify  the  powerful  in  the  organization.  It  is  necessary  to  understand  and 
work  within  both  the  formal  as  well  as  the  informal  power  structure.  It  is  important 



POWER  AND  POLITICS  IN  ORGANIZATIONS      ♦      159 

for  individuals  to  be  cognizant  of  their  limitations  and  to  appropriately  seek  coun- 
sel. One  should  know  the  names  and  faces  of  the  people  with  both  formal  and 

informal  power.  The  powerful  individuals  in  the  informal  structure  are  often  more 

difficult  to  identify  than  those  in  the  formal  structure.  When  working  with  powerful 
people  in  organizations,  individuals  should  attempt  to  identify  the  similarities  and 
shared  values,  rather  than  focusing  on  the  differences. 

5.  Learn  the  language  and  symbols  of  the  organization.  Each  organization  has 
its  own  culture,  as  well  as  its  own  values.  It  is  necessary  for  new  members  to 
understand  this  culture  and  to  be  socialized  into  the  organization  if  they  are  to 

build  a  power  base.  There  are  certain  "taboos"  that  exist  in  each  organization  and 
being  unaware  of  what  they  are  often  results  in  embarrassment  for  the  newcomer. 

The  novice  employee  or  new  manager  must  develop  a  sensitivity  to  the  organiza- 

tion's culture  if  they  expect  to  become  powerful. 
6.  Learn  how  to  use  the  organization's  priorities.  Every  group  has  its  own  goals 

and  a  priority  for  the  achievement  of  those  goals.  Individuals  seeking  to  construct  a 
power  base  must  be  cognizant  of  institutional  goals  and  use  those  priorities  and 
goals  to  meet  management  needs.  For  example,  a  need  for  a  new  manager  at  a 
community  health  service  facility  might  be  to  develop  educational  programs  on 
chemotherapy,  as  some  of  the  patient  case  load  includes  this  nursing  function.  If 
fiscal  management  is  a  high  priority  of  the  organization,  the  manager  needs  to  show 

superiors  how  the  cost  of  these  programs  will  be  offset  by  additional  revenues.  If 
public  relations  with  physicians  and  clients  is  a  priority  in  the  organization  the 
manager  could  justify  the  same  request  in  terms  of  additional  services  to  clients  and 

physicians. 
7.  Increase  professional  skills  and  knowledge.  Because  it  is  expected  that  em- 

ployees will  perform  their  job  well,  one's  job  performance  must  be  extraordinary  to 
enhance  power.  One  method  of  achieving  this  is  by  increasing  professional  skills 
and  knowledge  until  an  advanced  level  of  expertise  is  reached.  Having  knowledge 

and  skill  others  lack  greatly  enhances  an  individual's  power  base.  Excellence  that 
reflects  knowledge  and  demonstrates  skill  enhances  the  credibility  of  the  nurse  and 
determines  how  they  are  viewed  by  others. 

8.  Maintain  a  broad  vision.  Because  individuals  are  assigned  to  a  unit  or 

department,  they  often  begin  to  develop  a  narrow  view  of  the  total  organization. 
Power  builders  always  look  upward  and  outward.  The  successful  manager  not  only 
recognizes  how  the  single  unit  fits  in  with  the  larger  organization,  but  also  how  the 
organization  as  a  whole  fits  into  the  scheme  of  the  entire  community.  People 
without  vision  rarely  become  powerful. 

9.  Use  experts  and  seek  counsel.  Newcomers  should  seek  out  role  models  to 
emulate.  By  soliciting  the  advice  and  counsel  of  others,  the  individual  demonstrates 
their  willingness  to  be  a  team  player,  that  they  are  cautious  and  welcome  advice 
from  experts  prior  to  proceeding,  and  that  they  are  not  a  rash  newcomer  who 
thinks  they  have  all  the  answers. 

10.  Be  flexible.  Individuals  wishing  to  acquire  power  should  develop  a  reputa- 
tion as  someone  who  can  compromise.  The  rigid,  uncompromising  newcomer  is 

viewed  as  insensitive  to  the  needs  of  the  organization. 

11.  Increase  visibility  and  develop  a  voice  in  the  organization.  It  is  Important 
that  newcomers  become  active  in  powerful  committees,  or  other  groups  thai  are 

recognized  by  the  organization  as  having  clout.  When  working  in  groups  it  Is 
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crucial  that  the  newcomer  not  monopolize  committee  time.  Novice  managers  must 
develop  observational  and  listening  skills  as  well  as  articulate  verbal  skills. 

12.  Learn  to  toot  your  own  horn.  There  is  an  art  to  accepting  compliments. 
One  should  be  gracious,  but  certainly  not  passive,  when  attention  is  forthcoming 
for  extraordinary  effort.  Additionally,  individuals  should  let  others  know  when 
some  special  professional  recognition  has  been  achieved.  This  acknowledgment 

should  be  made  in  such  a  manner  that  is  not  bragging,  but  reflective  of  the  self- 
respect  of  one  who  is  talented  and  unique. 

13.  Maintain  a  sense  of  humor.  Appropriate  humor  is  a  very  powerful  tool  and 
the  ability  to  laugh  at  oneself  and  not  take  oneself  too  seriously  is  one  of  the  most 
important  power  builders. 

14.  Empower  others.  Just  as  leaders  need  to  empower  others,  followers  must 
empower  their  leaders.  When  nurses  empower  each  other  they  gain  referent 
power.  If  women  are  frequently  bitter  and  envious  of  other  women,  they  may 
withhold  support  or  openly  attack.  Both  individual  nurses  and  the  profession  as  a 
whole  are  deprived  of  their  share  of  power  because  they  allow  others  to  create 
divisiveness  and  weaken  their  power  base  (Huston  and  Marquis,  1988).  Nurses  can 
empower  other  nurses  by  sharing  knowledge,  maintaining  cohesiveness,  valuing 
nursing,  and  supporting  each  other  (Sohier,  1992). 

In  contrast  to  the  manager  who  empowers  others  is  the  one  who  will  not  teach 
others  and  does  not  want  to  see  others  succeed.  This  individual  has  been  termed 

the  Queen  Bee,  and  the  activities  and  behaviors  used  to  keep  others  from  power  has 
been  called  the  Queen  Bee  Syndrome  (Staines,  1974).  Spengler  (1976)  concludes 
that  the  Queen  Bee  Syndrome  exists  in  nursing.  The  behavior  exhibited  by  nursing 
Queen  Bees  includes  identification  with  others  outside  of  nursing,  usually  males 
who  hold  higher  positions  in  the  organization,  and  a  disinterest  in  improving  or 
changing  the  profession  (Spengler,  1976).  The  Queen  Bee  wants  to  be  the  main 
attraction  and  desires  that  subordinates  be  powerless. 

On  the  other  hand,  empowerment  occurs  when  those  in  power  communicate 
their  vision;  when  employees  are  given  the  opportunity  to  make  the  most  of  their 
talents  and  when  learning,  creativity  and  exploration  are  encouraged  (Bass,  1987). 
Managers  empower  others  when  they  delegate  assignments  to  provide  learning 
opportunities  and  allow  employees  to  share  in  the  satisfaction  derived  from  their 
achievements  (Byrd,  1987). 

Power  is  likely  to  multiply  in  an  ascending  cycle,  while  powerlessness  will  only 
generate  more  powerlessness.  Having  power  gives  individuals  a  greater  capacity 
toward  accomplishment  and  therefore  enhances  their  power  in  the  organization.  As 
managers  gain  power  in  an  organization  they  are  less  coercive  and  less  bound  to 
rules,  thus  their  peers  and  subordinates  are  more  cooperative. 

Selecting  Appropriate 
Political  Strategies 

It  is  necessary  to  develop  savvy  in  political  strategies  so  that  hard-earned  power  is 
not  lost  through  political  mistakes.  Even  seasoned  managers  occasionally  blunder 
in  the  political  arena;  power  can  be  lost  as  well  as  gained. 
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Those  in  power  may  be  attacked  from  many  fronts.  When  these  attacks  occur, 

individuals  who  hold  powerful  positions  often  undermine  themselves  by  regress- 
ing rather  than  progressing,  and  by  being  reactive  rather  than  proactive. 
It  is  useless  to  dispute  the  ethics  or  value  of  politics  in  an  organization. 

Leininger  (1978)  maintains  that  because  politics  exist  in  every  organization  one 
wastes  energy  and  remains  powerless  if  they  refuse  to  learn  the  art  and  skill  of 
political  maneuvering.  The  following  list  of  political  strategies  will  assist  the  novice 
manager  in  developing  political  effectiveness: 

1 .  Information  and  Communication  Strategies.  Beware  that  facts  can  be  pre- 
sented seductively  and  out  of  context.  The  manager  must  be  cautious  in  accepting 

facts  as  presented  because  information  is  often  changed  to  fit  the  needs  of  others. 
Managers  must  become  adapt  at  the  art  of  information  acquisition. 

Decisions  should  be  delayed  until  adequate  and  accurate  information  has  been 
received.  Managers  must  do  their  homework  and  should  not  allow  themselves  to 
be  trapped  into  discussing  something  about  which  they  know  little.  It  is  politically 

astute  to  say  "I  don't  know"  when  inadequate  information  is  available. 
Grave  political  consequences  can  occur  from  sharing  the  wrong  information 

with  the  wrong  people  at  the  wrong  time.  There  is  a  discipline  in  nurturing  the  skill 
of  determining  who  should  know,  how  much  they  should  know,  and  when  they 
should  know  it. 

Perhaps  the  most  politically  damaging  communication  error  is  lying  to  others. 
Withholding  information  or  refusing  to  divulge  information  are  good  political 
strategies,  but  lying  is  not. 

2.  Proactive  Strategies.  Nurses  have  had  a  long  history  of  being  reactive,  that  is, 
reacting  to  what  is  being  done  to  them.  To  be  reactive  is  better  than  being  passive, 

but  the  goal  is  to  be  proactive:  to  get  the  job  done  better,  faster,  and  more  effi- 
ciently. Proactive  individuals  see  approaching  changes  in  the  health  care  system, 

and  prepare  to  meet  those  changes. 
One  way  to  become  proactive  is  by  assuming  authority.  The  proactive  manager 

stops  asking  "May  I?"  and  instead  assumes  they  may  In  this  way  they  build  a 
powerful  image.  When  individuals  ask  permission  they  are  really  asking  someone 
to  take  responsibility  for  them.  If  something  is  not  expressly  prohibited  in  the 
organization  or  in  a  job  description,  the  politically  astute  assume  that  it  may  be 
done.  However,  individuals  do  need  to  be  aware  that  when  they  assume  authority 

and  something  goes  wrong,  they  will  be  held  accountable;  so  this  strategy  is  not 
without  risk. 

Another  method  of  becoming  proactive  is  by  compiling  personal  resources  so 

that  one  is  prepared  to  meet  the  unpredictable  future.  Such  resources  include 

economic  stability,  higher  education,  and  a  broadening  of  one's  skill  base.  This  is 
often  called  the  political  strategy  of  having  maneuverability.  That  is,  the  individual 

who  avoids  having  limited  options,  who  has  "money  in  the  bank  and  gas  in  the 
tank,"  has  a  political  freedom  of  maneuverability  that  others  do  not. 

Individuals  lose  power  if  others  know  they  cannot  afford  to  make  a  job  change, 
or  do  not  have  the  necessary  skills  to  do  so.  Those  who  become  economically 

dependent  on  a  position  lose  political  clout. 
3.  Alliance  and  Coalition  Strategies.  Nurses  can  often  increase  their  power  by 

forming  alliances  with  other  groups,  thereby  increasing  their  Influence.  Individuals 
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can  form  associations  with  peers,  sponsors,  or  subordinates  from  both  within  and 
without  their  own  group. 

One  of  the  most  effective  methods  of  forming  alliances  is  through  networking. 
Managers  sharpen  their  political  skills  by  becoming  involved  with  peers  outside  the 
immediate  organization.  In  this  manner,  the  manager  is  able  to  keep  abreast  of 
current  happenings  and  to  solicit  others  for  advice  and  counsel.  For  the  nurse 
manager,  there  are  probably  no  groups  as  valuable  as  the  local  and  state  nursing 
associations. 

Networking  and  forming  coalitions  and  alliances  can  also  be  effective  within 

the  organization.  This  strategy  is  especially  desirable  for  some  types  of  planned 
change.  More  power  and  political  clout  results  when  there  are  groups  of  people 
involved  rather  than  individuals  acting  alone.  When  under  political  attack  by  others 
in  the  organization,  group  power  is  very  useful. 

4.  Conflict  Resolution  and  Negotiation  Strategies.  Because  inappropriate  con- 
flict management  can  have  grave  political  consequences,  Chapter  18  in  Unit  5  will 

examine  these  skills  in  depth. 

5.  Timing  and  Sensitivity  Strategies.  The  successful  manager  develops  a  sensi- 
tivity to  both  the  timing  of  certain  actions  as  well  as  the  appropriate  actions  to  take. 

Occasionally,  actions  should  be  delayed,  rules  should  be  bent,  or  factors  should  be 

ignored.  The  individual  who  submits  a  request  to  attend  a  costly  nursing  confer- 
ence on  the  same  afternoon  that  their  supervisor  just  had  extensive  dental  work  is 

insensitive  to  timing. 

The  effective  manager  must  also  know  when  it  is  the  appropriate  time  to  do 
nothing.  For  example,  the  passage  of  time  itself  often  solves  problems;  recall  the 
problem  employee  who  is  three  months  from  retirement. 

The  sensitive  manager  also  knows  when  it  is  time  to  stop  pressing  an  issue, 

before  a  superior  has  given  a  firm  "no."  Once  a  firm  "no"  decision  has  been 
reached  it  is  almost  irreversible. 

6.  Promoting  Subordinate  Identification  as  a  Political  Strategy.  There  are  many 

ways  in  which  a  manager  can  promote  the  identification  of  subordinates.  Apprecia- 
tion of  a  job  well  done  works  especially  well  when  expressed  in  front  of  others. 

Writing  subordinates  sincere  thank-you  notes  and  rewarding  the  employees  for 
excellent  work  are  also  effective  political  strategies. 

7.  Political  Strategies  for  Meeting  Organizational  Needs.  Even  extraordinary 
and  highly  visible  activities  will  not  result  in  the  deserved  power  unless  those 

activities  are  used  to  meet  organizational  goals.  Hard  work  rooted  in  purely  per- 
sonal gain  will  become  a  political  liability. 

Frequently,  novice  managers  think  only  in  terms  of  their  needs  and  their 
problems,  rather  than  seeing  the  big  picture.  Additionally,  individuals  often  look 
upward  to  find  solutions  to  problems  rather  than  attempting  to  find  solutions 
themselves.  When  problems  are  identified  it  is  more  politically  astute  to  take  the 
controversy  and  a  proposed  solution  upward  rather  than  simply  presenting  the 
problem  to  the  superior.  Although  the  superior  may  not  accept  the  solution,  the  fact 
that  an  attempt  was  made  will  be  appreciated. 

8.  Wellness  Political  Strategies.  Because  political  strength  comes  from  the  image 
others  have  of  the  individual,  it  is  important  to  retain  that  image.  Taking  sufficient 
time  for  oneself  to  unwind,  reflect,  rest,  and  have  fun,  preserves  that  powerful 

image.  Managers  who  do  not  take  care  of  themselves  are  likely  to  begin  to  make 
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mistakes  in  judgment.  It  is  important  to  make  time  for  significant  interpersonal 

relationships  and  to  develop  outside  interests  so  that  other  resources  are  available 

to  rejuvenate  the  individual  when  political  forces  in  the  organization  drain  their 

energy.  The  manager  who  begins  to  look  like  a  victim  will  undoubtedly  become 

one.  The  politically  astute  manager  will  always  appear  rested,  full  of  energy,  and  be 

able  to  be  articulate,  poised,  and  courteous  to  both  supervisors  and  subordinates. 

Power  building  and  political  strategies  are  summarized  in  Table  11-2. 

Bridging  the  Authority— Power  Gap 

Sometimes  subordinates  can  begin  to  feel  badgered  by  conspicuous  demonstra- 

tions of  authority.  As  each  individual  has  a  limited  capacity  for  tolerating  authority, 

its  use  as  a  tool  of  power  should  be  limited  to  a  last  resort.  It  is  best  not  to  use 

arbitrary  commands  as  they  can  stifle  cooperation. 

Managers  can  use  various  techniques  to  enable  the  subordinates  to  distinguish 

authority  from  the  person  who  holds  it.  This  can  be  achieved  through  the  use  of 

ceremony  so  that  respect  is  given  to  the  office,  rather  than  to  the  person  who 
holds  it. 

Another  method  to  bridge  this  gap  is  for  the  manager  to  instill  trust  and  make 

the  subordinate  believe  that  the  organization  cares  about  them.  The  manager 

whose  followers  1)  believe  that  the  manager  is  doing  a  good  job,  2)  trust  that  the 

organization  has  their  best  interests  in  mind,  and  3)  who  do  not  feel  controlled  by 

authority  will  have  bridged  the  authority-power  gap. 

The  manager  must  also  be  seen  as  credible  for  the  authority-power  gap  not  to 
grow  wider.  Every  manager  begins  their  appointment  with  subordinates  ready  to 

believe  them.  This  is  due  to  the  socialization  process  that  makes  individuals  believe 

TABLE     11-2   

Power  Building  and  Political  Strategies 

Power  Building  Strategies Political  Strategies 

Expand  personal  resources. 
Present  a  powerful  persona. 

Pay  the  entry  fee. 

Identify  the  powerful. 

Learn  the  organizational  culture. 

Use  organizational  priorities. 
Increase  skills  and  knowledge. 
Have  a  broad  vision. 

Use  experts  and  seek  council. 
Be  flexible. 

Increase  visibility  and  have  a  voice. 

Toot  your  own  horn. 
Maintain  a  sense  of  humor. 

Empower  others. 

Use  information  acquisition. 
Communicate  in  an  astute  manner. 

Become  proactive. 
Assume  authority 

Network 

Expand  personal  resources 
Maintain  maneuverability. 

Develop  conflict  management  and 

negotiation  skills 
Remain  sensitive  to  people,  timing,  and 

situations 
Promote  subordinate  identification 

Meel  organizational  needs 

Expand  personal  wellness 
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that  what  those  in  power  say  is  true.  However,  the  deference  to  authority  will  erode 
if  the  manager  handles  employees  in  a  careless  manner,  is  dishonest,  or  seems 
incapable  of  carrying  out  the  duties  of  the  job.  When  a  manager  begins  to  lose 
credibility,  the  power  inherent  in  their  authority  begins  to  decrease. 

Another  dimension  of  the  authority-power  relationship  is  the  impact  of  em- 
ployee expectations.  It  is  best  to  be  conservative  when  promises  must  be  made. 

Managers  should  never  guarantee  future  rewards.  If  managers  inaccurately  predict 

the  future,  they  lose  credibility  in  the  eyes  of  their  subordinates.  However,  man- 
agers should  grant  current  rewards  to  buy  patronage.  This  makes  the  manager 

more  believable  and  builds  greater  power  into  their  already  existing  legitimate 
authority.  The  following  is  an  example  of  the  difference  in  dispensing  current  and 
future  awards: 

An  RN  requests  an  extra  day  off  to  attend  a  wedding.  As  you  are  able  to 
replace  her,  you  use  the  power  of  your  position  to  reward  her  and  give  her 
the  day  off.  She  is  grateful  to  you  and  this  increases  your  power. 

Another  RN  requests  three  months  in  advance  to  have  every  Thursday 
off  in  the  summer  to  take  a  class.  You  grant  permission,  but  on  June  1, 
three  of  your  nurses  resign  and  you  are  unable  to  keep  your  promise.  This 
nurse  is  very  upset  and  you  have  lost  much  credibility,  and  therefore 
power.  It  would  have  been  wiser  for  you  to  have  said  you  could  not 
guarantee  that  you  could  grant  her  request  (under  promising).  If  the 
situation  had  remained  the  same  and  the  nurses  had  not  resigned,  then 
you  could  have  granted  the  request. 

Summary 

A  manager's  ability  to  gain  and  wisely  use  power  is  critical  to  their  success.  To 
acquire  this  ability,  managers  must  gain  expertise  in  power  building,  political  strate- 

gies, and  in  bridging  the  authority-power  gap. 
The  successful  manager  uses  legitimate  authority  and  develops  a  powerful 

persona.  Managers  who  recognize  the  dual  pyramid  of  power  will  be  less  apt  to 
abuse  power  and  will  use  power  and  authority  to  increase  respect  for  the  position 
and  for  nursing  as  a  whole.  Those  comfortable  with  power  ensure  that  cooperation 
will  be  the  goal  of  political  maneuvers,  and  not  personal  gain.  The  successful 
manager  will  not  seek  to  have  power  over  others,  but  instead  will  empower  them. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE  OF  LEMONS 

Sally  Jones  has  been  nursing  director  at  Memorial  Hospital  for  two  years. 
She  has  made  many  improvements  in  the  nursing  department  and  is  generally 
respected  by  the  hospital  administrator,  the  nursing  staff,  and  the  physicians. 

The  present  situation  involves  the  newly  hired  Assistant  Administrator,  Bob 
Wilson.  Previously,  the  hospital  had  been  too  small  to  require  an  assistant 
administrator,  but  with  growth  this  position  was  created.  Since  Mr.  Wilson  has 
been  hired,  he  has  shown  obvious  signs  that  he  would  like  to  increase  his 

power  and  authority.  One  of  the  departments  Mr.  Wilson  has  been  charged 
with  is  the  personnel  and  payroll  department.  Until  the  present,  nursing,  which 

comprises  45%  of  all  the  personnel,  has  done  its  own  recruitment,  interview- 
ing, and  selection. 

Mr.  Wilson  has  now  proposed  thai  he  hire  an  additional  personnel  clerk  to 
do  much  of  the  personnel  work  for  the  nursing  department,  although  nursing 
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administration  will  be  able  to  make  the  final  selections  in  hiring.  Mr.  Wilson 

proposes  that  his  department  do  the  initial  screening  of  applicants,  check 
references,  etc. 

It  has  become  more  and  more  frustrating  for  Ms.  Jones  to  deal  with  what  she 
perceives  as  the  encroachment  of  Mr.  Wilson.  She  has  just  received  his  latest 

proposal  and  has  requested  to  meet  with  the  hospital  administrator  and  Mr. 
Wilson  to  discuss  his  plan. 

ASSIGNMENT 

1.  What  danger,  if  any,  is  there  for  the  nursing  director  in  Mr.  Wilson's  pro- 

posal? 
2.  Be  able  to  explain  two  political  strategies  you  feel  she  could  employ  in  the 

upcoming  meeting. 

3-  Is  it  possible  to  facilitate  a  win-win  solution  to  this  conflict?  If  so,  how?  If 
there  is  not  a  win-win  solution,  how  much  can  Mr.  Wilson  win? 

4-  Attempt  to  solve  this  case  before  reading  further. 

ANALYSIS 

In  analyzing  this  case,  it  is  necessary  to  forego  feelings  of  resentment  regarding 

Mr.  Wilson's  obvious  play  for  control  and  power.  In  reality,  what  actual  danger 
does  the  director  of  nursing  incur  from  Mr.  Wilson's  empire  building  attempts? 
Is  she  not  simply  eliminating  clerical  duties  and  interruptions  in  her  time  as 
well  as  that  of  her  assistants? 

There  is  a  certain  amount  of  power  that  is  inherent  in  the  hiring  of  individ- 
uals. It  is  true  that  employees  develop  a  loyalty  for  the  person  that  actually  hires 

them.  However,  Ms.  Jones,  or  her  designee,  will  still  be  the  individual  that 
makes  the  final  selection.  Thus  there  should  be  little  loss  of  loyalty  or  power  as 

a  result  of  Mr.  Wilson's  request  to  centralize  the  personnel  and  payroll  depart- ment. 

Let  us  examine  what  the  real  nursing  director,  Sally  Jones,  did  to  solve  this 
conflict.  She  was  capable  of  employing  some  very  proactive  strategies  once  she 
realized  that  Mr.  Wilson  was  not  deriving  her  of  any  power.  Here  was  an 

opportunity  for  her  to  appear  compromising,  thereby  increasing  her  esteem  in 
the  eyes  of  Jane  Smith,  the  CEO,  and  at  the  same  time  gain  political  clout  in  the 
organization. 

When  the  nursing  director  met  with  the  CEO  and  Mr.  Wilson,  she  began  by 
complimenting  him  on  his  ideas.  She  then  suggested  that  since  nurses  were  in 
the  habit  of  coming  to  the  nursing  department  to  apply  for  positions  and  as 

personnel  offices  were  rather  cold  and  formal  places,  it  would  be  more  conve- 

nient and  inviting  if  Mr.  Wilson's  new  personnel  clerk  were  stationed  in  the 
nursing  office.  She  was  aware  that  the  new  personnel  department  had  inade- 

quate space  and  that  she  had  some  extra  room  in  the  office  for  Mr.  Wilson's 
clerk.  She  elaborated  that  some  of  her  unit  clerks  were  very  knowledgable 
about  the  hospital  organization  and  he  might  want  to  interview  several  of  them 
for  the  new  clerk  position.  Although  an  experienced  unit  clerk  would  be 
difficult  to  replace,  Ms.  Jones  said  she  was  willing  to  make  this  sacrifice  in  order 

for  Mr.  Wilson's  plan  to  succeed. 
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The  CEO  was  very  impressed  with  the  nursing  directors  generous  offer.  She 

turned  to  Mr.  Wilson  and  said  "I  think  Sally  has  an  excellent  idea.  Why  don't 

you  hire  one  of  her  clerks  and  put  her  in  the  nursing  office?"  The  CEO  then 
said  to  Ms.  Jones,  "Now  it  is  understood  that  the  clerk  will  be  Mr.  Wilson's 

employee  and  will  work  under  him?"  The  nursing  director  was  in  agreement 
with  this,  since  she  felt  she  had  just  pulled  off  a  coup.  Let's  examine  what  she 
managed  to  win  in  this  political  maneuver: 

1.  The  nursing  director  gained  by  not  competing  with  Mr.  Wilson,  therefore 
not  making  him  an  enemy. 

2.  She  gained  by  impressing  the  CEO  with  her  flexibility  and  initiative. 
3-  She  gained  a  new  employee.  Although  the  new  employee  will  be  working 

for  Mr.  Wilson,  with  the  salary  charged  to  his  cost  center,  the  clerk  would  be 
a  former  employee  of  nurse  Jones.  Since  the  clerk  would  be  working  in  the 
nursing  office  there  would  be  some  allegiance  to  her.  In  addition,  the  clerk 
would  be  doing  all  the  work  that  nurse  Jones  and  her  assistants  had  been 
doing  and  at  no  cost  to  the  nursing  department. 

When  the  nursing  director  first  received  Mr.  Wilson's  memo,  she  was  angry 
and  her  initial  reaction  was  to  talk  with  the  CEO  privately  and  complain  about 
Mr.  Wilson.  Fortunately,  she  did  not  do  this.  It  is  most  often  a  political  mistake 
for  one  manager  to  talk  about  another  manager  behind  their  back  and  without 

their  knowledge.  This  generally  reflects  unfavorably  on  the  employee,  with  a 
loss  of  respect  from  the  supervisor. 

Another  option  the  nursing  director  had  was  to  compete  with  Mr.  Wilson 
and  be  uncooperative.  This  might  have  delayed  centralization  of  the  personnel 
department,  but  in  the  end  Mr.  Wilson  undoubtedly  would  have  accomplished 

his  goal,  and  Ms.  Jones,  at  a  later  date,  would  not  have  been  able  to  reap  such  a 
great  political  victory. 

The  later  effects  of  this  political  maneuver  were  even  more  rewarding.  The 

personnel  clerk  remained  loyal  to  Ms.  Jones  and  constantly  "leaked  informa- 
tion" to  her  regarding  the  personnel  department  and  Mr.  Wilson.  He  became 

less  of  an  adversary  and  began  to  cooperate  more  with  the  director  on  other 

issues,  and  the  CEO  gave  her  a  sly  grin  later  in  the  month  and  said  "Great  move 
with  Bob  Wilson."  This  case  might  be  concluded  by  saying  that  this  is  an 

example  of  "someone  being  given  a  lemon  and  then  making  lemonade." 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  have  been  a  registered  nurse  for  three  years.  Six  months  ago  you  left  your 

position  as  a  day  charge  nurse  at  one  of  the  local  hospitals  and  took  a  position  at  the 
public  health  agency.  You  really  miss  your  friends  at  the  hospital  and  find  most  of 
the  public  health  nurses  older  and  aloof. 

However,  you  love  working  with  your  caseload  of  clients  and  have  decided  this 
is  where  you  want  to  build  a  lifelong  career.  You  feci  you  have  some  good  ideas,  but 
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you  are  aware  that  since  you  are  so  new  to  the  agency  you  will  probably  not  be  able 
to  be  a  change  agent  at  this  time.  In  the  future,  you  would  like  to  be  promoted  to 
the  position  of  agency  supervisor  and  be  capable  of  being  a  powerful  force  for 
stimulating  positive  growth  within  the  agency.  You  decide  that  there  are  some 
things  you  can  do  to  build  a  power  base  and  you  spend  a  weekend  plotting  your 
political  design. 

ASSIGNMENT 

Make  a  power  building  plan.  Give  specific  examples,  of  six  to  ten  things  you  would 
do  to  build  a  power  base  in  the  new  organization.  Give  your  rationale  for  each 
selection.  (Do  not  merely  select  from  the  general  lists  in  the  text,  but  outline 
specific  actions  you  would  take.)  Note:  It  might  be  helpful  to  the  reader  to  consider 
their  own  community  and  their  own  personal  strengths  when  solving  this  case. 

CASE  2 

After  five  years  as  a  public  health  nurse,  you  have  just  been  appointed 
supervisor  of  the  western  region  of  the  county  health  department;  there  is  one 

supervisor  for  each  region,  plus  a  nursing  director  and  an  assistant  director.  You 
were  selected  over  a  field  of  four  other  applicants,  to  fill  the  position.  You  have 
eight  public  health  nurses  who  report  directly  to  you. 

The  area  where  you  feel  there  needs  to  be  change  involves  some  of  the  nurses 

on  various  health  committees  in  the  area.  In  the  past  both  the  physician-medical 
director  and  the  nursing  director  have  viewed  this  community  responsibility  as  part 
of  their  job  and  part  of  the  job  of  each  supervisor.  Staff  nurses  have  not  been 
expected  to  serve  on  such  advisory  boards  or  committees,  such  as  the  local  hospice 
advisory  board,  the  cardiac  rehabilitation  board,  the  heart  association  education 
committee,  and  many  others. 

You  would  like  the  nurses  under  your  supervision  to  become  more  involved 
on  such  committees  for  several  reasons.  You  want  them  to  be  more  visible  and  have 

a  greater  voice  in  the  organization.  Also,  you  believe  that  being  a  nursing  profes- 
sional includes  the  responsibility  to  contribute  to  the  community. 

You  have  decided  your  first  planned  change  will  be  to  increase  the  number  of 
nurses  on  these  committees.  You  thought  that  you  would  begin  by  asking  one  of  the 
regular  nursing  staff  to  accompany  you  when  you  attended  the  four  committee 
meetings  to  which  you  have  been  assigned.  At  present,  you  are  the  only  public 

health  agency  nurse  who  meets  with  each  group,  but  other  nurses  from  the  univer- 
sity and  local  hospitals  do  attend.  Not  all  the  nurses  who  attend  these  meetings  are 

classified  as  administrative. 

ASSIGNMENT 

1.  Devise  a  political  strategy  for  successfully  involving  the  public  health  nurses  on 

your  committees. 
2.  Where  is  the  danger  of  your  plan  being  sabotaged?  What  change  tactics  can  you 

use  to  ensure  success? 

3.  What  are  the  political  advantages  and  disadvantages  of  making  a  change  fairly 
soon  after  being  appointed  a  nurse  manager? 
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CASE  3 

You  are  the  charge  nurse  of  the  day  shift  for  the  small  intensive  care  unit. 

One  of  your  nurses,  Jane  Smith,  has  just  requested  a  week  off  to  attend  a  confer- 
ence. She  is  willing  to  use  her  accrued  vacation  time  for  this  and  to  pay  the 

expenses  herself.  The  conference  is  in  one  month  and  you  are  a  little  irritated  that 
she  had  not  made  her  request  sooner. 

Ms.  Smith's  request  conflicts  with  the  vacation  already  granted  to  another  nurse. 
The  other  nurse  requested  her  vacation  three  months  ago. 

Therefore,  you  deny  Ms.  Smiths  request,  explaining  that  you  will  need  her  to 
work  that  week  and  you  cannot  spare  her  to  go  to  the  conference.  She  protests 
stating  that  the  educational  conference  will  benefit  the  ICU  repeating  that  she  will 
bear  the  cost  of  the  conference.  You  are  firm,  but  polite  in  your  refusal. 

Later,  Ms.  Smith  goes  to  the  supervisor  of  the  unit  to  request  the  time.  The 

supervisor  upholds  your  decision,  but  you  are  furious  that  Ms.  Smith  has  gone  out 
of  the  chain  of  command. 

ASSIGNMENT 

1.  How  are  you  going  to  deal  with  Ms.  Smith? 
2.  Decide  what  your  approach  should  be  and  support  your  decisions  with  political 

rationale. 

CASE  4 

You  are  the  director  of  a  small  Native  American  Health  Clinic.  Other  than 

yourself  and  a  part-time  physician,  your  only  professional  staff  are  two  RNs.  The 
remainder  of  your  staff  are  from  the  local  population  and  have  been  trained  by  you. 
The  following  is  a  description  of  the  two  RNs: 

Nurse  Bennett  is  a  26  year  old  BSN  with  several  years  experience  working  at  a 

large  southwestern  community  health  agency.  She  is  familiar  with  many  of  the 
problems  of  the  local  clientele.  She  is  hardworking  and  extremely  knowledgeable, 
although  occasionally  her  assertiveness  is  mistaken  for  bossiness  among  the  Native 
American  workers.  However,  everyone  respects  her  judgment. 

Nurse  Mikiou  is  a  34  year  old  male  Native  American.  He  began  his  career  as  a 
medic  in  the  Vietnam  war  and  attended  several  career  ladder  external  degree 

programs  until  he  was  able  to  take  the  registered  nursing  exam.  He  does  not  have  a 
baccalaureate  degree.  His  nursing  knowledge  is  occasionally  limited  and  he  tends 
to  be  very  casual  about  performing  his  duties.  However,  he  is  competent  and  has 

never  displayed  unsafe  judgment.  I  lis  humor  and  good  nature  often  reduces  ten- 
sion in  the  clinic.  The  Native  American  population  is  very  proud  of  him  and  this 

results  in  a  special  relationship  with  them.  However,  he  is  not  a  particularly  good 
role  model  as  his  health  habits  leave  much  to  be  desired.  In  addition,  he  is  fre- 

quently absent  from  work. 
Ms.  Bennett  has  come  to  find  Mr.  Mikiou  intolerable.  She  feels  she  has  tried 

working  with  him  but  this  is  difficult  because  she  does  not  respect  him. 
As  the  director  of  the  clinic,  you  have  tried  many  ways  to  resolve  this  problem 

and  to  alleviate  the  many  conflicts  in  this  case.  You  feel  especially  fortunate  in 
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having  Ms.  Bennett  on  your  staff.  It  is  difficult  to  find  many  nurses  of  her  quality 
willing  to  come  and  live  on  a  desolate  Native  American  reservation.  On  the  other 
hand,  you  feel  that  the  local  work  force  must  be  utilized  and  promoted  if  the  Native 

American  health  concept  is  really  going  to  work.  You  feel  that  local  Native  Ameri- 
cans must  be  educated  and  placed  in  the  agencies  so  that  one  day  they  can  run  their 

own  clinics.  However,  it  is  very  difficult  to  find  educated  Native  Americans  who 
wish  to  return  to  this  reservation. 

You  are  now  faced  with  a  management  dilemma.  A  dilemma  is  often  described 

as  a  choice  between  two  wrongs.  Ms.  Bennett  has  said  either  Mr.  Mikiou  must  go  or 
she  will.  She  has  asked  you  to  decide. 

ASSIGNMENT 

What  are  the  power  issues  involved  in  this  case?  Decide  which  wrong  choice  will  be 
least  damaging.  Justify  your  decision. 
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Personal  Notebook 

1.  Think  back  to  your  childhood.  Who  did  you  feel  was  the  most  powerful  figure  in 
your  family?  Why  did  you  think  that  person  was  powerful? 

Did  you  grow  up  with  a  very  small  authority-power  gap?  When  did  it  begin  to 
widen?  Have  your  views  regarding  authority  and/or  power  changed  since  you 
were  a  child,  or  are  your  views  still  very  similar  to  earlier  ones? 

3-  Do  you  feel  that  young  children  today  have  as  narrow  an  authority-power  gap  as 
you  did  when  you  were  growing  up?  Support  your  answer  with  examples. 

4.  When  have  you  felt  powerful  and  when  have  you  felt  powerless?  Which  pro 
duced  the  strongest  feelings? 





Staffing 

"Every  administrator  will  be  judged  by  the 
quality  of  persons  with  whom  he  surrounds 

himself." ALBERT  LEPANESKY 

The  health  care  industry  is  labor  intensive,  with  a  work  force  composed  of  a  highly 

skilled  professional  staff;  therefore,  managing  staff  so  that  the  work  of  the  organiza- 
tion is  accomplished  is  an  important  function  for  all  levels  of  managers. 
The  staffing  function  begins  at  the  planning  level  of  management  because  the 

philosophy  and  fiscal  resources  of  the  organization  will  help  influence  the  mix  and 
the  size  of  staff.  Likewise,  staffing  is  also  affected  by  the  type  of  patient  care  delivery 

system  that  is  used  to  manage  patient  care,  since  some  types  of  patient  care  man- 
agement require  a  higher  percentage  of  registered  nurses  to  other  nursing  per- 

sonnel. 

Other  factors  impacting  on  the  staffing  function  of  management  are: 

1.  The  type  and  number  of  nursing  personnel  available. 
2.  The  competitiveness  of  salaries  and  benefits  offered. 
3.  The  attrition  rate  of  the  organization. 
4.  The  ability  of  managers  to  select  and  match  personnel  to  job  requirements. 
5.  The  resources  available  for  staff  development. 
6.  The  utilization  of  centralized  or  decentralized  starring  and  management 

7.  The  ability  of  the  manager  to  create  a  motivating  climate. 

Fiscal  planning,  philosophy,  and  types  of  patient  care  management,  all  of  which 
impact  upon  the  management  function  of  staffing  have  been  reviewed  in  previous 
chapters.  The  first  staffing  function  is  to  determine  the  specific  positions  and  num 
bers  of  personnel  necessary  in  order  to  fulfill  the  philosophy  and  goals,  while 
keeping  within  the  budgetary  constraints  of  the  organization.  The  following  are  the 173 
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sequential  steps  of  the  staffing  functions,  but  each  step  has  some  interdependence 
with  all  staffing  activities. 

1.  Determine  the  number  and  types  of  personnel  needed  to  fulfill  philosophy, 

meet  fiscal  planning  responsibilities,  and  carry  out  the  selected  method  of  patient 
care  delivery. 

2.  Recruit,  interview,  select,  and  assign  personnel  based  on  established  job 
description  performance  standards. 

3  Use  staff  development  resources  to  orient,  train,  socialize,  and  develop 
selected  personnel. 

4-  Effect  creative  and  flexible  scheduling  based  on  patient  care  needs  to  in- 
crease productivity  and  at  the  same  time,  meet  employee  needs. 



CHAPTER 

Recruitment,  Interviewing, 
and  Selection 

In  complex  organizations,  managers  cannot  function  alone,  as  their  time  and  ener- 
gies are  limited.  Work  must  be  accomplished  by  groups  of  people  and  wise  man- 

agers attempt  to  surround  themselves  with  people  with  ability,  motivation,  and 
promise.  Unfortunately,  some  managers  feel  threatened  by  the  prospect  of  hiring 
bright  and  talented  individuals  and  thus  surround  themselves  with  mediocrity.  The 
ability  of  the  organization  to  meet  its  goals  and  objectives  is  directly  related  to  the 
quality  of  the  individuals  it  employs.  Managers  who  recruit,  identify,  and  hire  gifted 
individuals  prevent  stagnation,  increase  productivity,  and  increase  their  own  value 
to  the  organization. 

The  Role  of  the  Manager  in  Recruitment, 
Interviewing,  and  Selection 

Managers  may  be  closely  involved  with  recruitment,  interviewing,  and  selection  or 
their  involvement  may  be  minimal,  depending  on  1)  the  size  of  the  institution, 
2)  the  existence  of  a  separate  personnel  department  within  the  organization,  3)  the 
presence  of  a  nurse  recruiter,  and,  4)  the  use  of  centralized  or  decentralized 
nursing  management. 

When  nursing  management  is  decentralized  and  the  personnel  department  is 

not  complex,  the  greater  the  involvement  of  the  lower  level  manager  in  recruit- 
ment, selection,  and  interviewing  of  personnel  for  their  units  (Huston  and  Marquis, 

1989). 

Recruitment 

Recruitment  is  the  process  of  actively  seeking  out  qualified  applicants  for  existing 

positions  in  organizations  in  a  cost  effective  manner.  Recruitment  requires  long-term 
planning  and  continuous  efforts  if  the  organization  is  to  be  proactive  in  recruiting 
and  retaining  a  highly  qualified  staff.  Unfortunately,  many  institutions  fail  to  proac 
tively  assess  their  staffing  needs  and  thus  are  required  to  take  swift  and  costly  action 
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during  acute  staffing  shortages  with  gimmicks  such  as  new  cars,  shift  and  recruitment 
bonuses,  paid  vacations,  and  other  lucrative  incentives.  These  strategies  generally 
bring  about  a  quick  resolution  to  the  immediate  shortage,  but  are  almost  always  very 

expensive  and  only  provide  a  short-term  solution.  Although  at  any  given  time  an 
organization  may  have  an  adequate  supply  of  registered  nurses  to  meet  demand, 
historical  data  supports  the  idea  that  recruitment  should  generally  constitute  an 
ongoing  process  (Stratton,  1991).  It  is  imperative  then  that  organizations  maintain  a 
proactive  and  productive  recruitment  process  (Huston  and  Marquis,  1989). 

Recruitment  Variables 

Successful  recruitment  of  an  adequate  workforce  is  dependent  upon  many  vari- 
ables, including: 

1.  Resources  available  for  advertisement,  recruitment  literature,  and  visits  to 

career  day  programs. 
2.  Number  of  new  and  experienced  nurses  available. 

3-  Competitiveness  of  the  organization's  salaries  and  benefits. 
4-  Attractiveness  of  the  setting  to  the  potential  workforce. 
5.  The  reputation  of  the  organization  regarding  past  employment  practices 

and  quality  of  patient  care. 
6.  The  status  of  the  national  and  local  economy. 

It  is  very  easy  to  recruit  adequate  numbers  of  nurses  when  there  are  several 
local  schools  of  nursing,  a  progressive  community  with  a  mild  climate,  and  an 

organization  that  has  a  good  reputation  for  quality  patient  care  and  fair  employ- 
ment practices.  It  is  much  more  difficult  to  recruit  nurses  to  rural  areas  that  histori- 
cally have  experienced  less  appropriation  of  health  care  professionals  per  capita 

than  urban  areas  (Stratton,  1991 ).  Factors  contributing  to  this  rural  nursing  shortage 
include  substandard  salaries,  fewer  opportunities  for  professional  development 
and  continuing  education,  and  a  shortage  of  ancillary  health  care  professionals 
(ANA,  1989). 

The  manager  must  also  not  overlook  the  impact  of  the  national  and  local 

economy  on  the  ability  of  the  institution  to  maintain  an  adequate  workforce.  Dur- 
ing the  late  1980s,  when  the  national  economy  was  on  an  upswing,  there  was  a 

severe  nursing  shortage  nationwide.  However,  as  the  economy  worsened  in  the 
early  1990s,  nursing  jobs  became  more  scarce  and  in  many  areas  of  the  country, 
positions  for  new  graduate  nurses  were  difficult  to  obtain.  Nurse  administrators 

must  recognize  that  the  "revolving  door  syndrome"  occurs  during  stable  economic 
times  (Prescott  and  Bowen,  1987).  This  syndrome  is  characterized  by  nurses  be- 

coming more  easily  dissatisfied  as  they  become  aware  that  jobs  are  plentiful,  thus 
making  it  more  difficult  for  hospitals  to  retain  them. 

Steps  in  the  Recruitment  Process 

Lyles  and  Joiner  ( 1986)  identified  the  following  five  steps  in  the  recruitment  pro- 
cess: 
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1.  Organizational  policies  regarding  recruitment  should  be  reviewed  prior  to 
the  advertisement  of  a  job  positions. 

2.  All  possible  sources  of  potential  applicants  must  be  identified. 
3-  The  optimum  mode  of  publicizing  job  vacancies  must  be  determined. 
4.  The  recruitment  need  and  qualifications  required  must  be  stated. 
5.  The  response  to  the  recruitment  effort  should  be  evaluated  and  adjusted  as 

needed. 

Recruitment  Challenges:  1990-2000 

Because  nursing  shortages  are  cyclical,  some  experts  predict  a  worsening  shortage 
again  by  the  end  of  this  decade.  Styles  and  Holzemer  (1986)  predict  that  by  the  year 

2000,  there  will  be  about  one-half  as  many  nurses  as  needed.  This  shortage,  how- 
ever, may  be  different  from  the  periodic  shortages  experienced  before.  Most  prior 

shortages  consisted  of  inadequate  numbers  of  working  nurses  in  specialized  areas 
and  in  specific  parts  of  the  country.  The  nursing  pool  itself  was  adequate  to  meet 
the  need,  thus  the  solution  centered  on  recruiting  inactive  nurses  and  drawing 
from  the  new  graduate  nurse  pool  (Huston  and  Marquis,  1989). 

Many  nursing  administrators  today  are  erroneously  continuing  to  focus  solely 
on  increasing  their  supply  of  new  nurses.  The  future  nursing  employee  pool  is 

inadequate.  In  the  late  1980s,  one-half  of  the  nation's  baccalaureate  programs  re- 
ported a  19%  loss  of  total  full-time  undergraduate  enrollments  over  two  academic 

years.  Nursing  candidates  turned  to  other  career  options  in  search  of  increased 

financial  rewards  and  career  mobility.  In  addition,  the  reduced  availability  of  schol- 
arships and  financial  aid  as  a  result  of  government  cutbacks  deterred  potential 

candidates  from  entering  nursing  programs.  A  1986  survey  of  entering  male  and 

female  freshman  college  students  found  that  only  2.7%  of  204,491  students  in- 
tended to  pursue  nursing  careers,  the  smallest  number  in  the  past  20  years.  Be- 

tween 1974  and  1986,  the  aspiring  nurse  population  enrolled  in  universities  fell  by 

nearly  three-fourths  (Green,  1987). 
Because  nursing  continues  to  be  a  primarily  female  occupation,  the  impact  of 

the  women's  rights  movement  on  the  future  nursing  pool  is  significant.  As  women 
have  been  encouraged  to  enter  traditionally  male  occupations,  altruistic  profes- 

sions have  been  devalued.  43,000  freshman  college  women  planned  to  become 
nurses  in  the  fall  of  1983.  That  number  dropped  to  20,000  in  the  fall  of  1986 
(Green,  1987).  In  contrast,  the  number  of  freshman  women  interested  in  medical 
school  now  exceeds  the  number  interested  in  nursing,  and  the  number  of  women 

in  the  business  sector  has  skyrocketed.  This  can  be  attributed  at  least  in  part  to  a 

negative  and  largely  inaccurate  perception  of  nursing  by  the  public  (Sullivan  et  al., 

1988).  Prospective  students  may  be  advised  "You're  too  bright  to  be  a  nurse,  go  into 
medicine."  Nursing's  public  image  continues  to  be  a  low-salaried,  female  occupa- 

tion instead  of  a  valued  health  care  profession.  In  1986,  eight  out  often  hospitals 
nationwide  reported  unfulfilled  RN  positions.  Critical  care  and  medical  surgical 
positions  remain  the  hardest  positions  to  fill.  A  widely  held,  hut  erroneous  belief 
about  nursing  shortages  is  that  many  nurses  haw  left  health  care  and  have  become 
inactive  or  have  pursued  careers  outside  the  health  care  field.  In  contrast,  nurses 
have  one  of  the  highest  rates  of  employment  among  predominantly  female  occupa 
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tions.  Almost  80%  of  registered  nurses  are  actively  employed  whether  full-  or  part- 
time,  as  compared  to  54%  of  all  women  in  the  United  States,  and  only  6%  of  nurses 
are  employed  in  other  occupations  and  not  seeking  a  nursing  position.  Thus,  it  is 

unlikely  that  unemployed  nurses  represent  a  large  potential  resource  to  the  appli- 
cant pool  (Aiken  and  Mullinix,  1987).  If  nurse  administrators  are  to  maximize 

limited  resources,  it  becomes  apparent  there  is  a  need  to  focus  on  retention,  as 
well  as  on  recruitment. 

The  Relationship  Between  Recruitment 
and  Retention 

Most  hospitals  must  recruit  externally  to  have  an  adequate  workforce  pool.  External 
recruiting  is  generally  more  expensive  and  requires  personal  socialization  and 
professional  orientation  of  new  employees.  At  least  part  of  the  reason  hospitals  must 
do  as  much  external  recruiting  is  the  lack  of  emphasis  currently  placed  on  retention. 

Retention  is  more  than  reducing  the  rate  of  turnover  to  some  preordained  level 
(Young  and  Hayne,  1988).  Some  turnover  is  normal,  and  in  fact  desirable.  Turnover 
rids  the  organization  of  undesirable  employees  and  infuses  the  organization  with 
fresh  ideas.  It  also  reduces  the  probability  of  groupthink,  where  all  individuals  in  the 
organization  share  similar  thought  processes,  values,  and  goals.  However,  excessive 
or  unnecessary  turnover  is  not  only  expensive,  but  reduces  the  ability  of  the 
organization  to  produce  its  end  product. 

Although  retention  is  not  the  primary  focus  of  this  chapter,  it  is  important  to 

remember  that  retention  and  recruitment  are  very  closely  linked.  Longo  and  Uran- 

ker  (1987)  stated  that  hospitals  should  adopt  the  premise  "A  nurse  retained  is  a  nurse 
recruited"  and  that  the  retention  of  a  nurse  exemplifies  the  hospitals  protection  of  its 
investment.  Wall  ( 1988)  stated  that  recruited  nurses  should  provide  feedback  regard- 

ing their  career  wants  and  needs  so  that  the  organization  can  make  an  effort  to  meet 
those  criteria.  Then  evaluation  must  take  place  regarding  whether  these  efforts  have 
been  successful  in  increasing  retention.  If  retention  has  been  positive,  nurses  with 
compatible  interests  or  career  goals  can  be  recruited  for  the  same  units  or  positions. 

This  relationship  is  sequential  in  that  recruitment  must  be  successful  before  reten- 
tion can  be  initiated.  Many  organizations  could  vastly  decrease  the  need  for  external 

recruitment  if  retention-recruitment  programs  were  more  closely  aligned  and  given 
equal  priority. 

Competent,  proficient,  and  expert-level  nurses  promote  needed  revolutionary 
and  evolutionary  changes.  Their  value  must  be  recognized  with  financial  differentia- 

tion for  experience  and  longevity.  Furthermore,  they  deserve  the  added  prestige  of 
having  their  value  recognized  by  their  membership  and  leadership  in  participative 
management  and  shared  governance  (Sovie,  1988).  These  strategies  will  increase 
retention  in  the  organization. 

Interviewing 

Interviews  are  still  the  most  common  method  used  for  the  selection  of  new  em- 
ployees. Interviews  usually  involve  an  exchange  of  information  between  the  person 
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applying  for  the  job  and  an  individual  representing  that  organization.  Organiza- 
tions differ  regarding  who  interviews  candidates  for  positions.  However,  it  is  be- 

coming quite  common  for  first-  and  middle-level  managers  to  have  some  input  into 
the  interview  process  since  this  is  an  appropriate  time  to  create  a  bond  between  the 

employee  and  their  immediate  supervisor.  Regardless  of  who  does  the  interview- 
ing, there  are  some  guiding  principles  which  will  aid  the  interviewer  in  conducting 

successful  interviews. 

Prior  to  the  Interview — 

1.  Review  the  application  and  make  a  note  of  any  points  that  may  require 
further  investigation. 

2.  Develop  a  standardized  outline  of  interview  questions  to  be  asked  of  each 

applicant.  These  should  be  nondirective,  open-ended  questions.  Avoid  superficial 

questions.  Devise  questions  that  give  you  an  insight  into  the  applicant's  understand- 
ing of  the  organization's  values,  their  philosophy  of  nursing,  and  their  interper- 

sonal and  communications  skills.  Examples  of  such  questions  are: 

a.  Why  did  you  apply  at  this  facility? 

b.  What  key  issues  do  you  see  this  organization  and  the  health  care  indus- 
try on  the  whole  facing  in  the  next  few  years? 
c.  What  do  you  find  most  challenging  about  working  with  other  people? 
d.  What  do  you  think  separates  nursing  from  all  the  other  health  care 

professions?  What  makes  nursing  unique? 
e.  What  have  you  learned  about  yourself  since  you  became  a  nurse  that 

keeps  you  motivated  in  this  profession? 

/  What  is  your  greatest  strength? 

In  addition  to  determining  in  advance  what  should  be  asked  of  the  applicant, 
the  interviewer  needs  to  understand  recent  civil  rights  legislation  that  limits  what 

can  be  asked  in  the  interview.  By  law  the  interviewer  cannot  ask  questions  about 

age,  marital  status,  children,  race,  sexual  preference,  financial  or  credit  status, 

national  origin,  or  religion  (Swansburg,  1990).  Often  this  information  will  be  volun- 
teered by  the  applicant  in  response  to  questions  from  the  interviewer,  but  this 

information  should  not  be  used  as  a  basis  for  making  a  hiring  decision.  Table  12-1 
summarizes  legal  and  illegal  interview  inquiries. 

3.  Have  enough  time  allotted  to  conduct  the  interview  without  interruptions 

(allow  at  least  20-30  minutes  for  each  applicant). 

At  the  Time  of  the  Interview — 

1.  Maintain  uninterrupted  privacy  and  a  comfortable  environment. 
2.  Use  a  standardized  outline.  Decker  (1982)  suggested  the  following  outline 

of  a  one  hour  interview. 

Opening  remarks/Establishing  a  rapport.  3  minutes 
Discussing  the  interview  procedure.  2  minutes 

Interests  of  the  applicant.  5  minutes 
Educational  history  and  qualifications.  10  minutes 
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Employment  history.  15  minutes 
Future  plans.  5  minutes 
Information  about  the  job  and  the  organization.  10  minutes 

Questions  and  answers  2  minutes 
Closing/Mechanics  of  employment  3  minutes 

3.  Listen  actively  and  be  aware  of  the  applicants  nonverbal  communication. 

4-  Do  not  fully  describe  the  available  position  until  after  you  have  explored  the 

candidate's  background  and  future  plans.  It  is  important  to  note  that  in  the  sug- 
gested one  hour  interview  format,  all  information  from  the  applicant  is  collected 

prior  to  giving  much  detail  about  the  position  requirements  and  the  organization. 
This  is  done  to  avoid  leading  the  applicant  into  giving  answers  based  upon  what 
they  think  the  interviewer  wants  to  hear. 

5.  Given  written  material  as  well  as  verbal  information  regarding  the  position 
as  applicants  frequently  forget  important  details. 

6.  Identify  both  the  positive  and  the  negative  aspects  of  the  position. 
7.  Be  gracious  throughout  the  interview.  The  applicant  might  not  be  right  for 

the  position  or  the  applicant  could  decide  the  position  is  not  right  for  them,  but  this 

is  an  important  public  relations  connection  and  you  are  representing  your  organi- 
zation to  an  individual,  often  for  the  first  time. 

8.  In  concluding  the  interview  be  certain  that  the  candidate  knows  what  the 
subsequent  steps  are  in  the  selection  process. 

Following  the  Interview — 

1.  Follow  up  with  each  applicant  as  soon  as  possible,  thanking  them  for  their 
application  and  informing  them  if  they  are  being  offered  the  position. 

2.  Candidates  not  offered  a  position  should  receive  some  explanation  regard- 
ing the  reasons  for  their  elimination. 

3-  Inform  applicants  who  receive  job  offers  what  the  procedure  is  for  pre- 
employment  (i.e.,  a  physical  exam,  chest  X-ray)  and  dates  to  report  to  work. 

4.  Request  that  applicants  being  offered  positions  confirm  in  writing  their 
intention  to  accept  the  position. 

Weakness  of  Interviews 

Although  interviews  remain  the  most  common  selection  process,  research  has 

shown  that  there  is  little  correlation  between  how  an  applicant  is  rated  in  inter- 
views and  later  job  performance.  In  fact,  recent  studies  have  indicated  that  man- 
agers often  make  up  their  minds  about  a  potential  applicant  within  the  first  60 

seconds  of  the  interview.  Interviews  contain  many  hazards.  Among  those  hazards 

are  the  biases,  prejudices,  and  subjective  emotions  of  the  interviewer.  Other  haz- 

ards involve  "the  halo  effect"  or  being  overly  impressed  with  one  aspect  of  the 
applicant.  Or  there  may  be  a  "horns  effect"  of  being  overly  critical  based  on  one 
aspect  of  the  applicant.  However,  perhaps  the  greatest  weakness  in  interviews  lies 
in  the  failure  of  the  interviewer  to  listen  (Beach,  1980). 



RECRUITMENT,  INTERVIEWING,  AND  SELECTION 181 

TABLE     12-1 

Legal  and  Illegal  Interview  Inquiries 

Subject Acceptable  Inquiries Unacceptable  Inquiries 

Name 

Marital  and 
family  status 

Address  or 

residence 

Birthplace 

Religion 

Race  or  color 

Character 

Relatives 

Notice  in  case 

of  emergency 

Organizations 

References 

Physical 
condition 

If  applicant  has  worked  for  the 

company  under  a  different  name. 
If  school  records  are  under 

another  name.  If  applicant  was 

convicted  of  a  crime  under  an- 
other name. 

Whether  applicant  can  meet  spe- 
cified work  schedules  or  has  com- 

mitments that  may  hinder  atten- 
dance requirements.  Inquiries  as 

to  anticipated  stay  in  the  position. 

Place  of  residence  and  length  re- 
sided in  citv  or  state. 

If  over  18  or  statement  that  hire  is 

subject  to  age  requirement.  Can 

ask  if  applicant  is  between  18  and 
70. 

Can  ask  for  proof  of  U.S.  citizen- ship. 

No  inquiries  allowed. 

Can  be  requested  for  affirmative 

action,  but  not  as  employment  cri- 
teria. 

Inquiry  into  actual  convictions  that 
relate  to  fitness  to  perform  job. 

Relatives  employed  in  company. 
Names  and  addresses  of  parents  if 

applicant  is  a  minor. 

Name  and  address  of  a  person  to 
be  notified. 

Professional  organizations. 

Professional  and/or  character  ref- 
erence. 

All  applicants  can  be  asked  if  they 
are  able  to  cany  out  the  physical 
demands  of  the  job. 

Inquiries  about  name  that  would 
indicate  lineage,  national  origin, 
or  marital  status. 

Any  question  about  applicant's marital  status,  or  number  or  age 
of  children.  Information  of  child 

care  arrangements.  Any  questions 

concerning  pregnancy- 
Former  addresses,  names  or 

relationships  of  persons  with 

whom  applicant  resides,  or  if 
owns  or  rents  home. 

Inquiry  of  specific  age  or  date  of 
birth. 

Birthplace  of  applicant  or  spouse 
or  anv  relative. 

All  questions  about  race  are 

prohibited. 

Questions  relating  to  arrests. 

Questions  about  relatives  not  em- 

ployed in  company  Number  of 

dependents. 
Name  and  address  of  a  relative  to 

be  notified 

Requesting  a  list  of  all  member- 
ships. 

Religious  references. 

Employers  must  be  prepared  to 

justify  any  mem.il  or  physical 
requirements,  Specific  questions 

regarding  handicaps  are  lor 
bidden. 

(iontinucd  ) 
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TABLE     12-1 

{Continued) 

Subject Acceptable  Inquiries Unacceptable  Inquiries 

Photographs         Statement  that  a  photograph  may 
be  required  after 

employment. 

National  If  necessary  to  perform  job, 

origin  languages  in  which  applicant  is 
fluent. 

Education 

Sex 

Academic,  vocational,  or  profes- 
sional education.  Schools 

attended.  Ability  to  read,  speak, 
and  write  foreign  languages. 

Inquiry  or  restriction  of  employ- 
ment is  only  for  bona  fide 

occupational  qualification,  which 
is  interpreted  very  narrowly  by  the 
courts. 

Credit  rating        No  inquiries. 

Other  Notice  may  be  given  that  misstate- 
ments or  omissions  of  facts  may 

be  cause  for  dismissal. 

Requirement  that  a  photograph  be 
taken  prior  to  interview  or  hiring. 

Inquiries  about  birthplace, 

native  language,  ancestry,  date 
of  arrival  in  U.S.,  or  native 
language. 

Inquiries  into  racial  or  religious 
affiliation  of  a  school.  Inquiry  into 
dates  of  schooling. 

Cannot  ask  sex  on  application.  Sex 

cannot  be  used  as  a  factor  for  hir- 

ing decisions. 

Questions  about  car  or  home 
ownership  are  also  prohibited. 

(Adapted  from  Huston  &  Marquis,  1989) 

Methods  to  Overcome  Weaknesses 
of  Interviews 

In  addition  to  the  principles  listed  previously  for  conducting  successful  interviews, 

the  following  will  assist  the  interviewer  in  overcoming  some  of  the  weaknesses  of 

the  interview  process. 

1.  Have  the  applicant  interviewed  on  two  separate  occasions. 

2.  Have  the  applicant  interviewed  and  rated  by  more  than  one  person. 

3-  Use  a  planned,  structured  nondirective  interview  format. 
4.  Use  other  data  to  make  the  final  selection  in  addition, to  the  interview,  such  as: 

a.  school  records 

b.  prior  employment  records 
c.  letters  of  reference 
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Selection 

Selection  is  the  process  of  choosing  from  among  applicants  the  best  qualified 
individual(s)  for  a  particular  position  or  job.  Jernigan  (1988)  maintains: 

The  selection  process  is  one  of  the  most  difficult  of  all  personnel  pro- 
cesses because  not  only  must  you  find  the  best  qualified  individual  who  is 

willing  to  work  for  your  salary-  and  on  the  needed  shift,  but  you  must  also 
predict  successful  work  performance  from  an  application  form,  some 
rather  slanted  references,  and  a  few  moments  of  conversation. 

Selection  as  the  last  step  in  the  employment  process  can  only  be  successful  if 
recruitment  and  interviewing  have  been  done  appropriately.  Successful  recruit- 

ment yields  an  adequate  pool  of  qualified  applicants.  A  carefully  implemented 
interview  process  provides  invaluable  feedback  to  both  the  employer  and  the 
applicant  regarding  the  expectations  of  the  position  and  the  unique  strengths, 
weaknesses,  needs,  and  desires  of  each  applicant. 

Figure  12-1  illustrates  a  typical  selection  process.  The  applicant  pool  is  gener- 
ated in  response  to  recruitment  and  should  yield  an  adequate  number  of  qualified 

and  motivated  applicants.  The  applicant  pool  then  undergoes  preemployment 
screening.  This  screening  is  typically  done  on  a  one-on-one  basis  (although  it  may 
be  done  in  small  groups)  and  involves  the  employer  sharing  information  about 

Adequate  applicant  pool 

t 
Preemployment  screening 

t 
Completion  of  application 

Reference  checks  /  \.  Employment  interview 

Preemployment  testing  Physical  examination 

T 
Employer  decision 

I 
Notification  of  applicants 

FIGURE     12-1      The  selection  process 
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minimum  qualifications  required  of  potential  applicants,  as  well  as  a  brief  outline 
of  employer  expectations  for  a  given  position.  If  both  the  potential  employee  and 
employer  feel  that  there  is  a  match  between  expectations,  the  candidate  should 
continue  through  to  the  completion  of  the  application.  Information  given  in  the 
application  is  then  used  in  following  up  on  references  and  in  the  interview  process. 

Preemployment  testing  and  physical  examinations  may  be  required  by  the  em- 
ployer. The  last  step  of  the  selection  process  is  employer  decision  and  notification 

of  applicants. 
Once  the  applicant  has  been  recruited  and  has  officially  applied  for  a  position, 

it  must  be  determined  whether  there  is  a  good  match  between  the  qualifications  of 
the  applicant  and  the  position  requirements.  This  is  not  an  easy  task  when  one 
considers  that  at  times  the  nature  of  individuals  (abilities,  experience,  motivation, 
and  interests)  and  the  jobs  (requirements)  differ  (Milkovich  and  Glueck,  1985).  In 
selection,  individual  differences  are  often  used  as  the  basis  for  job  determination. 

Because  of  the  inherent  differences  of  individuals,  the  selection  process  requires  a 
considerable  degree  of  creativity  and  flexibility  to  accommodate  two  sets  of  needs 
and  even  to  see  that  accommodation  is  possible  (Vogt,  1983). 

Placement  of  the  employee  in  an  appropriate  position  in  the  organization  is  an 
end  result  of  a  carefully  implemented  selection  process.  Faulty  placement  can 

result  in  sacrifices  to  organizational  efficiency,  threats  to  institutional  integrity,  frus- 
tration of  personal  and  professional  ambitions,  and  feelings  of  failure.  Conversely, 

proper  placement  promotes  personal  and  organizational  growth,  satisfaction,  sta- 
bility, and  prosperity  (Vogt,  1983).  Ideal  placement  represents  an  integration  of 

organizational  and  individual  goals  and  is  obvious  by  the  subsequent  productivity 
and  success  of  the  employee  and  the  meeting  of  organizational  goals. 

Processing  the  Application 

All  applications  should  be  examined  to  see  if  they  are  complete  and  to  ascertain 
that  the  applicant  is  qualified  for  the  position.  This  is  also  the  time  when  references 

are  requested  and  there  is  verification  of  former  employment.  Usually,  the  person- 
nel department  carries  out  some  of  these  functions.  Once  the  references  or  veri- 

fication of  employment  has  been  received,  all  qualified  candidates  should  be 
scheduled  for  interviews  and/or  testing  to  complete  the  selection  process. 

The  Paper  Trail  of  the  Selection  Process 

Four  primary  sources  of  information  are  available  to  use  in  the  selection  process. 
These  include  the  application  form  and/or  resume,  interview  impressions,  test 
results,  and  references  from  past  employers  (Vogt,  1983).  No  single  source  of 
information  should  be  weighed  disproportionately  in  the  selection  decision.  Of 

these  four  sources,  two  are  composed  mostly  of  a  paper  trail.  These  are  the  applica- 
tion form  and/or  resume,  and  references  from  past  employers. 
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Applicant  and  Organizational 
Obligations  During  the 
Selection  Process 

Because  selection  involves  a  process  of  reduction,  that  is  diminishing  the  number 
of  candidates  for  a  particular  position,  the  individual  making  the  final  choice  for  the 

organization  has  two  vital  concerns:  control  and  responsibility  (Vogt,  1983).  The 

"control"  element  refers  to  the  control  the  organization  has  in  selecting  the  em- 
ployees that  it  wants.  The  individual(s)  making  the  selection  decision  has  control 

over  decisions  that  have  a  tremendous  impact  on  individual  lives.  It  is  imperative 
that  the  selector  recognize  how  much  power  they  have  and  to  guard  against  any 
unethical  use  of  this  power.  This  control  by  the  organization  is  given  up  when  a 
commitment  is  made  to  the  applicant. 

The  "responsibility"  element  refers  to  the  obligation  the  organization  has  to 
treat  all  applicants  fairly.  This  means  that  all  applicants  should  be  judged  by  the 
same  standards  in  the  selection  process  and  that  these  standards  should  reflect 

the  needs  of  a  specific  job.  Having  clear  cut,  preestablished  standards  reduces  the 
impact  of  the  preferences  and  value  judgements  on  the  part  of  the  person  making 
the  selection.  Any  flexibility  in  the  criteria  should  be  outlined  in  advance  and  all 
individuals  should  be  treated  equally. 

It  is  important  to  remember  that  the  final  selection  decision  involves  human 
beings  and  thus  is  never  a  totally  objective  process.  There  are  always  circumstances 
that  modify  selection  as  a  scientific  process,  such  as  urgency  of  need,  ratio  of 
applicants  to  the  number  of  openings,  rigidity  of  the  selection  criteria,  and  the 
appeal,  promises,  and  needs  of  the  applicants  (Vogt,  1983)- 

The  organization  is  also  compelled  to  bring  a  complete  and  timely  closure  to 
the  selection  process.  All  applicants  should  be  notified  in  writing  of  the  selection 
decision  in  as  timely  a  manner  as  possible.  Individuals  being  offered  positions 
should  receive  formal  notification  at  the  same  time  as  those  who  are  not. 

The  applicant  also  has  the  responsibility  to  be  honest  and  forthright  regarding 
their  qualifications,  needs,  and  wants. 

Summary 

The  productivity  and  potential  of  any  organization  is  directly  related  to  the  quality 
of  the  personnel  they  employ.  Active  recruitment  allows  institutions  to  bring  the 
most  qualified  personnel  for  any  given  position  to  that  institution.  After  those 
applicants  have  been  recruited,  the  nursing  manager,  using  prespecified  criteria, 
has  the  critical  responsibility  of  seeing  to  it  that  the  best  applicant  is  hired  for  the 
position.  This  requires  skill  in  interviewing  and  other  selection  processes  to  ensure 
that  all  applicants  are  evaluated  against  the  same  standards  and  that  personal  bias  is 
minimized. 

Selection  is  the  final  step  in  the  employment  process  and  epitomizes  the  goals 

of  human  resource  planning.  When  an  employee  is  selected  and  placed  appro- 
priately within  the  organization,  goals  become  shared  and  worker  satisfaction  is 

high.  Employee  and  organizational  productivity  rises  and  retention  increases 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

As  a  new  head  nurse  of  the  oncology  unit  at  Hillside  Hospital  you  must 
plan  your  staffing  needs.  You  begin  by  drawing  up  a  list  of  five  minimum 
criteria  that  RNs  must  have  before  they  will  be  considered  for  hire. 

ASSIGNMENT 

Would  new  graduates  meet  the  criteria?  If  you  were  that  head  nurse,  what 
would  be  your  five  minimum  criteria?  Include  any  special  requirements,  years 

of  experience,  education,  etc.  Justify  your  selection  for  each  criteria.  Remem- 
ber there  are  both  pros  and  cons  to  very  selective  criteria. 
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ANALYSIS 

In  order  to  set  minimum  criteria,  it  is  essential  that  the  manager  have  an 
understanding  of  the  job  at  hand.  The  position  should  be  analyzed  and  the 
qualifications  necessary  to  complete  each  task  should  be  identified. 

A  job  description  should  be  developed  if  this  has  not  already  been  done.  In 
this  situation,  the  following  might  be  identified  as  the  duties  of  the  job. 

1.  Administration  of  oral,  intravenous,  and  intramuscular  medications,  includ- 
ing chemotherapeutic  drugs. 

2.  Assisting  patients  with  activities  of  daily  living  (eating,  bathing,  hygiene, 
comfort  measures). 

3-  Planning,  supervision,  and  evaluation  of  the  care  of  all  patients.  This  in- 
cludes supervision  of  unlicensed  personnel  and  vocational  or  practical 

nurses. 

4.  Conducting  patient  education  as  specified  by  hospital  policy  and  in  the 
individual  patient  care  plan. 

5.  Working  collaboratively  with  physicians  in  the  planning  and  implementing 

of  patient  care. 
6.  Communicating  clearly  using  both  verbal  and  written  documentation  of 

nursing  assessments,  interventions,  and  needs. 
7.  Assisting  patients  and  significant  others  in  coping  psychologically  with  the 

oncological  disease  process.  Actively  participating  in  hospice  counseling. 

Once  the  job  requirements  have  been  identified,  it  becomes  easier  to  recog- 
nize the  qualifications  needed  to  perform  those  duties.  Usually,  hiring  criteria 

fall  within  three  distinct  categories — skills,  knowledge,  and  personal  attributes 

(Stone,  1984).  Skills  indicate  a  person's  ability  to  do  something,  while  knowl- 
edge refers  to  learning  obtained  through  education  or  experience.  Personal 

attributes  refer  to  personal  characteristics  that  promote  a  cooperative  and 
productive  work  environment.  Based  on  the  above  cited  job  requirements,  the 
manager  might  choose  the  following  minimum  criteria  for  hiring. 

The  applicant  must: 

1.  Be  a  graduate  of  an  accredited  school  of  nursing. 
Rationale:  Assumes  that  applicant  has  achieved  at  least  an  acceptable 

minimum  nursing  knowledge  and  experience  level. 
2.  Possess  a  valid  and  current  license  to  practice  nursing  in  the  state  of 

Rationale:  Meets  legal  and  licensing  requirements  for  the  institution. 

3.  Have  the  ability  to  direct  and  supervise  the  work  of  subordinate  personnel. 
Rationale:  The  oncology  unit  utilizes  RNs,  LVNs/LPNs,  and  nonlicensed 

personnel  in  the  administration  of  patient  care.  A  registered  nurse  is 
responsible  for  overseeing  the  care  of  subordinate  personnel. 

4.  Have  two  years  experience  in  medical-surgical  nursing.  Oncology  nursing 
experience  is  highly  preferred. 

Rationale:  Oncology  patients  are  frequently  acutely  ill,  requiring  the 
assessment  and  intervention  expertise  gained  onl\  through  nursing 

experience. 
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5.  Have  completed  a  Chemotherapy  Certification  Course  approved  by  the  Hill- 
side Hospital  Education  Department. 

Ratioitale:  The  administration  of  chemotherapeutic  drugs  on  an  oncol- 
ogy floor  is  a  frequent  practice.  Such  drugs  have  specific  indications  for 

use,  as  well  as  special  precautions  in  their  preparation  and  use.  A  re- 
quirement of  staff  to  complete  such  a  course  prior  to  their  being  con- 

sidered for  hire  could  also  be  an  indication  of  the  staff's  interest  in  the 
subject  area  and  motivation  to  become  a  part  of  the  oncology  unit. 

The  five  listed  criteria  suggest  that  the  philosophy  of  the  head  nurse  and  the 
institution  is  that  oncology  nursing  is  a  complex  type  of  nursing  that  requires 

nursing  expertise  and  some  prerequisite  knowledge  in  the  subject  area.  There- 
fore, it  would  not  be  appropriate  to  hire  new  graduate  nurses.  These  criteria, 

however,  are  not  so  restrictive  as  to  discourage  the  motivated  new  graduate 

with  an  interest  in  oncology  from  pursuing  the  educational  and  work  experi- 
ence required  for  oncology  nursing  in  the  future.  Having  selective  criteria  will 

limit  the  number  of  potential  applicants,  but  does  result  in  a  greater  probability 
that  the  abilities  of  the  applicant  and  the  requirements  of  the  job  will  be  more 
closelv  matched. 

Reference 
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CASES  FOR  PROBLEM  SOLVING 

CASE  1  (From  Marquis  and  Huston,  1992) 

You  are  the  ICU/CCU  supervisor  and  are  interviewing  Sam  Haught,  a 
prospective  charge  nurse  for  your  evening  shift.  Mr.  Haught  is  currently  the  critical 

care  director  at  Daleview  Hospital,  the  other  local  facility  and  your  organization's 
primary  competitor.  He  is  leaving  Daleview  Hospital  because  of  personal  reasons. 

Mr.  Haught,  well  qualified  for  the  position,  has  strong  management  and  clinical 
skills.  Your  evening  shift  requires  an  assertive  manager  with  excellent  clinical  skills. 
You  feel  very  fortunate  that  he  is  applying  for  the  position. 

Just  before  the  close  of  the  interview,  however,  Mr.  Haught  shuts  the  door, 
lowers  his  voice  secretively,  and  tells  you  he  has  vital  information  regarding 

Daleview  Hospital's  plans  to  expand  and  reorganize  its  critical  care  unit.  He  states 
he  will  share  this  information  with  you  if  you  hire  him. 

ASSIGNMENT 

How  would  you  respond  to  Mr.  Haught?  Will  you  hire  him?  Identify  the  major  issues 
in  this  situation.  Support  your  decision  with  your  rationale.  Do  you  see  any  possible 
conflicts  between  your  personal  values  and  those  of  the  organization  in  such  a 
situation? 
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CASE  2 

You  are  the  administrator  of  nursing  at  Valley  Hospital.  The  director  of 
surgical  services  has  just  given  eight  weeks  notice  of  her  intent  to  resign  and  the 
CEO  has  called  an  executive  cabinet  meeting  to  discuss  her  replacement.  You  have 
been  given  full  authority  to  execute  the  selection  process. 

You  are  aware  that  the  current  director  of  surgical  services  at  Valley  Hospital 
would  like  to  have  the  job.  She  is  well  qualified  and  energetic,  and  you  have  had  a 
close  and  supportive  working  relationship  with  her  over  the  last  seven  years.  You 
have  every  reason  to  believe  that  this  relationship  will  continue  if  she  is  promoted 
to  director  of  surgical  services.  The  staff  is  highly  supportive  of  hiring  from  within 
the  organization. 

However,  you  are  also  aware  that  inbreeding  can  lead  to  internal  stagnation  and 
that  the  organization  can  only  be  as  strong  as  the  managers  who  represent  it.  There 
is  adequate  time  to  do  a  thorough  search.  A  job  search  outside  the  organization 
could  yield  additional  applicants  who  are  highly  qualified  for  the  job,  but  also 

brings  the  risk  of  "the  unknown." 

ASSIGNMENT 

Determine  an  appropriate  course  of  action.  What  are  the  greatest  risks  of  hiring 
within?  The  greatest  benefits?  If  an  outside  applicant  had  the  same  qualifications  as 
the  current  director  at  Valley  Hospital,  which  employee  would  you  hire?  How  did 

your  personal  values  impact  your  decision  making? 

CASE  3 

As  the  director  of  nursing,  you  are  frequently  asked  to  write  letters  of 
reference  for  those  who  have  terminated  their  employment.  The  information  you 

use  in  composing  these  letters  comes  from  performance  evaluations,  personal 
interviews  with  staff  and  patients,  evidence  of  continuing  education,  and  your 

personal  observations.  You  have  collected  the  following  information  on  Mary  Dor- 
land,  an  RN  who  worked  at  your  facility  for  3  months  before  abruptly  resigning  with 
a  48  hour  notice. 

PERFORMANCE  EVALUATION 

Three  month  evaluation  scant.  The  following  criteria  were  marked  competent: 

1)  amount  of  work  accomplished,  2)  relationships  with  patients  and  co-workers, 
3)  work  habits,  and  4)  basic  skills. 

The  following  criteria  were  identified  as  needing  improvement:  1  )  quality  of 
work,  2)  communication  skills,  and  3)  leadership  skills.  No  criteria  were  marked 

either  unsatisfactory  or  outstanding.  Narrative  comments  were  limited  to  the  fol- 
lowing: 

Has  a  bit  of  a  chip  on  her  shoulder. 
Works  independently  a  lot. 
Assessment  skills  improving. 
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INTERVIEWS  WITH  STAFF 

1.  Co-worker  RN  Cortland.  "She  was  OK.  She  was  a  little  strange — she  belonged  to 

some  kind  of  traveling  religious  cult.  In  fact,  I  think  that's  why  she  left  her  job." 
2.  Co-worker  LVN/LPN  Mesa.-  "Mary  was  great.  She  got  all  her  work  done.  I  never 

had  to  help  her  with  her  medications  or  a.m.  care.  She  took  her  turn  at  floating, 

which  is  more  than  I  can  say  for  some  of  the  other  RNs." 
3-  Co-worker  RN  Hill:  "When  I  was  the  charge  nurse,  I  found  I  needed  to  seek  her 

out  to  find  out  what  was  going  on  with  her  patients.  It  made  me  real  uncomfort- 

able." 4.  Co-worker  LVN/LPN  Scbooster:  "Mary  hated  it  here — she  never  felt  like  she 
belonged.  The  charge  nurse  was  always  hassling  her  about  little  things  and  it 

really  seemed  unfair." 
PATIENT  COMMENTS 

1.  "She  helped  me  with  my  bath  and  got  all  my  pills  on  time.  She  was  a  good 

nurse." 2.  "I  don't  remember  her." 

3.  "She  was  so  busy — I  appreciated  how  efficient  she  was  at  how  she  did  her  job." 
4-  "I  remember  Mary — she  told  me  she  really  liked  older  people.  I  wish  she  had 

had  more  time  to  sit  down  and  talk  to  me." 

NOTES  FROM  PERSONNEL  FILE 

Twenty-four  years  old.  Graduated  from  three  year  diploma  school  two  years  ago. 
Has  worked  in  three  jobs  since  that  time.  Divorced,  the  mother  of  two  small 
children. 

CONTINUING  EDUCATION 

Current  CPR  card.  No  other  continuing  education  completed  at  this  facility. 

ASSIGNMENT 

Nurse  Dorland's  prospective  employer  has  requested  a  letter  of  reference  to  ac- 
company her  application  to  become  a  hospice  nurse-counselor.  No  form  has  been 

provided.  Decide  which  information  you  should  include  in  your  letter  and  which 
should  be  omitted.  Will  you  weight  some  information  more  heavily  than  other? 

Would  you  make  any  recommendations  about  Ms.  Dorland's  suitability  for  the 
hospice  job?  Be  prepared  to  read  your  letter  aloud  to  the  class  and  justify  the 
rationale  for  its  content. 

CASE  4 

You  are  the  supervisor  of  a  critical  care  surgical  unit.  For  several  years  you 
have  been  experimenting  with  placing  four  newly  graduated  nurses  directly  into 
the  critical  care  unit;  two  from  each  spring  and  fall  graduating  classes.  These  nurses 
are  from  local  BSN  programs  and  you  consult  their  former  nursing  faculty  and 
employer  closely  prior  to  making  a  selection. 

Overall,  this  experiment  has  worked  well.  You  have  thus  far  had  only  two  new 
graduates  who  were  unable  to  develop  into  critical  care  nurses  and  both  of  them 

transferred  back  after  two  years  on  a  less  intensive  medical-surgical  unit. 
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Because  of  their  motivation  and  enthusiasm,  the  new  graduates  have  been  a 

nice  compliment  to  your  experienced  critical  care  staff.  You  feel  your  success  with 

this  program  has  been  due  to  your:  1)  well-planned  and  structured  four-month 
orientation  and  education  program,  2)  careful  selection,  and  3)  appropriate  shift 

placement. 
This  spring,  you  have  narrowed  the  selection  down  to  four  acceptable  and 

well-qualified  candidates.  You  plan  to  place  one  on  the  3  p.m. -11  p.m.  shift  and  one 

on  the  11  p.m. -7  a.m.  shift.  You  sit  in  your  office  and  review  the  "culture"  of  each 
shift,  as  well  as  your  notes  on  the  four  candidates.  You  have  the  following  informa- 
tion: 

3  p.m.— 11  p.m.  shift:  Very  assertive  all  female  staff:  85  percent  RNs  and  15  percent 
LVNs/LPNs.  This  is  your  most  clinically  competent  group.  They  are  highly  respected 
by  everyone  and  although  the  physicians  often  have  confrontations  with  them,  they 
also  frequently  tell  you  how  good  they  are.  These  nurses  are  known  as  a  group  that 
lacks  humor  and  who  are  not  openly  welcoming  of  newcomers.  However,  once  the 
new  employee  earns  their  trust,  they  are  very  supportive.  They  are  very  intolerant 
of  anyone  not  living  up  to  their  exceptionally  high  standards.  Your  two  unsuccessful 
new  graduate  placement  occurred  on  this  shift. 

11  p.m.—7a.m.  shift:  Very  cohesive  and  supportive  group:  65  percent  RNs  and  35 
percent  LVNs/LPNs.  Although  competent  overall,  this  shift  has  some  of  your  more 
clinically  weak  staff.  However,  it  is  also  the  shift  that  rates  the  highest  with  families 

and  patients.  They  are  caring  and  compassionate  and  every  new  graduate  you  have 
placed  on  this  shift  has  been  successful.  There  is  a  large  number  of  male  nurses  (30 
percent)  on  this  shift.  The  group  tends  to  be  very  close  and  has  a  high  number  of 
outside  social  activities  together. 

Your  four  applicants  consist  of  the  following: 

John  Dai'is — 30  year  old  male.  Has  had  a  great  deal  of  experience 
as  an  emergency  room  medical  technician.  Appears  somewhat  aloof. 
Has  definite  career  goals;  i.e.,  two  years  in  critical  care,  three  years  in  the 

emergency  room,  and  then  flight  nursing.  Instructors  praised  his  indepen- 

dent judgment,  but  felt  he  needed  to  be  more  of  a  "team  player"  in  school. 
Former  employers  have  called  him  an  independent  thinker  and  very 

capable. 

Jennie  Cho — 22  year  old  female.  At  the  top  of  her  class,  both  clinically 
and  academically.  Has  not  had  much  work  experience  until  the  last  two 

years  as  a  summer  nursing  intern  at  a  major  medical  center,  where  her 
performance  appraisals  were  very  good.  Instructors  felt  she  lacked  some 
maturity  and  interpersonal  skills,  but  praised  her  clinical  decision  making 

ability.  Does  not  want  to  work  in  a  regular  medical-surgical  unit  and  feels 

"she  can  adapt  to  critical  care." 

Joan  Feld — 38  year  old  female.  Has  had  a  great  deal  of  health-related 
experience  in  counseling,  but  limited  clinical  nursing  experience  (only 
nursing  school),  former  employers  praised  her  attention  to  detail  and  her 

general  competence.  Instructors  praised  her  interpersonal  skills,  maturity, 
and  intelligence.  She  is  willing  to  work  elsewhere  if  not  selected  for  the 

critical  care  position,  lias  ;i  long-term  commitment  to  nursing. 
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Susan  Young — 28  year  old  female.  Was  previously  an  LVN/LPN  and 

returned  to  school  to  get  her  bachelor's  degree.  Did  less  well  academically 
due  to  working  and  family  commitments.  Former  employers  and  instruc- 

tors spoke  of  her  energy,  organization,  and  interpersonal  skills.  Appears  to 

have  fewer  independent  decision-making  skills  than  the  others.  Has  previ- 
ously worked  in  a  critical  care  unit. 

ASSIGNMENT 

Select  the  two  new  graduates  you  will  hire.  Place  them  on  the  appropriate  shift. 
Support  the  decisions  with  your  rationale. 

CASE  5 

Gina  Long  is  the  supervisor  of  a  16  bed  ICU/CCU  in  the  200  bed  Metro 
Hospital.  She  has  been  the  supervisor  for  eight  years  and  is  respected  and  well 
liked  by  her  staff.  Her  staff  retention  level  and  productivity  are  higher  than  any 
other  unit  in  the  hospital. 

Supervisor  Long  relies  heavily  on  Mark  Rudd,  her  permanent  charge  nurse  on 
the  day  shift,  for  the  last  six  years.  He  is  bright,  motivated,  and  has  excellent  clinical 

and  management  skills.  It  is  fair  to  say  that  Mr.  Rudd's  work  has  greatly  increased 
her  scope  of  power  and  enhanced  the  reputation  of  the  unit.  He  seems  satisfied  and 
challenged  in  his  current  position,  although  she  has  not  had  any  formal  career 

planning  meetings  with  him  to  discuss  his  long-term  career  goals. 
Recently,  one  of  the  physicians  approached  supervisor  Long  regarding  wanting 

to  open  an  outpatient  cardiac  rehabilitation  program.  The  program  will  require  a 

strong  leader  and  manager  who  is  self-motivated.  It  will  be  a  great  deal  of  work,  but 
also  provides  many  opportunities  for  advancement.  He  suggests  that  Mr.  Rudd 
would  be  an  excellent  choice  for  the  job,  although  he  has  given  supervisor  Long 
full  authority  to  make  the  final  decision. 

Supervisor  Long  is  aware  that  Lynn  Ingram,  a  bright  and  dynamic  staff  nurse 
from  the  open  heart  surgery  unit  would  also  be  very  interested  in  the  job.  Nurse 
Ingram  has  only  been  employed  at  Metro  Hospital  for  one  year,  but  has  a  proven 
track  record  and  would  probably  be  very  successful  in  this  position.  In  addition, 
there  is  a  staffing  surplus  right  now  on  the  open  heart  surgery  unit,  as  the  census 
has  declined.  It  would  be  time  consuming  and  difficult  to  replace  Mr.  Rudd  as 
charge  nurse  in  the  ICU/CCU. 

ASSIGNMENT 

What  process  should  supervisor  Long  use  to  determine  who  should  be  selected  for 
the  position?  Should  the  position  be  posted?  When  does  the  benefit  of  using 

transfers/promotions  as  a  means  of  reward  outweigh  the  cost  of  reduced  productiv- 
ity? Is  an  autocratic  decision  justified?  State  why  or  why  not. 
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Personal  Notebook 

It  is  the  policy  at  North  Creek  Hospital  to  limit  the  hiring  of  new  graduate  nurses  to 
10  per  year.  The  remaining  open  positions  are  held  for  experienced  nurses.  In 
addition,  North  Creek  Hospital  believes  that  the  new  graduates  they  do  hire  should 

represent  a  variety  of  schools  so  that  inbreeding  will  not  occur.  Therefore,  competi- 
tion is  extremely  high  among  your  classmates. 

You  have  been  called  for  an  interview.  You  want  a  job  at  North  Creek  Hospital 
very  much.  Outline  what  your  approach  will  be  during  the  job  interview.  What  can 
you  say  and  do  that  will  convince  the  nursing  director  to  hire  you?  Outline  your 
plan  and  your  rationale  for  selecting  that  particular  approach.  Be  sure  to  list  your 
strengths  and  weaknesses  for  the  position. 



CHAPTER 

Staff  Development 

The  knowledge  and  capabilities  of  employees  have  a  direct  correlation  to  the  size 
of  staff  required  to  carry  out  the  goals  of  the  unit.  Therefore,  the  development  and 
education  of  staff  is  an  important  function  of  management.  The  better  trained  the 

work  force,  the  less  numbers  required.  Staff  development  is  a  cost-effective  mea- 
sure for  increasing  productivity. 

Early  staff  development  emphasis  was  on  orientation  and  in-service  training.  In 
the  last  twenty  years,  however,  other  forms  of  education  have  become  common- 

place in  health  care  organizations.  Management  development,  certification  classes, 
and  continuing  education  courses  to  meet  relicensure  requirements  are  now  a  part 
of  many  staff  development  programs. 

In  most  organizations,  staff  development  consists  of  three  separate  but  interre- 
lated activities:  1)  induction,  orientation,  and  socialization,  2)  in-service-training, 

and  3)  continuing  education.  The  manager  has  varying  degrees  of  responsibility 
regarding  each  of  these  areas  depending  upon  the  size  and  type  of  organization, 
the  resources  available,  and  the  managers  job  description.  The  responsibilities  for 
these  activities  are  usually  shared  with  the  personnel  department  and  the  staff 

development  or  in-service  department. 

Induction,  Orientation, 
and  Socialization 

Those  activities  that  help  a  new  employee  to  "fit  in"  or  become  socialized  to  the 
organization  are  induction,  orientation,  and  socialization.  They  also  provide  em- 

ployees with  enough  information  and  training  to  be  able  to  perform  the  respon- 
sibilities of  the  position  for  which  they  were  hired.  Induction,  orientation,  and 

socialization  are  necessary  for  new  jobs  within  an  organization,  as  well  as  for  new 

employees.  Therefore,  it  is  important  that  employees  who  are  transferred  or  pro- 
moted also  receive  this  type  of  staff  development. 

Induction 

The  first  phase  of  staff  development  is  induction  and  takes  place  after  the  employee 
has  been  selected,  but  prior  to  performing  the  job  role.  The  induction  process 

Bessie  i   Marquis  and  Carol  [orgensen  Huston,  Management  Decision  Making 
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includes  all  activities  that  educate  the  new  employee  about  the  organization  as  well 

as  employment  and  personnel  policies  and  procedures. 

Induction  activities  are  often  performed  during  the  placement  and  preemploy- 
ment  functions  of  staffing  or  may  be  included  as  part  of  orientation.  The  informa- 

tion and  activities  that  should  be  included  during  the  entire  induction,  orientation, 

and  socialization  process  are  shown  in  Display  13-1. 
The  employee  handbook  is  an  important  instrument  of  induction.  Handbooks 

are  usually  written  by  the  personnel  department,  but  managers  should  be  aware  of 
what  they  contain  and  have  some  input  into  their  composition.  Most  employee 
handbooks  contain  a  form  that  must  be  signed  by  the  employee,  verifying  that  they 

have  received  and  read  it,  and  this  signed  form  is  then  placed  in  the  employee's 
personnel  file. 

To  ensure  understanding,  the  information  presented  in  the  handbook  must  be 

followed  by  a  discussion  with  various  knowledgable  individuals  during  the  orienta- 
tion process.  The  most  important  link  in  promoting  comprehension  of  personnel 

policies  is  the  first-level  manager. 

Orientation 

There  is  a  wide  variety  of  orientation  programs  to  choose  from,  and  many  larger 

organizations  offer  more  than  one  type.  For  example,  a  hospital  may  have  a  first-day 
orientation  conducted  by  the  personnel  department.  This  includes  a  tour  of  the 

hospital,  in  addition  to  all  of  the  items  listed  in  Display  13-2.  The  next  phase  of  the 
orientation  program  could  take  place  in  the  staff  development  department,  where 
aspects  of  concern  to  all  employees  such  as  fire  safety,  accident  prevention,  and 
health  promotion  would  be  presented.  Orientation  to  each  unit  or  department  is 
the  third  phase.  Specific  departments,  such  as  dietary,  pharmacy,  and  nursing  would 
each  be  responsible  for  their  own  programs  of  orientation. 

Because  induction  and  orientation  involve  many  different  individuals  from  a 
variety  of  departments,  it  must  be  carefully  coordinated  and  planned  to  achieve 
preset  goals.  The  overall  goals  of  induction  and  orientation  include  providing 
employees  with  information  that  will  smooth  their  transition  into  the  new  work 

setting.  In  justifying  orientation  programs,  Cherniss  (1980)  states  that  new  em- 

ployees taking  part  in  a  formal  orientation  program  reach  independent  and  ade- 
quate functioning  sooner  and  remain  in  the  organization  longer  than  employees 

who  receive  none.  Therefore,  other  goals  for  orientation  programs  would  be  in- 
creasing retention  and  productivity  as  well  as  preventing  burnout. 

It  is  important  to  examine  productivity  and  retention  as  the  orientation  pro- 
gram is  planned,  structured,  and  evaluated.  Organizations  should  periodically  re- 
view their  induction  and  orientation  program  to  determine  if  it  is  continuing  to 

meet  ultimate  goals.  Programs  that  are  not  satisfying  organizational  concerns 
should  be  restructured.  For  example,  if  employees  consistently  lack  information 

regarding  the  institution's  benefits  program,  this  part  of  the  induction  process 
should  be  evaluated  to  determine  the  cause.  Too  often,  various  individuals  having 

partial  responsibility  for  induction  and  orientation  "pass  the  buck"  regarding  the 
failure  of,  or  the  weaknesses  in  their  given  program.  It  is  the  joint  responsibility  of 

the  personnel  department,  the  staff  development  department,  and  each  nursing 
service  unit  to  work  together  to  provide  an  orientation  mechanism  that  meets 

employee  and  organizational  needs. 
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DISPLAY     13-1 

Employee  Orientation  Content 

1.  Organization  history,  mission,  and  philosophy. 

2.  Organization  service  and  service  area. 

3.  Organizational  structure,  including  department  heads,  with  an  explanation  of  the 
functions  of  the  various  departments. 

4.  Employee  responsibilities  to  the  organization. 

5.  Organizational  responsibilities  to  the  employee. 

6.  Payroll  information,  including  how  increases  in  pay  are  earned  and  when  they  are 

given.  (Progressive  and/or  unionized  companies  publish  pay  scales  for  all  em- 

ployees. ) 
7.  Rules  of  conduct. 

8.  Tour  of  the  organization  and  of  the  assigned  department. 

9.  Work  schedules,  staffing  and  scheduling  policies. 

10.  When  applicable,  a  discussion  of  the  collective  bargaining  agreement. 

11.  Benefit  plans,  including  life  insurance,  health  insurance,  pension,  and  unemploy- 
ment. 

12.  Safety  and  fire  programs. 

13-  Staff  development  programs,  including  in-service,  and  continuing  education  for 
relicensure. 

14.  Promotion  and  transfer  policies. 

15.  Employee  appraisal  system. 

16.  Work  load  assignments. 

17.  Introduction  to  charting. 

18.  Review  of  selection  policies  and  procedures. 

19-  Specific  legal  requirements,  such  as  maintaining  a  current  license,  reporting  of 
accidents,  etc. 

20.  Introduction  to  fellow  employees. 

21.  Establishment  of  a  feeling  of  belonging  and  acceptance,  showing  genuine  interest  in 

the  new  employee. 

Note:  Much  of  this  content  could  be  provided  in  an  employee  handbook,  and  the  fire  and  safety 
regulations  could  be  handled  via  a  media  presentation.  Appropriate  use  of  video  tapes  or  film 
strips  can  be  very  useful  in  the  design  of  a  good  orientation  program.  All  indoctrination  programs 
should  be  monitored  to  see  if  they  are  achieving  their  goals.  Most  programs  need  to  be  revised  at 
least  annually. 

For  some  time,  managers  in  health  care  organizations,  especially  hospitals,  did 

not  fulfill  their  proper  role  in  the  orientation  of  employees,  Managers  assumed  that 

between  the  personnel  and  staff  development  (or  in-service)  department,  orienta- 

tion of  the  new  employee  would  be  complete.  This  often  resulted  in  much  frustra- 
tion on  the  part  of  the  employee,  because  although  they  received  an  overview  of 

the  organization,  they  received  little  orientation  to  the  specific  unit.  Since  each  unit 

has  many  idiosyncrasies,  the  new  employee  was  left  feeling  inadequate  and  incom- 
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DISPLAY     13-2 

Responsibilities  for  Orientation 

1 .  Personnel  Department: 
Perform  salary  and  payroll  functions,  insurance  forms,  physical  exams,  income 

withholding  forms,  tour  of  the  organization,  employee  responsibilities  to  the  organiza- 
tion and  vice  versa,  additional  labor- management  relationships,  and  benefit  plan. 

2.  Staff  Development  Department: 
Hand  out  and  review  employee  handbook,  discuss  organizational  philosophy  and 

mission,  review  history  of  the  organization,  show  media  presentation  of  various  depart- 
ments and  how  they  function  (if  a  media  presentation  is  not  available,  introduce  various 

department  heads  and  share  how  departments  function),  organizational  structure,  fire 
and  safety  programs,  CPR  certification  and  verifications,  discussion  of  available  educa- 

tional and  training  programs,  review  selected  policies  and  procedures,  and  general 
charting  of  medication  and  treatment  policies. 

3.  The  Individual  Unit: 

Tour  of  the  department,  introductions,  review  of  specific  unit  policies  that  differ  in 

anyway  from  general  policies,  review  of  unit  scheduling  and  staffing  policies  and  proce- 
dures, work  assignments,  promotion  and  transfer  policies,  review  appraisal  system  and 

establishing  a  feeling  of  belonging,  acceptance,  and  socialization. 

petent.  The  latest  trend  in  orientation  is  for  the  nursing  unit  to  take  a  greater 
responsibility  for  individualizing  the  orientation  to  their  unit  (Sovie,  1982;  Tucker, 
1987;  and  Bastien,  1987). 

An  adequate  orientation  program  minimizes  the  likelihood  of  rules  violations, 
grievances  and  misunderstandings,  fosters  a  feeling  of  belonging  and  acceptance, 

and  promotes  enthusiasm  and  morale.  A  sample  two-week  orientation  schedule  is 
shown  in  Display  13-3- 

Socialization 

Orientation  is  usually  inadequate  in  itself  to  ensure  that  employees  are  properly 
socialized  into  the  organization.  Socialization  differs  from  orientation  in  that  it 
involves  little  structured  information.  Rather,  it  is  a  sharing  of  the  values  and 

attitudes  of  the  organization  by  the  use  of  role  models,  myths,  and  legends.  It  is 
during  socialization  that  the  leader  introduces  employees  to  the  special  values  and 
culture  of  the  organization. 

Much  has  been  written  about  the  importance  of  socializing  new  members  into 

their  professional  role  (Kramer,  1974;  Schmalenberg  and  Kramer,  1979;  and  Cher- 
niss,  1980).  Research  has  also  documented  the  importance  of  this  process  in  the 
prevention  of  burnout  and  the  promotion  of  retention. 

It  is  not  only  for  the  novice  professional  that  socialization  into  the  organization 
is  critical.  Adequate  socialization  of  all  employees  has  been  shown  to  reduce 
attrition  (Cherniss,  1980).  It  is  during  the  socialization  phase  that  employees  should 
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DISPLAY     13-3 

Sample  Tivo-Week  Orientation  Schedule  for  Experienced  Nurses 

WEEK  ONE 

Day  one,  Monday: 

8:00  A.M.- 10:00  A.M. Welcome  by  Personnel  Department:  Employee  hand- 
books distributed  and  discussed. 

10:00  A.M.-10:30  A.M. Coffee  and  fruit  served;  welcome  by  staff  development 

department. 
10:30  A.M.-12:00  M. General  orientation  by  staff  development. 

12:00  M.-12:30  P.M. Tour  of  the  organization. 

12:30  p.M.-l:30  p.m. Lunch. 

1:30  p.m.-3:00  p.m. Fire  and  safety  films;  body  mechanics  demonstration. 

3:00  p.m.-4:00  p.m. Afternoon  tea  and  introduction  to  each  unit  supervisor. 

Day  two,  Tuesday: 

8:00  A.M.- 10:00  A.M. Report  to  individual  units. 

Time  with  unit  supervisor;  introduction  to  assigned  pre- 

ceptor. 
10:00  A.M.-10:30  a.m. Coffee  with  preceptor. 

10:30  a.m.-12:00  M. General  orientation  of  policies  and  procedures. 

12:00  M.-12:30  P.M. Lunch 

12:30  P.M.-4:30  p.m. CPR  recertification. 

Day  three,  Wednesday: Assigned  all  day  to  unit  with  preceptor. 

Day  four,  Thursday: Assigned  all  day  to  unit  with  preceptor. 

Day  five,  Friday: Morning  with  preceptor,  afternoon  with  supervisor  and 

staff  development  for  wrap-up. 

WEEK  TWO 

Monday  to  Wednesday: Work  with  preceptor  on  shift  and  unit  assigned,  gradually 

assuming  greater  responsibilities. 

Thursday: Assign  80%  of  normal  assignment  with  assistance  and  su- 
pervision from  preceptor. 

Friday: Carry  normal  workload.  I  lave  at  least  a  30  minute  meet- 
ing with  immediate  supervisor  to  discuss  progress. 

be  instilled  with  high  morale  and  enthusiasm.  Employees  must  be  socialized  and 
molded  so  there  is  a  good  fit  between  the  employee  and  the  organization. 

The  impressions  that  an  employee  forms  during  the  first  weeks  in  a  new  job 
are  significant  because  sensitivity  is  heightened  by  the  normal  anxiety  experienced 
in  a  new  environment.  Therefore,  it  is  essential  that  the  manager  be  supportive 

during  this  time. 
Kramer  and  Schmalenberg  ( 1988)  state  that  one  of  the  major  roles  of  leaders  in 

magnet  hospitals  is  to  generate  enthusiasm  down  to  the  very  last  worker.  The  ability 
to  instill  and  clarify  the  values  system  of  the  organization  to  new  employees  i^  a  pan 
of  the  socialization  process  that  creates  the  team  approach  found  in  excellent 
organizations. 
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The  Socialization  Process 

Among  sociologists,  the  phenomenon  of  socialization  has  generally  revolved 
around  role  theory.  That  is,  we  learn  the  behaviors  that  accompany  each  role  via  two 
simultaneously  occurring  processes.  One  is  referred  to  as  an  interactional  process 
and  involves  both  groups  and  significant  others  in  a  social  context.  The  other  is 

referred  to  as  a  learning  process  and  includes  such  mechanisms  as  role  playing, 
identification,  modeling,  operate  learning,  instruction,  observation,  imitation,  trial 
and  error,  and  role  negotiation  (Hardy  and  Conway,  1988). 

Brim  (1966)  states  that  resocialization  would  be  more  effective  if  efforts  were 

made  to  determine  why  the  individual  was  having  difficulty  with  it.  He  maintains 
that  there  are  usually  three  areas  of  difficulty,  which  include: 

1.  ignorance  of  the  particular  role  prescriptions  and  expectations, 
2.  inability  to  meet  role  demands,  and 
3-  deficiencies  in  motivation. 

Some  employees  have  little  difficulty  with  the  process  of  resocialization,  but 
most  experience  some  stress  when  there  is  role  change  (Hardy  and  Conway,  1988). 
Organizations  can  plan  in  advance  to  ease  the  stress  of  resocialization  by  the 
conscious  use  of  appropriate  interventions  (Huston  and  Marquis,  1989). 

Effective  interventions  for  role  clarification  include  well-written  job  descrip- 
tions and  the  use  of  role  models,  preceptors,  and  mentors.  Mentors  are  discussed 

in  Chapter  15. 

1.  Role  Models.  Individuals  who  are  role  models  serve  as  examples  of  experi- 
enced employees  who  are  competent  in  performing  their  role.  The  relationship 

between  the  new  employee  and  the  role  model  is  passive.  That  is,  employees  see 
that  role  models  are  skilled  and  attempt  to  emulate  them,  but  the  role  model  does 
not  actively  seek  this  emulation.  One  of  the  exciting  aspects  of  role  models  is  their 
cumulative  effect.  The  greater  the  number  of  excellent  role  models  available  for 

new  employees  to  emulate,  the  greater  the  possibilities  for  them  to  perform  well 
(Kramer  and  Schmalenberg,  1988). 

2.  Preceptors.  While  the  educational  process  in  role  modeling  is  passive,  pre- 
ceptoring  is  active  and  purposeful.  A  preceptor  is  an  experienced  nurse  who 
provides  both  emotional  support  and  is  a  strong  clinical  role  model  for  the  new 

nurse.  The  preceptor  should  serve  as  both  role  model  and  teacher  in  the  clarifica- 
tion of  role  expectations.  Preceptors  need  an  adequate  knowledge  of  adult  learning 

theory  if  they  are  to  fulfill  their  role  in  the  socialization  process.  Careful  selection  of 
preceptors  will  assist  the  organization  in  role  definition. 

Brim  (1966)  suggests  that  if  difficulties  in  resocialization  occur  as  a  result  of 
motivational  deficiencies,  that  a  planned  program  of  reorientation  to  the  defined 
goals  should  occur  through  the  use  of  rewards  and  punishment.  These  and  other 
forms  of  motivational  strategies  and  interventions  will  be  discussed  in  Chapter  15. 

Employees  with  Special  Needs 

Positive  socialization  is  directly  related  to  retention  of  employees.  Although 

Kramer's  ( 1 974 )  research  has  been  used  as  a  foundation  for  new  graduate  intern 
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programs,  little  attention  has  been  paid  to  the  resocialization  needs  of  other  em- 
ployees (Hinshaw,  1982).  Resocialization  occurs  when 

1.  New  graduates  leave  nursing  school  and  enter  the  work  world. 

2.  The  experienced  nurse  undertakes  a  new  role  and  undergoes  role  status 
change. 

3-  The  experienced  nurse  changes  work  settings,  either  within  the  same  orga- 
nization or  by  moving  to  a  new  organization 

The  New  Nurse 

Kramer  (1974)  described  special  fears  and  difficulties  in  adapting  to  the  work 

setting  common  to  new  graduate  nurses.  Kramer  called  this  phenomenon  "reality 

shock"  and  stated  it  occurred  as  a  result  of  a  conflict  between  the  new  graduate's 
expectations  of  the  nursing  role  and  its  reality  in  the  actual  work  setting. 

Schmalenberg  and  Kramer  (1979)  suggest  four  phases  of  role  transition  from 
student  nurse  to  staff  nurse:  the  honeymoon  phase,  followed  by  the  shock,  recovery, 
and  resolution  phases.  They  maintain  that  cultural  conflict  occurs  because  the 
values  in  the  school  and  work  subcultures  differ. 

There  are  few  difficulties  in  the  honeymoon  phase,  as  long  as  the  novice  nurse 
is  sincerely  welcomed  into  the  workplace.  But  during  the  second  phase  of  reality 

shock,  there  is  often  great  personal  conflict,  as  the  nurse  discovers  that  many- 
nursing  school  values  are  not  appreciated  in  the  work  place.  Usually  the  new 
graduate  will  be  correctly  resocialized  if  the  manager  and  the  organization  takes 

appropriate  action  during  the  recovery  and  resolution  phases. 
There  are  several  mechanisms  managers  employ  to  ease  the  role  transition  of 

new  graduates.  Kramer  suggests  that  anticipatory  socialization  should  be  carried 
out  in  educational  settings.  This  would  prepare  the  new  nurse  for  the  inevitable 

reality  shock  (Kramer,  1974).  Managers  should  also  build  into  their  orientation 
program  opportunities  for  sharing  and  clarifying  values  and  attitudes  about  the 
nursing  role  overall.  Use  of  the  group  process  is  an  excellent  means  of  promoting 
the  type  of  sharing  that  provides  support  for  new  graduates  and  assists  them  in 
recovering  from  reality  shock. 

Additionally,  managers  should  be  alert  for  the  signs  and  symptoms  of  the 
shock  phase  of  role  transition  and  intervene  by  listening  to  new  graduates  and 
assisting  them  in  coping  with  the  real  world.  Some  of  the  values  of  the  new  nurse 
should  be  supported  and  encouraged,  so  that  there  is  a  blending  of  work  and 
academic  values.  New  professionals  need  to  understand  the  universal  nature  of  the 
process  they  are  experiencing  and  realize  it  is  not  limited  to  nurses.  Providing  a 

class  on  role  transition  may  also  be  helpful  in  assisting  new  graduates  in  resocializ- 
ation. 

Kramer's  work  has  been  substantiated  by  other  researchers  who  have  studied 
professionals  in  their  first  year  of  employment  (Sana  1972;  Wacker,  1979).  Cherniss 
(1980)  states  that  no  one  is  immune  to  a  loss  of  idealism  and  commitment  in 

response  to  stress  in  the  work  place,  but  it  is  during  the  first  year  of  employment 
that  the  greatest  change  in  attitude  and  behavior  takes  place. 

Following  the  publication  of  Kramers  work,  many  hospitals  began  to  look  at 
methods  that  could  be  used  in  their  orientation  programs  to  alleviate  some  ol  the 
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shock  experienced  upon  entering  nursing.  Some  hospitals  developed  prolonged 
orientation  periods  for  new  graduates  that  lasted  from  six  weeks  to  six  months. 
This  extended  orientation,  called  an  internship,  contrasts  sharply  from  the  routine 
one  to  two  week  orientation  normal  for  other  employees.  During  this  period  the 
graduate  nurse  is  usually  assigned  to  work  with  a  preceptor  and  gradually  takes  on 
a  patient  assignment  equal  to  that  of  the  preceptor. 

Some  hospitals  have  discontinued  internship  programs  due  to  their  expense, 
but  have  continued  with  the  preceptor  concept  of  teaming  a  new  graduate  with 
another  nurse.  May  (1982)  suggests  that  in  addition  to  providing  orientation  and 

socialization  for  the  new  graduate,  a  preceptorship  provides  recognition  for  pre- 
ceptors who  have  demonstrated  excellence  in  their  nursing  practice. 

Employees  with  a  Role  Status  Change 

Although  the  orientation  of  new  managers  is  often  neglected,  there  is  growing 
recognition  that  good  managers  do  not  emerge  from  the  work  force  without  a  great 
deal  of  conscious  planning  on  the  part  of  the  organization  (Huston  and  Marquis, 

1989).  A  management  development  program  should  be  ongoing  and  every  individ- 
ual should  receive  some  instruction  prior  to  their  appointment  to  a  management 

position. 
The  orientation  by  the  outgoing  manager  should  be  relatively  short,  especially 

when  the  newcomer  is  familiar  with  the  organization.  If  the  new  manger  has  been 
recruited  from  outside  the  organization,  the  period  may  need  to  be  extended.  A 
short  orientation  by  the  outgoing  manager  allows  the  newly  appointed  manager  to 
quickly  gain  control  of  the  unit  and  establish  their  own  management  style. 

Frequently,  a  new  manager  will  be  appointed  to  a  position  that  is  vacant,  or  one 
that  is  newly  established.  In  either  case,  there  will  be  no  one  readily  available  to 
orient  the  new  manager.  In  such  cases  it  is  necessary  that  the  immediate  superior 

appoint  someone  to  orient  the  new  manager. 
The  orientation  does  not  cease  following  the  short  period  spent  introducing 

them  to  the  various  tasks  of  their  job.  Every  new  manager  needs  guidance,  direc- 
tion, and  continued  orientation  and  development  during  their  first  year  in  this  new 

role.  This  kind  of  direction  comes  from  several  sources  in  the  organization,  specifi- 
cally: 

1 
The  new  manager's  immediate  superior. 

2.  A  group  of  the  new  manager's  peers. 
3.  A  mentor. 

Nurses  undergoing  a  change  in  status  often  experience  guilt  as  they  leave  the 
bedside  for  other  nursing  duties.  When  employees  and  physicians  see  a  nurse 
manager  assuming  the  role  of  care  giver,  they  often  make  disparaging  remarks  such 

as,  "Oh,  you're  working  as  a  real  nurse  today."  This  tends  to  reinforce  values conflict  of  the  nurse  in  the  new  role. 

Nurses  moving  into  positions  of  increased  responsibility  also  experience  stress 
created  by  ambiguity  and  overload.  Role  ambiguity  describes  the  stress  that  occurs 
when  job  expectations  are  unclear.  Role  overload  occurs  when  the  demands  of  the 
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role  are  excessive.  Scalzi  (1988)  demonstrated  that  role  overload  is  a  major  stress 
factor  for  nurse  managers.  All  of  these  elements  of  stress  make  the  transition  of 
nurses  moving  into  higher  status  positions  difficult. 

The  second  most  valuable  mechanism  that  organizations  use  to  assist  in  this 
type  of  resocialization  is  a  clear  understanding  of  role  expectations.  As  nurses  move 
into  increased  status  positions  their  job  descriptions  tend  to  become  increasingly 

vague.  Therefore,  clarifying  job  definitions  becomes  an  important  tool  in  the  re- 
socialization  process. 

The  Experienced  Nurse  in  a  New  Position 

Another  transition  occurs  when  an  experienced  nurse  decides  to  make  a  lateral 
transfer  within  the  same  organization,  takes  another  position  that  is  considerably 

different  from  their  previous  role,  or  takes  a  similar  position  in  another  organiza- 
tion. These  nurses  have  specific  orientation  needs  that  arise  from  1 )  transition  from 

expert  to  novice  and  2)  transition  from  the  familiar  to  the  unfamiliar. 
The  managers  of  departments  receiving  frequent  transfers  should  prepare  a 

special  orientation  program  for  experienced  nurses  transferring  to  that  depart- 
ment. In  addition  to  providing  necessary  staff  development  content,  these  orienta- 

tion programs  should  focus  on  efforts  to  promote  the  self-esteem  of  these  nurses  as 
they  learn  the  skills  necessary  for  success  in  their  new  roles. 

For  example,  when  a  nurse  moves  from  a  medical  floor  to  labor  and  delivery, 
the  nurse  does  not  know  the  group  norms,  is  unsure  of  expected  values  and 
behaviors,  and  goes  from  being  an  expert  to  being  a  novice.  All  of  these  create  a 
great  deal  of  role  strain.  This  same  type  of  role  stress  occurs  when  experienced 
nurses  move  from  one  organization  to  another.  Nurses  often  sense  a  feeling  of 
powerlessness  during  these  role  transitions,  which  may  culminate  in  anger  and 
frustration,  as  they  seek  to  become  socialized  to  a  different  role. 

Managers  should  not  assume  that  the  experienced  nurse  is  aware  of  the  ex- 
pected role  attitudes  necessary  for  a  new  role.  Excellent  companies,  identified  by 

Peters  and  Waterman  (1982),  have  leaders  who  take  responsibility  for  shaping  the 
values  of  all  employees.  By  instilling  and  clarifying  organizational  mores  to  new 
employees,  managers  are  able  to  create  a  homogeneous  staff  who  work  as  a  team. 

Education  and  Training 

Early  staff  development  emphasis  was  on  orientation  and  in-service  training.  How- 
ever, in  the  last  twenty  years,  other  forms  of  education  have  become  commonplace 

in  health  care  organizations.  Management  development,  certification  classes,  and 

continuing  education  courses  to  meet  relicensure  requirements  arc  now  a  part  of 
many  staff  development  programs. 

Education  and  training  are  cost-effective  measures  for  increasing  productivity 

Only  since  World  War  II  has  a  systematic  program  of  education  and  naming  be- 
come a  part  of  business  and  industrial  management  functions. 
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Education  Versus  Training 

The  pendulum  tends  to  swing  back  and  forth  regarding  who  is  responsible  for  the 

education  and  training  within  a  department.  At  one  time  this  was  a  shared  respon- 
sibility between  managers  and  inservice  education,  but  in  the  1970s,  education 

departments  enlarged  and  managers  willingly  relinquished  their  responsibilities 
for  the  education  and  training  of  their  personnel.  Difficulties  arising  from  this 
centralized  system  of  staff  development  have  already  been  discussed. 

Currently,  most  organizations  decentralize  the  responsibility  for  staff  develop- 
ment to  include  the  manager.  This  has  occurred  as  a  result  of  fiscal  concerns,  the 

awareness  of  the  need  to  socialize  new  employees  at  the  unit  level,  and  the  recogni- 

tion of  the  positive  effect  well-skilled  workers  have  on  the  productivity  of  em- 
ployees. It  is  now  generally  accepted  that  the  ultimate  responsibility  for  staff 

training  and  education  rests  with  the  manager,  although  the  manager  does  not 
personally  provide  all  aspects  of  staff  development. 

There  are  some  difficulties  associated  with  decentralized  staff  development 
(Gillies,  1989).  One  of  these  difficulties  is  the  conflict  caused  by  role  ambiguity 
created  whenever  two  people  share  responsibility.  Role  ambiguity  is  sometimes 

lessened  when  staff  development  personnel  and  managers  distinguish  the  differ- 
ence between  training  and  education. 

Training:  Training  may  be  defined  as  an  organized  method  of  ensuring  that 

people  have  knowledge  and  skills  to  satisfy  a  specific  purpose.  This  means  acquir- 
ing the  necessary  knowledge  to  perform  the  duties  of  the  job.  The  knowledge  may 

require  an  increase  in  affective,  motor,  or  cognitive  skills.  It  is  expected  that  newly 
learned  skills  will  be  used  to  increase  productivity  and/or  create  a  better  product. 
Every  manager  at  every  level  must  assume  some  responsibility  for  the  training  of 
the  employees  they  supervise. 

Education:  Education  is  more  formal  and  broader  in  scope  than  training. 

While  training  has  an  immediate  use,  education  is  designed  to  develop  the  individ- 
ual over  time.  Recognizing  educational  needs  and  encouraging  educational  pur- 

suits is  the  responsibility  of  the  manager.  However,  unless  managers  have  expertise 

in  a  particular  area,  they  would  not  normally  be  responsible  for  the  formal  educa- 
tion of  an  employee.  Managers  may  appropriately  be  requested  to  give  a  formal 

class,  if  qualified  to  do  so,  but  this  would  be  not  be  considered  a  regular  manage- 
ment function. 

Theories  of  Learning 

Since  all  managers  teach  employees  as  a  normal  part  of  their  role,  it  is  necessary 

that  they  be  familiar  with  adult  learning  theories.  Use  of  the  following  teaching- 
learning  principles  enable  the  trainer  to  alter  employee  behavior,  which  is  the  end 
goal  of  all  employee  training. 

Adult  Learning  Theory 
Many  managers  attempt  to  teach  adults  as  they  themselves  were  taught  in  school, 

using  pedagogy  or  child  learning  strategies.  This  type  of  teaching  is  usually  ineffec- 
tive for  adult  learners,  who  have  special  needs.  Knowles  (1970)  was  the  first  to 

distinguish  the  concept  of  androgogy  or  adult  learning,  separating  the  adult  from 
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TABLE     13-1 

Pedagogy  and  Androgogy  Characteristics 

Pedagogy 
Androgogy 

Learner  is  dependent. 
Learner  needs  external  rewards  and 

punishment. 

Learner's  experience  is  unimportant 
or  limited. 

Subject  centered. 
Teacher  directed. 

Learner  is  self-directed. 

Learner  is  internally  motivated. 

Learner's  experiences  are  valued  and  varied. 

Task  or  problem  centered. 
Self  directed. 

the  child  learner.  Table  13-1  summarizes  the  basic  differences  between  the  two 

learners.  Adult  learners  are  mature,  self-directed  individuals  who  have  acquired  a 

great  deal  of  knowledge  from  life  experiences  and  are  focused  on  solving  prob- 
lems that  exist  in  their  immediate  environment. 

By  understanding  the  assets  the  adult  learner  brings  to  the  classroom  and  the 

obstacles  that  might  interfere  with  their  learning,  trainers  and  educators  are  able  to 

create  a  learning  environment  that  is  effective.  Table  13-2  depicts  the  obstacles  to 

and  assets  for  adult  learning  and  Table  13-3  shows  how  the  child  and  adult  learning 
environment  should  differ. 

TABLE     13-2   

Obstacles  to  and  Assets  for  Adult  Learning 

Obstacles  to  Learning Assets  for  Learning 

Institutional  barriers. 

Time. 

Self-confidence. 
Situational  obstacles. 

Family  reaction. 

Special  individual  obstacles. 

High  self-motivation. 
Self-directed. 

A  proven  learner. 
Knowledge  experience  reservoir. 

Special  individual  assets. 

TABLE     13-3 

Learning  Environment  of  Pedagogy  and  Androgogy 

Pedagogy 

The  climate  is  authoritative. 

Competition  is  encouraged. 
Teacher  sets  goals. 

Decisions  made  by  teacher. 
Lecture  by  teacher. 
Evaluation  by  teacher. 

Androgogy 

The  climate  is  relaxed  and  informal 

Collaboration  is  encouraged. 

Teacher  and  class  set  goals. 

Decisions  by  teacher  and  students. 
Process  activities  and  Inquire  as  to  projects  by  Students 

Evaluation  by  teacher,  self,  and  peers 
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Sullivan  and  Decker  (1988)  suggest  that  Knowles  studies  have  the  following 

implications  for  trainers  and  educators: 

1.  A  climate  of  openness  and  respect  will  assist  in  the  identification  of  what  the 
adult  learner  wants  and  needs  to  learn. 

2.  Adults  enjoy  taking  part  and  planning  their  learning  experiences. 
3.  Adults  should  be  involved  in  the  evaluation  of  their  progress. 

4-  Experiential  techniques  work  best  with  adults. 
5.  Mistakes  provide  opportunities  for  adult  learning. 
6.  If  the  value  of  past  experience  is  rejected,  the  adult  will  feel  rejected. 
7.  Adult  readiness  to  learn  is  greatest  at  the  point  when  they  recognize  that 

there  is  a  need  to  know  (i.e.,  in  response  to  a  problem). 

8.  Adults  need  the  opportunity  for  application  very  quickly  following  the  learn- 
ing. 

9.  Assessment  of  need  is  imperative  in  adult  learning. 

Needs  Assessment  for  Staff  Development 

Managers  may  or  may  not  be  involved  in  the  implementation  of  educational  pro- 
grams, but  they  are  responsible  for  the  identification  of  learning  needs.  Often, 

managers  do  not  perform  this  function  well  (Marquis  and  Huston  1987). 
Organizations  often  implement  training  programs  because  they  are  faddish 

and  have  been  well  advertised  and  marketed.  Educational  programs  are  costly  and 
should  not  be  undertaken  unless  a  demonstrated  need  exists  and  resources  used 

are  justifiable.  In  addition  to  developing  a  rationale  for  educational  programs,  the 

use  of  an  assessment  plan  will  be  helpful  in  meeting  learner  requirements.  Lang- 
ford  (1981)  suggests  the  following  systematic  plan: 

Identify  the  desired  knowledge  or  skills  the  staff  should  have. 
Identify  the  present  level  of  knowledge  or  skill. 
Determine  where  deficits  of  desired  knowledge  and  skills  exist. 
Identify  the  resources  available  to  meet  needs. 
Make  maximum  use  of  available  resources. 

After  application  of  resources,  evaluate  and  test  conclusions. 

Evaluation  of  Staff 
Development  Activities 

Because  staff  development  includes  participation  and  involvement  from  many  de- 
partments, it  is  very  difficult  to  effectively  monitor  this  important  function.  Control 

becomes  extremely  difficult  when  accountability  is  shared.  It  is  very  easy  for  the  per- 

sonnel department,  middle-level  managers,  and  the  education  department  to  "pass 
the  buck"  among  each  other  for  accountability  regarding  staff  development  activities. 

Evaluation  of  staff  development  consists  of  more  than  merely  having  class 

participants  complete  an  evaluation  form  at  the  end  of  the  class  session,  signing  an 

employee  handbook  form,  or  assigning  a  preceptor  for  each  new  employee.  Eval- 
uation should  include: 
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1.  the  learners'  reaction  to  the  process  or  presentation, 
2.  the  behavior  change  of  the  learner  (if  any)  that  occurred  following  the  staff 

development  activity, 
3.  the  impact  that  the  activity  had  on  the  organization,  and 
4.  the  cost  effectiveness  of  the  staff  development  activity. 

Heater  (1990)  found  that  proper  staff  development  activities  could  result  in 

decreased  medication  errors,  fewer  accidents,  increased  quality  of  clinical  judg- 
ment, reduced  turnover,and  greater  productivity.  These  are  examples  of  measure- 
ments that  could  be  used  to  determine  effectiveness  of  staff  development  activities. 

Many  organizations  budget  a  large  amount  of  money  for  staff  development 

only  to  neglect  following  through  appropriately  to  determine  the  value  of  such 
programs.  There  is  a  need  to  ensure  that  all  such  activities  be  evaluated  for  quality 
control,  impact  on  the  institution,  and  cost  effectiveness.  This  is  true  regardless  of 
whether  the  educational  and  training  activity  is  carried  out  by  the  manager,  the 

preceptor,  the  personnel  department,  or  the  education  department. 

Summary 

The  manager  has  the  responsibility  to  provide  adequate  induction,  orientation,  and 

socialization  to  all  employees.  These  activities  provide  the  manager  with  the  oppor- 
tunity to  build  loyalty  and  team  spirit  and  to  instill  the  employee  with  pride  in  the 

organization.  This  type  of  affective  learning  becomes  the  foundation  for  subse- 
quent increased  satisfaction  and  motivation. 

The  manager  recognizes  their  ultimate  responsibility  for  staff  development  and 
uses  appropriate  teaching  theories  to  assist  with  teaching  and  training  staff.  There  is 
a  shared  responsibility  for  assessing  educational  needs,  evaluating  educational 
quality  and  fiscal  accountability  of  all  staff  development  activities. 
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♦        SAMPLE  CASE  ANALYSIS 

THE  ASSIGNMENT 

Plan  a  continuing  education  program  using  the  following  events  placed  in  the 
proper  order.  Explain  your  rationale. 

Number Event 

0 Start. 
1 Date,  time,  place  established. 
2 Program  announced. 
3 Speaker  selected. 
4 Audience  defined. 
5 Evaluation  form  answered. 
6 Topic  selected. 
7 Program  conducted. 
8 Objectives  formulated. 
9 Evaluation  form  written. 

10 Learning  needs  determined. 

Beginning  with  a  stated  goal  will  assist  in  the  decision  making.  An  appropriate 

goal  for  a  continuing  education  program  is  "to  increase  the  knowledge  or  skills 
of  the  staff."  Other  less  appropriate  goals  would  he  to  1)  provide  an  entertain- 

ing program  for  the  staff,  or  2)  to  meet  the  requirements  specified  by  the  union 
contract  for  continuing  education. 

If  the  manager  wants  to  increase  the  knowledge  and  skills  of  the  staff,  then 

the  obvious  first  choice  is  to  determine  the  learning  needs  of  the  staff.  Deter- 

mining staff  learning  requirements  is  frequently  referred  to  as  a  needs  assess- 
ment.  A  needs  assessment  may  be  accomplished  in  several  ways: 

/.  By  requesting  input  from  the  staff. 
2.  By  examining  indicators  of  need;  i.e.,  incident  reports,  number  of  patient 

falls,  medication  errors,  patient  and/or  physician  complaints, 
.i   By  the  introduction  of  new  procedures,  new  equipment,  or  other  changes 

requiring  new  information. 
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Many  different  indicators  are  used  in  a  thorough  needs  assessment.  It  is 
necessary  for  the  staff  to  have  input  into  the  measurement  of  their  own  needs 

hut  since  staff  input  has  some  degree  of  suhjectivity,  it  should  not  be  the  only  cri- 
teria used  in  determining  educational  needs.  However,  if  the  continuing  educa- 

tional programs  do  not  satisfy  staff  needs,  attendance  will  be  low  unless 
compulsory. 

Not  only  should  general  learning  needs  be  determined,  but  there  should  be 

an  effort  to  specify  those  needs.  Here  are  two  examples  of  general  learning 
needs: 

1 .  The  organization  wants  to  begin  using  nursing  diagnosis  in  nursing  records 
as  per  a  new  requirement.  The  specific  need  determination  would  include  the 
level  of  nursing  diagnosis  expected  and  determining  what  knowledge  the  staff 
presently  has  regarding  nursing  diagnosis. 

2.  A  staff-identified  learning  need  could  be  a  request  for  an  update  on  new 
chemotherapy  drugs.  The  specific  need  determination  would  include  what 

drugs  are  commonly  used,  which  new  drugs  have  been  introduced,  what  type  of 
pharmacology  is  appropriate,  and  the  present  level  of  knowledge. 

Once  staff  needs  have  been  clearly  identified,  a  topic  from  the  list  of  needs 
must  be  selected  and  the  audience  identified.  It  is  best  to  recognize  the  audience 
prior  to  writing  learning  objectives  so  that  they  can  be  specifically  written  for  the 
target  learner. 

The  speaker  needs  to  be  given  a  copy  of  the  learning  objectives  so  that  they 
can  be  used  in  planning  the  program.  If  the  speaker  is  selected  prior  to 
announcing  the  date  of  the  program,  the  program  coordinator  will  be  able  to 

arrange  the  time  around  the  speaker's  availability. 
The  speaker  should  be  announced  far  enough  in  advance  so  that  staff  can  plan 

their  personal  time  to  attend,  but  not  so  far  in  the  future  that  they  will  forget  the 

date.  Some  organizations  post  a  three-month  educational  calendar  followed  by 
reminders  at  four-  and  two-week  intervals. 

The  evaluation  form  should  be  written  and  duplicated  prior  to  the  class,  but 

given  out  at  the  conclusion.  It  is  best  to  collect  evaluation  forms  prior  to 
participants  leaving  the  classroom  as  individuals  tend  to  neglect  them  unless 
immediate  feedback  is  solicited. 

To  recap  the  series  of  events: 

Sequence 

0 
6 
7 
5 
3 
10 
2 
8 
4 
9 
I 

Number Event 

0 Start. 
1 Date,  time,  place  established 
2 Program  announced. 
3 Speaker  selected. 
4 Audience  defined. 

5 Evaluation  form  answered. 
6 

Topic  selected 
7 Program  conducted. 
8 Objectives  formulated. 
9 Evaluation  form  written 

10 Learning  needs  determined 



210      ♦      STAFFING 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

Learning  needs  and  the  maturity  of  those  in  a  class  often  influence  course 
content  and  teaching  methods  used. 

ASSIGNMENT 

Recall  how  your  learning  needs  and  maturity  level  have  changed  since  you  were  a 
beginning  nursing  student.  When  viewed  as  a  whole,  were  you  and  your  peers  child 

or  adult  learners?  Compare  Knowles'  pedagogy  and  angrogogy  characteristics  to 
assist  in  determining  this. 

If  pedagogical  teaching  strategies  are  appropriate  for  beginning  nursing  stu- 
dents, when  does  the  nursing  student  make  the  transition  from  the  child  to  the  adult 

learner?  If  you  were  a  first  semester  nursing  instructor,  what  teaching  modes  do  you 

feel  would  be  most  conducive  to  learning?  Would  this  change  as  the  student  pro- 
gressed through  the  nursing  program?  Support  your  feelings  with  rationale. 

CASE  2 

As  new  head  nurse  one  of  your  goals  is  to  reduce  attrition.  You  plan  to  do  this 
by  increasing  employee  retention,  thus  reducing  orientation  costs.  In  addition,  you 
feel  the  increased  retention  will  provide  you  with  a  more  stable  staff. 

In  studying  your  notes  from  exit  interviews,  it  appears  that  new  employees 
seldom  develop  a  loyalty  to  the  unit,  but  instead  have  used  it  to  gain  experience  for 
other  positions.  You  believe  one  difficulty  with  enculturating  new  employees  to  be 
the  orientation  program  on  your  unit. 

Presently  the  agency  allows  two  weeks  of  orientation  time  (80  hours)  when  the 

new  employee  is  not  counted  in  the  nursing-care  hours;  these  are  referred  to  as 
nonproductive  hours  and  are  charged  to  the  education  department.  Your  unit  has  the 

following  two-week  schedule  for  new  employees: 

Week  #/.     Monday  and  Tuesday  Classroom 
9  a.m.  to  5  p.m. 

Week  #2.     Monday  and  Tuesday  Assigned  to  unit  with  an  employee 
7  a.m.  to  3:30  P.M. 

Wednesday,  Thursday,  and  Assigned  to  shift  they  will  be  working 
Friday  for  orientation. 

Weekends  are  days  off. 

After  this  two-week  orientation  the  new  employee  is  expected  to  function  at  75 

percent  productivity  for  2-3  weeks  followed  by  full  productivity.  The  exception  to 
this  is  the  new  graduate  ( RN)  orientation.  These  employees  spend  one  extra  week  on 

the  7  a.m. -3  p.m.  shift  and  one  extra  week  assigned  to  their  particular  shift  prior  to 
being  counted  as  staff. 

Your  nursing  administrator  has  stated  that  you  may  alter  the  orientation  pro- 
gram however  you  wish  as  long  as\)  you  do  not  increase  the  nonproductive  time, 
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and  2)  you  ensure  that  the  employee  receives  the  information  necessary  to  meet 
legal  requirements  and  function  satisfactorily. 

ASSIGNMENT 

Is  there  anyway  for  you  to  strengthen  the  new  employee  orientation  to  your  unit? 
Outline  your  plans  (if  any)  and  give  your  rationale  for  your  decision. 

CASE  3 

Your  unit  has  decided  to  assign  a  preceptor  to  each  new  employee  and  you 
are  serving  on  a  committee  that  has  been  given  the  responsibility  to  develop  a  set  of 

criteria  that  "will  ensure  an  adequate  number  of  qualified  personnel  to  act  as 
preceptors."  What  should  these  criteria  be? 
ASSIGNMENT 

Develop  at  least  five  criteria  for  qualifications  of  preceptors  and  give  rationale  for  the 
inclusion  of  each  criterion. 

CASE  4 

You  are  the  evening  charge  nurse  for  a  large  surgical  unit.  Recently  your  long 
time  and  extremely  capable  unit  clerk  retired  and  the  manager  of  the  unit  has 
replaced  her  with  Nancy  Wilson. 

Ms.  Wilson  has  received  a  two-week  unit  clerk  orientation.  This  consisted  of 
actual  classroom  time  as  well  as  working  directly  with  the  retiring  clerk.  She  has  now 
been  functioning  on  her  own  for  two  weeks  and  you  realize  that  her  orientation  has 
not  been  sufficient.  Last  evening  after  her  tenth  mistake,  you  became  rather  sharp, 
leaving  her  in  tears. 

You  are  very  frustrated  by  this  situation.  Your  unit  is  extremely  busy  in  the 
evening  with  returning  surgeries  in  addition  to  surgeons  making  rounds  and  leaving 
a  multitude  of  orders.  On  the  other  hand,  you  believe  that  Ms.  Wilson  has  great 

potential.  You  recognize  that  there  is  much  to  learn  in  this  job,  and  without  a  hospital 
background  it  is  very  difficult  to  learn  the  terminology,  the  physicians  names,  and  the 
unit  routine. 

You  spend  time  prior  to  coming  to  work  this  evening  developing  a  training  plan 
for  Nancy. 

ASSIGNMENT 

Using  your  knowledge  of  adult  learning  theories,  explain  your  leaching  plan  and 
support  your  plan  with  appropriate  rationale. 
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Personal  Notebook 

1.  As  a  learner  do  you  have  more  characteristics  of  the  adult-learner  or  the  child- 
learner? 

Reflect  upon  the  times  in  the  last  two  years  that  you  felt  you  were  learning.  Was 
this  exciting?  Did  others  contribute  to  your  learning  or  did  it  come  from  within 

yourself? 

3  What  types  of  activities  are  most  assistive  in  your  learning,  i.e.  movies,  demon- 
strations, doing  it  yourself,  writing  something  down,  reading  a  book,  hearing  a 

lecture? 

4.  Describe  how  you  have  been  socialized  to  the  nursing  role.  What  individuals 
have  been  most  influential  in  your  socialization. 
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Staffing  and  Scheduling 

Additional  responsibilities  in  the  staffing  phase  of  the  management  process  include 
ascertaining  that  there  are  adequate  numbers  of  personnel  available  to  meet  daily 
unit  needs  and  organizational  goals.  This  frequently  embodies  all  or  part  of  the 

scheduling  duties.  The  type  of  scheduling  policies  developed  and  staffing  patterns 

implemented  are  directly  related  to  the  management  phases  of  planning  and  orga- 
nizing. For  example,  staffing  ratios  and  the  type  of  patient  care  delivery  system 

impact  heavily  upon  how  staffing  and  scheduling  responsibilities  are  accomplished. 

Responsibilities  of  the  Unit  Manager 
in  Meeting  Staffing  Needs 

Although  many  institutions  now  employ  staffing  clerks  and/or  use  computerized 
staffing,  the  overall  accountability  for  scheduling  continues  to  be  an  important 

function  of  first-  and  middle-level  management.  Each  organization  has  differing 

expectations  regarding  the  unit  manager's  responsibilities  in  long-range  human 
resource  planning,  and  in  managing  short-range  planning  of  day-to-day  staffing. 

Some  organizations  have  decentralized  staffing,  with  most  staffing  decisions 
being  made  by  the  unit  manager.  Others  use  centralized  staffing,  with  many  of  the 
decisions  being  made  by  a  central  office  or  staffing  center. 

In  organizations  with  decentralized  staffing,  the  unit  manager  is  often  respon- 
sible for 

/.  covering  all  scheduled  absences, 
2.  reducing  staff  during  periods  of  decreased  patient  census  or  acuity, 
3.  adding  staff  during  high  patient  census  or  acuity, 
4.  preparing  monthly  unit  schedules,  and 
5.  preparing  holiday  and  vacation  schedules. 

Advantages  of  decentralized  staffing  are  that  nurses  are  more  actively  involved 
in  planning  their  own  schedule  and  employees  make  personal  staffing  requests 
directly  to  their  immediate  supervisor  (Marquis  and  Huston,  1992).  Decentralized 

scheduling  and  staffing  as  a  means  of  decreasing  nurse  attrition  has  been  recom- 
mended by  Helmer  and  McKnight  (1988).  The  increased  autonomy  and  flexibility 

Bessie  I.  Marquis  and  Carol  Jorgefisen  Huston,  Management  Decision-Making 
far  Nurses,  second  edition  ©  1  99h  I  B  Lipptncott  Company. 214 



STAFFING  AND  SCHEDULING      ♦     215 

of  decentralized  staffing  is  believed  to  be  the  reason  for  increased  retention  (Prze- 
strzelski,  1987). 

Many  hospitals  are  attempting  to  increase  the  autonomy  of  nurses  in  the  work- 
place (Tessner,  1991).  One  method  of  achieving  this  is  by  using  the  nurses  as 

partners  in  the  scheduling  process.  Allowing  nurses  to  trade  days  off,  complete 
their  own  schedules,  and  arrange  for  illness  coverage  independently  works  best 
when  decentralized  staffing  is  employed  by  the  organization. 

The  disadvantages  of  decentralized  staffing  include  the  risk  that  employees  may 
be  treated  unequally  or  inconsistently.  If  this  occurs  it  may  result  in  a  negative 
reaction  by  the  staff.  Additionally,  the  unit  manager  may  be  viewed  as  granting 
rewards  or  punishments  through  the  staffing  schedule.  Lastly,  it  is  time  consuming 

for  the  manager  and  often  promotes  more  "special  pleading"  than  when  staffing  is maintained  in  a  centralized  manner. 

Organizations  with  centralized  staffing  often  use  computerized  staffing  that 

assumes  many  of  the  staffing  and  scheduling  duties  of  the  unit  manager.  In  central- 
ized staffing  an  individual  frequently  performs  staffing  functions  for  all  nursing 

departments,  although  the  unit  manager  continues  to  have  the  option  of  making 
adjustments  and  providing  input.  This  type  of  staffing  is  more  equitable  to  all 
employees  because  policies  tend  to  be  applied  more  consistently  and  impartially. 

In  addition,  the  first-level  manager  is  left  free  to  complete  other  management 
functions;  this  is  more  cost  effective  to  the  organization. 

However,  centralized  staffing  provides  limited  flexibility  for  the  worker.  Nei- 

ther is  it  as  able  to  account  for  the  worker's  interest  or  special  needs.  It  is  easy  for 
managers  to  develop  a  habit  of  neglect  toward  personnel  budget  control  if  they 
have  minimum  involvement  with  staffing. 

The  terms  centralized  and  decentralized  staffing  are  not  synonymous  with 
centralized  and  decentralized  management  decision  making.  For  example,  one  can 

work  as  a  manager  in  an  organization  that  promotes  centralized  staffing,  but  uses 

decentralized  decision  making.  Regardless  of  whether  the  organization  has  central- 
ized or  decentralized  staffing,  all  managers  at  the  unit  level  should  develop  an 

understanding  of  the  scheduling  procedures,  the  various  options  for  scheduling, 
and  the  fiscal  responsibilities  for  personnel  staffing. 

Staffing  and  Scheduling  Options 

The  necessity  for  evening,  night,  weekend,  and  holiday  work  schedules  is  fre- 
quently a  source  of  frustration  for  nurses.  Nurses  often  perceive  a  lack  of  control 

over  their  work  hours.  In  several  recent  studies  (Marquis,  1988;  Hinshaw  el  al 

1987;  Patterson  and  Goad,  1987),  this  lack  of  control  contributed  to  increased 

attrition  rates  and  burnout  among  professional  nurses.  Therefore,  scheduling  be- 
comes a  major  factor  in  either  fostering  job  dissatisfaction  or  in  promoting  job 

satisfaction  and  subsequent  nurse  retention.  Managers  who  strive  to  develop  a 

perception  among  staff  that  they  do  possess  some  control  over  scheduling,  shift 

options,  and  staffing  policies  can  improve  job  satisfaction. 
It  is  beyond  the  scope  of  this  book  to  provide  a  complete  review  of  the  creative 

staffing  and  scheduling  options  available.  As  siaffing^and  scheduling  mllueiu  e 

worker  satisfaction,  managers  should  periodically  solicit  evaluation  by  their  stall  ol 

'~tne~"present  system.  Because  most  options  are  comprised  of  both  positive  and 
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negative  aspects,  it  is  important  that  thorough  research  be  performed  prior  to 

introducing  staffing  and  scheduling  changes  and  that  adequate  input  from  em- 
ployees regarding  any  planned  changes  is  solicited.  The  following  is  a  partial  list  of 

creative  staffing  and  scheduling  options  aimed  at  increasing  nurse  satisfaction  that 

nave^Be^n^u^cessfully  implemented. 
1.  The  10  hour  shift. 
2.  The  12  hour  shift. 

3    Premium  pay  for  weekend  work  and  shift  work. 

4.  Use  of  a  part-time  premium-paid  pool  for  weekend  shifts. 
5.  Cyclical  staffing,  allowing  long-term  awareness  of  future  work  schedules. 

(Figure  14-1  shows  a  cyclical  staffing  pattern  that  repeats  every  four  weeks.) 
6.  Job  sharing. 
7.  Allowing  nurses  to  exchange  hours  with  each  other. 

8.  Self-scheduling. 
9.  Use  of  supplemental  nursing  agencies  for  weekend  coverage. 

There  are  advantages  as  well  as  disadvantages  to  each  type  of  scheduling.  Some 
scheduling  mandates  overtime  pay  and  the  subsequent  nurse  satisfaction  must  be 

weighed  against  the  increased  cost.  Additionally,  when  long  shifts  are  policy,  errors 
in  clinical  judgment  may  occur,  as  nurses  become  fatigued.  For  this  reason  many 
organizations  limit  the  number  of  consecutive  days  a  nurse  can  work  when  12  hour 

shifts  are  utilized.  Lastly,  the  excessive  use  of  part-time,  or  supplemental  nurses,  as 
some  creative  staffing  requires,  can  result  in  poor  continuity  of  nursing  care. 
Because  all  scheduling  and  staffing  patterns  impact  heavily  on  employees  personal 
lives,  productivity,  and  budgets,  it  is  wise  to  have  a  6  month  trial  of  any  changes.  An 
evaluation  at  the  end  of  that  period  should  be  carried  out  to  determine  the  impact 
on  financial  costs,  retention,  productivity,  risk  management,  and  employee  as  well 
as  patient  satisfaction. 

Developing  Staffing  and  Scheduling  Policies 
Nurses  will  be  more  satisfied  in  the  workplace  if  staffing  and  scheduling  policies 
and  procedures  are  clear  (Huston  and  Marquis,  1989).  Written  policies  provide 
greater  consistency  and  fairness.  In  addition,  to  being  available  in  written  form, 

policies  must  be  clearly  verbalized  to  all  employees.  Hanson  (1983)  believes  per- 
sonnel policies  represent  the  standard  of  action  that  is  communicated  in  advance  so 

that  employees  are  not  caught  unaware  regarding  personnel  decisions.  In  addition 
to  being  standardized,  they  should  be  worded  in  such  a  manner  as  to  allow  some 
flexibility. 

These  policies  should  be  reviewed  and  updated  periodically  and  when  formu- 
lating policies,  management  must  examine  its  own  philosophy  as  well  as  give 

consideration  to  prevailing  practices  in  the  community.  At  the  unit  level,  managers 
may  not  be  totally  involved  in  designing  all  personnel  policies,  but  should  have 
some  input  as  they  are  reviewed.  However,  there  are  nursing  department  as  well  as 
unit  staffing  and  scheduling  policies  that  unit  supervisors  develop  and  implement 

themselves.  These  policies,  as  shown  in  Display  14-1,  should  be  formalized  by  the 
manager  and  shared  with  all  personnel. 

Unit  staffing  policies  should  include  adequate  input  from  the  staff  and  be 
developed  in  collaboration  with  personnel  and  nursing  departments  (Gillies, 



STAFFING  AND  SCHEDULING 

217 

> 
CD 
CD 

5 

co X X X X 
z 
o 

z 
o 

CO 

LL X X 

co 

H X X (O 

5 X 

l"~ 
i- 

X X 

co 

^ X 

f-^ 

CO 
X X X X z 

o 
z 
o 

CO 

CD 

0) 5 

CO 
X X X X 

z 
o 

z 
o 

CO 

LL. X X 

CO 

H- 

X X 

<o 

$ X X 

CD 

1- 

X 

t-~ 

5 X 

r-~ 

co 
X X X X z 

o 
z 
o 

■x> 

<v 

CD 

5 

co 
X X X X z 

o 
z 
o 

CD 

LL X X 

CO 

h- 

X X 

co 

5 X X 

co 

1- 

X 

r- 

2 X 

r- 

co 
X X X X 

z 
o 

z 
o 

CD 

CD 

CD 

5 

co 
X X X X 

z 
o 

z 
O CO 

LL. 
X X 

CO 

1- 

X X 

CO 

<: 

X X CO 

i- 

X 

r*~ 

s X 

r-- 

CO X X X X 
z 
o 

Z 
o 

CD 

E 
CO 

Z 

z 
cr 

CM 

z z 
tx 

z 
cr 

IT) 

z 
cr 

CO 

z 

cr 

z 
cr 

CO 

z 
cr 

O) 

z 
rr 
JC 

CD 
CD 

co 

o 

z 
cr 
JC 

CD 

CD 

"co 

£ 

00 

z 
cr 
J£ 
CD 

CD 

CO 

c 

CO 

CM 

z 
cr 

CD 

CD 

s 
w 
sz 

00 >s 

CO 

"O 

sz 
u 

CO 

CD 

2< 

TJ 

C 
o 
CO 

Z 
cr 

o 
H 

c 
g 
CO 
o 
0. 

CD 

E 

"5 

LL 

CD 

E 

3 
LL 

CD 

E 

LL 

CD 

E 

LL 

CD 

E 

LL 

CD 

E 

Z3 
LL 

CD 

E 

LL 

CD 

E 

LL 

CD 

E 

CO 

0. 

CD 

E 

tr 

CO 

0. 

CD 

E 

t: 

co 

Q. 

CD 

E 

tt 

CO 

0. 

9     .  S 

CO        .  CD 

">   "*  CD 

«   aj  ̂ 

f  1  s 

E  o£ 

3     Q.   O 

z  O  to 

CD  O  k 

C  -g  CO 

CD  "  "D 

£  E  E °  I  = 

iu52 
co  S         -h 



218     ♦      STAFFING 

DISPLAY     14-1 

Unit  Checklist  of  Employee  Staffing  Policies 

1.  Name  of  the  individual  responsible  for  the  staffing  schedule,  and  the  authority  of 

that  individual  if  it  is  someone  other  than  the  immediate  supervisor  of  the  em- 

ployee. 
2.  Type  and  length  of  staffing  cycle  used. 

3.  Rotation  policies,  if  shift  rotation  is  used. 

4.  Request  to  change  fixed-shift,  if  fixed  shift  is  used. 

5.  Time  and  location  of  schedule  posting. 

6.  When  shift  begins  and  ends. 

7.  Day  of  week  that  schedule  begins. 

8.  Weekend  off  policy. 

9.  Tardiness  policy. 

10.  Low  census  procedures. 

11.  Policy  for  trading  days  off. 

12.  Request  for  days  off  procedures. 

13-  Absenteeism  policy. 

14.  Policy  regarding  rotating  to  other  units. 

15-  Vacation  time  request  procedures. 

16.  Holiday  time  request  procedures. 

17.  Procedures  for  resolving  conflicts  regarding  requests  for  days  off,  holidays,  or 

request  time. 

18.  Emergency  time  off  policies. 

19-  Policies  and  procedures  regarding  request  to  transfer  to  other  units. 

1989).  This  ensures  that  personnel  policies  developed  at  the  unit  level  will  not 
conflict  with  those  at  a  higher  level.  For  example,  some  states  have  labor  laws  that 
restrict  12  hour  shifts.  Additionally,  in  organizations  with  union  contracts,  many 

staffing  and  scheduling  policies  are  incorporated  into  the  union  contract.  In  such 
cases,  staffing  alterations  may  require  renegotiation  at  the  time  of  contract  renewal. 

The  Impact  of  Standards  for  Productivity 
on  Staffing 

One  of  the  greatest  impacts  on  staffing  is  the  standard  of  measurement  for  produc- 
tivity that  has  been  adopted  by  the  unit.  Standards  for  productivity,  staffing  for- 

mulas, and  staffing  terminology  were  discussed  in  Chapter  8,  which  dealt  with  fiscal 

planning.  Additional  staffing  formulas  are  shown  in  Display  14-2.  Standard  units  for 
measuring  productivity  need  to  be  periodically  reviewed  and  adjusted  if  necessary. 

The  middle-level  manager  must  be  alert  to  the  impact  of  internal  or  external 

forces  that  may  not  be  reflected  in  the  patient  classification  system  of  the  organiza- 
tion. Examples  of  such  extraneous  circumstances  could  include  a  sudden  increase 

in  nursing  or  medical  students  on  the  unit,  an  increase  in  the  number  of  new 
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DISPLAY     14-2 

Staffing  Formulas 

•  To  determine  staffing  needs: 

Patient  census 
Patient/nurse  ratio 

To  determine  average  daily  acuity  levels  (acuity  index): 

Total  acuities  in  24  hours 

Number  of  patients  in  24  hours 

•  To  determine  average  monthly  patient  days: 

Average  daily  census  x  days  in  calendar  year  (365) 
Number  of  months  in  a  year  (12) 

•  To  determine  the  actual  hours  of  care  being  provided  a  day  (NCH/PPD): 

Total  hours  of  care  in  a  24  hour  period 
Number  of  patients 

•  To  determine  the  number  of  FTEs  required: 

First:  Projected  hours  of  care  x  average  daily  census  =  hours  of  care/day 
Second:  Hours  of  care/day  x  number  of  days  in  year  (365)  =  hours  of  care/year 
Tlnrd. 

Hours  of  care  needed  per  year 

Hours  of  1  FTE  per  year  (2080) 

•  To  determine  the  average  percentage  of  nonproductive  time: 

Hours  of  1  FTE  (2080) 
Hours  off 

•  To  estimate  percentage  of  turnover: 

Number  of  employees  leaving 
Total  number  of  employees 

x  100 

graduate  nurses,  or  cultural  and  language  difficulties  of  recently  hired  foreign 
nurses. 

The  classification  system  selected  may  prove  to  be  inaccurate  or  the  hours 

allotted  for  each  category  or  classification  of  patient  may  be  inadequate.  This  does 

not  imply  that  managers  should  be  unaccountable  for  the  standard  unit  of  measure- 
ment, but  rather  that  they  should  be  cognizant  of  justifiable  reasons  that  their  unit 

appears  over-  or  understaffed. 
Patient  classification  was  defined  in  Chapter  H  as  the  grouping  of  patients 

according  to  specific  characteristics.  The  rationale  lor  using  patient  classification  is 

that  the  quantity  of  patients  alone  has  proven  to  be  an  inaccurate  method  for 

determining  nursing-care  assignments  Because  other  variables  within  the  system 

impact  on  nursing-care  hours,  it  is  usually  not  possible  to  transfer  a  patient  classifi 

cation  system  from  one  facility  to  another.  Instead,  each  basic  system  must  be 

modified  to  fit  a  specific  institution. 
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Once  an  organization  adopts  a  suitable  system,  nursing-care  hours  must  be 
assigned  for  each  classification.  An  appropriate  number  of  hours  of  care  for  each 

classification  is  generally  suggested  by  companies  marketing  such  systems.  How- 
ever, each  institution  makes  the  final  decision  regarding  the  number  of  care  hours 

allotted  for  each  patient  classification.  There  are  many  variables  in  any  chosen 
system;  no  system  is  without  faults.  Giovannetti  (1979)  stated  that  it  is  a  mistake  for 

managers  to  believe  that  patient  classification  systems  will  resolve  staffing  prob- 
lems. Such  systems  better  define  problems,  but  it  is  dependent  upon  the  people  in 

the  organization  to  use  the  information  provided  to  solve  the  problems  at  hand.  A 

sample  classification  system  can  be  found  in  Chapter  8  (Figure  8-6). 

Fiscal  and  Ethical  Accountability  for 
Staffing 

Regardless  of  the  difficulties  inherent  in  patient  classification  systems  and  in  the 

assignment  of  nursing-care  hours,  the  best  method  for  controlling  the  staffing 
function  of  management  has  yet  to  be  devised.  Assuming  that  managers  recognize 
that  all  systems  have  weaknesses,  and  as  long  as  they  periodically  evaluate  the 
current  system,  they  should  be  able  to  initiate  change  as  necessary.  It  is  critical, 
however,  that  managers  make  every  effort  to  use  the  patient  classification  system 

currently  authorized  by  their  organization  as  the  basis  for  unit  staffing  and  schedul- 
ing. Nursing  care  remains  labor  intensive  and  the  manager  is  fiscally  responsible  to 

the  organization  for  appropriate  staffing.  Accountability  for  a  prenegotiated  budget 
is  a  management  function. 

Fiscal  accountability  is  not  incompatible  with  responsibility  to  patients  or  staff. 
It  is  possible  to  stay  within  a  staffing  budget  and  meet  the  needs  of  patients  and 
staff.  However,  it  is  necessary  that  managers  obtain  additional  staff  when  patient 
acuity  increases  as  well  as  decrease  staffing  when  acuity  is  low;  to  do  otherwise  is 
demoralizing  to  staff. 

Some  organizations  only  require  that  managers  end  the  fiscal  year  within  their 

budgeted  nursing-care  hours,  devoting  less  attention  to  daily  or  weekly  nursing- 
care  hours.  Advantages  to  scheduling  shift  staffing  based  on  a  patient  acuity  system 
include  allowing  each  shift  to  be  adequately  staffed  and  at  the  same  time  indicating 

when  there  is  overstaffing.  In  addition,  this  is  an  equitable  method  for  the  alloca- 
tion of  staff. 

The  disadvantages  of  shift-based  staffing  include  that  it  is  time  consuming  as 
well  as  that  a  great  deal  of  subjectivity  exists  in  any  acuity  system.  The  greater  the 
degree  of  objectivity  in  any  system,  the  longer  the  time  required  to  make  staffing 

computations.  Perhaps  the  greatest  danger  in  staffing  by  acuity  is  that  many  organi- 
zations are  unable  to  supply  the  extra  staff  when  the  acuity  system  shows  that  the 

unit  is  understaffed.  The  same  organization  may  use  the  acuity-based  staffing  system 
as  a  justification  to  borrow  staff  from  an  overstaffed  unit.  But  thus,  an  acuity-based 
staffing  system  can  be  demotivating  if  not  used  consistently  or  correctly. 

As  employees  have  the  right  to  assume  a  reasonable  work  load,  managers  must 
ensure  that  there  is  adequate  coverage  to  meet  the  needs  of  staff  as  well  as  patients. 
Those  who  constantly  expect  employees  to  work  overtime  and  carry  unreasonable 
patient  assignments  are  not  ethically  accountable. 

However,  effective  managers  do  not  focus  totally  on  numbers  of  personnel,  but 



STAFFING  AND  SCHEDULING      ♦     221 

examine  all  the  components  of  productivity.  They  examine  nursing  duties,  job 

descriptions,  and  patient-care  organization.  Such  managers  also  use  every  oppor- 
tunity to  attempt  building  a  productive  and  cohesive  team.  The  authors  have  wit- 

nessed many  superhuman  efforts  on  the  part  of  nursing  staff  during  periods  of 
shortages  with  little  complaining,  simply  because  they  believed  in  their  supervisor 
and  in  the  organization.  Just  as  often,  though,  the  opposite  has  occurred;  staff  who 
were  only  moderately  unstaffed  wasted  an  inordinate  amount  of  time  and  energy 

complaining  of  their  plight.  The  difference  between  the  two  examples  has  much  to 
do  with  trust;  trust  that  such  conditions  are  the  exception,  not  the  norm;  faith  that 

real  solutions  and  not  provisional  approaches  to  problem  solving  will  be  used  to 

plan  for  the  future;  assurance  that  the  management  team  will  work  just  as  conscien- 

tiously as  the  staff  to  meet  patient  needs;  and  trust  that  the  organization's  overriding 
philosophy  is  based  on  patient  interest  and  not  financial  gain. 

Staffing  and  Absenteeism 
Another  fiscal  goal  of  the  manager  that  is  often  related  to  staffing  is  the  reduction  of 
absenteeism.  There  is  evidence  that  the  introduction  of  flexible  schedules  will 

lower  absenteeism  because  employees  have  more  control  over  their  time  (Lant  and 
Gregory,  1984).  For  instance,  one  study  found  that  deficient  child  care  is  a  primary 

cause  of  absenteeism  among  nursing  personnel  (Miller  and  Norton,  1986).  There- 
fore, managers  who  establish  staffing  policies  that  allow  flexibility  and  advance 

notice  of  scheduling  give  their  employees  the  opportunity  to  organize  their  per- 
sonal commitments  more  effectively. 

Summary 

The  manager  has  a  responsibility  to  provide  adequate  staffing  to  meet  patient  care 

needs.  Attention  must  be  paid  to  fluctuations  of  the  patient  census  so  that  under-  or 
overstaffing  does  not  occur  and  to  ensure  fiscal  accountability  to  the  organization 

and  ethical  accountability  to  patients  and  employees.  The  prudent  manager  in- 
volves employees  in  developing  unit  staffing  and  scheduling  policies  and  ascertains 

that  adopted  policies  are  not  in  violation  of  organizational  policies,  union  contracts, 
or  labor  laws. 

Unit  policies  should  be  reviewed  periodically  and  revised  if  needed.  Addi- 
tionally, the  manager  must  be  alert  to  factors  that  impact  on  the  standard  for 

productivity  and  negotiate  for  changes  when  appropriate. 
The  effective  manager  attempts  to  build  trust  and  a  team  spirit  in  subordinates 

to  deal  with  temporary  staff  shortages  and  seeks  innovative  methods  to  overcome 
staffing  difficulties. 
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♦        SAMPLE  CASE  ANALYSIS 

Your  flexible-nursing-care  hours  are  budgeted  at  8.2  hours  per  patient  day  (8.2 
NCH/PPD).  Each  day  your  staffing  requirements  depend  upon  your  patient 

census  and  patient  acuity.  Your  acuity  index  based  upon  the  hospital's  patient 
classification  system  is  as  follows: 

Days Evenings 
Nights 

Classification  #1 

2.3 

2.0 

0.5 

Classification  #2 

2.9 

2.3 

1.0 

Classification  #3 

3.4 

2.8 2.0 

Classification  #4 4.6 

3.4 

2.8 

Note:  You  must  be  over-  or  understaffed  by  over  one-half  the  total  hours  a  person  is  working  in 
order  to  reduce  or  add  staff;  i.e.,  if  a  nurse  is  working  an  8  hour  shift  you  must  be  over  or  under  4 
hours  to  delete  or  add  staff. 

When  you  came  on  duty  this  morning  you  had  the  following  patients  and 
classifications: 

1  patient  in  classification  #  1 

2  patients  in  classification  #  2 

3  patients  in  classification  #  3 

1  patient  in  classification  #  4 

ASSIGNMENT 

Calculate  your  staffing  needs.  On  duty  you  have  one  RN  and  one  LVN/LPN  in 

addition  to  a  ward  clerk  for  four  hours.  Axe  you  under-  or  overstaffed? 
You  have  the  same  patients  and  classifications  for  the  p.m.  shift  and  you  have 

two  RNs  scheduled  for  duty.  Are  you  under-  or  overstaffed? 
Suppose  that  instead  of  shift  staffing  based  on  the  level  of  patient  acuity,  the 

unit  manager  need  only  end  the  quarterly  fiscal  period  with  an  average  8.2 



Needed  NCH 

Days 

=  1  x  2.3 
=    2.3 

=  2  x  2.9 
=    5.8 

=  3  x  3.4 

=  10.2 

=  1  x  4.6 

=    4.6 
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NCH/PPD.  What  are  the  advantages  as  well  as  disadvantages  of  this  type  of 

flexible  staffing  versus  an  acuity-based  system  adjusted  for  each  shift? 

ANALYSIS 

Formula:  Use  the  day-budgeted  NCH  multiplied  by  the  number  of  patients  in 
each  classification. 

Day  Shift 

1  patient  in  classification  #1 

2  patients  in  classification  #2 

3  patients  in  classification  #3 

1  patient  in  classification  #4 

Total  NCH  needed  on  day  shift  =  22.9  hours 

Staff  Hours  Worked 
1  RN  8 

1  LVN  8 

1  ward  clerk  4 
20 

22.9  (rounded  to  23)  hours  is  needed  on  the  day  shift.  There  is  a  total  number 
of  20  hours  allocated  for  nursing  staff;  therefore,  there  was  a  shortage  of  3 
hours  but  not  enough  shortage  to  warrant  additional  staffing. 

Evening  Shift 

1  patient  in  classification  #1 

2  patients  in  classification  #2 

3  patients  in  classification  #3 

1  patient  in  classification  #4 

2  RN  x  8  hours  each  = 

The  evening  shift  was  understaffed  by  2.4  hours  but  not  enough  to  request 
another  staff  member. 

The  advantage  of  shift  staffing  based  on  a  patient  acuity  system  is  that  it 
allows  each  shift  to  be  adequately  staffed  and  at  the  same  time  indicates  to  the 

manager  when  overstaffing  occurs.  In  addition,  this  is  a  fair  method  of  alloca- 
tion of  staff. 

An  advantage  of  a  fixed  number  of  hours  per  patient  slatting  is  that  it  gives 

the  manager  more  control  over  under-  and  overstaffing  and  allows  lor  more 
flexibility.  Because  the  staff  arc  less  aware  of  the  degree  of  over-  and  under- 

Needed  NCH 

Days 

=  1  X  2.0 
=     2.0 

=  2  x  2.3 

=    4.6 

=  3  x  2.8 

=    8.4 

=  1  x  3.4 

=    3.4 

?eded  on  p.m.  shift 

=  18.4 

Hours  Worked 

16  hours 
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staffing  in  this  system,  it  tends  to  promote  less  resentment  among  the  em- 

ployees. 
The  greatest  disadvantage  of  the  system,  however,  is  that  it  treats  every 

patient  as  requiring  the  exact  same  number  of  nursing  hours.  All  nurses  are 
aware  that  at  times  their  units  are  extremely  busy  with  relatively  few  patients 

and  conversely,  are  relatively  quiet  with  a  much  higher  census.  Thus,  nursing 
care  hours  per  patient  day  not  based  on  an  acuity  system  lacks  accuracy  in 
determining  staffing  needs. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  the  manager  of  an  ICU.  Many  of  the  nurses  have  approached  you 
requesting  12  hour  shift  assignments.  However,  others  have  stated  they  will  transfer 
out  of  the  unit  if  12  hour  shifts  are  implemented. 

You  are  attempting  to  determine  if  it  is  feasible  and  cost  effective  to  utilize  both 
8  and  12  hour  shifts,  so  that  staff  could  select  which  type  of  scheduling  they  wanted. 
You  wonder  if  this  will  create  a  scheduling  nightmare. 

ASSIGNMENT 

List  all  of  the  problems  you  feel  might  occur  as  a  result  of  mixing  8  and  12  hour 

shifts.  Share  this  with  other  members  of  your  class.  What  problems  did  they  antici- 
pate that  were  not  included  on  your  list?  Be  able  to  demonstrate  if  this  would  be 

cost  effective.  Assume  you  have  15  nurses  working  each  24  hour  period  (presently  5 
each  shift).  Make  a  one  day  schedule  with  8  nurses  working  8  hour  shifts  and  7 
nurses  working  12  hour  shifts. 

CASE  2 

You  are  a  member  of  a  staffing  committee  on  your  unit.  The  function  of  the 

committee  is  to  update  staffing  and  scheduling  policies  and  procedures.  You  repre- 
sent the  night  shift.  There  has  been  some  dissatisfaction  with  the  granting  of  days 

off  during  the  holidays.  In  particular,  the  night  shift  is  unhappy  because  many  of 
them  are  married  with  small  children  and  believe  that  this  should  be  a  consider- 

ation in  holiday  requests.  Others  feel  that  seniority  should  take  precedence  when 
requests  are  considered. 

The  unit  supervisor  has  agreed  to  trial  implementation  of  any  policies  regard- 
ing holiday  requests  formulated  by  the  committee. 

ASSIGNMENT 

Devise  staffing  policies  regarding  holiday  requests  and  share  them  with  others  for 
evaluation. 
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CASE  3 

A  new  rehabilitation  unit  has  been  added  at  Mercy  Hospital.  You  have  been 
given  certain  constraints  in  staffing  the  unit,  but  other  than  these  restrictions  you 
may  choose  various  staffing  modes. 

Your  constraints: 

1.  All-licensed  staff. 

2.  Ratio  of  LVNs-LPNs  to  RNs:l-l 

3.  There  must  always  be  an  RN  on  duty. 
4.  Budgeted  NCH/PPD  is  8.2. 
5.  You  are  not  included  in  the  NCH/PPD,  but  ward  clerks  are  counted. 

6.  Your  unit  capacity  is  7  and  you  anticipate  an  average  census  of  6. 
7.  You  may  utilize  modular  nursing,  primary  nursing,  or  total  patient  care. 

Your  patients  will  be  chronic,  not  acute,  but  will  be  admitted  for  an  active  2-12 
week  program  of  rehabilitation.  The  emphasis  will  be  in  returning  the  patient  to 
home  with  an  adequate  ability  to  perform  activities  of  daily  living.  Other  disciplines 

will  be  involved,  including  occupational  therapy  and  physical  therapy.  It  is  antici- 
pated that  there  will  be  a  waiting  list  for  the  beds  as  this  has  been  a  needed  service 

in  your  community.  You  anticipate  that  the  majority  of  your  patients  will  be  those 
with  1 )  C\As,  2)  spinal  cord  injuries,  3)  other  problems  with  neurological  functions, 
and  4)  amputees. 

You  have  hired  four  full-time  RNs,  and  two  part-time  RNs.  The  part-time  RNs 
desire  at  least  2  days  of  work  in  a  2  week  pay  period,  and  in  return  for  this 
guarantee,  have  agreed  to  cover  for  most  of  the  illnesses  and  vacations,  and  some 

holidays  for  your  regular  RN  full-time  staff. 
You  have  also  hired  3  full-time  LVNs/LPNs  and  2  part-time  LVNs/LPNs.  However, 

the  part  time  LVNs/LPNs  would  like  to  work  at  least  3  days  per  week.  You  have 
decided  not  to  hire  a  ward  clerk,  but  to  use  the  pediatric  ward  clerk  4  hours  each 
day  to  assist  with  various  duties.  Therefore,  you  need  to  calculate  her  4  hours  each 

day  into  the  total  hours  worked. 

You  have  researched  various  types  of  patient-care  delivery  and  various  types  of 
staffing  patterns  (i.e.,  8  hour,  10  hour,  12  hour,  etc.)  Your  newly  hired  staff  is  willing 

to  experiment  with  any  type  of  staffing  and  patient-care  management  system  you 
select. 

ASSIGNMENT 

/.  Determine  what  staffing  pattern  you  will  use  and  explain  why  it  was  selected. 
2.  Show  a  24  hour  staffing  pattern  for  a  2  week  period. 

CASE  4 

You  are  serving  on  an  ad  hoc  committee  to  examine  the  pros  and  cons  of 

changing  to  rotating  shifts  instead  of  fixed  shifts  thai  your  hospital  now  has 

ASSIGNMENT 

List  5  positive  and  5  negative  aspects  of  fixed  shifts  and  S  positive  and  5  negative 
aspects  of  rotating  shifts,  if  shifts  are  fixed,  what  is  a  Ian  method  for  stall  to  acquire  a 
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change  of  shift?  If  shifts  were  changed  to  rotating,  what  length  of  time  should  be 

spent  on  each  shift?  Should  the  evening  shift  be  3:00  p.m. -11:00  p.m.?  Should  the 
night  shift  be  1 1:00  p.m. -7:00  a.m.?  Could  someone  request  to  work  only  11:00  p.m- 
7:00  a.m.  as  a  permanent  shift?  Justify  your  decisions  with  your  rationale. 
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Personal  Notebook 

1.  Have  you  ever  worked  a  night  or  evening  shift?  Did  your  body  adjust  to  these 
changes  in  your  sleep  patterns? 

How  do  you  feel  about  working  holidays,  weekends  and  rotating  shifts?  What 

impact  do  you  feel  this  might  have  on  your  life? 

3.  Take  a  vote  among  your  friends  about  the  most  desirable  shift.  Also  inquire  as  t< ) 
how  thev  feel  about  8,  10,  and  12  hour  shifts.  Is  everyone  in  agreement? 





Directing 

"Seize  the  opportunity' 
ANNE  DAVIS 

Directing  is  the  fourth  step  in  the  management  process.  In  this  step,  managers 
direct  the  work  of  subordinates.  As  discussed  in  Chapter  2,  this  is  the  part  of  the 
management  process  that  is  frequently  referred  to  by  a  number  of  terms.  Many 

management  experts  label  this  phase  "coordinating,"  while  others  call  it  "activat- 
ing." Regardless  of  the  nomenclature  used,  the  learner  needs  to  remember  that  this 

is  the  part  of  management  that  requires  expert  "doing"  skills. 
Douglass  (1984)  defines  directing  as  issuing  assignments,  orders,  and  instruc- 

tions that  permit  the  worker  to  understand  what  is  expected,  as  well  as  providing 
guidance  and  overseeing  that  the  worker  can  effectively  and  efficiently  contribute 
to  the  attainment  of  organizational  goals.  To  achieve  these  goals  and  have  the  work 

performed  by  others,  the  manager  must  be  able  to  establish  a  motivating  climate, 
manage  time  resources  efficiently,  demonstrate  excellent  communication  skills, 

manage  conflict  and  facilitate  collaboration,  negotiate  as  needed  to  ensure  ade- 
quate resources  are  available  for  the  unit,  and  work  with  collective  bargaining 

agents  as  necessary. 

Some  employees  are  more  productive  than  others.  This  is  related  in  part  to 

their  intrinsic  motivation,  or  internal  drive  to  accomplish.  It  is  also,  however,  re- 
lated to  the  level  at  which  the  manager  is  able  to  extrinsically  stimulate  or  motivate 

certain  behaviors. 

In  directing,  time  management  becomes  critical.  As  managers  are  able  to  use 
time  efficiently  they  become  better  able  to  prioritize  the  needs  for  both  physical 
and  human  resources.  In  prioritizing  time,  managers  determine  what,  If  any,  work 
should  be  delegated  to  subordinates  and  which  subordinate  would  be  best  for 
the  job. 

In  directing,  the  manager  must  also  become  an  expert  "people"  manager  and 
229 
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communicator.  Part  of  being  a  good  communicator  lies  in  understanding  how 
communication  occurs  within  the  organization.  Intraorganization  communication 

is  as  complex  as  the  organization  itself.  Because  this  phase  of  the  management 
process  is  specifically  focused  on  directing  the  work  of  others,  managers  must  be 
certain  they  are  communicating  clearly  and  assertively  to  all  individuals  as  needed 

within  the  organization,  as  well  as  on  a  one-to-one  basis  with  subordinates. 
Since  the  manager  has  a  broader  view  of  the  organization  and  its  needs  than 

subordinates,  some  interpersonal  conflict  should  be  expected  in  directing  the 

work  of  individuals  who  are  are  more  self-centered  in  their  approach.  Learning  to 
constructively  handle  conflict  to  promote  win-win  outcomes  is  a  critical  manage- 

ment skill.  Likewise,  learning  to  be  an  effective  negotiator,  so  that  adequate  fiscal, 
technological,  and  human  resources  are  available  decreases  potential  conflict 
within  the  unit. 

If  employees  in  an  organization  perceive  that  resources  and  manpower  are 
being  misused  or  used  less  effectively  than  they  could  be,  they  may  attempt  to 
unionize  and  force  management  to  listen  to  their  concerns  and  needs  through 
collective  bargaining.  As  an  effective  communicator  and  negotiator,  the  manager 
can  use  these  skills  in  an  effort  to  meet  both  management  and  employee  needs. 

In  the  planning  and  organizing  phases  of  the  management  process,  the  man- 
ager provides  an  environment  that  is  conducive  to  getting  the  work  done.  In 

directing,  the  manager  sets  those  plans  into  action  with  the  ultimate  goal  being 
attainment  of  organizational  goals. 

Reference 
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CHAPTER 15 
Providing  a  Motivating  Climate 

Motivation  is  the  behavior  that  individuals  exhibit  to  satisfy  their  needs.  Because 
human  beings  constantly  have  needs  and  wants,  individuals  are  always  motivated  to 

some  extent.  In  addition,  since  all  people  are  unique  and  have  different  needs,  they 
are  motivated  differently.  The  difference  in  motivation  can  be  explained  in  part  by 
our  large  and  small  group  cultures  (Beach,  1980).  For  example,  the  U.S.  culture 
values  material  goods  and  possessions  much  more  than  many  others  and  thus 
reward  in  America  is  frequently  tied  to  these  values. 

The  amount  and  quality  of  work  accomplished  by  managers  is  a  direct  reflec- 
tion of  their  motivation  as  well  as  that  of  their  subordinates.  Because  motivation 

comes  from  within  the  individual,  managers  cannot  directly  motivate  their  subordi- 

nates. The  manager  can,  however,  create  an  environment  in  which  the  develop- 
ment of  human  potential  can  be  maximized.  All  human  beings  have  needs  that 

motivate  them,  as  does  the  organization.  Therefore,  the  manager's  role  is  to  create 
an  environment  that  meets  both  organizational  as  well  as  individual  needs. 

Because  motivation  is  so  complex,  the  manager  faces  tremendous  challenges 

in  accurately  identifying  individual  as  well  as  collective  motivators  (Marquis  and 
Huston,  1992).  Even  in  similar  or  nearly  identical  work  environments,  there  is  often 

great  variations  in  individual  and  group  motivation.  A  great  deal  of  research  has 
been  undertaken  by  behavioral,  psychological,  and  social  scientists  to  develop 

theories  and  concepts  of  motivation.  Economists  and  engineers  focused  on  extrin- 
sic fiscal  rewards  to  improve  performance  and  productivity,  while  human  re- 

lations scientists  stressed  intrinsic  needs  for  recognition,  self-esteem,  and  self- 
actualization.  To  better  understand  the  current  view  that  both  extrinsic  and  intrinsic 

rewards  are  necessary  for  high  productivity  and  worker  satisfaction,  it  is  necessary 

to  look  at  how  motivational  theory'  has  evolved  over  the  past  eight)'  years. 

Motivational  Theory 

Chapter  3  introduced  traditional  management  philosophy  that  emphasized  pa 
ternalism,  worker  subordination,  and  bureaucracy  as  a  means  of  predictable  Inn 

moderate  productivity.  High  productivity  meant  greater  monetary  incentives  tor 

Bessie  I   Marquis  and  <  arol  [orgensen  Huston  Management  Decision  Uakoig 
for  Nurses,  second  edition   I    I    f.B  Llpplncou  Company 
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workers  who  were  viewed  as  being  motivated  primarily  by  economic  factors.  This 

traditional  management  philosophy  is  still  in  use  today.  Many  factory  and  assembly 
line  production  jobs,  and  positions  that  offer  production  incentive  pay  are  based  on 
these  principles. 

The  shift  from  traditional  management  philosophy  to  a  greater  focus  on  the  hu- 
man element  and  worker  satisfaction  as  factors  in  productivity  first  began  during  the 

Human  Relations  Era  (1930-1970).  As  discussed  in  Chapter  3,  the  best  known  human 
motivation  studies  in  this  era  were  the  Hawthorne  Studies  conducted  by  Mayo. 

A  reinvestigation  of  human  motivation  occurred  with  Maslow's  work  in  the 

1950s.  Most  nurses  are  familiar  with  Maslow's  hierarchy  of  needs  and  his  theory  of 
human  motivation.  Maslow  stated  that  people  are  motivated  to  satisfy  certain  needs 
ranging  from  basic  survival  needs  to  complex  psychological  needs  and  that  people 
seek  a  higher  need  only  when  the  lower  needs  have  predominantly  been  met. 

Maslow's  hierarchy  of  needs  is  depicted  in  Figure  15-1. 

Although  Maslow's  work  helped  explain  personal  motivation,  his  early  work 
was  not  applied  to  motivation  in  the  workplace.  However,  later  work  offered  con- 

siderable insight  into  motivation  and  worker  dissatisfaction.  Because  of  Maslow's 
work,  managers  began  to  recognize  that  individuals  were  complex  beings,  not 
solely  economically  driven,  and  that  they  had  many  needs  motivating  them  at  any 
one  time.  It  also  became  clear  that  motivation  is  internalized,  and  that  management 
must  assist  individuals  in  meeting  lower  level  needs  before  higher  level  needs  can 

be  met  if  organizational  productivity  is  to  increase.  This  shifting  focus  in  what 
motivates  employees  had  a  tremendous  impact  on  the  value  organizations  place  on 
workers  today. 

B.F.  Skinner  was  another  theorist  of  this  era  who  contributed  to  our  under- 
standing of  motivation,  dissatisfaction,  and  productivity.  His  research  on  operant 

FIGURE    15-1     Maslow's  hierarchy  of  needs. 
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conditioning  and  behavior  modification  demonstrated  that  individuals  can  be  con- 
ditioned to  behave  or  not  behave  in  certain  ways  based  on  a  consistent  reward  or 

punishment  system.  This  reinforcement  theory  postulates  that  behaviors  followed 
relatively  quickly  by  positive  consequences  (positive  reinforcement)  tend  to  be 
repeated,  while  negative  consequences  (punishment)  following  a  certain  behavior 

decrease  its  occurrence.  "Thus  behavior  is  learned  (motivated)  by  the  environmen- 
tal consequences  of  the  behavior.  If  a  behavior  is  not  reinforced,  it  will  be  extin- 

guished" (Decker  and  Sullivan,  1992;  531).  Skinner's  work  continues  to  be  reflected 
today  in  how  many  managers  view  and  utilize  discipline  in  the  work  setting. 

Another  theorist  discussed  in  Chapter  3  who  contributed  to  our  understanding 
of  motivation  was  Frederick  Herzberg.  Herzberg  believed  that  the  worker  could  be 
motivated  by  the  work  itself  and  that  there  is  an  internal  or  personal  need  to  meet 
organizational  goals.  He  felt  that  it  was  possible  to  separate  personal  motivators 
from  job  dissatisfiers.  This  distinction  between  hygiene  or  maintenance  factors  and 

motivating  factors  was  called  the  Motivation-Hygiene  Tloeory  or  two-factor  theory. 
Display  15-1  lists  motivator  and  hygiene  factors  identified  by  Herzberg.  Herzberg 
maintained  that  motivators  (also  called  job  satisfiers)  are  present  in  work  itself  and 
encourage  people  to  want  to  work  and  to  do  that  work  well.  Studies  by  Munro 
(1983)  indicated  that  for  working  nurses  achievement,  recognition,  and  challenge 
were  the  primary  motivating  forces. 

Hygiene  or  maintenance  factors  keep  the  worker  from  being  dissatisfied  or 
demotivated,  but  do  not  act  as  true  motivators.  It  is  important  to  remember  that  the 

opposite  of  dissatisfaction  may  not  be  satisfaction.  When  hygiene  factors  are  met, 
there  is  a  lack  of  dissatisfaction,  but  not  necessarily  an  existence  of  satisfaction. 
Likewise,  the  absence  of  motivators  does  not  necessarily  cause  dissatisfaction. 

For  example,  salary  is  a  hygiene  factor.  It  does  not  motivate  in  itself,  although 

when  used  in  conjunction  with  other  motivators  such  as  recognition  or  advance- 
ment, it  can  be  powerful.  If  salary  is  deficient,  however,  employee  dissatisfaction 

can  result.  Some  individuals  argue  that  money  can  truly  be  a  motivator  and  that  this 

is  demonstrated  by  individuals  who  work  insufferable  hours  at  jobs  they  truly  do 

not  enjoy.  Most  theorists  would  argue  that  money  (salary)  in  this  case  may  be  taking 
the  place  of  some  other  need  of  which  the  individual  may  not  be  fully  conscious. 

Some  individuals  in  Herzbergs  studies  did  report  job  satisfaction  solely  from 

hygiene  or  maintenance  factors.  Herzberg  asserts  that  such  individuals  show  only  a 

temporary  satisfaction  when  hygiene  factors  are  improved,  show  little  interest  in 

the  type  and  quality  of  their  work,  experience  little  satisfaction  from  accomplish- 
ments, and  tend  to  show  chronic  dissatisfaction  with  other  hygiene  factors  such  as 

salary,  status,  and  job  security. 
As  a  result  of  Herzbergs  work,  managers  believe  that  although  hygiene  or 

maintenance  factors  provide  an  essential  base  for  the  organization  to  build  on,  the 

motivating  climate  must  actively  include  the  worker.  The  worker  must  be  given 

greater  responsibilities,  challenges,  and  recognition  for  work  well  done  The  re 

ward  system  must  meet  both  motivation  and  hygiene  needs  and  the  emphasis  given 
by  the  manager  should  vary  with  the  situation  and  employee  involved  ( Marquis  and 
Huston,  1992). 

Although  hygiene  factors  in  themselves  do  not  motivate  the  worker,  the)  are 

necessary  to  create  an  environment  that  encourages  the  worker  to  move  on  to 
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DISPLAY     15-1 

Herzberg's  Motivator  and  Hygiene  Factors 

Motivators 
Hygiene  Factors 

Achievement 

Salary 

Recognition Supervision 
Work  itself Job  security 

Responsibility Positive  working  conditions 

Advancement Personal  life 

Possibility  for  growth Interpersonal  relations/peers 

Company  policy 

Status 

higher  level  needs.  They  also  keep  an  employee  from  being  dissatisfied  and  are 
useful  in  recruiting  an  adequate  employee  pool  (Marquis  and  Huston,  1992). 

Another  motivational  theorist  in  the  humanistic  era  was  Victor  Vroom.  He 

developed  an  "expectancy  model"  that  looks  at  motivation  in  terms  of  the  individ- 
ual's valence  or  preferences,  based  on  social  values.  In  contrast  to  operant  condi- 

tioning, which  focused  on  observable  behaviors,  the  expectancy  model  says  that 

people's  expectations  about  their  environment  or  a  certain  event  will  influence 
their  behavior.  In  other  words,  individuals  view  all  actions  as  having  a  cause  and 
effect.  The  effect  may  be  immediate  or  delayed,  but  there  is  a  reward  inherent  in 
the  behavior  that  will  motivate  the  individual  to  undertake  such  a  risk.  In  a  sim- 

plification of  the  expectancy  model  (see  Figure  15-2),  people  make  conscious 
decisions  in  anticipation  of  reward,  while  in  operant  conditioning,  they  react  in  a 

stimulus-response  mode.  Managers  who  attempt  to  motivate  employees  using 
the  expectancy  model  must  become  personally  involved  with  their  employees  so 

they  can  gain  a  better  understanding  of  the  employee's  values,  rewards  system, 
strengths,  and  willingness  to  take  risks. 

McClelland  also  contributed  to  motivational  theory  in  examining  what  incen- 
tives guide  each  individual  to  take  action.  McClelland  stated  that  people  are  moti- 

vated by  three  basic  needs:  achievement,  affiliation,  and  power.  Achievement- 
oriented  individuals  actively  focus  their  lives  on  improving  what  exists.  They  trans- 

form ideas  into  action,  judiciously  and  wisely,  risk  taking  when  necessary. 

In  contrast,  affiliation-oriented  individuals  focus  their  energies  on  families  and 
friends.  Their  overt  productivity  may  be  less  as  they  view  their  contribution  to 

society  in  a  different  light  than  achievement-oriented  individuals.  Research  has 

shown  that  women  have  greater  affiliation  needs  than  men  and  that  nurses  gener- 
ally have  high  affiliation  needs.  This  may  be  a  major  reason  many  more  young 

women  than  men  enter  nursing  (Simms,  1985). 

Power-oriented  individuals  are  motivated  by  the  power  that  can  be  gained  as  a 
result  of  a  specific  action.  They  want  to  command  attention,  get  recognition,  and 
control  others.  McClelland  theorized  that  managers  in  organizations  can  identify 

achievement,  affiliation,  or  power  needs  of  their  employees  and  develop  appropri- 
ate motivational  strategies  to  meet  those  needs. 
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Expectancy 

Valence 

FIGURE     15-2     Vroom's  expectancy  model. 

Another  humanistic  motivational  theorist,  Gellerman,  identified  several  meth- 

ods to  positively  motivate  people.  One  such  method  is  "stretching."  This  involves 
the  assignment  of  tasks  to  individuals  that  are  more  difficult  than  what  they  are  used 
to  doing.  Stretching  must  not  be  a  routine  or  daily  activity. 

Another  method  is  "participation,"  or  actively  drawing  employees  into  deci- 
sions affecting  their  work.  Gellerman  strongly  believed  that  motivational  problems 

were  usually  a  result  of  the  way  the  organization  managed  and  not  an  unwillingness 
of  the  staff  to  work  hard.  Gellerman  stated  that  most  managers  in  organizations 

"over-manage,"  that  is,  they  make  the  job  of  the  employee  too  narrow  and  fail  to 
give  the  employee  any  decision-making  power. 

The  work  of  all  these  theorists  added  greatly  to  our  understanding  of  what 
motivates  individuals,  both  in  and  out  of  the  work  setting.  Their  research  revealed 
that  motivation  is  extremely  complex  and  that  there  are  tremendous  variations  in 
what  motivates  different  individuals.  Therefore,  it  is  important  for  the  manager  to 
understand  what  can  be  done  at  the  unit  level  to  create  a  climate  that  allows  the 

worker  to  grow,  increases  motivation  and  productivity,  and  eliminates  dissatisfiers 
that  drain  energy  from  employees. 

Motivation:  Intrinsic  and  Extrinsic 

Motivation  requires  willingness  to  put  effort  into  achieving  a  goal  or  reward  in  an 
attempt  to  decrease  tension.  Intrinsic  motivation  is  motivation  which  comes  from 

within  the  individual  and  drives  them  to  be  productive.  To  be  intrinsically  moti- 
vated at  work,  the  worker  must  value  job  performance  and  productivity. 

Intrinsic  motivation  to  achieve  is  directly  related  to  an  individuals  level  ol 

aspiration.  Parental  and  peer  influence  play  a  major  role  in  shaping  values  concern 
ing  what  individuals  want  to  do  and  be.  Parents  who  have  high,  but  attainable 
expectations  for  their  children  and  who  provide  continuous  encouragement  in  a 
nonauthoritarian  environment  tend  to  impart  strong  achievement  drives  in  their 
children  (Beach,  1980). 
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Even  with  a  strong  achievement  drive,  two  other  beliefs  must  be  internalized 

before  individuals  are  intrinsically  motivated  to  behave  in  a  certain  way.  Individuals 
must  trust  that  improved  performance  will  lead  to  outcomes  congruent  with  their 
value  system  and  that  increased  effort  will  lead  to  improved  performance,  thus 
justifying  the  required  energy  expenditure  (Milkovich  and  Glueck,  1985). 

Extrinsic  motivation  is  motivation  enhanced  by  the  job  environment  or  exter- 
nal rewards  that  occur  after  the  work  has  been  completed.  Although  all  individuals 

are  intrinsically  motivated  to  some  degree,  it  is  unrealistic  for  the  organization  to 
assume  that  all  workers  possess  adequate  levels  to  meet  organizational  goals.  Thus, 
it  must  provide  a  climate  that  meets  both  extrinsic  and  intrinsic  worker  needs. 

The  Role  of  the  Manager  in  Creating 
a  Motivating  Climate 

The  manager  plays  a  vital  role  in  motivating  staff  to  meet  organizational  goals.  To  do 
so,  the  manager  must  consider  the  uniqueness  of  each  staff  member  and  attempt  to 

employ  whatever  motivational  strategy  is  most  appropriate  for  that  employee.  Ac- 
tions the  manager  can  take  to  create  a  motivating  climate  for  employees  are: 

1.  Have  clear  expectations  for  the  workers  and  communicate  these  expecta- 
tions effectively  Locke  (1982)  suggested  that  specific  goals  (i.e.  conscious  inten- 

tions) produce  higher  performance  than  general  goals  such  as  "do  your  best." 
2.  Be  fair  and  consistent  in  dealing  with  all  employees. 

3.  Be  a  firm  decision  maker  using  an  appropriate  decision-making  style. 
4.  Develop  the  concept  of  teamwork. 
5.  Integrate  the  needs  and  wants  of  the  staff  with  the  interests  and  purposes 

of  the  organization. 
6.  Acknowledge  the  individuality  of  each  employee  and  let  them  know  that 

you  understand  their  uniqueness. 
7.  Remove  traditional  blocks  between  the  employee  and  the  work  to  be  done. 

8.  Provide  experiences  that  challenge  or  "stretch"  the  employee  and  allow 
opportunity  for  growth.  Mahoney  (1984)  stated  that  a  leader  should  disperse  power 
and  responsibility  rather  than  cling  to  it.  Allowing  subordinates  to  produce,  create, 

or  excel  is  a  powerful  motivational  strategy7  called  empowerment.  Sovie  (1987) 

stated  "Empowerment  is  absolute  recognition  of  the  value  of  colleagues.  It  encom- 
passes helping  others  to  become  all  they  are  capable  of  becoming  and  assists  the 

human  assets  in  the  environment  to  appreciate  in  value." 
9.  Request  participation  and  input  from  subordinates  in  all  appropriate  deci- 

sions. In  participative  management,  managers  recognize  the  power  of  knowledge 
and  ensure  that  information  flows  in  every  direction  so  that  nurses  throughout  the 
organization  will  be  well  informed  and  prepared  to  engage  actively  and  effectively 

in  organizational  decision  making  (Sovie,  1987).  This  communication  flow  guaran- 
tees that  nurses  have  the  knowledge  required  to  perform  effectively  in  the  organi- 

zation, an  important  factor  in  increasing  subordinate  self-confidence  and 
motivation. 

In  participative  management,  the  manager  must  find  a  balance  between  the 
desire  to  delegate  sufficient  authority  to  empower  staff  and  the  need  to  maintain 
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enough  control  to  ensure  goal  attainment  (Garner  et  al.,  1990).  This  is  a  difficult 

balance  of  often  countervailing  forces  and  may  require  adjustments  in  organiza- 
tional structure.  This  balance  is  almost  always  best  achieved  at  the  lowest  level  in 

the  organizational  hierarchy  (Garner  et  al,  1990).  Because  participative  manage- 
ment recognizes  the  professional  nurses  expertise  and  enhances  productivity 

through  a  culture  of  shared  ownership,  it  should  be  recognized  as  a  powerful 
motivational  strategy  (Sovie,  1987). 

10.  Be  sure  that  employees  understand  the  reason  behind  decisions  and  actions. 

11.  Let  employees  exercise  individual  judgment  as  often  as  possible. 
12.  Create  a  trustful  and  helping  relationship  with  employees. 

13  Let  employees  exercise  as  much  control  as  possible  over  their  work  envi- 
ronment. 

14.  Be  a  role  model  for  employees. 

Another  powerful  motivator  the  manager  can  use  to  create  a  motivating  cli- 
mate, and  one  that  is  frequently  overlooked  or  underused,  is  positive  reinforce- 
ment (Marquis  and  Huston,  1992).  Peters  and  Waterman  (1982)  identified  the 

following  simple  schemes  and  approaches  necessary  for  an  effective  reward- 
feedback  system  that  employs  positive  reinforcement. 

1.  Positive  reinforcement  must  be  specific,  or  relevant  to  a  particular  perfor- 
mance. The  manager  should  give  an  employee  praise  for  a  specific  task  accom- 
plished or  goal  met  and  this  praise  should  not  be  general  in  nature.  For  example, 

"your  nursing  care  is  good"  has  less  meaning  and  reward  than  "the  communication 
skills  you  showed  today  as  an  advocate  for  Mr.  Jones  were  excellent.  I  feel  you  made 

a  significant  difference  in  his  life." 
2.  The  positive  reinforcement  must  have  the  immediacy  of  occurring  as  close 

to  the  event  as  possible. 

3.  The  reward-feedback  system  must  be  achievable.  All  performance  goals 
must  be  achievable  and  achievements  both  large  and  small  should  be  recognized 

or  rewarded  in  some  way. 

Managers  should  promote  excellence  within  achievable  goals,  and  reward 
performance  in  a  way  that  is  valued  by  their  staff.  These  are  the  cardinal  elements 

for  a  successful  motivation-reward  system  for  the  organization. 

J 

Mentoring  as  a  Motivational  Tool 

Not  every  manager  will  be  fortunate  enough  to  have  a  mentor  during  their  career. 

May  (1982)  defines  mentoring  as  "an  intense  relationship  calling  for  a  high  degree 
of  involvement  between  a  novice  in  a  discipline  and  a  person  who  is  knowledge- 

able and  wise  in  that  area."  Mentoring  differs  from  role  modeling  in  several  ways 

In  role  modeling  the  manager's  behavior  is  observed  by  subordinates  who  attempt 
to  emulate  that  behavior.  Mentoring,  on  the  other  hand,  takes  more  active  participa- 

tion on  the  part  of  the  manager  or  mentor.  The  mentor,  usually  an  older,  wiser,  ami 

more  experienced  manager,  seeks  out  potential  leaders  under  his  or  her  supervi- 
sion, guiding  and  preparing  them  for  future  management  roles.  The  mentor  at 

tempts  to  empower  the  mentcc  through  various  means,  such  as  assignment  to 
committees,  introductions  to  powerful  people  or  by  explanation  of  the  inner  politi 
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cal  structure  of  the  organization.  Display  15-2  identifies  some  of  the  roles  the 
mentor  may  hold  in  such  a  relationship. 

Men  in  all  levels  of  management  have  the  opportunity  to  experience  mentoring 
relationships  more  frequently  than  women,  and  the  nursing  profession  has  been 
especially  remiss  in  providing  mentoring  relationships  for  potential  leaders  and 

managers  (Madison,  1984).  Madison  further  elaborates  that  the  insufficient  num- 

bers of  mentor-mentee  relationships  in  nursing  has  resulted  in  inadequately  pre- 
pared new  managers.  Therefore,  when  a  nurse  becomes  a  mentor,  it  not  only 

creates  a  motivating  climate  but  produces  a  greater  number  of  leaders  for  the 

nursing  profession.  Besides  serving  as  a  role  model  for  staff,  managers  should 
make  an  effort  to  enter  into  a  mentoring  relationship  with  novice  managers  and  to 
encourage  mentoring  relationships  between  staff. 

Self-Motivation 

The  manager's  own  self-motivation  is  a  critical  variable  in  determining  motivation  at 
the  unit  level.  Stengrevics  (1991)  found  that  both  job  satisfaction  and  retention  of 

staff  nurses  were  positively  influenced  by  the  motivational  level  of  the  nurse  man- 
ager. Studies  by  Jenkins  and  Henderson  (1984)  demonstrated  that  the  personal 

motivation  of  the  supervisor  or  manager  was  the  most  important  factor  affecting 

their  staffs'  commitment  to  duties  and  morale.  Positive  outlooks,  enthusiasm,  pro- 
ductivity, and  accomplishment  are  contagious.  Radzik  (1985)  stated  that  employees 

often  gauge  their  job  security  and  their  employer's  satisfaction  with  their  job  perfor- 
mance by  the  expression  on  their  manager's  face.  The  unhappy  manager  projects 

unhappiness  to  subordinates  and  contributes  greatly  to  low  unit  morale. 

Managers  must  be  internally  motivated  before  they  can  motivate  others.  Man- 
agers have  a  responsibility  to  themselves  and  subordinates  to  remain  motivated  to 

perform  the  very  best  they  can. 
Motivation  is  closely  tied  to  support  from  our  peers  and  significant  others.  If 

this  support  is  lacking  or  is  inadequate,  the  manager  may  become  overwhelmed 
with  responsibilities  of  the  position  and  become  less  effective.  As  a  manager  it  is 

very  important  to  identify  a  professional  support  system  with  which  you  can  inter- 
act for  the  purposes  of  support,  information,  and  guidance  in  enhancing  your 

professional  development  (Hamilton  and  Kiefer,  1986). 

The  term  networking  is  frequently  used  to  describe  the  linking  of  profes- 

sionals in  a  support  system.  As  with  mentoring,  men  have  long  used  "the  old  boy 
network"  as  a  means  for  professional  support  and  career  growth,  while  women 
have  traditionally  worked  as  independent  entities. 

Hamilton  and  Kiefer  (1986)  cite  four  prerequisites  to  successful  networking: 

1.  Each  individual  in  the  network  must  have  a  basic  self-interest;  a  desire  to 
improve  or  get  ahead. 

2.  Each  individual  must  be  willing  to  use  other  people  and  in  return  be  used 
by  others.  Each  individual  contributes  or  uses  what  is  needed. 

3.  There  must  be  a  balance  of  power  in  the  networking  relationship.  If  one 

individual  does  all  the  giving,  and  one  individual  does  all  the  taking,  the  relation- 
ship will  die. 
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DISPLAY     15-2 

Roles  of  the  Mentor 

1.  Model:  Someone  you  admire  or  want  to  emulate. 

2.  Envisioner:  Someone  who  can  see  and  communicate  a  meaning  of  professional 
nursing  and  its  potential. 

3.  Energizer.  Someone  whose  dynamism  stimulates  you  to  take  action. 

4.  Investor:  Someone  who  invests  their  time  and  energy  in  your  personal  and  profes- 
sional growth. 

5.  Supporter:  Someone  who  offers  you  emotional  support  and  builds  self-confidence. 

6.  Standard  prodder:  Someone  who  refuses  to  accept  less  than  standards  of  excel- 
lence. 

7.  Teacher-Coach.  Someone  who  teaches  you  interpersonal,  technical,  or  political 
skills  essential  for  advancement. 

8.  Feedback  giver.  Someone  who  gives  honest  positive  and  negative  feedback  for 

growth. 

9.  Eye-opener.  Someone  who  broadens  your  perspective  and  gives  you  new  ways  of 
viewing  situations. 

10.  Door  opener:  Someone  who  by  virtue  of  their  position  can  provide  you  with  new 
opportunities  or  experiences. 

11.  Idea  bouncer:  Someone  who  will  listen  and  discuss  your  ideas. 

12.  Problem  solver.  Someone  who  can  help  you  examine  problems  and  identify  possi- 
ble solutions. 

13-  Career  counselor:  Someone  who  helps  you  make  short-  and  long-term  career  plans. 
14.  Challenger:  Someone  who  encourages  you  to  investigate  issues  more  critically  or  in 

greater  detail. 
(Adapted  from  Darling,  1984.) 

4.  Individuals  in  networking  must  have  a  positive  self-concept  and  feel  that 
they  can  contribute  to  others. 

In  addition  to  networking,  McFarland,  Leonard,  and  Morris  (1984)  identified 

the  following  strategies  the  manager  can  use  to  reduce  job-related  stressors  and 
keep  motivation  high: 

1.  Continue  strengthening  personal  and  professional  skills  and  qualifications. 

2.  Distance  yourself  physically  and  or  emotionally  from  "stress  carriers" 
whenever  possible. 

3.  Avoid  being  a  perfectionist  and  set  realistic  goals  for  yourself  and  your 
subordinates. 

4.  Enroll  in  courses  in  stress  management,  if  necessary. 
5.  Find  constructive  outlets  for  emotions,  such  as  physical  exercise,  talking  it 

out,  etc. 

6.  Separate  your  personal  life  from  your  professional  life. 
7.  Take  appropriate  breaks  during  the  workday  and  take  vacations  when 

needed. 
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8.  Resolve  conflicts  early.  Prioritize  time  management.  Employ  constructive 

use  of  power-oriented  behavior,  planned  change,  and  effective  communication 
skills. 

9.  Practice  good  health  habits,  such  as  a  well-balanced  diet,  regular  exercise, 
adequate  rest,  etc. 

10.  Replace  or  lessen  the  impact  of  self-defeating  thoughts  with  positive 
thoughts. 

1 1.  Have  a  clear  set  of  values  and  overall  life  goals  helping  to  place  stressors  in 

their  proper  perspective. 

The  attitude  and  energy  level  of  managers  directly  affects  the  attitude  and 

productivity  of  employees.  A  burned-out,  tired  manager  will  yield  a  lethargic  and 
demotivated  staff.  Therefore,  it  is  essential  that  managers  constantly  monitor  their 
own  motivational  level  and  do  whatever  necessary  to  restore  their  motivation  to  be 
a  role-model  to  staff. 

Summary 

Most  human  behavior  is  driven  by  something;  usually  by  a  goal  we  wish  to  achieve. 

Identifying  those  goals  in  employees  and  fostering  their  attainment  allows  man- 
agers to  motivate  their  employees  to  not  only  reach  personal,  but  organizational 

goals.  The  motivational  strategy  used  by  the  manager  in  doing  so  will  vary  with  the 
situation  and  the  employee  involved.  The  success  of  any  motivational  strategy  can, 

however,  be  measured  by  the  increased  productivity  and  benefit  to  the  organiza- 
tion, as  well  as  the  growth  in  the  individual,  which  motivates  them  to  accomplish 

again. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  have  been  a  community  health  nurse  for  three  years.  Prior  to  this, 
you  worked  for  three  years  in  a  hospital  following  your  graduation  from  State 
College.  At  the  hospital,  you  were  a  staff  nurse  for  18  months  and  then  spent  18 
months  as  the  evening  charge  nurse  on  a  surgical  floor. 

Recently  you  seem  to  have  lost  your  "drive"  and  motivation  for  your  present 
position.  When  you  first  became  a  public  health  nurse  you  had  a  high  level  of 

drive  and  energy  and  your  supervisor  complimented  you  on  your  strong  mo- 
tivation. Now  you  realize  that  you  constantly  become  fatigued  and  irritable.  You 

have  been  discouraged  over  the  lack  of  self-initiative  in  some  of  your  clients. 
You  feel  you  are  not  performing  at  your  best  and  have  begun  to  have  an 
ambivalent  attitude. 

You  decide  to  go  camping  this  weekend  to  reflect  on  what  is  happening  and 
to  attempt  to  discover  a  way  to  recapture  your  lost  motivation. 

ASSIGNMENT 

What  are  some  steps  you  can  take  to  become  remotivated?  Identify  some 

specific  steps  that  would  assist  in  solving  this  problem  of  burnout. 

ANALYSIS 

We  do  not  know  the  cause  of  the  lack  of  motivation  of  this  nurse.  It  could  be 

changing  or  unfulfilled  needs,  job  dissatisfaction  caused  by  a  lack  of  mainte- 
nance factors,  or  it  could  be  the  type  of  burnout  that  results  from  constant  job 

stress.  However,  this  nurse  is  very  fortunate  in  recognizing  the  increasing  lack 
of  motivation  and  has  taken  steps  to  determine  the  cause.  Unfortunately,  most 

individuals  do  not  acknowledge  when  they  are  experiencing  a  lack  of  motiva- 
tion and  are  often  unable  to  take  concrete  action. 

Since  motivation  is  behind  the  action  one  lakes  in  response  to  individual 

needs,  the  first  goal  must  be  to  identify  "wants  or  needs."  Apparently  these 
needs  have  changed,  so  that  the  present  job  is  no  longer  supplying  wli.u 

personal  needs  are  required,  resulting  in  demotivation.  The  weekend  can  best 

be  spent  outlining  present  personal  needs 
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Often  changes  occur  in  the  life  of  an  individual  that  alter  one 's  needs.  Perhaps 
this  nurse  has  gotten  married,  become  a  parent,  or  experienced  other  changes 
that  have  made  her  priorities  different.  If  the  motivating  factor  two  years  ago 

was  the  stimulation  of  a  new  job,  perhaps  this  position  is  no  longer  challeng- 
ing. Thus,  the  need  is  for  for  a  more  challenging  position.  Or,  it  may  be  that  just 

the  opposite  is  true;  perhaps  the  job  has  been  so  formidable  that  the  present 
most  pressing  need  is  to  find  a  less  challenging  position  or  to  go  on  vacation  to 
refuel. 

Another  possibility  in  this  situation  is  that  the  nurse  might  be  highly  moti- 
vated to  learn  and  if  education  is  a  high-priority  need,  the  answer  may  be  to 

become  more  actively  involved  in  the  learning  process  by  attending  a  course, 
returning  to  school  for  an  additional  degree,  or  learning  something  in  a  field 
outside  of  nursing. 

Once  personal  needs  have  been  identified,  it  is  important  to  examine  the 

present  job  situation.  Is  there  anything  about  the  position  itself  that  is  creating 
dissatisfaction  that  results  in  decreasing  motivation?  At  this  point,  it  is  often  a 
good  idea  to  fantasize  about  the  job.  The  nurse  needs  to  visualize  being  highly 
motivated  at  work,  and  to  simulate  what  that  feels  like.  Then,  the  ideal  should 

be  compared  with  the  real  world  to  see  if  something  is  amiss;  i.e.,  inadequate 

salary,  a  difficult  co-worker,  a  demanding  boss,  too  heavy  a  client  load. 
The  third  action  this  nurse  must  take  is  to  evaluate  what  can  be  changed 

about  the  dissatisfying  aspects  and  decide  if  there  is  a  way  to  meet  the  presently 
identified  needs.  If  the  present  situation  cannot  be  altered,  the  nurse  must 
determine  if  the  unchangeable  can  be  acceptable.  If  it  is  impossible  to  either 
alter  or  totally  accept  the  present  situation,  then  a  final  area  to  examine  is  the 
possibility  for  support,  networking,  and/or  counseling.  The  flow  sheet  shown 

in  Figure  15-3  is  of  value  when  an  individual  becomes  cognizant  that  they  are 
no  longer  motivated  in  some  aspect  of  their  lives. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  the  3:00  p.m. -11:00  p.m.  charge  nurse  on  the  surgical  unit  and  have 
become  increasingly  concerned  regarding  the  behavior  of  one  of  the  new  RNs 
assigned  to  your  unit.  This  new  nurse,  a  recent  graduate  of  a  local  BSN  program,  is 
named  Barbara  Brown.  She  came  to  work  at  Lakeside  Hospital  immediately 

upon  her  graduation.  She  was  assigned  to  work  7:00  a.m. -3:00  p.m.  for  two  months 
and  appeared  to  be  extremely  hard  working,  knowledgeable,  well  liked,  and  highly 
motivated.  After  her  two  month  day  orientation  she  was  assigned  to  a  permanent 
p.m.  shift,  where  she  has  been  working  for  the  last  four  months.  Approximately 
seven  weeks  ago  several  small  incidents  happened  to  Ms.  Brown.  One  of  the 
physicians  became  very  angry  with  her  over  a  minor  medication  error  she  had 
made,  and  she  was  already  feeling  badly  about  the  error. 

Following  this  episode,  the  husband  of  a  patient  took  a  disliking  to  Ms.  Brown 
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Identify  present  needs. 

Can  high  priority  needs 
be  met  in  present  situation? If  yes:  STOP. 

If  no 

1 If  yes: 

Can  present  situation  be  changed  or  modified 
to  make  need  attainment  possible? 

w 

Make  changes  necessary,  i.e., 
take  a  vacation,  get  a  pay  raise, 
obtain  more  staff;  then  STOP. 

\ 1 

If  no: 

f 

Is  separation  from  present 
situation  possible? 

' 

If  yes: 

t 
If  no: I 

1 Make  necessarv  seDaration.  iob 

Obtain  help  in  coping,  i.e.,  counseling, 
support  groups,  networking,  and  so  forth. 

transfer,  res 

school,  and 
gn,  move,  go  back  to 
so  forth;  then  STOP. 

FIGURE     15-3     Flowsheets  to  help  an  individual  evaluate  what  can  be  changed  to  meet 
present  needs  in  life. 

(for  no  discernable  reason)  and  refused  to  allow  her  to  care  for  his  wife.  Then,  two 

weeks  ago,  a  patient  died  suddenly  and  while  no  one  was  to  blame,  Ms.  Brown 

apparently  believed  that  if  she  had  been  more  observant  and  skilled  in  her  assess- 

ment she  would  have  picked  up  the  subtle  changes  in  the  patient's  condition 
sooner.  Although  you  have  been  supportive  of  Ms.  Brown,  you  recognize  that  she  is 

in  danger  of  becoming  demotivated.  Her  once  flawless  appearance  has  been  re- 
placed by  wrinkled  uniforms;  she  is  frequently  absent  from  work;  and  her  once 

pleasant  personality  has  been  exchanged  for  withdrawal  from  her  co-workers. 

ASSIGNMENT 

Using  your  knowledge  of  new  role  identification  and  assimilation,  as  well  as  motiva- 
tion theory,  develop  a  plan  to  assist  this  young  nurse.  What  can  you  do  to  provide  a 

climate  that  will  remotivate  her  and  decrease  her  job  dissatisfaction?  Explain  what 
you  believe  is  happening  to  this  nurse  and  the  rationale  behind  your  plan.  Your 
plan  should  be  realistic  in  terms  of  the  time  and  energy  you  may  spend  on  one 
employee  and  should  include  the  responsibilities  of  the  employee. 

CASE  2  (From  Marquis  and  Huston,  1992) 

You  are  the  Chief  Nursing  Officer  at  Shady  Knoll  Hospital  Dr.  Smith,  a 

cardiologist,  has  approached  you  regarding  having  an  ICU  CCU  muse  make 
rounds  with  him  every  morning,  visiting  all  the  patients  in  the  hospital  with  a 
cardiac-related  diagnosis.  I  le  feels  this  will  probably  represent  a  90  minute  commit 
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ment  of  nursing  time  daily.  He  is  vague  about  the  nurse's  exact  role  or  purpose,  but 
you  believe  there  is  great  potential  for  better  and  more  consistent  patient  education 

and  care  planning.  Beth  Simpson,  one  of  your  finest  ICU-CCU  nurses  agrees  to 
assist  Dr.  Smith.  The  other  ICU-CCU  staff  agree  to  cover  her  patients  while  she  is 
gone,  although  it  is  obviously  an  extension  of  an  already  full  patient  load. 

After  three  weeks  of  making  rounds  with  Dr.  Smith,  Ms.  Simpson  comes  to  your 
office.  She  tearfully  reports  that  making  rounds  frequently  take  from  2  to  3  hours, 

and  that  doing  so  with  Dr.  Smith  amounts  to  little  more  than  "carrying  his  charts, 

picking  up  his  pages,  and  being  a  personal  handmaiden."  She  also  maintains  that 
she  has  assertively  stated  her  beliefs  and  has  attempted  to  demonstrate  to  Dr.  Smith 
how  their  collaboration  could  result  in  improved  patient  care.  She  states  that  she 
has  not  been  allowed  any  input  into  patient  decisions  and  is  frequently  reminded  of 

"her  position"  and  his  ability  to  "have  her  removed  from  her  job  if  she  does  not  like 
being  told  what  to  do."  She  is  demoralized  and  demotivated.  In  addition,  she 
believes  that  her  peers  resent  having  to  cover  her  workload  since  it  is  obvious  that 
her  role  is  superficial  at  best. 

You  call  Dr.  Smith  and  he  agrees  to  meet  with  you  at  your  office  when  he 
completes  rounds  the  following  morning.  At  this  visit,  Dr.  Smith  confirms  Ms. 

Simpson's  description  of  her  role,  but  justifies  his  desire  for  the  role  to  continue  by 
saying  "I  bring  $800,000  of  business  to  this  hospital  every  year  in  cardiology  proce- 

dures. The  least  you  can  do  is  provide  the  nursing  assistance  I  am  asking  for.  If  you 
are  unable  to  meet  this  small  request,  I  will  be  forced  to  consider  taking  my 

practice  to  a  competing  hospital." 
ASSIGNMENT 

Do  you  meet  Dr.  Smith's  request?  Does  it  make  any  difference  whether  Ms.  Sim- 
pson is  the  nurse  or  can  it  be  someone  else?  Does  the  revenue  Dr.  Smith  generates 

supersede  the  value  of  professional  nursing  practice?  If  so,  at  what  dollar  figure 
does  that  occur?  Be  realistic  about  what  you  would  do  in  this  situation.  What  do  you 

perceive  to  be  the  greatest  obstacles  in  implementing  your  decision? 

CASE  3 

The  first  six  months  of  employment  for  new  RNs  is  often  very  difficult. 
However,  certain  actions  on  the  part  of  employees  and  employers  can  ease  the 
strain  of  new  roles. 

ASSIGNMENT 

Outline  what  you  believe  is  the  responsibility  of  the  new  nurse  in  selecting  their 
first  position.  List  at  least  five  to  seven  areas  of  responsibility  and  be  able  to  explain 
why  you  believe  these  are  areas  of  responsibility  for  the  employee.  Then,  list  five  to 
seven  areas  of  responsibility  of  the  employer.  Be  able  to  discuss  the  concepts  of 
role  models,  mentors,  and  preceptors. 

CASE  4 

You  are  the  supervisor  of  a  medical  unit.  At  the  department  head  meeting 

today,  the  CEO  stated  that  the  cost  of  contracted  dialysis  services  would  be  in- 
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creased  by  30%  in  three  months.  At  present,  all  dialysis  is  performed  by  outside 
contractors.  The  CEO  has  asked  you  to  develop  a  proposal  comparing  the  cost  of 

developing  in-house  dialysis  services  to  that  of  contracting  for  such  services.  Be- 
cause establishing  an  in-house  dialysis  service  would  take  at  least  three  to  four 

months,  you  have  been  asked  to  have  the  report  in  two  weeks. 
You  have  never  worked  as  a  dialysis  nurse  and  have  very  limited  knowledge 

regarding  the  extent  of  what  would  be  required  to  establish  an  in-house  program. 
You  could,  however,  gather  the  information  with  the  help  of  some  networking 
contacts  you  have  in  nephrology  nursing. 

You  also  have  a  nurse  on  your  staff  with  ten  years  experience  as  both  a  manager 
and  clinician  in  a  dialysis  clinic.  She  has  the  knowledge  needed  to  complete  such 
an  analysis  and  prepare  the  report.  She  is,  however,  not  one  of  your  most  motivated 

workers,  and  has  in  the  past  assumed  responsibility  for  projects  with  poor  fol- 
lowthrough.  You  feel  that  the  completion  of  this  project  could  be  used  as  a  motiva- 

tional strategy  to  empower  this  employee,  but  are  concerned  that  the  time  frame  is 
short  and  that  it  would  be  necessary  for  you  to  maintain  some  control  regarding 

goal  attainment. 

ASSIGNMENT 

Will  you  elect  to  prepare  the  report  yourself  or  will  you  attempt  to  empower  the 
employee  with  the  project?  Give  the  rationale  for  your  choice.  If  you  have  chosen  to 

delegate  the  project  to  the  employee,  what,  if  any,  controlling  safeguards  have  you 
built  into  your  plan?  Is  it  possible  that  the  delegation  of  such  a  project  could 
demotivate  the  employee  as  well  as  motivate? 

CASE  5 

You  are  a  critical  care  nurse  in  a  busy  trauma  unit.  Your  unit  is  under- 
staffed, as  are  many  critical  care  units  across  the  nation  due  to  a  nursing  shortage. 

Although  hospital  recruitment  efforts  have  been  extremely  active,  there  is  little 
chance  of  resolution  in  the  near  future.  The  unit  supervisor  is  extremely  supportive 

of  the  staff's  efforts,  but  can  do  little  to  ease  the  actual  staffing  shortage  other  than  to 
refuse  patients  or  close  the  unit,  and  this  is  the  only  facility  for  a  100  mile  radius 
providing  trauma  care.  As  a  result,  all  the  nurses  on  the  unit  have  been  working  at 
least  40  hours  per  week  during  the  last  six  months,  with  many  working  several 
double  shifts  each  pay  period,  as  well  as  putting  in  many  hours  of  overtime. 

Morale  is  deteriorating  and  the  staff  have  begun  to  complain.  Many  of  the  staff 
have  started  refusing  to  work  extra  shifts  or  to  do  overtime.  Because  you  feel  a 

responsibility  to  the  patients,  the  community,  and  the  organization,  you  haw  con 
tinued  to  work  the  extra  hours.  As  others  refuse  to  work  more,  your  extra  hours 

have  increased  accordingly.  You  are  exhausted  and  have  had  little  time  with  your 

family  in  the  last  several  months. 
Today  is  your  first  evening  off  in  6  days.  At  2:00  p.m.,  the  phone  rings  and  you 

suspect  it  is  the  hospital  calling  you  to  come  in  to  work.  You  delay  answering  while 

you  decide  what  to  do.  Your  answering  machine  turns  on  and  you  hear  the  voice  of 

your  unit  supervisor.  She  says  they  are  "desperate."  Then-  were  t\v<>  new  admits 
during  the  day  from  an  auto  accident  and  the  unit  is  lull  She  says  She  re.ilh 

appreciates  all  the  hours  you  have  been  working  and  asks  if  you  would  come  in  and 
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work  at  least  a  4  hr  shift  this  evening,  although  she  is  unable  to  give  you  a  day  off 
tomorrow  in  compensation. 

ASSIGNMENT 

Although  you  do  not  have  formal  plans  for  the  evening,  you  really  feel  as  if  you 
need  a  day  off,  especially  if  you  must  work  tomorrow  as  well.  You  feel  conflicting 
loyalties  to  the  unit,  patients,  supervisor,  and  yourself.  Decide  what  you  will  do.  Will 

you  agree  to  work?  Will  you  return  your  supervisor's  phone  call  or  pretend  you  are 
not  home?  When  do  your  loyalties  to  your  patients  and  the  organization  end  and 

your  loyalties  to  yourself  begin?  Is  the  unit  supervisor  taking  advantage  of  you?  Are 
the  other  staff  being  irresponsible?  What  values  have  played  a  part  in  your  decision 
making? 
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Personal  Notebook 

1.  At  this  point  in  your  life,  what  are  your  five  greatest  desires?  Where  would  they 

fall  in  Maslow's  hierarchy? 

Think  back  to  when  you  were  a  child.  What  rewards  did  your  parents  use  to 
promote  good  behavior?  Was  your  behavior  more  intrinsically  or  extrinsically 
motivated?  Were  high  levels  of  achievement  encouraged  and  supported  by  your 
family? 

3.  What  do  you  feel  is  the  most  rewarding  aspect  of  nursing? 

4.  Identify  the  greatest  motivator  in  your  life  at  this  time.  Has  it  always  been  the 
strongest  motivator?  Could  you  list  the  strongest  motivator  for  others  who  are 
significant  in  your  life?  If  so,  have  you  ever  used  this  awareness  to  motivate  those 
individuals  to  do  something  specific? 



CHAPTER 16 
Time  Management 

In  order  for  managers  to  effectively  direct  employees,  they  must  first  be  able  to  find 
the  time  to  do  so.  Time  management  is  making  optimal  use  of  what  time  you  have. 
Time  is  a  scarce  and  valuable  resource  for  the  manager,  so  learning  to  use  it  wisely 
is  essential  to  effective  management.  It  is  critical  that  managers  be  able  to  manage 
time  in  three  different  areas:  1)  personal  organization,  2)  organizing  work  and  3) 
delegation. 

Personal  Organization 

Personal  organization  refers  to  "the  knowing  of  self."  Managing  time  is  difficult  if 
one  is  unsure  of  priorities,  including  personal  short-term,  intermediate,  and  long- 
term  goals.  These  goals  give  structure  to  what  should  be  accomplished  today, 
tomorrow,  and  in  the  future.  By  setting  goals,  one  decides  how  to  allot  time.  If  goals 
are  not  set,  others  often  end  up  deciding  how  a  person  should  spend  his  or  her  life 
or  time. 

A  study  by  Hendrickson  (1990)  showed  that  within  a  typical  8  hour  shift,  nurses 

in  six  specialty  units  averaged  only  31%  (2.5  hours)  of  their  time  with  patients — an 
average  of  25-30  minutes  per  shift  with  each  patient.  This  occurred  despite  an 
average  of  one  nurse  for  every  4.8  patients  during  day  shift  and  one  nurse  for  every 
6.9  patients  on  evening  shift.  Nonclinical  activities  consumed  10%,  another  10% 
was  spent  in  preparing  therapies,  and  35%  in  communication. 

Likewise,  a  study  by  Prescott  (1991)  showed  that  hospital  nurses  inappropriate- 
ly used  their  time  doing  the  work  of  other  departments,  such  as  dietary,  housekeep- 

ing, transportation,  and  pharmacy.  They  also  were  required  to  do  the  work  of  lesser 

trained  personnel  such  as  vocational  nurses,  aides,  orderlies,  unit  clerks,  and  secre- 
taries. 

Professional  nurses  who  are  self-aware  and  have  clearly  identified  personal 
goals  and  priorities  have  greater  control  over  how  they  expend  their  energy  and 
over  what  they  subsequently  accomplish  (Marquis  and  Huston,  1992). 

Managers  should  also  become  self-aware  about  how  they  waste  time.  Each 
individual  has  set  patterns  of  what  types  of  work  they  avoid  or  how  they  go  about 
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DISPLAY     16-1 

Internal  Time  Wasters 

1.  Procrastination. 

2.  Poor  planning. 

3.  Failure  to  establish  goals. 

4.  Failure  to  set  objectives. 

5.  Inability  to  delegate. 

6.  Inability  to  say  no. 

7.  Management  by  crisis. 

8.  Haste. 

9.  Indecisiveness. 

10.  Open-door  policy. (From  Lancaster,  1984.) 

wasting  time.  Likewise,  each  individual  works  better  at  certain  times  of  the  day  or 

for  certain  lengths  of  time.  Display  16-1  identifies  some  personal  or  internal  time 
wasters. 

Although  some  individuals  appear  to  naturally  manage  their  time  more  wisely 
than  others,  it  is  a  learned  skill  that  is  improved  with  practice.  Time  management 

can  be  summarized  in  three  basic  steps,  as  shown  in  Figure  16-1  (Marquis  and 
Huston,  1992).  Because  this  is  a  cyclic  process,  all  three  steps  must  be  approached 
sequentially. 

L 
i 

1 .  Allow  time  for  planning  and 
establish  priorities. 

L 
Y 

Complete  the  highest  priority  task 
whenever  possible,  and  finish  one 
task  before  beginning  another. 

( 

t 
3.  Re-prioritize  based  upon  the  remaining 

tasks  and  upon  new  information  that 

may  have  been  received. 

J 
FIGURE     16-1      The  three  basic  steps  in  time  management 
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Organizing  Work  to  be  Accomplished 

Being  overwhelmed  by  work  and  time  constraints  leads  to  an  increase  in  errors,  the 
omission  of  important  tasks,  and  generalized  feelings  of  stress  and  ineffectiveness 

(Tappen,  1989).  Because  most  managers  have  more  than  enough  work  to  accom- 
plish, learning  to  manage  time  at  work  is  essential. 

Time  for  Planning 

A  mistake  common  to  novice  managers  is  not  allowing  adequate  time  for  planning. 
Without  sufficient  planning,  the  manager  experiences  difficulty  in  getting  started 
and  begins  to  manage  by  crisis.  Setting  aside  time  at  the  beginning  to  plan  each  day 

allows  the  manager  to  spend  time  on  high-priority  tasks.  During  this  scheduling, 
the  manager  should  review  short-term,  immediate,  and  long-term  goals  and  deter- 

mine what  progress  should  be  made  on  these  goals. 
Sometimes,  the  new  manager  does  allow  time  for  planning,  but  has  problems 

accurately  predicting  the  length  of  time  it  will  take  to  complete  a  given  activity.  This 
ability  is  a  management  skill  that  is  acquired  with  experience  (Bernhard  and  Walsh, 
1990). 

It  is  important,  however,  that  the  manager  remember  that  no  amount  of  plan- 
ning can  prevent  periodic  crises  and  therefore,  as  in  all  planning,  daily  planning 

must  be  flexible.  If  a  crisis  does  occur,  the  manager  should  resort  to  crisis  control, 
as  described  by  Grohar  Murray  and  DiCroce  (1992).  In  crisis  control,  the  manager 

sets  aside  the  original  priorities  established  for  the  day,  and  reorganizes,  communi- 
cates, and  delegates  a  new  plan  reflecting  the  new  priorities  associated  with  the 

unexpected  and  untoward  event  causing  the  crisis. 

Setting  Priorities 
Because  managers  are  inundated  with  many  requests  for  their  time  and  energy,  the 

next  step  in  time  management  is  prioritizing.  It  is  important  to  develop  a  systematic 
means  of  determining  which  items  are  to  be  accomplished,  and  if  so,  by  whom. 

One  simplistic  method  is  to  divide  all  such  requests  into  three  categories:  1 )  "don't 
do,"  2)  "do  later,"  and  3)  "do  now."  The  "don't  do"  items  probably  reflect  problems 
that  will  take  care  of  themselves,  are  already  outdated,  or  that  are  better  accom- 

plished by  someone  else.  In  any  case,  the  manager  either  discards  the  unnecessary 
information  or  passes  it  on  to  the  appropriate  person  in  a  timely  fashion.  In  either 
case,  the  manager  removes  unneeded  clutter  from  their  work  area. 

"Do  later"  items  may  reflect  problems  that  are  trivial  or  that  do  not  have 
immediate  time  constraints.  While  it  is  appropriate  for  managers  to  selectively 

procrastinate,  procrastination  is  not  appropriate  just  because  a  task  is  overwhelm- 

ing or  unpleasant.  Before  setting  "do  later"  items  aside,  the  manager  must  be 
certain  that  large  projects  have  been  broken  down  into  smaller  projects  and  that  a 

specific  time  frame  and  plan  for  implementation  is  in  place.  This  plan  should 

include  short-term,  intermediate,  and  final  deadlines.  Likewise,  items  without  im- 
mediate time  limits  cannot  be  ignored  indefinitely,  and  the  manager  must  make  a 

definitive  time  commitment  in  the  near  future  to  address  these  requests. 
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The  "do  now"  requests  most  commonly  reflect  day-to-day  operational  needs  at 
the  unit  level.  These  requests  may  include  daily  staffing  needs,  dealing  with  equip- 

ment shortages,  meeting  deadlines,  hiring  interviews,  performance  appraisals,  etc. 

"Do  now"  requests  may  also  represent  items  that  had  been  put  off  at  an  earlier  date. 

Making  Written  Lists 

In  prioritizing  all  the  "do  now"  items,  the  manager  may  find  it  helpful  to  prepare  a 
written  list.  Although  the  manager  may  use  monthly  or  weekly  lists,  the  daily  list  is  a 

helpful  tool  in  coordinating  day-to-day  unit  operation.  This  list  however,  should  not 
include  more  than  what  can  be  realistically  accomplished  in  one  day.  Otherwise,  it 
demotivates  instead  of  assisting  the  manager.  In  addition,  although  the  manager 
must  be  cognizant  and  plan  for  routine  daily  tasks,  it  is  not  always  necessary  to  list 
them  as  they  only  serve  to  distract  the  manager  from  priority  tasks  for  the  day.  Lists 
should  allow  adequate  time  for  each  item  and  blocks  of  time  must  be  built  in  for 

the  unexpected. 
Periodically,  the  manager  should  examine  lists  from  prior  days  to  review  what 

was  not  accomplished  or  completed.  If  an  item  appears  for  several  successive  days, 
the  manager  must  reexamine  it  and  assess  why  it  was  not  accomplished.  Some 
projects  need  to  be  removed  from  lists.  Often,  the  reason  a  project  has  not  been 

accomplished  is  that  it  was  not  divided  into  manageable  tasks.  For  example,  max- 
well-meaning individuals  begin  thinking  about  completing  their  tax  returns  in  early 

January,  but  feel  overwhelmed  by  a  project  that  cannot  be  accomplished  in  a  single 
day.  If  they  do  not  break  the  work  of  preparing  their  tax  return  down  into  several 
smaller  tasks,  with  intermediate  deadlines,  it  may  be  delayed  indefinitely. 

It  is  important  that  the  manager  remember  that  a  list  is  a  planning  tool  and 
there  must  be  some  flexibility  in  its  implementation.  In  fact,  the  last  step  in  time 

management  is  reprioritizing.  Often,  the  manager's  priorities  (and  list)  will  change 
during  the  course  of  a  day,  week,  or  longer,  because  new  information  is  received.  If 

the  manager  does  not  take  time  to  reprioritize  after  each  major  task  is  accom- 
plished, other  priorities  set  earlier  may  no  longer  be  accurate. 

External  Time  Wasters 

Managers  also  need  to  become  skillful  at  preventing  interruptions  that  keep  them 

from  managing  time  effectively.  In  a  research  study,  Grantham  identified  ( 198=5 )  thai 
low-level  managers  have  more  interruptions  in  their  work  than  high-level  man- 

agers. This  occurs  in  part  because  first-  and  middle-level  managers  are  more  in- 
volved in  day-to-day  planning  than  high-level  managers,  and  thus  directly  interact 

with  a  greater  number  of  subordinates  on  a  daily  basis.  In  addition,  many  low-level 
managers  do  not  have  offices  that  provide  a  quiet  work  space,  or  clerical  help  to 
filter  interruptions.  Frequent  work  interruptions  result  in  situational  stress  and 
lowered  job  satisfaction. 

Interruptions  that  keep  managers  from  accomplishing  their  "do  now"  and  "do 
later"  lists  include  ten  external  time  wasters  identified  by  Lancaster  (  1984).  These 
external  time  wasters  are  listed  in  Display  16-2.  There  are  several  ways  that  individ 

uals  can  be  discouraged  from  consuming  your  time  with  idle  chattel'  Among  them 
are  the  following. 
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DISPLAY     16-2 

External  Time  Wasters 

1.  Telephone  interruptions. 

2.  Socializing. 

3.  Meetings. 
4.  Lack  of  information. 

5.  Poor  communication. 

6.  Lack  of  feedback. 

7.  Lack  of  or  unclear  policies  and  procedures. 

8.  Incompetent  co-workers. 
9.  Poor  filing  system. 

10.  Paperwork.  (From  Lancaster,  1984.) 

1.  Make  yourself  less  accessible  and  make  it  easy  for  people  to  ignore  you.  If 
you  have  charting  to  do,  sit  with  your  back  to  others.  If  you  have  an  office,  close  the 
door.  Both  behaviors  will  discourage  casual  conversation. 

2.  Interrupt.  When  someone  is  rambling,  break  in  and  gently  say  "Excuse 

me — I'm  not  getting  your  message.  What  exactly  are  you  saying?" 
3-  Avoid  promoting  socializing.  Having  several  comfortable  chairs  in  your  of- 

fice, a  full  candy  dish,  and  posters  on  your  walls  that  invite  comments  lead  to  the 
use  of  your  office  as  a  social  gathering  place. 

4-  Be  brief.  Gauge  your  own  long-winded  comments  and  stand  when  you  are 
finished.  This  will  signal  an  end  to  the  conversation. 

5.  Limit  long-winded  pests  to  scheduled  visits.  If  a  physician  or  employee  has  a 

pattern  of  lengthy  chatter  and  manages  to  corner  you  on  rounds,  or  at  the  nurse's 
station,  say  "Not  now,  but  I'm  going  to  have  some  free  time  at  11:00  a.m.,  why  don't 
you  see  me  then?"  Unless  the  meeting  is  important,  an  individual  without  a  specific 
agenda  will  not  bother  to  make  a  formal  appointment. 

An  adequate  filing  system  is  also  invaluable  in  handling  the  external  time  waster 

of  "paper  overload."  Keeping  correspondence  organized  in  easily  retrievable  files 
rather  than  disorganized  stacks  saves  time  when  managers  need  to  find  specific 

information.  Unsorted  papers  should  not  be  allowed  to  accumulate  on  the  manager's 
desk  or  critical,  time-sensitive  correspondence  may  be  missed.  (Tappen,  1989) 

Delegation 

Managers  can  learn  to  control  both  personal  and  external  time  wasters  to  increase 
their  productivity.  However,  even  with  minimal  time  wasted,  there  is  frequently  too 

much  work  to  be  accomplished  by  any  one  person.  In  those  situations,  the  delega- 
tion, or  sharing  ofthe  work  and  responsibility  with  other  persons  is  indicated.  Delega- 
tion can  be  defined  as  getting  work  done  through  others.  It  can  also  be  defined  as 

directing  the  performance  of  one  or  more  individuals  to  accomplish  organizational 
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organizational  goals  (Marquis  and  Huston,  1992).  Delegation  is  not  an  option  for 

the  manager — it  is  a  necessity. 
Delegation  need  not  limit  the  managers  control,  prestige,  and  power;  rather, 

delegation  can  extend  the  manager's  influence  and  capability  by  increasing  what 
can  be  accomplished.  Much  of  the  work  achieved  by  managers  reflects  not  only 
their  efforts,  but  those  of  their  subordinates. 

Rowland  and  Rowland  (1980)  identified  five  reasons  for  delegating. 
1.  Assignment  of  routine  tasks.  The  delegation  of  routine  tasks  leaves  the 

manager  free  to  handle  more  complex,  higher  level  unit  needs.  The  manager  must 

be  careful,  however,  not  to  "dump"  meaningless,  unimportant  chores,  especially  if 
the  time  spent  conveying  the  instructions  takes  longer  than  the  task  itself  ( Russell, 
1983). 

2.  Assignment  of  tasks  for  which  the  manager  does  not  hai'e  time.  Even  with 
minimal  time  wasted,  there  is  frequently  too  much  work  to  be  accomplished  by 

one  person.  In  those  situations  the  delegation,  or  sharing  of  work  and  the  respon- 
sibility with  other  persons  is  indicated. 

3.  Problem  solving.  Often,  managers  delegate  because  one  or  more  other 
individuals  has  greater  expertise  or  knowledge  about  how  to  solve  a  problem. 

4.  Changes  in  the  manager's  own  job  emphasis.  Frequently,  novice  managers 
emerging  from  clinical  nursing  positions  fail  to  develop  an  identification  with  their 
management  role.  This  occurs  in  part  because  in  the  past  they  have  been  rewarded 
for  their  own  work  and  skills,  and  not  for  their  ability  to  lead  other  nurses 
(Swansburg,  1990).  As  managers  come  to  understand  and  accept  the  need  for 

delegation,  they  become  more  productive  and  are  more  willing  to  assign  work  to 
subordinates. 

5.  Capability  building.  Using  delegation  as  a  means  of  "stretching"  builds  self- 
esteem  and  self-confidence  in  the  employee.  In  delegating,  the  nurse  leader  con- 

tributes to  the  personal  and  professional  development  of  subordinates.  Delegation 

with  the  goal  of  building  capability  is  part  of  empowering  subordinates,  as  dis- 
cussed in  Chapter  15. 

However,  delegation  is  a  learned  skill  and  new  managers  with  little  experience 
in  its  use  frequently  make  mistakes.  Some  of  these  errors  in  delegating  include: 

1.  Under-delegating.  In  under-delegating,  the  manager  becomes  overworked 
and  overwhelmed.  This  frequently  comes  from  his  or  her  false  assumption  that 

delegation  may  be  interpreted  as  a  lack  of  ability  on  their  part  to  do  a  correct  or 
complete  job. 

Another  frequent  cause  of  under-delegating  is  the  manager's  desire  to  "do  the 
whole  job  themselves"  (lack  of  trust  in  the  subordinates)  because  they  believe  they 
need  the  experience  or  they  believe  they  can  do  it  better  and  faster  than  anyone 
else.  It  is  important  to  remember  that  time  spent  in  training  another  individual  to 
do  a  job  for  you  can  be  repaid  tenfold  in  the  future. 

An  additional  cause  of  under-delegation  is  the  fear  that  subordinates  will  not 

"like  you"  or  will  resent  the  work  delegated  to  them,  Generally,  the  opposite  is  true. 
Subordinates  who  are  not  delegated  enough  responsibility  will  become  bored, 

lazy,  and  ineffective  (Bernhard  and  Walsh,  1990).  Properly  delegated  work  can 
increase  employee  satisfaction  and  foster  a  cooperative  working  relationship  lie 
tween  managers  and  their  subordinates. 
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2.  Over-delegation.  Some  managers  over-delegate  as  they  are  poor  monitors  of 
time  and  spend  most  of  their  time  just  trying  to  get  organized.  Others  over-delegate 
because  they  feel  insecure  in  their  ability  to  perform  a  task. 

3.  Improper  delegation.  Improper  delegation  includes  such  things  as  delegat- 
ing at  the  wrong  time,  to  the  wrong  person,  or  for  the  wrong  reason.  It  may  also 

include  assigning  tasks  and  responsibilities  that  are  beyond  the  capability  of  the 
person  being  delegated  to,  or  that  should  be  done  by  the  manager. 

Subordinates  also  can  present  barriers  to  delegation.  These  include  the  lack  of 
experience  or  competence,  the  avoidance  of  responsibility,  an  overdependence  on 

the  boss,  disorganization,  an  overload  of  work,  and  an  immersion  in  trivial  con- 
cerns (MacKenzie,  1972). 

Managers  should  use  the  following  steps  to  ensure  effective  delegation: 
1.  Plan  ahead  in  identifying  tasks  to  be  accomplished. 
2.  Identify  the  skill  and  educational  level  necessary  to  complete  the  job. 
3.  Single  out  the  individual  best  able  to  complete  the  job  in  terms  of  capability, 

as  well  as  availability.  A  subordinate  who  is  close  to  the  task,  and  who  has  to  live 
with  the  outcome  day  in  and  day  out  is  frequently  a  good  choice  (Russell,  1983).  It 
is  also  important  that  the  individual  considers  the  task  important. 

4-  Clearly  communicate  exactly  what  is  to  be  done,  including  the  purpose  for 

doing  so.  Include  any  limitations  or  qualifications  that  have  been  imposed.  Al- 
though managers  should  specify  the  end  product  desired,  it  is  important  to  allow 

the  subordinate  feedback  and  an  appropriate  degree  of  autdnomy  in  deciding 
exactly  how  the  work  can  be  accomplished.  Delegation  is  useless  if  the  manager  is 
unwilling  to  allow  divergence  in  problem  solving  and  subsequently  redoes  all 

work  that  has  been  assigned  to  others.  Some  managers  delegate,  but  then  over- 
supervise  the  employee  in  the  completion  of  the  task.  To  give  too  much  supervision 
to  a  competent  professional  leads  to  interpersonal  conflict,  as  well  as  to  poor 

management  of  time  (Grohar-Murray  and  DiCroce,  1992). 
5.  The  manager  must  be  sure  to  delegate  the  authority,  as  well  as  the  respon- 

sibility, necessary  to  complete  the  task.  The  employee  should  be  encouraged  to 
attempt  to  solve  problems  themselves  before  coming  to  the  manager,  but  should 
be  permitted  to  ask  questions  about  the  delegated  task  or  to  seek  clarification  of  the 
desired  outcome  at  any  time  prior  to  completion. 

6.  Set  timeframes  and  monitor  how  the  task  is  being  accomplished.  This  may 

be  done  through  informal,  but  regularly  scheduled  meetings.  This  shows  an  inter- 
est on  the  part  of  the  manager,  provides  for  a  periodic  review  of  progress,  and 

allows  ongoing  communication  to  clarify  any  questions  or  misconceptions  that  may 

have  come  up.  In  addition,  it  keeps  the  delegated  task  in  view  of  both  the  subordi- 
nate and  the  manager,  who  share  accountability  for  the  completion  of  the  delegated 

task. 

7.  If  the  subordinate  is  having  difficulty  carrying  out  the  delegated  task,  the 

manager  should  be  available  as  a  role  model  and  resource  in  helping  the  subordi- 
nate identify  other  alternative  solutions.  Taking  the  delegated  task  back  should  be  a 

last  resort  as  it  fosters  a  sense  of  failure  in  the  employee  and  demotivates  rather 

than  motivates.  However,  it  may  also  be  necessary  for  the  manager  to  reclaim  work 
previously  assigned  to  this  individual  so  that  he  or  she  has  time  to  devote  to  a  newly 
assigned  task. 
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8.  Evaluate  the  performance  of  the  subordinate  after  the  task  has  been  com- 
pleted. Include  both  positive  and  negative  aspects  of  how  they  have  completed  the 

task.  Be  sure  to  appropriately  reward  the  individual  who  has  successfully  com- 
pleted a  delegated  task. 

Delegation  is  a  high-level  skill  essential  to  the  manager.  As  managers  gain  the 
maturity  and  self-confidence  needed  to  delegate  wisely  they  can  increase  their 
impact  and  power  both  within  and  outside  the  organization.  Subordinates  gain  self- 
esteem  and  increased  job  satisfaction  due  to  the  responsibility  and  authority  given  to 
them  and  the  organization  itself  moves  a  step  closer  toward  achieving  its  goals. 

Selecting  an  Assistant 

Another  aspect  of  time  management  is  selecting  individuals  for  positions  directly 

under  one's  supervision.  This  might  be  a  head  nurse  appointing  charge  nurses  for 
each  shift,  or  selecting  an  assistant  head  nurse.  It  could  be  a  supervisor  selecting  a 
head  nurse  or  a  director  of  nursing  choosing  an  assistant,  or  even  hiring  a  ward 
clerk  or  secretary. 

Regardless  of  the  level  of  appointment,  the  effective  time  manager  will  exam- 
ine all  available  candidates  for  any  assistant  position  carefully.  Del  Bueno  (1986) 

maintains  that  such  selection  has  far  reaching  implications,  including  a  possible 
struggle  for  power  at  some  future  date.  The  following  suggestions  are  helpful  in 
selecting  an  assistant: 

1.  Select  an  individual  with  a  similar  philosophy.  It  is  very  difficult  to  work 

closely  with  someone  who  has  a  completely  different  view  of  nursing  and  life  than 
you  have.  The  manager  ends  up  wasting  time  convincing  the  assistant  of  the  value  of 
every  decision.  However,  the  candidate  should  not  be  a  clone  of  the  existing 
manager. 

2.  Choose  individuals  with  different  strengths  and  weaknesses  than  your  own. 

Selecting  someone  different  than  the  existing  manager  makes  it  possible  for  both 

to  compensate  for  each  other's  weaknesses  and  to  compliment  each  other's 
strengths.  It  is  especially  helpful  when  accomplishing  the  total  work  necessary  in 
any  organization  for  there  to  be  differences  in  leadership  styles  and  abilities  among 
those  in  management  positions. 

3.  Select  an  individual  who  can  be  a  good  follower.  This  does  not  mean  a  blind 

follower.  A  good  follower  is  loyal,  but  will  tell  leaders  when  they  are  in  error,  demon- 
strating the  ego  strength  and  wisdom  to  question  inappropriate  decisions  of  leaders. 

Once  the  assistant  is  chosen,  the  manager  must  relinquish  some  respon- 
sibilities, authority,  and  power  to  the  assistant.  If  there  is  to  be  effective  time 

management  and  delegation,  there  must  be  a  "letting  go."  In  addition,  the  manager 
must  spend  time  developing  the  assistant  and  acting  as  a  role  model. 

Summary 

Time  management  begins  with  the  individual  taking  stock  of  themselves  and  devel 
oping  an  awareness  of  whether  they  personally  manage  time  poorly  or  well   Mm 
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agers  must  have  an  understanding  of  their  own  values  system,  which  influences 
how  they  use  time  and  how  they  expect  subordinates  to,  as  well. 

Wise  managers  know  that  structuring  time  carefully  will  increase  their  personal 

productivity  and  value.  Managers  with  well-developed  time  management  skills  are 
able  to  accomplish  unit  goals  in  a  timely  and  efficient  manner.  Because  they  recog- 

nize time  as  a  valuable  unit  resource,  they  share  the  responsibility  for  the  use  of 
that  resource  with  subordinates  through  delegation. 

Delegation,  or  the  sharing  of  work  and  responsibilities  with  other  persons 

extends  the  managers  influence  and  capability  by  increasing  what  can  be  accom- 
plished. The  right  to  delegate  and  the  ability  to  provide  formal  rewards  for  success- 

ful completion  of  delegated  tasks  are  a  reflection  of  the  legitimate  authority 
inherent  in  the  management  role.  In  addition  to  increased  productivity,  delegation 

can  provide  the  opportunity  for  subordinates  to  experience  feelings  of  accomplish- 
ment and  enrichment. 

Selecting  assistants  wisely  also  results  in  the  effective  use  of  time  that  is  so 

important  in  good  management. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  are  employed  at  a  Native -American  health  agency  where  it  is  the 
policy  for  some  public  health  nurses  to  be  available  in  the  office  every  day.  This 
morning  is  your  turn  to  provide  such  coverage.  In  the  afternoon,  from  1:00  p.m. 
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to  5:00  p.m.,  you  will  be  the  public  health  nurse  at  the  scheduled  immunization 
clinic.  However,  you  hope  to  be  able  to  spend  some  time  today  finishing  your 

end-of-month  reports,  which  are  due  at  5:00  p.m.  The  office  remains  open 
during  lunch  and  you  have  a  luncheon  meeting  with  a  cancer  society  group 
from  noon  to  1:00  p.m.  today. 

The  RN  in  the  office  is  to  serve  as  a  resource  person  to  the  receptionist  and 

handle  client  phone  calls  as  well  as  drop-ins.  In  addition  to  the  receptionist,  you 
may  appropriately  delegate  to  a  clerical  worker.  However,  the  clerical  worker 
also  serves  the  other  public  health  nurses  in  the  clinic  and  is  usually  fairly  busy. 

While  you  are  in  the  office  today  trying  to  finish  your  reports,  the  following 
interruptions  occur: 

8:30  a.m.  Supervisor  comes  in  and  wants  you  to  give  her  the  num- 
ber of  diabetic  and  hypertensive  clients  you  have. 

9:00  a.m.  A  client  is  waiting  to  see  you  regarding  her  daughter,  who 
has  just  found  out  she  is  pregnant.  The  mother  is  upset. 

9:00  a.m.  Three  drop-in  clients  are  waiting  to  be  interviewed  for 
possible  referral  to  the  chest  clinic. 

9:30  a.m.  The  public  health  physician  calls  you  needing  someone  to 

contact  a  family  regarding  a  child's  immunization. 
9:30  a.m.  The  dental  department  drops  off  20  referrals  for  which 

you  must  pull  charts. 
10:00  a.m.  You  receive  a  call  from  a  client  concerned  about  bills  he 

has  received.  Client  sounds  extremely  confused  regarding 
what  to  do. 

10:45  a.m.  Six  families  are  waiting  to  be  enrolled  for  food  vouchers. 

They  have  been  waiting  since  8:30  a.m. 

11:45  a.m.  Call  comes  in  from  client  regarding  the  fact  that  she  has 

been  using  drugs  and  is  unsure  what  to  do.  Has  heard 

about  Narcotics  Anonymous  and  would  like  more  informa- 
tion now. 

ASSIGNMENT 

How  would  you  handle  each  interruption?  Justify  your  decisions.  Be  sure  to 
include  lunch  for  yourself  and  the  two  office  workers. 

ANALYSIS 

Time  Task  Rationale 

8:00  a.m.  Assign  lunch  breaks  Since  you  haw  a  luncheon 

11:30  a.m.-12:30  p.m.  Receptionist  engagement  at  noon, 
12:30  p.m.-1:30  p.m.  Clerical  worker  make  sure  other 
12:00  m.-1:00  p.m.  Personal  time  employees  know  when 

their  lunch  times  are. 

Finish  reports  Since  reports  are  due  at 
5:00  p.m.,  this  would  be  the 
immediate  task  to  be 

pursued.  Plan  to  finish 
these  In  9:00  a.m. 



8:30  A.M. 

Supervisor's 

Ask  when  the  information 

request 
is  needed  and  state  that  an 
estimation  using  primary 

diagnosis  is  available  now, 
but  an  accurate  figure 
(including  secondary 

diagnoses)  will  have  to 
wait  until  you  have  the 
time  to  examine  your  150 

family  case  files,  which 
will  be  next  week. 

9:00  A.M. Client  with This  takes  priority  over 

pregnant  daughter/ chest  clinic  drop-ins.  Have 
chest  clinic the  receptionist  and  drop- 

ins  start  paperwork  while 

you  spend  30  minutes 
with  the  mother. 

9:30  A.M. Phone  call Delegate  this  to  the 

receptionist. 
9:30  A.M. Dental  clinic Delegate  this  to  the 

referral clerical  worker. 

10:00  A.M. Client  call 
Since  this  person  is  con- 

fused and  you  do  not  have 
the  necessary  information 
available,  request  that  he 
come  in  at  10:00  a.m. 
tomorrow  with  his  bills. 

10:45  A.M. Food  voucher Ask  the  receptionist  to  fin- 
families 

ish  paperwork  and  inter- 
views with  the  families. 

Then,  quickly  review  infor- 
mation and  sign  vouchers. 

As  these  families  should  not 

have  had  such  a  long  wait, 
make  a  note  to  find  out 

what  happened,  and  later 
counsel  office  staff  as  neces- 

sary regarding  the  delay. 
11:45  A.M. Drug  abuse  call Speak  with  client.  Make  a 

referral  to  a  local  drug 
clinic  and  arrange 

appointment  for  the  part- 
time  psychiatrist  at  Native- 
American  clinic.  Do  not 

get  extensively  involved 
on  the  phone  with  the 
client.  It  is  better  to  make 

appropriate  referrals. 

258 
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CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  the  charge  nurse  on  the  3:00  p.m. -11:00  p.m.  shift  on  a  medical- 
surgical  unit.  Upon  returning  from  dinner  you  are  greeted  by  several  personnel, 
who  relate  the  following  information: 

1.  Mrs.  Murphy's  IV  has  infiltrated,  she  is  behind  on  her  IV  fluids,  and  she  has missed  her  6  p.m.  antibiotic. 
2.  A  visitor  has  fainted. 

3.  The  public  toilet  is  overflowing  and  waste  is  pouring  out  rapidly. 
4.  Three  patients  have  not  received  their  dinner  trays  and  it  is  now  7  p.m. 
5.  The  OR  has  just  called  and  they  are  on  their  way  up  to  take  Mr.  Smith  for  a 

cardiac  catheterization.  His  preoperative  medication  has  not  been  given. 

6.  Dr.  Russo  is  waiting  to  discuss  a  medication  error  that  was  made  two  weeks  ago. 

ASSIGNMENT 

The  other  RNs  are  all  very  busy  with  their  patients,  but  you  do  have  the  following 

people  you  may  delegate  to:  yourself,  a  ward  clerk,  and  an  IV  certified  LVN-LPN. 
Decide  who  should  assume  what  responsibilities  and  list  in  order  of  priority.  Justify 

your  decision. 

CASE  2 

It  is  October  of  your  second  year  as  the  Coordinator  of  Nursing  for  the 
surgical  department.  Attached  is  a  copy  of  your  appointment  calendar  for  Monday, 
27  October. 

APPOINTMENT  CALENDAR  FOR  MONDAY,  27  OCTOBER 

Arrive  at  work. 

Daily  rounds  with  each  head  nurse  in  your  area. 

Continuation  of  daily  rounds  with  head  nurses. 

Open. 

Open. 
Department  heads  meeting. 

United  Givers  Committee  meeting. 

United  Givers  Committee  (continued). 

Open. 
Lunch. 

Lunch. 

Weekly  meeting  with  administrator — budget  and  annual  report 
due. 

Open. 
Infection  Control  Committer  meeting. 

8:00 A.M. 

8:15 A.M. 

8:30 A.M. 

9:00 A.M. 

9:30 A.M. 

10:00 A.M. 

10:30 A.M. 

11:00 A.M. 

11:30 A.M. 

12:00 M. 

12:30 P.M. 

1:00 P.M. 

1:30 P.M. 

2:00 P.M. 
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2:30  p.m.  Infection  Control  meeting  (continued). 

3:00  p.m.  Fire  drill  and  critique  of  drill. 

3:30  p.m.  Fire  drill  and  critique  (continued). 

4:00  p.m.  Open. 

4:30  p.m.  Open. 

5:00  p.m.  Off  duty. 

ASSIGNMENT 

You  will  review  your  unfinished  business  from  the  preceding  Friday  and  look  at  the 

new  items  that  have  arrived  on  your  desk  this  morning  (items  1-13,  pages  260-63). 

1.  Assign  a  priority  to  each  item,  with  1  being  the  most  important  and  5  having  the 

least  priority 

2.  Decide  when  you  will  pursue  each  item,  being  careful  not  to  schedule  more 

time  than  you  have  open  on  your  calendar. 

3.  If  the  problem  is  to  be  dealt  with  immediately,  explain  how  you  will  do  this  (e.g., 

by  delegation,  phone  call,  etc.). 

4-  The  unit  ward  clerk  is  usually  free  in  the  afternoon  to  provide  you  with  an  hour 

of  clerical  assistance,  plus  you  have  a  charge  nurse  on  each  shift  to  whom  you 

may  delegate  appropriate  duties. 

5.  You  will  need  to  explain  the  rationale  for  your  decisions. 

  Item  1   

From  the  Desk  of  M.  Hardy,  Personnel  Manager 

October  24 

Dear  Joan, 

I  am  sending  you  the  names  of  two  new  graduate  nurses  who  have  expressed  an  interest 

in  working  in  your  area.  I  have  processed  their  application  and  they  seem  well  qualified. 
Could  you  try  to  see  them  as  early  as  possible  in  the  week?  I  would  hate  to  lose  these 
prospective  employees  and  they  are  most  anxious  to  obtain  definite  confirmation  of 

employment. 

Item  2 

From  the  Desk  of  Jerome  Brown,  Purchasing  Agent 

October  23 

Joan, 

We  really  must  get  together  this  week  and  devise  an  inventory  method  to  control 
supplies.  Your  area  has  used  three  times  as  many  thermometer  covers  as  any  other  area. 

Are  you  taking  that  many  more  temperatures?  This  is  just  one  of  the  supplies  used  in  an 

excessive  amount  in  your  area.  I'm  open  to  suggestions. 



Roger  Johnson,  M.D. 
Chief  of  Surgical  Department 

October  24, 
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Item  3   

Ms.  Kerr, 

I  know  you  have  your  budget  ready  to  submit,  but  I  just  remembered  this  week  that  I 

forgot  to  include  an  arterial  pressure  monitor.  Is  there  something  else  we  can  leave  out? 

I'll  drop  by  Monday  morning  and  we'll  discuss  this  further. 

Item  4 

October  23 

Ms.  Kerr, 

The  following  personnel  are  due  for  merit  raises  and  I  must  have  their  completed  and 

signed  evaluations  by  Tuesday  afternoon. 

1.  Lucy  Rocas 
2.  Jim  Newman 

3.  Marge  Newfield 

M.  Hardy,  Personnel  Manager 

Item  5 

Roger  Johnson,  M.D. 
Chief  of  Surgical  Department 

October  23 

Ms.  Kerr, 

The  physicians  are  complaining  regarding  the  availability  of  nurses  to  accompany  them 
on  rounds.  I  believe  we  need  to  sit  down  with  the  doctors  and  head  nurses  to  discuss 

this  recurring  problem.  I  am  available  part  of  Monday  afternoon. 

Item  6 

5:00  a.m. 

Joan, 

Meg  Knight  (your  regular  night  KN)  requested  a  leave  of  absence  due  to  her  mother's illness.  I  told  her  it  would  be  OK  to  take  the  next  three  nights  off   She  is  thing  out  of 

town  on  the  9:00  a.m.  commuter  flight  to  San  Francisco— phone  her  right  away  if  you 

don't  want  her  to  go.  (I  felt  I  had  no  choice  but  to  say  yes.) 
Jennifer  Wheeler 

Night  Supen  Isor 

P.S.  You'll  need  to  find  a  replacement  for  her  for  the  nexi  three  nights. 
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Item  7 

To:  Ms.  Kerr 

From:  Administrator 

Re:  Patient  Complaint 

Date:  October  23 

Please  investigate  the  attached  patient  complaint.  I  would  like  a  report  on  this  matter  this 
afternoon. 

Dear  Sir: 

My  mother,  Gertrude  Boswich,  was  a  patient  in  your  hospital  and  I  just  want  to  tell  you 
that  no  member  of  my  family  will  ever  go  there  again. 

She  had  an  operation  on  Monday  and  was  not  given  a  bath  for  three  days.  Besides  that, 

she  didn't  get  anything  to  eat  for  two  days,  not  even  water.  What  kind  of  a  hospital  do 
you  run  anyway? 

Edward  Boswich 

4832  Crabtree  St. 

Item  8 

To:  Joan  Kerr 
From:  Alice  Newton,  R.N.,  Head  Nurse 

Re:  Problems  with  X-Ray  Dept. 

Date:  October  23 

We  have  been  having  problems  getting  diagnostic  X-ray  procedures  scheduled  for 

patients.  Many  times,  patients  have  had  to  stay  an  extra  day  to  get  X-ray  tests  done.  I  have 
spoken  with  the  radiology  chief  several  times,  but  the  situation  has  not  improved.  Can 
you  do  something  about  this? 

Item  9 

To:  All  Department  Heads 
From:  Storeroom 

Re:  Supplies 

Date:  October  23 

The  storeroom  is  out  of  the  following  items: 

toilet  tissue 

pencils 
paper  clips 
disposable  diapers 

We  are  expecting  a  shipment  next  week. 

TELEPHONE  MESSAGES 

Item  10 

Phil  Connors,  Superior  Surgical  Supplies,  Inc.,  returned  your  call  at  7:50  a.m.  on  October 
27.  He  will  be  at  the  hospital  this  afternoon,  re:  problems  with  defective  equipment 
received. 
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Item  11 

Donald  Haden,  Channel  32  TV,  called  at  8:10  a.m.,  October  27,  to  say  he  will  be  here  at 
11:30  a.m.  to  do  a  feature  story  on  the  open  heart  surgery  unit. 

Item  12 

Lila  Green,  Director  of  Nurses  at  St.  Joan  Hospital,  called  at  8:05  a.m.  October  24, 

regarding  phone  reference  on  Jane  walker,  R.N.  Ms.  'Wftlker  has  applied  for  a  job  there. 
Isn't  that  the  one  we  fired  last  year?  Please  call  collect. 

Item  13 

Betty  Woods,  Bluebird  Troop  35,  called  at  8:00  a.m.  October  27,  regarding  Bluebird  troop 
visit  to  patients  on  Halloween  with  trick  or  treat  candy.  She  will  call  again. 

CASE  3  (From  Marquis  and  Huston,  1992) 

You  are  an  RN  providing  total  patient  care  to  four  patients  on  an  ortho- 

pedic unit  during  the  7:00  a.m. — 3:00  p.m.  shift.  Given  the  following  patient  informa- 
tion, prioritize  your  activities  for  the  shift  in  eight  1  hour  blocks  of  time.  Be  sure  to 

include  time  for  reports,  planning  your  day's  activities,  breaks,  and  lunch.  Be  realis- 
tic about  what  you  can  accomplish.  What  activities  will  you  delegate  to  the  next 

shift?  What  overall  goals  have  guided  your  time  management?  What  personal  values 
or  priorities  played  a  factor  in  setting  these  goals? 

PATIENT  INFORMATION 

101  A:  Mrs.  Riley,  84  years  old.  Fractured  left  hip  secondary  to  fall  at  home. 
Disoriented  since  admission,  especially  at  night.  Soft  restraints  in  use.  Moans 

frequently — being  given  IV  pain  medication  every  2  hours  prn.  Vital  signs  and 
checks  for  circulation,  feeling,  and  movement  in  toes  ordered  every  2  hours. 
Scheduled  for  surgery  at  1030.  Preoperative  medications  scheduled  for  0930  and 
1000.  Consent  yet  to  be  signed.  Family  members  will  arrive  at  0800  and  have 
expressed  questions  about  the  surgery  and  the  recovery  period.  Patient  to  return 
from  surgery  at  approximately  1430.  Will  require  postop  vitals  every  15  minutes. 

101  B:  Ms.  Wilkins,  26  years  old.  Compound  fracture  of  the  femur  with  postop 

fat  emboli,  now  resolved.  10  lb.  Buck's  Traction.  Has  been  in  the  hospital  3  weeks. 

Very  bored  and  frustrated  with  prolonged  hospitalization.  Upset  about  "roommate 
who  calls  out  all  night  and  keeps  her  from  sleeping."  Wishes  to  be  moved  to  new 
room.  Has  also  requested  to  have  hair  washed  during  bath  today.  Has  IV  running  at 
100  cc/hr.  IV  antibiotic  piggybacks  at  0800  and  1200.  Oral  medications  at  0800, 
0900,  and  1200. 

102  A:  Mr.  Jenkins,  47  years  old.  T-6  quadriplegic  due  to  diving  accident  14 
years  ago.  2  days  postop  above  knee  amputation  due  to  osteomyelitis.  Cultures  have 

shown  Methicillin  Resistant  Staph  Aureus.  Strict  wound  isolation.  Has  been  hospi- 
talized for  2  weeks.  Expressing  great  deal  of  anger  and  frustration  to  anyone  who 

enters  room.  IV  site  red  and  puffy — IV  needs  to  be  restarted.  Dressing  change  of 
operative  site  ordered  daily.  Heat  lamp  treatments  ordered  bid  to  small  pressure 
sores  on  coccyx.  IV  antibiotic  piggybacks  at  0800,  1000,  1200,  and  1400.  Primarj  IV 
bag  to  run  out  at  1000.  0600  labwork  results  to  be  called  in  to  physician  this 
morning.  Needs  total  assistance  in  performing  ADLs  (activities  of  daily  living,  such 
as  bathing,  feeding  self,  etc.). 
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103  A:  Mr.  Novak,  19  years  old.  Severe  tear  of  rotator  cuff  in  left  shoulder  while 

playing  football.  One  day  postop  rotator  cuff  repair;  very  quiet  and  withdrawn. 

Refusing  pain  medication,  which  has  been  ordered  every  2  hours  prn.  Says  "he  can 
handle  it  and  does  not  want  to  mess  up  his  body  with  drugs."  Wants  to  be  "recruited 

into  the  pros  after  this  semester."  Nonverbals  of  grimacing,  moaning,  and  inability 
to  sleep  suggest  moderate  pain  is  present.  Physician  states  that  likelihood  of  Mr. 
Novak  ever  playing  football  again  is  very  low,  but  has  not  yet  told  patient.  Girlfriend 

frequently  in  room  at  patient's  bedside.  IV  infusing  at  150  cc/hr.  IV  antibiotics  at 
0800  and  1400.  Has  not  had  a  bath  since  admission  two  days  ago. 
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Personal  Notebook 

1.  Think  of  the  last  major  paper  you  were  assigned  to  write  for  a  class.  Did  you  set 

short-term  and  intermediate  deadlines?  Did  you  break  the  task  down  into 
smaller  tasks  to  eliminate  a  last  minute  crisis?  What  short-term  and  intermediate 

deadlines  have  you  set  to  accomplish  major  projects  assigned  to  you  this  quarter 
or  semester? 

2.  What  personal  "time  wasters"  pose  the  greatest  difficulty  for  you? 

3.  Is  it  difficult  for  you  to  delegate  to  others?  If  so,  do  you  know  why? 

4.  In  your  personal  life,  do  you  manage  time  well?  Which  areas  of  time  manage- 

ment— planning,  organizing,  delegating — are  you  best  and  poorest  at? 



CHAPTER u 
Organizational,  Interpersonal, 
and  Group  Communication 

While  some  management  functions  can  be  reasonably  isolated,  such  as  planning, 

organizing  and  controlling,  communication  forms  the  core  of  the  manager's  activ- 
ities and  cuts  across  all  phases  of  the  management  process.  Depending  upon  the 

manager's  position  in  the  organizational  hierarchy,  more  than  80%  of  managerial 
time  may  be  spent  in  some  type  of  organizational  communication.  16%  of  this  time 
represents  reading,  9%  writing,  30%  speaking,  and  45%  listening  (Swansburg, 

1990).  Developing  expertise  in  all  aspects  of  communications  is  critical  to  manage- 
rial success. 

Because  75%  of  managerial  communication  time  is  spent  speaking  and  listen- 
ing, it  is  clear  that  the  manager  must  also  have  excellent  interpersonal  communica- 
tion skills.  The  manager  communicates  with  patients,  colleagues,  superiors,  and 

subordinates.  In  addition,  because  nursing  practice  tends  to  be  group  oriented, 
interpersonal  communication  between  group  members  is  ongoing  and  necessary 

for  productivity.  If  group  members  are  to  work  cohesively  in  meeting  organiza- 
tional goals,  the  manager  must  explicitly  express  issues  and  concerns  so  workers 

will  not  become  confused  about  priorities.  O'Sullivan  (1985)  maintains  that  "Com- 
municating properly  lies  at  the  heart  of  inspiring  bands  of  workers  to  give  their  all 

for  the  organization's  goals." 

The  Communications  Process 

Lyles  and  Joiner  (1986;  97)  defined  communication  as  "the  enabling  process  that 
allows  information  to  be  transferred  and  ideas  to  be  translated  into  action."  Vestal 

(1987;  34)  defined  communication  as  "the  exchange  of  meanings  between  and 
among  individuals  through  a  shared  system  of  symbols  (verbal  and  nonverbal)  that 

have  the  same  meaning  for  both  the  sender  and  the  receiver  of  the  message."  Both 
these  definitions  impart  a  sense  of  the  complexity  involved  in  communication.  For 
example,  what  if  individuals  do  not  share  the  same  system  of  symbols?  What  if  the 
verbal  and  nonverbal  messages  are  incongruent?  Does  communication  occur  if  an 
idea  is  transmitted  but  not  translated  into  action? 

Because  communication  is  so  complex,  many  models  exist  to  explain  how 
organizations  and  individuals  communicate.  Basic  elements  common  to  most 

Bessie  I   Marquis  and  Carol  Jorgensen  Huston,  Management  Decision-Making 
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FIGURE     17-1     The  communication  process. 

models  are  shown  in  Figure  17-1.  In  all  communication,  there  is  at  least  one  sender, 
one  receiver,  and  one  message.  There  is  also  a  mode  through  which  the  message  is 
sent,  such  as  verbal,  written,  or  nonverbal. 

There  is  also  an  internal  and  external  "climate"  in  which  the  communication 
takes  place.  The  internal  climate  includes  the  values,  beliefs,  temperament,  and 
stress  levels  of  the  sender  as  well  as  the  receiver.  Weather  conditions,  temperature, 

power  factors,  and  timing  are  examples  of  external  climate  factors.  Organizational 
culture,  as  discussed  in  Chapter  9,  also  affects  the  external  climate.  Both  the  sender 
and  the  receiver  must  be  sensitive  to  the  internal  and  external  climates,  as  the 

perception  of  the  message  is  greatly  altered  depending  on  the  climate  that  existed 
at  the  time  the  message  was  sent  and  received. 

Each  individual  is  different  and  thus  makes  decisions  and  perceives  situations 

differently.  It  is  generally  easier  for  a  manager  to  assess  external,  rather  than 
internal  climate.  Drucker  (1973)  said  to  communicate,  the  sender  must  know  what 

the  receiver  can  see  and  hear,  and  why.  The  unexpected  is  generally  not  received,  is 

ignored,  or  is  misunderstood  as  the  human  mind  perceives  only  what  it  expects  to 
perceive.  Then,  to  communicate,  the  sender  must  be  aware  of  what  the  receiver 
expects  to  see  and  hear.  In  other  words,  the  receiver  cannot  communicate  if  they 
do  not  understand  the  incoming  message. 

I  I 

Barriers  to  Organizational 
Communication 

Joblin  (1982)  completed  a  study  of  the  effects  of  formal  organizational  structure 

upon  superior-subordinate  communications  and  found  that  subordinates  at  lower 
levels  in  an  organizational  hierarchy  perceive  less  openness  than  subordinates  at 
higher  levels.  This  may  occur  because  higher  level  subordinates  are  more  apt  to  be 
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included  in  decision  making.  As  the  number  of  the  employees  in  an  organization 

increases  (particularly  to  more  than  1000  employees),  the  quantity  of  communica- 
tion increases,  but  employees  perceive  it  as  increasingly  closed. 

In  such  a  large-scale  organization,  it  is  impossible  for  the  individual  manager  to 
communicate  personally  with  each  individual  or  group  of  individuals  involved  in 

decision  making  within  that  institution.  Jackson  (1984)  identified  the  following 

characteristics  of  large-scale  organizations  that  make  communication  particularly 
difficult: 

/.  Spatial  distance  within  an  organization  can  be  a  barrier  to  communication. 
2.  Different  subgroups  or  subcultures  within  the  organization  have  their  own 

values  system  and  identity.  Members  within  that  subgroup  form  an  allegiance  to 

their  own  members.  This  results  in  different  translations  of  messages  from  manage- 
ment, depending  upon  the  messages  significance  for  the  issues  the  subgroup 

values  and  is  striving  to  accomplish. 

3.  People  are  structured  into  different  systems  of  relationships  within  organi- 
zations. A  work  structure  exists  in  which  certain  people  are  expected  to  complete 

tasks  in  conjunction  with  other  people.  An  authority  structure  exists  where  some 
workers  are  in  charge  of  supervising  others.  A  status  structure  determines  which 

individuals  have  rights  and  privileges  and  a  prestige  structure  allows  some  individ- 
uals to  expect  deferential  treatment  from  others.  The  friendship  structure  encour- 
ages interpersonal  trust.  All  of  these  systems  influence  who  should  communicate  to 

whom  and  in  what  manner. 

4.  Organizations  are  in  a  constant  state  of  flux.  Relationships,  subgroups  or 

subcultures,  and  geographical  location  constantly  change.  It  is  difficult  to  commu- 
nicate decisions  to  all  the  people  who  are  affected  by  them  because  of  this  state  of 

constant  change. 

It  is  important  for  managers  to  assess  communication  within  their  organiza- 
tion. Who  communicates  with  whom  in  the  organization?  Is  the  communication 

timely?  Does  communication  within  the  formal  organization  concur  with  formal 
lines  of  authority?  Are  there  conflicts  or  disagreements  about  communication? 
What  modes  of  communication  are  used? 

Although  organizational  communication  is  complex,  the  manager  can  take 
several  steps  to  increase  the  likelihood  that  it  is  clear  and  complete. 

1.  Managers  must  understand  the  structure  of  their  organization,  including  an 

understanding  of  who  will  be  affected  by  any  decisions  that  are  made.  Both  formal 
and  informal  communication  networks  need  to  be  considered. 

2.  Communication  is  not  a  one-way  channel.  If  other  departments  or  disci- 
plines will  be  affected  by  the  communication,  the  manager  must  consult  with  those 

areas  for  feedback  prior  to  communicating  any  changes. 

3.  The  communication  must  be  clear,  simple,  and  precise.  It  is  the  respon- 
sibility of  the  manager  (sender)  to  ensure  that  the  message  is  understood.  The 

clarity  of  the  message  is  directly  influenced  by  the  mode  of  communication  used.  A 
telephone  call  is  rapid,  allowing  the  receiver  to  clarify  the  message  at  the  time  it  is 
given.  It  does  not,  however,  give  the  receiver  any  nonverbal  cues  or  allow  any 

reference  for  subsequent  questions  or  follow-up.  Written  messages  allow  for  docu- 
mentation, but  may  be  open  to  various  interpretations  and  are  generally  more 
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time-consuming.  Verbal  communication  is  rapid  but  may  result  in  fewer  people 
receiving  the  information  than  is  necessary.  In  general,  the  more  direct  the  commu- 

nication, the  greater  the  probability  that  it  will  be  clear.  The  more  people  involved 
in  filtering  messages,  the  greater  the  chance  of  distortion.  The  manager  must 
evaluate  each  circumstance  individually  to  determine  which  mode  or  combinations 
thereof  are  optimum  for  that  situation. 

4-  The  manager  should  seek  feedback  regarding  whether  the  communication 
was  accurately  received.  One  way  to  do  this  is  to  ask  the  receiver  to  repeat  the 
message  or  instructions.  In  addition,  the  sender  should  continue  to  follow  up  any 
communication  in  an  effort  to  determine  if  the  communicated  task  is  being  carried 
out. 

5.  Becoming  a  good  listener  is  a  vital  component  of  the  communication  pro- 
cess for  the  manager.  There  is  an  art  to  active  listening.  One  must  employ  nonver- 

bal cues  to  ensure  others  that  they  are  really  being  heard.  Often,  employees  do  not 

expect  managers  to  resolve  all  the  organization's  problems,  but  they  do  expect 
management  to  listen. 

Channels  of  Communication 

Because  large  organizations  are  so  complex,  communication  channels  used  by  the 
manager  may  be  upward,  downward,  horizontal,  diagonal,  or  through  the  informal 

grapevine. 

In  upward  communication,  the  manager  is  a  subordinate  to  higher  manage- 
ment. Needs  and  wants  are  communicated  upward  to  the  next  level  in  the  hier- 
archy. Individuals  at  this  level  hold  the  responsibility  for  decision  making  for  a 

greater  portion  of  the  organization  than  the  manager. 
In  downward  communication,  the  manager  relays  information  to  subordi- 

nates. This  is  a  traditional  form  of  communication  in  organizations  and  helps 
coordinate  the  activities  of  various  levels  within  the  structural  hierarchy. 

In  horizontal  communication,  the  manager  interacts  with  managers  of  other 

departments  in  the  organization.  The  need  for  horizontal  communication  increases 

as  interdepartmental  dependence  increases. 
In  diagonal  communication,  the  manager  interfaces  with  the  personnel  and 

managers  of  other  departments,  and  groups  such  as  physicians,  who  are  not  on  the 

same  level  of  the  organizational  hierarchy.  Although  these  individuals  have  no 

formal  authority  over  the  manager,  this  communication  is  vital  to  the  functioning  of 

the  organization.  Diagonal  communication  tends  to  be  less  formal  than  other  types 
of  communication. 

The  most  informal  communication  network  is  called  the  grapevine,  from 

which  information  flows  haphazardly  between  individuals  on  all  levels  of  the  hier 

archy,  usually  involving  3-4  at  one  time.  Communication  that  occurs  through  the 

grapevine  is  subject  to  error  and  distortion  because  of  the  speed  with  which  it  is 

passed  and  because  the  sender  has  little  formal  accountability  for  the  message 

Once  managers  have  knowledge  of  how  information  flows  within  their  organiza 

tion,  they  can  use  that  knowledge  to  best  promote  both  clear  and  efficient  commu 

nications  within  the  organization. 
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Modes  of  Communication 

The  manager  is  involved  in  the  following  types  of  communication: 

1.  Written  communication.  Most  managers  are  required  to  do  a  considerable 

amount  of  written  communication  and  therefore  need  to  be  able  to  write  clearly. 

2.  Face-to-face  communication:  Managers  communicate  verbally  upward  and 
downward,  both  formally  and  informally.  They  also  communicate  verbally  in  formal 

meetings,  with  individuals  in  peer  work  groups,  and  in  making  formal  presenta- 
tions. 

3-  Nonverbal  communication:  Nonverbal  communication  includes  facial  ex- 
pression, body  movements,  and  cues  or  gestures  and  is  commonly  referred  to  as 

body  language.  Because  nonverbal  communication  includes  the  emotional  compo- 
nent of  the  message,  it  is  generally  considered  more  reliable  than  verbal  communi- 

cation (Arnold  and  Boggs,  1989).  However,  there  is  a  significant  danger  in  the  mis- 
interpretation of  nonverbal  messages  if  they  are  not  assessed  in  context  with  the 

verbal  message.  Nonverbal  communication  occurs  anytime  managers  are  seen.  A 
message  is  transmitted  by  managers  to  subordinates  not  only  while  communicating 
verbally,  but  simply  by  walking  down  the  hallway. 

4-  Verbal  communication  (telephone):  Since  managers  today  are  quite  reliant 
on  the  telephone,  it  has  become  an  important  communications  tool. 

It  is  apparent  then  that  having  good  interpersonal  communications  skills  is 
important  for  the  manager.  However,  good  interpersonal  communication  skills  may 
not  be  adequate  in  themselves  to  ensure  effective  organizational  communication. 
Because  it  is  impossible  or  inappropriate  for  the  individual  manager  to  converse 

face-to-face  with  each  individual  in  the  large  organization,  it  is  necessary  to  develop 

other  interpersonal  communication  skills.  These  skills  include  nonverbal  commu- 
nication, assertive  communication,  and  listening  skills. 

Nonverbal  Communication 

Much  of  our  communication  occurs  via  nonverbal  means.  Because  the  potential  for 

misinterpretation  of  nonverbal  communication  is  even  greater  than  verbal  commu- 
nication, it  should  be  examined  in  context  with  the  verbal  content  expressed. 

Generally,  if  verbal  and  nonverbal  messages  are  incongruent,  the  receiver  will 

believe  the  nonverbal  message.  Also,  because  nonverbal  behavior  can  be  and  fre- 
quently is  misinterpreted,  it  is  important  for  receivers  to  validate  perceptions 

with  senders.  The  incongruency  between  verbal  and  nonverbal  messages  is  the 
most  significant  difficulty  in  effective  interpersonal  communication  (Sullivan  and 
Decker,  1988). 

The  following  is  a  partial  list  of  nonverbal  cues  that  can  occur  with  or  without 
verbal  communication: 

1.  Space:  The  space  between  the  sender  and  receiver  of  the  message  influ- 
ences what  is  communicated.  Distance  implies  a  lack  of  trust  or  warmth,  however 

inadequate  space,  as  defined  by  cultural  norms,  may  make  individuals  feel  threat- 
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ened  or  intimidated.  Generally,  North  American,  Indian,  Black,  Pakistani,  and  Asian 

cultures  require  greater  space  between  sender  and  receiver  than  Latinos  and  south- 

ern Europeans  (Richmond,  1987).  Davis  (1990)  states  'Arabians  like  to  conduct 

business  discussions  within  spitting  distance — literally.  They  bathe  in  each  other's 
breath  as  part  of  building  the  relationship.  That  is  why  there  is  no  word  for  privacy 

in  Arab  cultures." 

Davis  (1990)  states: 

We  each  wear  a  zone  of  privacy  like  a  hoop  skirt,  inviting  others  in  or 

keeping  them  out  with  body  language — by  how  closely  we  approach,  the 

angle  at  which  we  face  them,  the  speed  with  which  we  break  a  gaze.  It's  a 
subtle  code,  but  one  we  use  and  interpret  easily  indeed  automatically, 

having  absorbed  the  vocabulary  from  infancy.  At  least  we  assume  we're 
reading  it  right.  But  from  culture  to  culture,  from  group  to  group  within  a 

single  country,  even  between  the  sexes,  the  language  of  space  has  distinc- 
tive accents,  confusing  umlauts.  This  leaves  tremendous  room  for  misin- 

terpretation. 

It  is  clear  then  that  managers  must  be  sensitive  to  the  needs  of  the  individual 

for  personal  space.  Likewise,  interpretation  of  the  subtle  code  of  body  language 
should  be  approached  with  caution. 

2.  Environment:  The  area  where  the  communication  takes  place  is  an  impor- 
tant part  of  the  communication  process.  Communication  which  takes  place  in  a 

superior's  office  is  often  given  more  credence  than  communication  that  occurs  in 
the  cafeteria. 

3.  Outward  appearance:  Much  is  communicated  via  our  clothing,  hairstyles, 

use  of  cosmetics,  and  relative  attractiveness.  The  term  "dressing  for  success''  appro- 
priately defines  the  impact  of  dress  and  appearance  upon  role  perception  and 

power. 
4.  Eye  contact:  This  nonverbal  cue  is  often  associated  with  sincerity  Richmond 

(1987)  stated  that  eye  contact  constitutes  an  invitation  or  readiness  to  interact 
Likewise,  breaking  of  eye  contact  nonverbally  indicates  that  the  interaction  is  about 

to  cease.  It  is  important,  however,  that  the  manager  be  aware  that  as  with  space,  the 
presence  or  absence  of  eye  contact  is  strongly  influenced  by  cultural  standards.  I  iall 

stated  "Americans  frequently  make  their  business  counterparts  in  Japan  uncomfort- 

able with  the  kind  of  direct  eye  contact  that's  normal  here.  Not  only  do  most 

Japanese  businessmen  not  look  at  you,  they  almost  always  keep  their  eyes  down" (Davis,  1990). 

5.  Body  posture:  The  weight  of  a  message  is  increased  if  the  sender  stands  and 

faces  the  person  or  sits  appropriately  close  and  leans  toward  the  receiver  with  their 
head  erect. 

6.  Gestures:  A  message  accented  with  appropriate  gestures  takes  on  added 

emphasis.  However,  overemphasis  is  distracting.  For  example,  hand  movements  ran 

either  punctuate  or  distract  from  the  message. 

7.  Facial  expressions.  Effective  communication  requires  facial  expressions  that 

agree  with  your  message. 
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8.  Timing:  hesitation  often  diminishes  the  effect  of  your  statement  or  implies 
untruthfulness. 

9.  Vocal  cues — tone,  volume,  and  reflection-.  These  add  to  the  message  being 
transmitted. 

Effective  managers  are  congruent  in  their  verbal  and  nonverbal  communica- 
tion, so  subordinates  are  clear  about  the  messages  they  receive  (Marquis  and 

Huston,  1992).  Likewise,  managers  are  sensitive  to  nonverbal  as  well  as  verbal 

messages  from  subordinates,  and  look  for  inconsistencies  that  may  indicate  unre- 
solved problems  or  needs.  Often,  organizational  difficulties  can  be  prevented  when 

managers  recognize  the  nonverbal  communication  of  subordinates  and  take  timely 

appropriate  action. 

Assertive  Communication 

Assertive  behavior  is  a  way  of  communicating  that  allows  individuals  to  express 

themselves  in  direct,  honest,  and  appropriate  ways  that  do  not  infringe  upon  an- 

other person's  rights.  The  position  of  the  individual  is  expressed  clearly  and  firmly 
using  first-person  or  "I"  statements.  In  addition,  assertive  communication  always 
requires  that  verbal  and  nonverbal  messages  be  congruent.  To  be  successful  in  the 

directing  phase  of  management,  one  must  have  well-developed  skills  in  assertive 
communication. 

There  are  many  misconceptions  about  assertive  communication.  The  first  mis- 
conception is  that  any  given  communication  is  either  assertive  or  passive.  Actually, 

there  are  at  least  four  possibilities: 

1.  passive, 
2.  aggressive, 
3.  indirectly  aggressive  (often  called  passive  aggressive),  and 
4-  assertive. 

Passive  communication  occurs  when  one  individual  suffers  in  silence,  although 

they  may  feel  strongly  about  the  issue  at  hand.  Aggressive  individuals  express 
themselves  in  a  direct  and  often  hostile  manner  which  does  infringe  upon  another 

person's  rights.  This  behavior  is  generally  oriented  toward  "winning  at  all  costs"  or 
demonstrating  one's  own  superiority.  Passive  aggressive  communication  is  aggres- 

sive communication  presented  in  a  passive  way.  It  generally  involves  a  limited 
verbal  exchange  (with  incongruent  nonverbal  behavior)  by  an  individual  who  feels 

strongly  about  a  situation.  This  individual  feigns  withdrawal  in  an  effort  to  manipu- 
late the  situation. 

A  frequently  heard  misconception  is  that  assertive  and  aggressive  are  syn- 
onymous. In  fact,  to  be  assertive  is  to  not  be  aggressive.  Even  when  faced  with 

someone  else's  aggression,  the  assertive  communicator  remains  assertive  and  does 
not  become  aggressive.  An  individual  can  remain  assertive  when  under  attack  by  an 
aggressive  person  by  doing  several  things: 

1.  Reflection:  Repeat  to  the  speaker  what  they  are  saying. 

2.  Repeated  assertion-.  Continue  to  repeat  the  original  assertive  message. 
3-  Point  out  the  implicit  assumptions:  This  involves  listening  closely  and  letting 

the  aggressor  know  that  you  have  heard  them. 
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4.  Restating:  By  using  assertive  language  to  rephrase  the  aggressor's  language, 
one  can  defuse  the  aggression. 

5.  Questioning:  When  the  aggressor  uses  nonverbal  cues  to  be  aggressive,  the 
assertive  person  should  confront  this  behavior  in  the  form  of  a  question. 

Another  common  misconception  about  assertiveness  is  that  assertiveness  is 
unfeminine.  Although  the  role  of  women  in  society  has  undergone  tremendous 
change  in  the  last  one  hundred  years,  nursing  as  a  female  profession  has  had  great 
difficulty  in  accepting  the  role  of  the  nurse  as  an  assertive,  active,  decision  maker. 

All  nurses,  and  nurse  managers  especially,  are  being  urged  to  develop  more  effec- 
tive personal  communications  skills.  One  means  of  doing  this  is  by  teaching  asser- 
tive communication  skills  as  part  of  nursing  school  curriculum.  A  study  by  Kruse 

(1992)  found  that  the  higher  the  educational  level,  the  greater  the  degree  of 
assertiveness  on  the  part  of  nurses. 

Pardue  (1980)  maintains  that  "assertiveness  does  not  mean  being  pushy,  ob- 
noxious, insensitive,  or  devious.  Removing  the  shackles  of  traditionally  submissive, 

dishonest,  female  communication  is  critical."  Another  misconception  is  that  when 
individuals  communicate  or  behave  assertively,  they  get  everything  they  want.  This 

is  not  true,  as  being  assertive  involves  both  rights  and  responsibilities.  Display  17-1 
shows  a  list  of  the  rights  and  responsibilities  of  the  assertive  individual  (Chenevert, 
1988). 

Listening  Skills 
It  has  been  shown  that  most  individuals  hear  or  actually  retain  only  a  small  amount 

of  the  information  given  to  them.  Although  the  average  person  spends  70%  of  their 

time  listening,  only  one-third  of  the  messages  sent  are  retained.  Listening  is  an 
active  process,  and  is  as,  if  not  more  important,  than  speaking  for  the  leader. 

To  become  a  better  listener,  the  leader  must  first  become  aware  of  how  their 

past  experiences,  values,  attitudes,  and  biases  affect  how  messages  are  received  and 

in  turn,  perceived.  The  leader  must  also  overcome  the  information  and  communi- 
cation overload  inherent  to  the  middle-management  role.  It  is  very  possible  for 

overwhelmed  managers  to  stop  actively  listening  to  the  many  subordinates  who 

simultaneously  need  and  demand  their  time. 

Lastly,  the  leader  must  continually  work  to  be  a  better  listener,  as  active  listen- 
ing is  an  interpersonal  communications  skill  which  improves  with  practice.  The 

leader  who  actively  listens  gives  genuine  time  and  attention  to  the  sender,  inter- 
preting both  verbal  and  nonverbal  communication.  As  a  receiver,  their  primary 

purpose  is  to  receive  the  message  being  sent,  rather  than  form  a  response  before 
the  transmission  of  the  message  is  complete. 

Group  Communication 

Managers  must  communicate  with  large  and  small  groups,  as  well  as  with  Individ 

ual  employees  (Miller,  1991 ).  Because  a  group  lakes  on  an  entirely  differeni  ft  >rm  .  >l 
communication  than  do  individuals,  it  is  essential  that  the  manager  haw  an  under 

standing  of  group  dynamics,  including  the  sequence  each  group  must  proceed 
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DISPLAV     17-1 

Rights  and  Responsibilities  of  the  Assertive  Individual 

Rights Responsibilities 

To  speak  up. To  listen. 

To  take. To  give. 

To  have  problems. To  find  solutions. 

To  be  comforted. To  comfort  others. 

To  work. To  do  your  best. 

To  make  mistakes. To  correct  your  mistakes. 

To  laugh. To  make  others  happy. 

To  have  friends. To  be  a  friend. 

To  criticize. To  praise. 

To  have  your  efforts  rewarded. To  reward  other's  efforts. 

To  independence. To  be  dependable. 

To  cry. To  dry  tears. 

To  be  loved. To  love  others. 

(Chenevert,  1985.) 

the  sequence  each  group  must  proceed  through  before  work  can  be  accomplished. 
Tuckman  (1977)  labeled  these  stages  forming,  storming,  norming,  and  performing 

(see  Table  17-1). 
When  individuals  are  first  introduced,  they  must  go  through  a  process  of 

meeting  each  other;  the  forming  stage.  They  then  progress  through  a  stage  where 

there  is  much  competition  and  attempts  at  the  establishment  of  individual  identi- 
ties; the  storming  stage.  Next  the  group  begins  to  establish  rules  and  design  the 

work  to  be  done,  the  norming  stage.  Finally,  during  the  performing  stage,  the  work 
actually  gets  done. 

Northouse  (1986)  adds  another  stage,  the  termination  phase,  as  the  last  devel- 
opment in  the  working  group.  The  manager  guides  members  to  summarize,  ex- 

press feelings,  and  come  to  closure.  A  celebration  at  the  end  of  group  work  is  a 
good  way  to  terminate  a  project. 

Because  groups  become  more  effective  over  time,  the  addition  of  new  mem- 
bers to  a  group  slows  productivity  It  takes  some  time  for  new  members  to  be 

accepted,  and  often,  some  of  the  developmental  stages  of  the  group  will  be  per- 
formed again,  or  be  delayed  if  several  new  members  join.  Therefore,  it  is  important 

when  forming  groups  to  select  those  who  can  remain  members  until  the  work  is 
finished,  or  until  their  appointment  is  over. 

The  manager  must  also  be  alert  to  and  assess  the  significance  of  the  formation 

of  subgroups  within  the  larger  group.  Generally  this  occurs  in  response  to  a  sense 

of  powerlessness  (Miller,  1991).  The  manager  then  must  measure  the  power  distri- 
bution within  the  group,  and  encourage  the  use  of  democratic  rather  than  auto- 

cratic decision-making  styles  by  the  informal  group  leaders. 
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TABLE     17-1 

Stages  of  Group  Process 

Group 

Development 
Stage Group  Process Task  Process 

Forming 

Storming 

Norming 

Performing 

Testing  to  identify  boundaries 

of  interpersonal  behaviors;  es- 
tablishing dependent 

relationships  with  leaders  and 
other  members;  and  deter- 

mining what  is  acceptable 
behavior. 

Resistance  to  group  influence 
shown  as  members  polarize 

into  subgroups;  conflict  en- 
sues and  members  rebel 

against  demands  imposed  by 
the  leader. 

Consensus  evolves  as  group 

cohesion  develops;  norms  de- 
velop; conflict  and  resistance 

are  overcome. 

Interpersonal  structure  fo- 
cuses on  the  task  and  its 

completion;  roles  become 
flexible  and  functional;  ener- 

gies are  directed  toward  task 

performance. 

Testing  to  identify  the  tasks, 

appropriate  rules,  and 
methods  suited  to  the  perfor- 

mance of  the  task. 

Resistance  to  task  require- 
ments and  the  differences 

regarding  demands  imposed 
bv  the  task. 

Cooperation  advances  as  dif- 
ferences are  expressed  and 

resolved. 

Problems  are  solved  as  the 

task  performance  improves; 
constructive  efforts  to  com- 

plete task;  more  of  group 
energies  available  for  the  task. 

(Condensed  from  Tuckman,  1965.) 

Group  Dynamics 

In  addition  to  forming,  storming,  and  norming,  two  other  functions  of  groups  are 

necessary.  One  has  to  do  with  the  task  or  the  purpose  of  the  group  and  the  other 

has  to  do  with  maintenance  of  the  group  or  support  functions  (Bennis  and  Shep- 

pard,  1978).  Managers  should  understand  how  groups  carry  out  their  specific  tasks 
and  roles. 

Task  Roles  of  Groups 

There  are  11  tasks  that  each  group  performs.  A  member  of  a  group  may  perform 

more  than  one  task,  but  all  tasks  will  be  carried  out  either  by  the  members  or  by 

the  leader.  These  roles  are  as  follows. 

/.  Initiator:  Contributor  who  proposes  or  suggests  group  goals  or  redefines 

the  problem.  There  may  be  more  than  one  initiator  during  the  lifetime  of  the 

group. 
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2.  Information  seeker:  Seeks  a  factual  basis  for  the  work. 

3-  Information  giver:  Gives  an  opinion  regarding  what  the  pertinent  values 
should  be. 

4.  Opinion  seeker:  Seeks  opinions  that  clarify  or  reflect  the  value  of  other 

member's  suggestions. 
5.  Elaborator.  Gives  examples  or  extends  the  meanings  of  suggestions  given 

and  how  they  could  succeed. 
6.  Coordinator:  Clarifies  and  coordinates  ideas,  suggestions,  and  activities. 
7.  Orienter.  Summarizes  decisions  and  actions  and  identifies  and  questions 

discrepancies  from  prestated  goals. 

8.  Evaluator.  Critic  who  questions  group  accomplishments  and  compares 
them  to  a  standard. 

9.  Energizer:  Stimulates  and  prods  the  group  to  act  and  raises  the  level  of 
their  actions. 

10.  Procedural  Technician:  Facilitates  group  action  by  arranging  the  environ- 
ment. 

11.  Recorder.  Records  all  activities  and  accomplishments. 

Group  Building  and  Maintenance  Roles 

The  group  task  roles  contribute  to  the  work  to  be  done.  The  group  building  roles 
provide  for  the  care  and  maintenance  of  the  group.  Examples  of  group  building 
roles  include: 

1.  Encourager:  Accepts  and  praises  contributions,  viewpoints,  and  ideas  from 
all  members  with  warmth  and  solidarity. 

2.  Harmonizer:  Mediates,  harmonizes,  and  resolves  conflict. 

3-  Gatekeeper:  Promotes  open  communication  and  facilitates  participation  so 
all  members  are  involved. 

4-  Standard  setter:  Expresses  or  evaluates  standards  of  group  process. 
5.  Compromiser:  Yields  their  own  position  in  a  conflict  situation. 
6.  Group  commentator:  Provides  feedback  to  the  group. 
7.  Follower:  Accepts  collective  ideas  and  listens  to  discussions  and  decisions. 

Individuals  may  carry  out  one  or  more  roles  in  a  group,  but  they  often  perform 
the  same  role  in  each  group  they  are  in. 

Managers  must  recognize  the  importance  of  both  task  and  maintenance  roles 
and  appoint  both  types  of  individuals  for  each  committee  assignment  (Marquis  and 
Huston,  1992).  In  order  for  the  work  of  a  committee  to  be  accomplished,  there 
needs  to  be  individuals  who  can  carry  out  the  task  roles.  But  in  order  for  the 
committee  to  develop  a  spirit  that  will  endure,  there  need  to  be  individuals  who 
can  perform  maintenance  roles.  Simply  stated,  someone  needs  to  make  the  group 
laugh  while  someone  needs  to  move  the  agenda  along;  both  are  necessary. 

The  manager  can  also  assist  groups  to  increase  productivity  by  adequately 
preparing  prior  to  meetings.  This  includes  selecting  an  appropriate  site  and  time, 
and  outlining  an  agenda.  This  program  and  any  necessary  accompanying  material 
should  be  sent  to  all  members  prior  to  the  meeting.  At  meeting  time  the  manager 
should  begin  promptly,  follow  the  agenda,  assign  tasks  appropriately  and  clearly, 
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and  conclude  expeditiously.  Later,  the  manager  should  disseminate  the  minutes 
and  follow  up  on  the  progress  of  assigned  tasks. 

Written  Communication 

Written  communication  is  necessary  for  any  large  organization.  In  order  to  reach  all 
the  individuals,  most  organizations  have  developed  certain  methods  of  formal 
downward  communication.  These  might  include  company  publications,  letters  to 

employee's  homes,  pay-envelope  inserts,  formal  memos,  and  bulletin  boards.  De- 
pending upon  the  level  of  their  position,  the  manager  may  be  involved  with  few  or 

many  of  these  written  communications  to  subordinates. 
However,  all  managers  are  involved  with  some  written  communications.  These 

might  take  the  forms  of  budget  requests,  performance  appraisals,  letters  of  refer- 
ence for  former  employees,  or  annual  reports.  Written  communication,  by  virtue  of 

its  very  nature,  suggests  attention  and  deliberation  on  the  part  of  the  sender  and 
gives  receivers  a  record  for  reference  and  review  (Palmer  and  Deck,  1987).  There 
is,  however,  great  danger  in  written  communication  because  usually  there  is  no 
feedback  mechanism  available  for  the  sender  of  the  message  to  clarify  the  intent. 

The  manager  needs  to  be  able  to  write  clearly  using  language  that  is  understood. 
Having  others  read  sensitive  communication  before  it  is  distributed  can  often 

prevent  the  manager  from  having  misunderstood  communication  with  subordi- 
nates. 

Health  Care  Education  Associates  (1988)  suggest  the  following  guidelines  for 

writing  good  letters  and  memos: 

1.  Know  what  you  want  to  say  before  you  start  writing;  this  requires  that  you 
think  clearly  before  you  begin  to  write. 

2.  Put  people  into  your  writing;  when  you  write  about  a  subject,  discuss  it  in 
terms  of  those  affected  by  it.  Avoid  words  such  as  administration,  authorization,  and 

implementation,  as  they  are  abstract  and  impersonal. 
3.  Use  action  words;  action  verbs  have  a  stronger  impact. 

4.  Write  simply;  use  familiar,  specific,  and  concrete  words.  Simple  writing  is 
more  easily  understood  and  thus  is  more  apt  to  be  read. 

5.  Use  as  few  words  as  possible;  find  one  good  way  to  make  your  point  and 

trust  that  your  reader  will  understand  it. 
6.  Keep  sentences  under  20  words  and  include  only  one  idea  per  sentence. 

Make  positive  statements  that  clearly  outline  your  position  on  an  issue.  State  the 
pertinent  facts  first. 

7.  Give  the  reader  direction;  be  consistent  in  the  tone  of  the  message  to  help 

establish  a  clear  point  of  view. 

8.  Arrange  the  material  logically;  an  orderly  presentation  of  tacts  increases 

the  reliability  the  reader  places  in  the  writer.  The  material  may  be  organized 

deductively,  inductively,  by  order  of  importance,  from  the  familiar  to  the  unfamiliar, 

chronologically,  by  close  relationship,  or  by  proximity. 

9.  Use  paragraphs  to  lead  readers;  they  should  not  exceed  eight  to  ten  lines 
in  a  memo,  or  five  to  six  lines  in  a  letter. 
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10.  Connect  your  thoughts;  to  achieve  this,  you  must  add  enough  details,  use 
repetition  to  tie  thoughts  together,  and  employ  transitional  words  to  tell  the  reader 
when  you  are  moving  to  a  new  thought. 

11.  Be  clear;  be  certain  your  pronouns  are  clearly  defined. 
12.  Express  similar  thoughts  in  similar  ways. 

Summary 

Communication  is  as  important  in  management  as  it  is  in  the  personal  life  of  an 
individual.  The  large  size  of  some  organizations  makes  adequate  communication 
difficult,  as  does  power,  status,  and  authority. 

Additionally,  assertive  communication  is  an  essential  element  for  effective  man- 
agement in  any  organization.  Due  to  the  nature  of  organizations,  it  is  necessary  that 

much  of  the  communication  occur  in  groups,  thus  the  manager  must  have  an 
understanding  of  group  dynamics. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

As  the  3:00  p.m. -11:00  p.m.  charge  nurse  on  a  surgical  unit,  you  routinely 
have  a  short,  weekly  educational  conference  letting  each  staff  member  take 
turns  presenting  a  15  minute  summary  of  a  topic  of  their  choice.  You  also  have 
two  short  weekly  staff  meetings,  one  for  general  sharing  and  one  for  patient 
care  conferences.  Lately,  you  have  found  that  the  meetings  are  not  going  well 
because  one  member  of  the  group  (Ms.  Morgan)  tends  to  monopolize  all  of  the 
meeting  time,  except  when  someone  is  making  a  formal  presentation.  You  have 

spoken  privately  to  her  about  this  and  although  apologetic,  her  behavior  has 
continued.  In  all  other  respects,  Ms.  Morgan  is  an  excellent  nurse  and  a  good 

employee. 

ASSIGNMENT 

Using  your  knowledge  of  group  dynamics  and  communication,  outline  what 
steps  you  would  take  to  facilitate  more  group  participation. 

ANALYSIS 

You  have  already  met  with  the  nurse  and  made  her  aware  of  her  behavior.  This 
is  a  good  first  step.  However,  individuals  who  monopolize  groups  often  have 
difficulty  controlling  this  behavior  and  need  some  assistance  from  the  group 
itself.  Remember  that  immediate  feedback  is  the  most  effective  way  to  change 
behavior. 

Your  goal  here  is  to  extinguish  the  behavior,  without  humiliating  or  embar- 
rassing the  employee.  Often,  group  members  take  their  cue  from  the  group 

facilitator,  so  you  need  to  act  as  an  appropriate  role  model  for  the  group.  Roles 

you  need  to  assume  include  gatekeeper  and  group  commentator.  The  follow- 
ing might  be  appropriate  methods  of  dealing  with  Ms.  Morgan. 

1.  Ask  specific  employees  in  the  group,  by  name,  for  input  into  the  item  under 
discussion. 

2.  If  Ms.  Morgan  begins  to  answer,  interrupt  by  saying  "Let's  hear  from  John 

now,  Ms.  Morgan." 

3.  If  she  persists,  say  "Please  don't  interrupt,  Ms.  Morgan." 

4.  If  her  comments  are  rambling,  state  thai  you  don't  see  the  point  and  feel  that 
her  points  are  irrelevant  to  the  topic  under  discussion. 

5.  Should  Ms.  Morgan  continue,  state  in  front  of  the  group  "/am  frustrated  thai 
other  members  of  the  group  do  not  have  a  chance  to  share  their  ideas  and 

feelings  as  well."  Eventually  the  group  will  lake  over  the  task  of  monitoring 
her  behavior.  Make  sure  that  this  modification  is  only  of  her  group  behavior 

Ms.  Morgan  might  be  somewhat  hint  by  the  actions  of  you  and  the  group 
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and  may  verbally  withdraw.  This  behavior  is  usually  only  temporary  and  she 

should  eventually  become  a  participant  in  the  group  again.  Do  not  encour- 

age her  to  participate  during  her  withdrawn  state.  This  would  be  giving  a 
mixed  message. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

ASSIGNMENT 

Decide  if  the  following  responses  are  assertive,  aggressive,  or  passive.  Change 

aggressive  or  passive  responses  into  assertive  responses. 

Situation 

1.  A  co-worker  withdraws  instead  of 

saying  what  is  on  his  mind.  You  say: 

2.  This  is  the  third  time  in  two  weeks 

that  your  co-worker  has  asked  for  a 
ride  home  because  her  car  is  not 

working.  You  say: 

3-  An  attendant  at  the  gas  station  you 

frequent  neglected  to  replace  your 

gas  cap.  You  notice  this  and  return 
to  inquire  about  it  and  you  say: 

4.  You  would  like  to  have  a  turn  at  be- 
ing in  charge  on  your  shift  and  you 

say  to  your  head  nurse: 

5.  A  committee  meeting  is  being  es- 
tablished. The  time  is  convenient 

for  other  people  but  not  for  you. 
The  schedule  is  such  that  it  will  be 

next  to  impossible  for  you  to  attend 

regularly.  When  you  asked  about 
the  time,  you  said: 

6.  In  a  conversation,  a  doctor  sud- 

denly says,  "What  do  you  women 

libbers  want  anyway?"  You  respond: 

7.  An  employee  makes  a  lot  of  mis- 
takes in  his  work.  You  say: 

8.  You  are  at  a  meeting  of  seven  men 
and  one  woman.  At  the  beginning  of 

the  meeting,  the  chairman  asks  you 
to  be  the  secretary.  You  respond: 

Response 

"I  guess  you  are  uncomfortable  talking 

about  what's  bothering  you.  It  would  be 

better  if  you  talked  to  me." 
"You're  taking  advantage  of  me  and  I 

won't  stand  for  it.  It's  your  respon- 
sibility to  get  your  car  fixed. 

"One  of  the  guys  here  forgot  to  put  my 
gas  cap  back  on!  I  want  it  found  now  or 

you'll  buy  me  a  new  one." 

"Do  you  think  that  you  could  see  your 
way  clear  to  letting  me  be  in  charge 

once  in  a  while?" 
"Well,  I  guess  it's  OK.  I'm  not  going  to 
be  able  to  attend  very  much,  but  it  fits 

into  everyone  else's  schedule." 

"Fairness  and  equality' 

"You're  a  lazy  and  sloppy  worker!" 

"No,  I'm  sick  and  tired  of  being  the  sec- 

retary just  because  I'm  the  only  woman 

in  the  group." 
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9.  A  physician  asks  you  to  borrow  "Well,  I  guess  so.  One  of  you  doctors 
your  stethoscope.  You  say:  walked  off  with  mine  last  week  and  this 

new  one  cost  me  $35.  Be  sure  you  re- 

turn it,  okay?" 
10.  You  are  interpreting  the  intake  and  "You  could  understand  this  if  you'd  stop 

output  sheet  for  a  physician  and  he         interrupting  me  and  listen." 
interrupts  you.  You  say: 

CASE  2  (From  Marquis  and  Huston,  1992) 

Assume  that  you  are  the  project  director  of  the  small  North  Hills  Family 
Planning  Clinic.  You  have  just  received  word  that  your  federal  and  state  funding 
have  been  slashed  and  that  the  clinic  will  probably  close  in  about  3  months.  There 

is  a  chance  that  an  additional  funding  source  will  be  found,  but  it  is  improbable  this 
will  occur  within  the  next  3  months.  The  Board  of  Directors  informed  you  that  this 

knowledge  is  not  to  be  made  public  at  this  time.  You  have  5  full-time  employees 
working  at  the  clinic.  Two  of  these  employees  are  close  friends  and  you  are  experi- 

encing some  conflict  about  withholding  this  information  from  them.  You  are  aware 
that  another  clinic  in  town  currently  has  job  openings,  and  that  the  positions  are 
generally  filled  quickly. 

ASSIGNMENT 

It  is  important  that  you  continue  to  be  able  to  staff  the  clinic  for  the  next  3  months. 

Determine  when  you  will  notify  the  staff  of  the  clinic's  intent  to  close.  Will  you 
communicate  the  closing  to  all  at  the  same  time?  Will  you  use  downward  communi- 

cation? Should  the  grapevine  be  used  to  "leak"  news  to  employees?  When  is  it 
appropriate  for  the  manager  to  use  the  grapevine  to  pass  on  information? 

CASE  3 

Mrs.  White  is  the  Nursing  Administrator  for  the  rural,  150  bed  Woodland  Psychiatric 

Hospital.  She  has  been  very  frustrated  because  the  nursing  department  is  very 

centralized  and  she  feels  this  keeps  her  unit  coordinators  and  other  nursing  man- 
agers from  being  as  effective  as  they  could  if  they  had  more  authority.  Therefore, 

she  has  organized  a  plan  to  decentralize  her  department,  giving  her  supervisors 
and  unit  coordinators  more  control  and  new  titles. 

She  sends  her  new  plan  to  Mr.  Short,  the  CEO,  and  has  just  received  the 
following  return  memo  from  him: 

Dear  Mrs.  White: 

The  Board  of  Directors  and  I  met  to  review  your  plan  and  think  it  is  a  good 

one.  In  fact,  we  have  been  thinking  along  the  same  lines  for  quite  some- 

time now.  I'm  sure  you  must  have  heard  of  our  plans.  Since  we  haw 

recently  contracted  with  a  physician's  group  to  cover  our  crisis  center,  we feel  this  would  be  a  good  time  to  decentralize  in  other  ways,  We  suggest 

that  your  new  Substance  Abuse  Coordinator  report  direct  l\  u>  the  new 
Chief  of  Mental  Health.  In  addition,  we  feel  your  new  Director  ol  the 

Suicide  Prevention  Center  should  report  dirccilv  to  (he  Chiel  ol  Menial 

Health  and  then  myself. 
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I  am  pleased  that  we  are  both  moving  in  the  same  direction  and  have  the 
same  goals.  We  will  be  setting  up  meetings  in  the  future  to  iron  out  the 
small  details. 

Sincerely, 

Joseph  Short,  CEO 

ASSIGNMENT 

1.  How  and  why  did  Mrs.  Whites  plan  go  astray?  Could  it  have  been  prevented? 
2.  What  communications  mode  would  have  been  most  appropriate  for  her  to  share 

her  plan  with  Mr.  Short? 
3.  What  should  be  her  plan  now?  Outline  what  you  would  do  now  if  you  were  Mrs. 

White.  Explain  your  rationale. 

CASE  4  (From  Marquis  and  Huston,  1992) 

You  are  a  school  nurse  for  kindergarten  through  grade  6  in  a  primarily 
affluent,  small,  community.  The  school  board  trustees  who  set  policy  are  outspoken 
and  conservative  in  their  views.  Recently,  a  policy  was  established  regarding  the 
education  of  children  known  to  be  HIV  positive.  This  policy  allows  children  who 
have  tested  positive  for  the  virus  to  attend  school,  although  physical  segregation  in 
the  classroom  is  mandatory  for  children  under  the  age  of  7.  This  policy  is  based  on 
the  belief  that  children  under  the  age  of  7  could  inadvertently  transmit  body  fluids 
in  the  course  of  spitting,  drooling,  urination,  etc.  The  policy  also  requires  that  all 

school  personnel  involved  with  the  child  be  aware  of  the  child's  health  care  status. 
This  mandate  has  yet  to  be  tested  in  the  classroom.  Although  you  are  glad  to  see  the 
district  establish  policy  in  this  area,  you  feel  that  the  current  policy  holds  great 
potential  for  the  discrimination  and  isolation  of  HIV  positive  children. 

Recently,  a  new  kindergarten  student  entered  your  district.  He  is  a  5  year  old, 
known  hemophiliac  whose  parents  recently  completed  and  returned  his  health 
screening  history.  At  that  time,  they  requested  a  copy  of  the  current  HIV  policy  for 
the  district,  which  you  sent  to  them. 

One  week  later,  you  completed  an  initial  screening  visit  with  the  child  as  part 
of  the  registration  process.  The  child  appeared  to  be  pale  and  thin,  and  was  easily 
fatigued.  On  direct  confrontation,  the  parents  admitted  that  their  son  was  HIV 
positive,  but  implored  you  not  to  place  this  on  his  record.  They  have  not  yet 
discussed  the  presence  of  HIV  with  their  son,  as  they  feel  he  is  not  old  enough  to 
understand  the  ramifications.  They  feel  the  current  policy  is  discriminatory  and  that 
their  son  would  be  physically  and  socially  ostracized  from  the  other  children.  They 
also  feel  the  community  in  general  is  conservative  and  would  be  unaccepting  of 
both  their  son  and  themselves. 

ASSIGNMENT 

Who  has  a  right  to  information  in  this  case?  To  whom  will  you  relate  this  informa- 
tion? In  what  communication  mode?  How  will  you  control  the  dissemination  of  that 

information?  Can  this  communication  be  limited  to  the  formal  network?  What 

safeguards  can  you  build  into  your  communication  to  protect  all  the  individuals 
who  might  be  affected  by  this  situation? 



ORGANIZATIONAL,  INTERPERSONAL,  AND  GROUP  COMMUNICATION      ♦     283 

Bibliography 

The  following  is  a  list  of  references  to  help  you  solve  these  cases: 

Anderson  MA  (1987).  Professionally  speaking  .  .  .  assertiveness  is  a  hallmark  of  professional  communi- 
cation. Pro  Re  Nata,  Utah  Nurses  Assoc  9(1)  Jan/Feb:4 

Baugh  C  (1989).  Practical  ways  to  assert  yourself  Nurs  89  19(3  ):57 

Bourhis  RY,  Roth  S,  and  MacQueen  G  ( 1989).  Communication  in  the  hospital  setting:  a  survey  of  medical 
and  everyday  language  use  amongst  patients,  nurses,  and  doctors,  Soc  Sci  Med  28(4):339-346 

Cerne  F  (1989).  CEO  shares  information  with  his  employees.  Hospitals  63(7)  Apr  5:54 

Chartier  MR  (1981).  Clarity  of  expression  in  interpersonal  communication.  J  Nurs  Admin  11  July,  42-46 

Chenevert  M  (1983).  Special  Techniques  in  Assertiveness  for  Women  in  the  Health  Professions,  2nd  ed. 
St.  Louis,  MO:  CV  Mosby 

Chu,  L-MK  and  Chu  G  SF  (1991).  Feedback  and  efficiency:  a  staff  development  model.  Nurs  Manage 
22(2):  28-31 

Farley  MJ  (1987).  Power  orientations  and  communication  style  of  managers  and  non-managers.  Res  Nurs 
Health  10(3)  June:  197-202 

Frone  MR  and  Major  B  ( 1988).  Communication  quality  and  job  satisfaction  among  managerial  nurses:  the 

moderating  influence  of  job  involvement.  Group  Organizat  Studies  13(3)  Sept:332-347 

Jordana  AM  (1989)   Ineffective  communication  can  thwart  your  practice.  Prof  Med  Assistant,  22(2) 

Mar/Apr:12-13 

McConnell  CR  (1989).  Overcoming  major  barriers  to  true  two  way  communication  with  employees. 

Health  Care  Supervisor  7(4):77-82 
McConnell  CR  (1987).  Making  upward  communication  work  for  your  employees:  processes  and  people, 

with  emphasis  on  people,  part  3.  Health  Care  Supervisor,  5(2)  Jan:7 1-80 

Nawrocki  H  (1988).  How  to  tap  into  the  employee  grapevine.  Nurs  88  18(12):32C 

Osborne  WL  and  Courts  NF  (1991).  Better  communications  make  more  compassionate  hospitals  Nurs 

Manage  22(8):31-32 

Shahoda  T  and  Droste  T  (1987).  Human  resources:  employee  communication  softens  merger's  toll. 
Hospitals,  61(7)  Apr  5:80 

Sheafor  M  (1991).  Productive  work  groups  in  complex  patient  units.  J  Nurs  Admin  21(5):25-30 

Wallace  H  (1989).  "How  To  Improve  Your  Written  Communication",  Med  Lab  Observer  21(3):65-58,  ^0+ 
Weinfield  RS  and  Donohue  EM  (1989).  You  cannot  not  communicate.  Nurse  Manag  Bookshelf  1(3) 

Sept:3-12 
Wilson-Barnett  J  (1988).  Lend  me  your  ear  .  .  .  good  communication  and  empathy.  Nurs  Times  84(33) 

Aug  17-23:51-53 



284      ♦      DIRECTING 

Personal  Notebook 

1.  Which  modes  of  communicating  do  you  find  the  most  effective?  Which  modes 
are  most  difficult  for  you? 

2.  Do  you  most  frequently  use  the  informal  grapevine  or  formal  channels  of  com- 
munication? 

3-  Think  back  to  the  last  communication  you  had  with  someone  that  was  greatly 
affected  by  either  the  internal  or  external  climate.  Describe  this  situation  in 
writing.  Were  you  aware  of  the  climate  at  the  time?  What,  if  any,  steps  did  you 
take  to  modify  the  impact  of  the  climate  on  the  message?  Were  you  successful? 

4-  Which  of  the  group  building  and  maintenance  roles  do  you  assume  most  often? 
Which  of  the  task  roles?  Which  roles  are  most  difficult  for  you  to  assume? 



CHAPTER 18 
Managing  Conflict  and 
Facilitating  Collaboration 

Conflict  can  be  defined  as  the  internal  discord  that  occurs  as  a  result  of  differences  in 

ideas,  values,  or  beliefs  of  two  or  more  people.  Erwin  (1992;  67)  defines  conflict  as  "a 
condition  in  which  some  combination  of  scarcity  of  power,  resources,  differing  value 

systems  and  social  positions  induces  incompatible  or  antagonistic  actions."  This 
incompatibility  or  antagonism  can  occur  between  two  individuals  or  among  groups. 

An  important  factor  in  conflict  is  the  number  of  opportunities  individuals  have 
within  the  organization  to  interact  with  each  other.  Because  managers  have  a  variety 

of  interpersonal  relationships  with  individuals  having  different  values,  beliefs,  back- 
grounds, and  goals,  conflict  is  an  expected  outcome.  A  developmental  study  of  two 

psychiatric  hospitals  found  that  there  was  more  conflict  among  individuals,  regard- 
less of  their  professional  status,  at  a  structurally  more  complex  hospital  than  at  a 

less  complex  hospital  (Erwin,  1992). 
Kahn  and  Boulding  ( 1964)  stated  that  conflict  and  ambiguity  are  a  characteristic 

of  our  society  and  an  unintended  consequence  of  the  growth  of  large-scale  organi- 
zations. Sexton  (1980)  says  organizational  conflict  occurs  because  the  environmen- 

tal rate  of  change  inevitably  outstrips  the  rate  of  change  in  the  organization,  thus 

keeping  the  organization  in  a  maladapted  state. 
This  open  acknowledgment  of  conflict  as  a  naturally  occurring  and  expected 

phenomenon  in  organizations  reflects  a  tremendous  shift  from  how  sociologists 
viewed  conflict  one  hundred  years  ago  (Marquis  and  Huston,  1992).  The  current 

sociological  view  says  that  organizational  conflict  should  be  neither  avoided  not- 
encouraged,  but  instead  managed. 

Conflict  can  be  a  positive  and  dynamic  force  in  the  organization,  by  preventing 
stagnation,  stimulating  curiosity  and  interest,  and  serving  as  a  medium  for  airing 
problems.  Regarded  and  managed  with  such  a  viewpoint,  conflicts  actually  serve  to 
hold  organizations  together  (Erwin,  1992).  The  managers  role  in  the  organization 
then  is  to  create  a  work  environment  that  uses  conflict  constructively  as  a  conduit 

for  growth,  innovation,  and  productivity.  When  organizational  conflict  leads  to 
dysfunction,  the  manager  must  recognize  its  early  stages  and  actively  intervene  so 
that  subordinate  motivation  and  organizational  productivity  are  not  adversely  af 

fected.  Learning  to  handle  conflict  constructively  to  yield  a  win-win  outcome  is  a 
critical  management  skill. 

Bessie  i.  Marquis  and  Carol Jotgensen  Huston,  Hanagtnwni  /v.  w>*/  Uniting 
far  Nurses,  second  edition  C  I9WJ.B  Lipplncon  Company 285 
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The  History  of  Conflict  Management 

Early  in  the  twentieth  century,  conflict  was  considered  to  be  an  indication  of  poor 
organizational  management  and  was  avoided  at  all  costs.  Organizational  harmony 
was  expected  and  conflict  always  deemed  destructive.  When  conflict  occurred,  it 
was  either  ignored,  denied,  or  immediate  adjustment  demanded.  It  was  believed 

that  conflict  could  be  avoided  if  employees  were  taught  the  one  "right  way"  to  do 
things  and  if  employee  dissatisfaction  was  expressed,  it  was  met  with  swift  disap- 

proval. Termed  restrictive  conflict  management,  this  approach  emphasized  organi- 
zational values  and  limited  individual  initiative  (Erwin,  1992). 

In  the  mid-1900s,  when  worker  satisfaction  and  feedback  became  paramount, 
conflict  was  accepted  passively  and  perceived  as  a  normal  and  expected  outcome  in 
organizations.  Attention  centered  on  teaching  managers  how  to  resolve  conflict 

rather  than  trying  to  prevent  it.  Although  it  was  considered  to  be  primarily  dysfunc- 
tional, it  was  felt  that  conflict  and  cooperation  could  occur  simultaneously. 

The  interactionist  theorists  of  the  1970s  recognized  conflict  as  an  "absolute 

necessity"  and  actively  encouraged  organizations  to  promote  conflict  as  a  means  of 
producing  growth.  This  view  has  since  been  tempered  by  the  realization  that 

conflict  in  itself  is  neither  good  nor  bad  and  that  it  can  produce  growth  or  destruc- 
tion depending  upon  how  it  is  managed.  Greenhalgh  (1986)  states  that  because 

conflict  is  inevitable  in  the  organization,  it  should  be  considered  managed  when  it 
does  not  interfere  with  ongoing  functional  relationships. 

Some  level  of  conflict  appears  desirable,  although  the  optimum  level  for  any 
individual  or  unit  at  a  given  time  is  difficult  to  determine.  Boulding  (1962)  first 

described  the  "quantitative"  nature  of  conflict  by  saying  that  there  could  be  too 
little,  too  much,  or  just  the  right  amount  of  conflict.  Too  little  conflict  results  in 

organizational  stasis,  while  too  much  conflict  reduces  the  effectiveness  of  the  orga- 
nization and  eventually  immobilizes  its  employees.  Robbins  (1984)  said  that 

Managers  should  stimulate  conflict  to  achieve  the  full  benefits  from  its 

functional  properties,  yet  reduce  its  level  when  it  becomes  a  disruptive 

force.  But  since  we  have  yet  to  design  a  sophisticated  measuring  instru- 
ment for  assessing  whether  a  given  conflict  level  is  functional  or  dysfunc- 

tional, it  remains  for  managers  to  make  intelligent  judgments  regarding 
whether  conflict  levels  in  their  units  are  optimal,  too  high,  or  too  low. 

Conflict  can  be  qualitative  as  well  as  quantitative  (Boulding  1962).  Although 
conflict  produces  distress  at  the  time  it  occurs,  it  can  lead  to  growth,  energy,  and 

creativity  by  the  generation  of  new  ideas  and  solutions.  Constructive  conflict  man- 
agement creates  an  environment  conducive  to  discussions  characterized  by  a 

proper  focus  on  issues,  open  communication,  and  the  mutual  sharing  of  respon- 
sibilities for  resolving  differences  (Erwin,  1992). 

If  conflict  is  handled  inappropriately,  it  can  lead  to  demoralization,  decreased 
motivation,  and  lowered  productivity.  For  conflict  to  produce  growth,  managers 
must  understand  the  categories  of  conflict,  the  conflict  process  itself,  and  be  able  to 

apply  appropriate  conflict  resolution  strategies. 
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Categories  of  Conflict 

Lewis  (1976)  identified  three  categories  of  conflict:  1)  intrapersonal,  2)  interper- 
sonal and  3)  intergroup.  /mrapersonal  conflict  refers  to  that  which  occurs  within 

an  individual.  It  is  an  internal  struggle  to  clarify  conflicting  values  or  wants.  Being 

self-aware  and  conscientiously  working  to  resolve  intrapersonal  conflict  as  soon  as 
it  is  first  felt  is  essential  to  the  physical  and  mental  health  of  the  manager. 

/wterpersonal  conflict  is  conflict  between  two  or  more  individuals  whose 

values,  goals,  and  beliefs  are  considered  to  be  incompatible.  This  is  the  most 
frequent  type  of  conflict  because  people  are  constantly  interacting  and  therefore 
differing  (Bernhard  and  Walsh,  1990).  The  manager  may  experience  conflict  in 
upward,  downward,  horizontal,  or  diagonal  communication. 

Intergroup  conflict  occurs  between  two  or  more  groups  of  people,  depart- 
ments, or  organizations.  An  example  of  intergroup  conflict  might  be  two  religious 

affiliations  with  widely  differing  or  contradictor)'  beliefs. 
Regardless  of  the  size  of  the  groups  involved,  intergroup  conflict  has  certain 

predictable  consequences. 

Within  each  group,  cohesiveness  increases,  but  members  become 
more  task-oriented  and  less  concerned  with  the  needs  of  the  individual 

members.  Each  group  tends  to  recognize  only  its  own  positive  aspects  and 

only  the  negative  aspects  of  the  other  group.  Negative  stereotypes  begin  to 

form  and,  as  hostility  increases,  and  communication  between  groups  de- 
creases, it  is  easy  to  perpetuate  the  stereotypes.  If  the  groups  are  required 

to  meet,  they  will  see  and  hear  only  those  aspects  of  the  other  group  that 

will  support  their  opinions.  (Bernhard  and  Walsh,  1990) 

Organizational  conflict  can  reflect  intrapersonal,  interpersonal,  and  inter- 
group conflict.  Typically,  however,  organizational  conflict  is  viewed  as  being  either 

vertical  or  horizontal  (Marquis  and  Huston,  1992).  Vertical  conflict  occurs  between 

superiors  and  subordinates  or  management  and  employees  and  frequently  con- 

cerns policy,  power,  and  status.  Horizontal  conflict  occurs  between  line-staff 

positions  and  between  individuals  with  similar  power  and  status  in  the  organi- 
zational hierarchy.  Horizontal  conflict  typically  involves  authority,  expertise,  or 

practice. 

The  Conflict  Process 

Before  managers  can  or  should  attempt  to  intervene  in  conflict,  they  must  be  able 

to  accurately  assess  its  current  stage.  The  first  stage  in  the  conflict  process  is  called 

latent  conflict,  which  implies  the  existence  of  antecedent  conditions  Conditions 

such  as  short  staffing  and  rapid  change  are  examples  of  antecedent  conditions  hi 

latent  conflict,  the  conditions  are  ripe  lor  conflict,  although  no  conflict  has  actually 

occurred  and  may  never  occur. 

If  the  conflict  progresses,  it  may  become  perceived  conflict,  Also  called  sub 

stantive  conflict,  this  form  is  intellectualized  and  often  involves  issues  and  roles. 

It  is  recognized  logically  and  impersonally  by  the  Individual  as  occurring.  Some 

times  an  individual  can  resolve  conflict  at  this  stage  before  it  is  internalized  or 
felt. 
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Felt  conflict  is  emotionalized  and  these  emotions  include  hostility,  fear,  mis- 
trust, and  anger.  This  is  also  referred  to  as  affective  conflict.  It  is  possible  for  an 

individual  to  perceive  conflict  and  not  feel  it;  that  is,  there  is  no  emotion  attached  to 
the  conflict,  and  the  individual  views  it  only  as  a  problem  to  be  solved.  Also 
possible  is  for  someone  to  feel  the  conflict,  but  not  perceive  the  problem;  that  is, 
they  are  unable  to  identify  the  cause  of  the  felt  conflict. 

In  manifest  conflict,  action  is  taken.  The  action  may  be  to  withdraw,  compete, 
debate,  or  seek  conflict  resolution.  The  way  in  which  we  respond  to  manifest 

conflict  is  probably  learned  early  in  our  lives  (Filley  1975).  Many  individuals  un- 
consciously learn  to  use  competition,  dominance,  and  aggression  to  resolve  con- 

flict as  they  are  growing  up.  Conflict  resolution  or  problem  solving,  on  the  other 
hand,  appears  to  be  learned  less  frequently  through  developmental  experiences 
and  a  conscious  effort  is  generally  required  to  develop  and  learn  those  skills.  It  is 

through  conscientious  effort  and  practice  that  managers  become  adept  at  conflict 
resolution. 

Conflict  resolution  implies  a  solution  that  satisfies  all  parties  involved  in  the 
conflict  (Bernhard  and  Walsh,  1990).  The  optimal  goal,  then,  in  conflict  resolution  is 

to  create  a  win-win  solution  for  everyone  involved.  This  is  not  possible  in  every 
instance  and  often  the  managers  goal  is  limited  to  lessening  the  perceptual  differ- 

ences that  exist  between  the  clashing  parties  in  conflict. 
The  final  stage  in  the  conflict  process  is  conflict  aftermath.  This  aftermath 

may  be  more  significant  than  the  original  conflict  if  the  conflict  has  not  been  han- 
dled in  a  constructive  manner.  Figure  18-1  shows  a  schematic  of  this  conflict 

process. 

Latent  conflict 

(also  called 
antecedent  conditions) 

Felt  conflict Perceived  conflict 

Manifest  conflict 

Conflict  resolution 

or conflict  management 

Conflict  aftermath 

FIGURE     18-1     The  conflict  process. 



MANAGING  CONFLICT  AND  FACILITATING  COLLABORATION      ♦     289 

DISPLAY     18-1 

Six  Common  Conflict  Resolution  Strategies 

Compromising-Negotiating 
Competing 

Accommodating 

Smoothing 

Avoiding 

Collaborating 

Conflict  Resolution  Strategies 

It  is  important  for  the  manager  to  distinguish  between  which  situations  can  or 

cannot  result  in  a  win-win  solution,  and  to  implement  the  conflict  resolution 

strategy  most  appropriate  for  each  situation.  Six  common  conflict  resolution  strate- 
gies are  shown  in  Display  18-1. 
In  using  compromise  or  negotiation  as  an  approach  to  conflict  resolution, 

parties  of  equal  power  give  up  something  that  they  want.  Although  many  individ- 
uals view  compromise  as  an  acceptable  conflict  resolution  strategy,  this  antagonistic 

cooperation  frequently  results  in  a  lose-lose  situation,  because  either  or  both 
parties  perceive  they  have  given  up  more  than  the  other.  Both  feel  defeated  as  a 

result  of  the  lose-lose  compromise.  It  is  possible  for  compromising  not  to  result  in 
such  a  situation,  but  this  can  only  be  achieved  if  both  parties  cooperate  and  give  up 
something  of  equal  value. 

Barton  (1991)  found  compromising  to  be  the  most  frequently  used  conflict 

resolution  strategy  by  middle-  and  top-level  nursing  administrators.  Because  com- 
promise or  negotiation  skills  are  so  critical  to  the  nursing  manager,  Chapter  19  has 

been  devoted  exclusively  to  this  topic. 

The  competing  approach  to  conflict  resolution  is  used  when  one  party  pursues 
what  they  want  at  the  expense  of  the  other  party(ies).  Only  one  party  wins  and 

seeks  the  victory  regardless  of  the  cost  to  others.  Win-lose  conflict  resolution 

strategies  leave  the  loser  filled  with  anger,  frustration,  and  a  desire  to  "get  even"  in 
the  future.  This  competing  approach  may  be  used  by  managers  when  a  quick  or 

unpopular  decision  needs  to  be  made.  It  may  also  be  used  when  one  party  has 
more  information  or  knowledge  about  a  certain  situation  than  the  other. 

Accommodating  is  the  opposite  of  competing.  In  accommodating,  one  individ- 
ual sacrifices  their  beliefs  and  wants  in  an  effort  to  allow  the  other  party  to  win.  The 

actual  problem  is  usually  not  solved  in  this  win-lose  situation.  Cooperation  is 

another  term  that  may  be  used  for  this  strategy.  The  person  cooperating  or  accom- 

modating often  collects  IOUs  from  the  other  party  for  use  at  a  later  date.  Cooperat- 

ing and  accommodating  are  appropriate  political  strategies  if  the  issue  in  debate  is 

not  of  high  value  to  the  person  doing  the  accommodating. 
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Smoothing  is  a  type  of  conflict  resolution  used  to  reduce  the  emotional  compo- 
nent of  the  conflict.  In  smoothing,  one  party  attempts  to  compliment  the  other 

party  or  to  focus  on  areas  of  agreement  rather  than  on  differences.  Smoothing  may 

be  appropriate  for  minor  disagreements,  but  rarely  results  in  resolution  of  the  ac- 
tual conflict. 

The  manager  may  also  use  avoiding  as  a  conflict  resolution  strategy.  In  avoid- 
ing, the  parties  involved  are  aware  of  a  problem  but  choose  not  to  acknowledge  that 

conflict  or  attempt  to  resolve  it.  Avoidance  may  be  indicated  in  situations  where  the 
disagreement  is  trivial,  the  cost  of  dealing  with  the  conflict  exceeds  the  benefits  of 
solving  it,  when  the  problem  should  be  solved  by  other  people  than  yourself,  and 
when  the  problem  will  eventually  solve  itself. 

In  Barton's  study  (1991),  first-  and  middle-level  nursing  managers  ranked 
avoiding  as  their  third  most-corn monly  used  conflict  resolution  strategy  behind 
compromise  and  collaboration.  This  may  be  because  first-  and  middle-level  man- 

agers frequently  find  themselves  in  situations  where  they  perceive  themselves  as 

less  powerful,  as  in  disagreements  with  physicians,  top-level  nursing  administra- 
tors, and  other  managers. 
Collaboration  is  an  assertive  and  cooperative  means  of  conflict  resolution  that 

results  in  a  win-win  solution.  In  collaboration,  both  parties  set  aside  their  original 
goals  and  work  together  to  establish  a  supraordinate  or  common  goal.  Because 
both  parties  have  identified  the  joint  goal,  each  believes  they  have  achieved  their 
goal  and  an  acceptable  solution.  The  focus  throughout  collaboration  remains  on 
problem  solving,  and  not  on  defeating  the  other  party. 

Collaborative  Relationships 
in  Organizations 

Although  managers  spend  approximately  20%  of  their  time  dealing  with  conflict 
(Thomas  and  Schmidt,  1976),  only  a  small  percentage  is  spent  in  true  collaboration. 
Many  individuals  think  of  collaboration  as  a  form  of  cooperation,  but  this  is  not  an 
accurate  definition.  In  collaboration  there  is  a  joint  effort  toward  problem  solving. 

There  can  be  no  superior-subordinate,  order-giving-order-taking  relationships  in 
collaboration. 

The  collaborative  approach  to  conflict  is  fashionable  in  current  literature,  but 
because  it  involves  others  the  manager  has  no  control  over  and  because  it  is  a 

lengthy  process,  it  may  not  be  the  best  approach  for  all  situations.  However,  it 
remains  the  best  alternative  for  complex  problem  solving  involving  many  others. 
Those  who  do  choose  to  collaborate  need  to  bring  to  the  collaborative  effort 

certain  characteristics.  Langford  (1981)  stated  that  all  parties  must  do  the  following 
if  true  collaboration  is  to  occur: 

1.  Determine  a  supraordinate  goal. 
2.  Share  a  mutual  respect  for  the  knowledge  and  expertise  of  all  parties  in  the 

collaboration. 

3.  Work  together  to  review  the  goal  once  it  is  reached. 
4-  Communicate  honestly  and  openly. 

5.  Have  equitable  shared  decision-making  powers. 
6.  Share  knowledge  with  each  other. 
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7.  Offer  support  to  each  other. 

8.  Have  an  understanding  of  the  language  and  terms  inherent  in  the  problem 
to  be  solved. 

9.  Have  roles  that  are  mutually  acceptable. 

Managers  who  model  collaboration  maintain  mutual  respect  as  the 

expected  standard  of  behavior.  They  communicate  honestly,  face-to-face. 
They  uncover  and  define  common  goals  through  discussion.  They  visibly 
share  decision  making  and  carefully  negotiate  for  mutually  acceptable 
goals.  (Erwin,  1992;  67) 

Managing  Unit  Conflict 

According  to  Ross  and  Pointer  (1982),  effective  conflict  management  requires  an 

understanding  of  its  origin.  They  identify  the  most  common  sources  of  organiza- 
tional conflict  as  communication  problems,  organizational  structure,  and  individual 

behavior  within  the  organization. 

In  addition  to  their  own  interpersonal  conflicts,  managers  also  have  a  respon- 
sibility to  occasionally  facilitate  conflict  resolution  between  others.  This  requires 

the  manager  to  recognize  the  situational  variables,  including  the  values  and  motiva- 
tion of  each  party,  their  attitudes  and  beliefs  about  one  another,  as  well  as  the  nature 

of  the  issue  underlying  the  conflict  (Erwin,  1992).  The  manager  must  also  consider 

the  social  environment,  possible  consequences  of  the  conflict,  and  the  strategy'  and 
tactics  that  conflicting  parties  have  employed  thus  far. 

One  model  identified  by  Thomas  and  Schmidt  (1976)  depicts  a  five  stage 

process  of  conflict  resolution  between  individuals  (see  Figure  18-2).  In  this  five  step 
model,  the  first  stage  is  frustration.  This  is  in  accordance  with  their  definition  of 

conflict  as  "the  process  that  begins  when  one  party  perceives  that  the  other  has 
frustrated,  or  is  about  to  frustrate,  some  concern  of  his  or  hers"  (1976,  889). 

Frustration 

I 
Conceptualization 

\ 

Behavior 

I 
Interaction 

\ 
Outcome 

FIGURE    18-2     Process  conflict  model  (between  two  individuals)  (Thomas  and 
Schmidt,  1976) 



292      ♦      DIRECTING 

The  second  stage  is  conceptualization.  In  this  stage,  the  issue  in  conflict  is 
defined  and  viable  alternatives  are  considered.  The  conflict  is  viewed  from  all 

possible  vantage  points. 

Behcuior  is  the  third  stage,  when  the  individual  chooses  to  compete,  collabo- 
rate, compromise,  avoid,  or  accommodate. 

Interaction,  the  fourth  stage,  brings  the  individuals  in  conflict  together.  Using 
appropriate  communications  skills,  the  parties  select  a  neutral,  private  site  for 
honest  discussion  to  bring  all  issues  out  into  the  open  and  to  make  an  effort  to 
better  understand  the  position  of  the  other. 

The  last  stage  of  this  conflict  resolution  process  model  is  outcome.  In  outcome, 

both  short-  and  long-term  effects  are  determined  by  the  extent  to  which  both 
parties  achieve  their  goals. 

It  is  critical  that  the  manager  be  sensitive  to  conflict  between  employees  at  the 
frustration  stage.  The  manager  can  then  assist  employees  in  the  conceptualization 
stage  to  consider  many  possible  alternatives  to  resolving  their  conflict.  Through 
coaching,  the  manager  can  help  employees  with  conflicts  to  select  an  appropriate 
conflict  resolution  strategy  or  behavior. 

Other  strategies  the  manager  may  employ  in  assisting  subordinates  to  resolve 
interpersonal  conflicts  are  as  follows. 

1.  Urge  confrontation:  Often  subordinates  approach  the  manager  expecting 
them  to  solve  their  interpersonal  conflicts  before  they  make  any  attempt  to  do  it 
themselves.  It  is  inappropriate  for  managers  to  intervene  in  this  situation,  and  instead 
should  urge  the  complaining  individual(s)  to  attempt  to  handle  their  own  problems. 

2.  Jlnrd  party  consultation:  Sometimes  managers  can  be  used  as  a  neutral 
party  to  help  others  resolve  conflicts  in  a  constructive  manner.  This  should  be  done 
only  if  both  parties  are  motivated  to  solve  the  problem,  and  if  there  is  not  a 
difference  in  status  or  power  being  used  by  either  party.  In  third  party  consultation, 
the  manager  may  act  as  a  buffer  and  use  procedures  or  physical  space  to  decrease 
abrasive  interactions  among  the  individuals  in  the  conflict  (Erwin,  1992). 

3.  Behavior  change:  This  is  reserved  for  serious  cases  of  dysfunctional  conflict. 
Use  of  educational  modes,  training  development,  or  sensitivity  training  can  be 

effective  in  resolving  conflict  by  developing  self-awareness  and  promoting  a  behav- 
ior change  in  the  involved  parties. 
4.  Resporisihility  charting:  When  ambiguity  occurs  over  unclear  or  new  roles,  it 

is  often  necessary  to  have  those  involved  cooperate  in  defining  the  respective 
functions  and  responsibilities  attached  to  those  roles.  If  there  are  areas  of  joint 

responsibility,  the  manager  must  clearly  outline  such  things  as  ultimate  respon- 
sibility, approval  mechanisms,  support  services,  and  responsibility  for  informing. 

This  is  a  useful  technique  for  elementary  jurisdictional  conflicts. 

5.  Structure  change-.  Sometimes  managers  need  to  intervene  in  unit  conflict  by 
the  transfer  or  discharge  of  individuals.  Other  structural  changes  may  include 

moving  a  department  under  another  manager,  adding  an  ombudsman,  or  institut- 
ing a  grievance  procedure.  Often,  increasing  the  boundaries  of  authority  for  one 

member  of  the  conflict  will  act  as  an  effective  structural  change  in  resolving  unit 

conflict.  Changing  titles  and/or  creating  policies  are  also  effective  techniques. 
6.  Soothing  one  party:  This  is  a  temporary  solution  which  should  only  be  used 

in  situations  where  there  is  not  sufficient  time  to  handle  the  conflict  effectively.  The 

manager  temporarily  soothes  one  party  so  that  cooperation  will  occur  until  the 
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crisis  has  subsided.  The  manager  then  must  address  the  underlying  problem  or  this 
technique  will  lead  to  dysfunction. 

7.  Foster  self -awareness-.  The  manager  may  attempt  to  foster  greater  insight  by 
guiding  individuals  involved  in  a  conflict  to  better  understand  their  own  behavior; 

to  gain  a  new  perspective  on  an  old  situation  (Erwin,  1992).  This  strategy  would  not 
be  appropriate  if  the  parties  are  already  enraged. 

Summary 

When  conflict  occurs  in  the  unit,  managers  must  be  able  to  discern  constructive 

from  destructive  conflict.  Conflict  that  is  constructive  will  result  in  creativity,  innova- 
tion, and  growth  for  the  unit.  When  conflict  is  deemed  to  be  destructive,  managers 

must  deal  appropriately  with  that  conflict  or  risk  an  aftermath  that  may,  in  fact,  be 
more  destructive  than  the  original  conflict.  Consistently  using  conflict  resolution 

strategies  with  a  win-lose  or  lose-lose  outcome  will  create  disharmony  within  the 
unit.  Managers  who  use  optimal  conflict  resolution  strategies  with  a  win-win  out- 

come promote  increased  employee  satisfaction  and  organizational  productivity. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  have  been  working  on  ihe  oncology  unit  since  your  graduation  from 

State  College  one  year  ago.  You  haw  been  complimented  In  your  supervisor 
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on  your  progress  and  lately  she  has  allowed  you  to  be  relief  charge  nurse  on 

the  3:00  p.m. -11:00  p.m.  shift  when  the  regular  charge  nurse  is  not  there.  Occa- 

sionally you  have  been  asked  to  work  other  medical-surgical  units  when  your 
department  has  a  low  census.  You  dislike  leaving  your  own  unit,  but  have 
cooperated  because  you  felt  you  could  handle  the  other  clinical  assignments 
and  wanted  to  demonstrate  your  flexibility. 

It  is  Saturday  evening  and  you  have  just  arrived  at  work  when  the  nursing 
office  calls  requesting  that  you  go  to  the  delivery  room  to  assist  as  they  are  very 

busy.  You  protest  that  you  do  not  "know  anything  about  obstetrics"  and  that  it  is 
impossible  for  you  to  take  the  assignment.  The  supervisor  insists  that  you  are 

the  most  qualified  person  and  advises  to  "just  go  and  do  the  best  you  can."  Your 
own  supervisor  is  not  on  duty  and  the  charge  nurse  says  she  does  not  feel 
comfortable  advising  you  in  this  conflict.  You  feel  torn  between  professional, 
personal,  and  organizational  conflict.  What  should  you  do? 

ASSIGNMENT 

Select  the  most  appropriate  conflict  resolution  strategy  for  resolving  this  con- 
flict. Give  a  rationale  for  your  choice  as  well  as  for  rejection  of  the  strategies  not 

selected. 

ANALYSIS 

To  begin  conflict  resolution,  the  nurse  needs  to  examine  his/her  own  goal,  the 

supervisor's  goal,  and  a  possible  goal,  that  both  could  agree  upon.  The  nurse's 
goal  might  be  the  desire  to  protect  his/her  license  and  also  not  to  do  anything 

that  would  bring  harm  to  a  patient.  The  supervisor's  goal  might  be  to  provide 
assistance  to  an  understaffed  unit.  A  possible  common  goal  would  be  for 
neither  the  nurse  nor  the  supervisor  to  take  any  action  that  would  invite  risk  or 
bring  harm  to  the  organization. 

In  selecting  the  most  appropriate  conflict  resolution  strategy  for  this  situa- 
tion, the  nurse  may  want  to  consider  and  analyze  all  of  the  conflict  resolution 

strategies  presented  in  Display  18-1. 
Accommodating  is  the  most  obvious  wrong  choice.  If  the  nurse  really  be- 

lieves that  he/she  is  unqualified  to  work  in  the  delivery  room,  then  this  is  an 
unsuitable  method  for  handling  this  conflict.  Such  a  decision  would  not  satisfy 

the  nurse's  or  the  supraordinate  goal. 
Since  the  nurse  has  little  power  and  no  one  available  to  intervene  on  his/her 

behalf,  smoothing  or  avoiding  are  inappropriate.  The  problem  can  neither  be 
avoided  nor  smoothed  away. 

In  some  situations  like  this,  the  nurse  might  be  able  to  negotiate  a  compro- 

mise, for  instance,  by  saying,  "I  cannot  go  to  the  delivery  room,  but  I  will  float 
to  another  medical-surgical  area  if  there  is  someone  on  another  medical- 

surgical  unit  who  has  OB  experience."  Or  a  compromise  could  be  reached  by 
stating  "I  feel  comfortable  with  postpartum  and  will  work  in  that  area,  if  you 

have  a  qualified  nurse  from  postpartum  who  can  be  sent  to  the  delivery  room." 
It  is  possible  that  either  solution  could  end  the  conflict  depending  upon  the 

availability  of  other  personnel  and  how  comfortable  the  nurse  felt  in  the  post- 
partum area.  Often,  someone  attempting  to  problem  solve,  such  as  the  super- 

visor in  this  case,  becomes  so  overburdened  and  stressed  that  they  are  unable 

to  recognize  other  available  alternatives. 
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If  time  allows  and  the  other  party  is  willing  to  adopt  a  common  goal,  col- 
laboration is  the  preferred  method  of  dealing  with  conflict.  But  the  power 

holder  must  relinquish  the  status  to  problem  solve  if  this  method  of  conflict 

management  is  to  be  successful.  Perhaps  the  nurse  could  convince  the  super- 
visor that  the  hospital  and  the  supervisor  could  be  at  risk  if  an  unqualified  RN 

was  assigned  to  an  area  requiring  special  skills.  Once  the  supraordinate  goal  is 
adopted,  the  nurse  and  supervisor  would  be  able  to  find  alternative  solutions 

to  the  problem.  There  are  always  many  more  ways  to  solve  a  problem  than  any 
one  problem  solver  can  generate. 

Normally,  competing  is  not  an  attractive  alternative  for  conflict  resolution, 

but  sometimes  it  is  the  only  recourse.  Before  using  competition  as  a  method  to 
manage  this  conflict,  the  nurse  needs  to  examine  his/her  motives.  Are  they 
truly  unqualified  for  work  in  the  delivery  room?  Or  is  the  nurse  using  a  lack  of 
experience  as  an  excuse  not  to  float  to  an  unfamiliar  area  that  would  produce 
anxiety?  If  the  nurse  is  truly  convinced  that  he/she  is  unqualified,  then  they 
possess  information  that  the  supervisor  does  not  have  (a  criterion  necessary 
for  the  use  of  competing  as  a  method  of  conflict  resolution).  Therefore,  if  other 
methods  for  solving  the  conflict,  i.e.,  compromising  or  collaboration,  are  not 
effective,  the  nurse  must  employ  competition  to  resolve  the  conflict.  The  nurse 
must  win  at  the  expense  of  the  supervisors  losing.  There  is  much  personal  risk 
for  the  nurse  in  using  this  type  of  conflict  resolution.  The  nurse  may  be  fired 

for  insubordination,  or  at  best,  the  supervisor  may  view  the  nurse  as  uncooper- 
ative. 

The  most  appropriate  method  for  using  competition  in  this  situation  is  an 
assertive  approach.  An  example  would  be  repeating  firmly,  but  nonaggressively 

"I  cannot  go  to  the  delivery  room  to  work  because  I  would  be  putting  patients 

at  risk.  I  am  unqualified  to  work  in  that  area."  This  approach  is  usually  effective. 
The  nurse  must  not  work  in  a  unit  where  patient  safety  would  be  at  risk,  as  it 

would  be  morally,  ethically,  and  legally  wrong  to  do  so. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  have  been  at  Pine  Hill  Hospital  for  three  months  and  have  begun  to 

feel  fairly  confident  in  your  new  role.  However,  one  of  the  older  diploma  nurses 

working  on  your  shift  constantly  belittles  baccalaureate  nursing  education.  Anytime 

you  request  assistance  in  problem  solving  or  in  learning  a  new  skill  she  says, 

"didn't  they  teach  you  anything  in  nursing  school?"  Your  charge  nurse  has  given  you 
a  satisfactory  three-month  evaluation  but  you  are  becoming  increasingly  defensive 

regarding  the  comments  of  the  other  nurse 

ASSIGNMENT 

Explain  how  you  plan  to  evaluate  the  accuracy  of"  the  diploma  nurses  comments 
Discuss  how  you  will  cope  with  this  situation  and  what  efforts  you  can  make  in 
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improve  this  relationship.  Is  the  end  result  worth  the  time  and  energy  it  will  take  to 
resolve  this  conflict? 

CASE  2 

ASSIGNMENT 

Read  the  following  two  conflict  scenarios  and  select  the  most  appropriate  conflict 
resolution  strategy.  Give  the  rationale  for  your  selection,  as  well  as  for  rejection  of 
those  not  selected. 

SCENARIO  1 

You  are  a  circulating  nurse  in  the  OR.  Usually  you  are  assigned  to  Room  3,  for  general 
surgery,  but  today  you  have  been  assigned  to  Room  4,  which  is  for  orthopedics.  You 
are  unfamiliar  with  the  routines  of  the  orthopedists  and  have  attempted  to  brush  up 
on  them  quickly  before  each  case  today  by  reading  their  preference  cards  in  advance. 
Thus  far  you  have  managed  to  complete  two  cases  without  incident.  The  next  case 
comes  in  the  room  and  you  realize  everyone  is  especially  tense  as  this  patient  is  the 
wife  of  a  local  physician  and  is  undergoing  a  bone  biopsy  for  a  possible  malignancy. 
You  prep  the  area  to  be  biopsied  and  the  surgeon  (who  has  a  reputation  for  a  quick 
temper)  enters  the  room.  You  suddenly  realize  that  you  have  prepped  the  area  with 
betadine  and  this  surgeon  prefers  another  prep  solution.  He  sees  what  you  have 

done  and  yells  at  you.  "You  are  stupid,  you  are  a  stupid,  stupid  nurse." 
What  will  you  do? 

SCENARIO  2 

You  are  the  head  nurse  of  an  ICU  and  have  just  finished  a  particularly  exhausting  8 
hours  on  duty.  Working  with  you  today  have  been  two  nurses  who  work  12  hour 
shifts.  You  have  been  assigned  two  patients  each  and  they  have  all  had  high  acuity 

levels.  You  welcome  the  opportunity  to  go  out  of  town  tonight  to  attend  an  impor- 
tant seminar  as  you  are  certainly  tired.  You  are  also  pleased  that  you  scheduled 

yourself  an  8  hour  shift  today  and  that  your  relief  is  coming  through  the  door.  You 
will  just  have  time  to  give  your  report  and  catch  your  plane. 

It  is  customary  for  12  hour  nurses  to  continue  with  their  previous  patients  and 
that  assignments  not  be  changed  when  8  hour  and  12  hour  staff  are  working 
together.  Therefore,  you  proceed  to  give  your  report  on  your  patients  to  the  8  hour 
nurse  coming  on  duty.  One  of  your  patients  is  an  acutely  ill  FUO  (fever  of  unknown 
origin)  who  is  in  the  isolation  room.  It  is  suspected  that  he  has  meningitis.  Your 
other  patient  is  a  multiple  trauma  victim. 

In  the  middle  of  your  report  the  oncoming  nurse  interrupts  you  and  says  she 

has  just  come  from  the  doctor's  office,  where  she  has  learned  that  she  is  pregnant. 

She  states,  "I  can't  take  care  of  a  possible  meningitis  patient.  I'll  have  to  trade  with 
one  of  the  12  hour  nurses." 

You  approach  the  12  hour  nurses  and  they  respond  angrily,  "We  took  care  of  all 
kinds  of  patients  when  we  were  pregnant  and  we  are  not  changing  patients  with  just 

four  hours  left  in  our  shift."  When  you  relate  this  message  to  the  oncoming  nurse 
she  says,  "Either  we  trade  or  I  go  home!"  You  quickly  telephone  the  nursing  office 
and  they  state  because  of  a  flu  epidemic  among  the  staff  there  is  absolutely  no 
personnel  to  call  in  and  all  other  units  are  already  short  staffed.  What  will  you  do? 
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CASE  3  (Marquis  and  Huston,  1992) 

You  are  the  team  leader  for  10  patients.  An  LVN  and  nurse's  aide  are  also 
assigned  to  the  team.  It  is  an  extremely  busy  day  and  there  is  a  great  deal  of  work  to 
be  done.  Several  times  today,  you  have  found  the  LVN  taking  long  breaks  in  the 

lounge  or  chatting  socially  at  the  front  desk,  despite  the  unmet  needs  of  many 
patients.  On  those  occasions,  you  have  clearly  delegated  work  tasks  and  timelines  to 

her.  Several  hours  later  you  follow  up  on  the  delegated  tasks  and  find  that  they 
were  not  completed.  When  you  seek  out  the  LVN,  you  find  that  she  went  to  lunch, 

without  telling  you  or  the  aide.  You  are  furious  at  her  apparent  disregard  of  your 
authority. 

ASSIGNMENT 

Which  conflict  resolution  strategy  might  be  the  most  appropriate  to  use  in  solving 
this  case?  Remember  that  your  choice  will  depend  in  part  upon  the  goal  you  set. 
Justify  your  choice  with  the  rationale. 

CASE  4  (From  Marquis  and  Huston,  1992) 

One  type  of  conflict  resolution  strategy  is  competing.  In  this  method,  one 
party  involved  in  the  conflict  pursues  their  goals  at  the  expense  of  the  other  party.  It 

is  a  win-lose  conflict  resolution  strategy  and  is  generally  identified  as  appropriate 
only  when  a  quick  or  unpopular  decision  must  be  made,  or  when  one  party  has 
more  information  or  knowledge  about  a  situation  than  the  other. 

You  are  a  middle-level  manager  of  an  ICU/CCU.  Your  responsibilities  include 

strategic  planning,  budgeting,  hiring,  discipline,  and  staffing.  Staffing  presents  chal- 
lenges even  to  experienced  nursing  managers  and  competing  is  frequently  em- 
ployed as  a  conflict  resolution  strategy. 

Your  unit  has  clearly  defined  policies  regarding  holidays  off,  with  a  choice  of 
two  of  the  following  five:  Thanksgiving,  Christmas  Eve,  Christmas  Day,  New  Years 
Eve,  and  New  Years  Day).  Although  you  have  always  tried  hard  to  meet  individual 
staff  requests,  this  year,  almost  all  of  your  staff  have  requested  first  and  second 

choices  of  Christmas  Eve  and  Christmas  Day.  It  is  impossible  to  grant  everyone's 
request  without  leaving  the  unit  dangerously  understaffed.  You  call  a  meeting  and 
pose  the  problem  to  the  staff.  None  of  them  are  willing  to  withdraw  their  request 
Some  staff  feel  that  their  request  should  be  honored  because  they  haw  the  greatest 

seniority,  while  others  feel  that  their  request  should  be  granted  because  they  had  to 
work  those  holidays  last  year.  Still  some  maintain  that  this  is  not  fair,  as  they  had 
taken  the  Christmas  holidays  off  last  year  only  to  equalize  the  holiday  distribution 

of  days  off,  and  that  this  is  the  year  they  are  requesting  a  preference.  Yet  others  say 
they  are  already  scheduled  to  work  Thanksgiving,  and  would  not  have  agreed  to  do 
so  had  they  known  that  they  might  not  have  their  request  for  Christmas  holidays 
approved.  Some  staff  have  purchased  nonrefundable  airplane  tickets  and  main 
have  made  extensive  plans. 

ASSIGNMENT 

It  is  obvious  that  some  son  of  competing  approach  will  be  required  to  resolve  this 

conflict.  Identify  what  criteria  you  will  use  to  solve  this  dilemma    I  law  von  con 



298      ♦      DIRECTING 

sidered  common  good  over  the  needs  of  the  individual?  How  did  your  values 
impact  upon  your  problem  solving? 

CASE  5 

You  are  the  director  of  a  family  planning  and  pregnancy  counseling  clinic. 
You  just  received  your  quarterly  financial  statement  and  note  that  salary  expenses 
are  24%  over  budget,  and  that  revenue  is  16%  less  than  anticipated. 

It  is  clear  that  you  must  immediately  cut  monthly  costs  by  $1500  ($18,000  per 
year).  You  estimate  that  $3,000  can  be  saved  each  year  in  nonpersonnel  related 
expenses.  However,  the  remainder  of  the  cuts  must  come  from  the  salary  budget. 

Your  options  include  terminating  one  or  more  employees,  reducing  the  hours 
of  all  employees,  or  implementing  pay  cuts  for  several  or  all  employees.  None  of 
the  employees  are  willing  to  voluntarily  reduce  their  work  hours  and  no  one 
wishes  to  leave  their  position  at  this  time.  Although  each  employee  has  a  particular 

area  of  expertise,  all  professional  employees  have  been  trained  to  sufficiently  ac- 

complish each  other's  roles.  With  this  in  mind,  you  sit  down  and  review  the  follow- 
ing information  about  your  agency  staff. 
You  are  the  Project  Director  and  earn  $45,000  annually.  You  are  an  M.S.  degree 

nurse  in  your  early  30s.  This  is  your  first  management  position,  but  feel  that  you 
have  performed  well  during  your  tenure  the  last  three  years.  Your  responsibilities 

include  coordination  of  daily  activities,  long-range  planning,  and  budget  control. 
You  occasionally  have  the  time  to  assist  in  the  clinic  on  exceptionally  hectic  days, 
but  cannot  count  on  having  the  time  to  do  so. 

The  second  employee  in  the  clinic  is  Jody  Brown.  Ms.  Brown  is  a  new  bacca- 
laureate graduate  nurse  who  has  been  at  the  clinic  full-time  for  six  months.  She  is 

single,  has  excellent  interpersonal  skills,  and  seems  to  genuinely  love  her  job.  Many 
of  the  letters  of  support  you  receive  for  the  clinic  recognize  Ms.  Brown  as  having  a 
significant  positive  impact  upon  their  life.  You  are  aware  that  she  is  engaged  to  a 
man  who  will  graduate  from  a  local  university  soon,  but  she  denies  having  plans  to 
leave  the  area.  Ms.  Brown  is  responsible  for  most  of  the  pregnancy  counseling  at 
the  clinic  for  unwed  mothers.  Her  salary  is  $27,000.00  per  year. 

The  third  employee  at  the  clinic  is  Althea  Lathrop.  Mrs.  Lathrop  is  a  diploma  RN 
in  her  late  50s.  She  anticipates  retirement  within  five  years,  but  is  working  now  to 
save  enough  money  to  travel  with  her  husband  and  be  free  of  financial  worry  in  the 

years  ahead.  Mrs.  Lathrop  generally  assists  the  clinic  physician  with  physical  exam- 
inations and  is  also  responsible  for  much  of  the  family  planning  education  with 

clients.  She  has  been  at  the  clinic  full-time  since  its  inception  seven  years  ago  and 

receives  an  annual  salary  of  $34,000.  Mrs.  Lathrop  probably  has  the  greatest  exper- 
tise of  anyone  on  your  staff,  although  at  times  you  feel  she  overshadows  your 

authority  with  her  experience  and  because  she  is  older  than  you. 

The  fourth  employee  at  the  clinic  is  a  woman  in  her  mid-30s  named  Sara 
Sneed.  Mrs.  Sneed  is  an  M.S.  degree  nurse  who  works  three  days  per  week.  She  has 
just  found  out  that  she  is  pregnant,  but  plans  to  only  take  6  weeks  maternity  leave 
prior  to  returning  to  her  job.  Mrs.  Sneed  is  in  charge  of  community  outreach  and  is 
responsible  for  visiting  the  local  schools,  service  clubs,  and  youth  groups,  as  well  as 
providing  community  educational  services  for  family  planning  and  pregnancy 

counseling.  There  is  no  other  agency  providing  this  service  in  the  area  and  com- 
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munity  pregnancy  rates  are  twice  that  of  the  state  average.  Her  salary  is  $19,000 
annually. 

The  fifth  employee  is  June  Jackson.  She  is  a  receptionist-secretary  at  the  agency 
who  works  full-time  and  is  highly  efficient  at  what  she  does.  Although  sometimes 
abrupt  with  clients,  she  is  able  to  accomplish  an  amount  of  work  that  previously 

required  two  full-time  employees.  Ms.  Jackson's  salary  is  $18,000  per  year. 
You  also  have  three  other  employees  who  work  as  call-in  aides  at  $6.00  per 

hour.  These  positions  were  created  because  the  professional  staff  felt  that  they  did 
not  always  have  sufficient  time  to  spend  with  clients  who  needed  additional  time  to 

talk.  Although  they  are  not  professionally  trained,  these  aides  have  excellent  inter- 
personal skills  and  are  used  as  counselors  with  clients  experiencing  emotional 

distress  about  pregnancy,  family  planning,  and  premarital  sex.  The  annual  com- 
bined salary  for  these  aides  is  $14,000  per  year. 

ASSIGNMENT 

Regardless  of  what  your  actions  are,  this  conflict  presents  a  great  potential  for  a 

lose-lose  resolution.  Decide  how  you  will  meet  the  new  budget  constraints.  What 
decision  do  you  feel  will  result  in  the  least  disruption  of  the  unit?  Should  group 
decision  making  be  incorporated  in  solving  issues  such  as  this  or  is  competing  an 

appropriate  conflict  resolution  strategy? 

CASE  6 

You  are  the  supervisor  of  a  medical  unit.  Two  of  your  youngest  nursing 
assistants  come  to  your  office  today  to  report  that  a  young  male  quadriplegic  patient 
has  been  making  lewd  sexual  comments  and  gestures  at  them  when  they  provide 
basic  care.  When  you  question  them  about  their  response  to  the  actions  of  the 

patient,  they  maintain  that  they  normally  simply  look  away  and  try  to  ignore  him, 
although  they  are  offended  by  his  actions.  They  are  very  reluctant  to  confront  the 
patient  directly. 

Because  it  is  anticipated  that  this  patient  may  remain  on  your  unit  for  at  least 
several  weeks,  the  nursing  assistants  have  asked  you  to  intervene  in  this  conflict 

by  either  talking  to  the  patient  or  by  assigning  other  nurses  responsibility  for  his 
care. 

ASSIGNMENT 

How  will  you  handle  this  staff-patient  conflict?  Is  avoidance  (assigning  different 

staff  to  care  for  the  patient)  an  appropriate  conflict  resolution  strategy  in  this  sit- 
uation? 

Will  you  encourage  the  nursing  assistants  to  confront  the  patient  directly ?  What 

coaching  or  role  playing  might  you  use  with  them  if  you  choose  this  approach;' 

Will  you  confront  the  patient  yourself''  What  might  you  say? 
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Personal  Notebook 

1.  It  is  important  for  managers  to  be  self-aware  regarding  how  they  view  and  deal 
with  conflict.  In  your  personal  life,  how  do  you  resolve  conflict?  Is  it  important 
for  you  to  win? 

2.  When  was  the  last  time  you  were  able  to  settle  a  dispute  by  reaching  a  supraordi- 
nate  goal  with  another  person? 

3.  In  conflicts  with  family  and  friends,  are  you  least  likely  to  compromise  values,  or 
role  expectations? 

4.  Does  conflict  affect  you  to  a  greater  degree  cognitively  emotionally,  or  physi- 
cally? 

5.  Currently,  do  you  feel  that  you  have  too  little  or  too  much  conflict  in  your  lifer- 

Do  you  have  any  control  over  the  issues  that  are  causing  any  conflict  in  your  life:' 



CHAPTER 

19 
Negotiation 

"Unfortunately,  in  the  past,  and  to  some  extent  in  the  present,  nurses  have  demon- 
strated a  disdain  for  business  and  the  marketplace.  And  nothing  is  more  busi- 

nesslike than  negotiating  multimillion  dollar  budgets  or  contracts"  (Simpson,  1991; 
22).  It  is  critical  that  nurses  not  be  intimidated  by  the  negotiation  process  and  that 
they  become  effective  negotiators  to  sufficiently  protect  their  interests  and  those  of 

the  individuals  they  represent.  "Nurse  administrators  who  use  a  scientific  method 
of  negotiation  to  augment  professional  judgment  and  decision  making  can  create  a 

climate  conducive  to  success"  (Smeltzer,  1991:  26). 
Nierenberg  (1973)  stated  that  every  desire  demands  satisfaction  and  that  every 

need  to  be  met  presents  the  opportunity  for  negotiation.  Because  we  live  in  a  world 
with  others,  we  have  conflicting  needs,  wants,  and  desires  that  require  constant 

negotiation.  Most  of  our  day-to-day  conflict  is  resolved  in  this  manner.  When  one 

nurse  says  to  another  "I'll  take  lunch  late  today  if  you'll  count  narcotics  at  shift 
change,"  they  are  practicing  the  art  of  negotiation. 

Negotiation,  one  of  the  conflict  resolution  strategies  presented  in  Chapter  18, 
has  the  same  meaning  as  compromise.  In  using  compromise  or  negotiation  as  an 

approach  to  resolving  conflicts,  parties  give  up  something  that  they  want.  Although 
generally  viewed  as  a  desirable  conflict  resolution  strategy,  compromise  frequently 

results  in  a  lose— lose  situation  because  either  or  both  parties  perceive  they  have 
given  up  more  than  the  other.  It  is  possible  for  compromising  to  not  result  in  a 

lose-lose  situation,  but  this  can  only  be  achieved  if  both  parties  agree  to  part  with 
something  of  equal  value. 

Smeltzer  (1991)  identified  two  basic  types  of  negotiation:  cooperative  (every- 
body wins)  and  competitive  (only  one  party  wins).  A  basic  principle  to  remember 

about  negotiation  is  that  one  of  the  parties  wishes  to  alter  the  present  relationship 
with  the  other  (Smeltzer,  1991).  If  both  parties  desire  a  change  in  the  relationship, 
there  is  a  greater  probability  of  cooperative  negotiation.  If  the  dissatisfaction 

with  the  relationship  is  one-sided,  the  negotiation  has  a  greater  chance  of  being 
competitive. 

Bessie  I    Marquis  and  Carol  Jorgensen  Huston,  Management  Decision-Making 
for  Nurses,  second  edition-  ©  1994  J.B.  Lippincoti  Company 
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Components  of  Negotiation 

Although  negotiation  implies  winning  and  losing  for  both  parties,  as  a  negotiator,  it 
is  important  to 

1.  win  as  much  as  necessary  to  achieve  your  goals, 

2.  lose  as  little  as  possible,  as  losing  would  keep  you  from  meeting  your  goals, 
and 

3.  make  the  other  party  feel  satisfied  with  the  outcome  of  the  negotiation. 

Many  small  compromises  occur  every  day  in  a  spontaneous  fashion  and  are  suc- 
cessful without  any  advance  preparation.  However,  if  managers  wish  to  be  success- 

ful in  important  negotiations  such  as  those  involving  financial  or  unit  resources, 
they  must  be 

1.  adequately  prepared, 
2.  able  to  use  appropriate  negotiation  strategies,  and 
3-  apply  appropriate  closure  and  follow  up  to  the  negotiation. 

Prior  to  Negotiation 

Three  criteria  must  be  met  before  a  manager  agrees  to  begin  the  negotiation 
process;  the  issue  must  be  negotiable,  the  negotiators  must  be  interested  in  both 
giving  and  taking  during  the  process,  and  they  must  trust  each  other,  as  well  as  the 

negotiating  process  (Smeltzer,  1991).  If  these  criteria  are  met,  the  manager  can 
begin  systematically  to  prepare  for  the  negotiation. 

The  manager  begins  by  gathering  as  much  information  as  possible  regarding 
the  issue  to  be  negotiated.  Because  knowledge  is  power,  the  more  informed  the 
negotiator  is,  the  greater  the  degree  of  bargaining  power.  The  other  party  in  the 
negotiation  often  attempts  to  catch  the  negotiator  off  guard,  but  managers  who  have 
done  their  homework  will  not  be  caught  in  this  trap. 

It  is  also  important  for  managers  to  decide  where  they  want  to  start  in  the 
negotiation.  Because  they  must  be  willing  to  compromise,  they  should  choose  a 
goal  that  is  high,  but  not  ridiculous.  This  selected  starting  point  should  be  at  the 

upper  limits  of  their  expectations,  realizing  that  they  may  need  to  come  down  to  a 
more  realistic  goal.  Here  is  an  example,  as  follows: 

You  would  really  like  four  additional  full-time  RN  positions,  and  a  full-time 
clerical  position  budgeted  for  your  unit.  You  know  that  you  could  make  do 

with  three  additional  full-time  RNs  and  a  part-time  clerical  assistant,  but 

you  begin  by  asking  for  what  would  be  the  most  ideal. 

It  is  almost  impossible  in  any  type  of  negotiation  to  escalate  demands,  there 

fore  managers  must  start  at  a  high  but  reasonable  point.  They  must  also  decide  in 

advance  how  much  they  are  willing  to  compromise.  Are  they  willing  to  accept  one 

full-time  RN  position?  Two? Three? The  minimum  thai  an  individual  will  settle  for  is 
often  referred  to  as  the  bottom  line. 

The  wise  manager  will  also  have  other  options  In  mind  when  negotiating 

important  resources.  An  alternative  option  is  another  set  of  negotiating  prefer 
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ences  that  can  be  utilized  so  that  the  manager  need  not  employ  their  bottom  line, 
but  still  meet  their  overall  goal.  Using  the  example  given  above,  read  further: 

You  have  requested  four  full-time  RN  positions  and  one  full-time  cleri- 
cal position.  You  could  manage  to  get  by  with  three  full-time  RNs  and  one 

part-time  clerk.  You  feel  strongly  that  you  cannot  continue  to  provide  safe 
patient  care  unless  you  are  given  two  RNs  and  one  part-time  clerk  (your 
bottom  line).  However,  a  second  option  that  might  be  used  if  the  original 
negotiation  is  unsuccessful  is  to  reopen  deliberations  by  maintaining  that  a 
second  alternative  to  not  increasing  the  staff  would  be  to  float  a  ward  clerk 

four  hours  each  day,  to  institute  the  implementation  of  a  unit  dose  system, 
and  to  have  the  housekeeping  department  distribute  linen  and  the  dietary 
department  pass  all  the  patient  meal  trays. 

Here  the  overall  goal  of  providing  more  direct  patient  care  by  the  nursing  staff 
could  still  be  achieved  without  additional  personnel. 

The  manager  needs  to  consider  other  trade-offs  that  are  possible  in  a  nego- 
tiation. Trade-offs  often  represent  future  gains  in  a  conflict  situation.  For  ex- 

ample: 

During  nursing  school  an  individual  may  feel  intrapersonal  conflict  be- 
cause they  are  unable  to  spend  as  much  time  as  they  desire  with  their 

children.  They  are  able  to  compromise  by  considering  the  trade-off.  Even- 

tually everyone's  life  will  be  better  because  of  this  present  sacrifice. 

The  wise  manager  will  consider  possibly  trading  something  today  for  something 
else  tomorrow  as  a  means  to  achieve  satisfactory  negotiations. 

The  manager  must  also  look  for  and  acknowledge  hidden  agendas.  The  hidden 
agenda  is  the  covert  intention  of  the  negotiator.  There  is  usually  an  overt  and  covert 
intention  behind  every  negotiation.  For  example,  a  new  manager  may  convene  a 
meeting  with  their  superior  with  the  established  agenda  being  a  discussion  of  the 
lack  of  supplies  on  the  unit.  However,  the  hidden  agenda  may  be  that  the  manager 

feels  insecure  and  is  really  seeking  performance  feedback  during  their  conversa- 
tion. Having  a  hidden  agenda  is  not  uncommon  or  wrong  by  any  means.  Everyone 

has  them  and  it  is  not  necessary  or  wise  to  always  share  these  hidden  agendas. 
However,  managers  must  be  introspective  enough  to  recognize  their  own  hidden 
agendas  so  that  they  are  not  paralyzed  by  their  acknowledgment  and  used  against 
them  by  other  parties  during  the  negotiation. 

If  the  manager's  hidden  agenda  is  discovered,  they  should  admit  that  it  is  a 
consideration  but  not  the  "basis"  of  the  negotiation.  For  example: 

Your  hidden  agenda  for  increasing  the  number  of  employees  on  your  unit 

might  be  to  build  your  own  self-esteem  in  the  eyes  of  your  staff;  but  there 
is  a  legitimate  need.  If  during  your  negotiations,  the  fiscal  manager  recog- 

nizes your  hidden  agenda  and  accuses  you  of  wanting  to  increase  your  staff 

just  to  gain  power  you  might  respond  by  saying  "It  is  always  important  for  a 
successful  manager  to  be  able  to  gain  resources  for  their  unit,  but  the  real 

issue  here  is  an  inadequate  staff." 
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Managers  who  protest  too  strongly  that  they  do  not  have  a  hidden  agenda  make 
themselves  vulnerable. 

During  the  Negotiation 

Negotiation  is  psychological  as  well  as  verbal.  The  negotiator  has  several  types  of 
power  to  use  as  tools  during  the  negotiation  process:  the  powers  of  knowledge, 
need,  expertise,  commitment,  risk  taking,  legitimacy,  and  competition  (Smeltzer, 
1991). 

Because  power  can  be  perceived  as  well  as  imagined,  the  effective  negotiator 

always  appears  calm  and  self-assured.  At  least  part  of  this  self-assurance  comes  from 

having  adequately  prepared  for  the  negotiation.  Part  of  the  manager's  preparation 
should  include  learning  about  the  people  they  are  going  to  negotiate  with.  What 

type  of  negotiators  will  they  be  working  with?  What  are  the  strengths  and  weak- 
nesses of  their  negotiating  personality? 

Calero  (1979)  suggests  that  adults  could  learn  how  to  better  read  human 
behavior  from  children.  Calero  states  that  young  children  are  natural  negotiators 
because  of  their  ability  to  read  people,  their  willingness  to  ask  for  things  clearly  and 

directly,  and  their  uncanny  timing.  It  is  only  as  children  grow  older  and  gain  an 

understanding  of  power  issues  that  they  revert  to  the  less-successful  adult  negotia- 
tion tactics  of  intimidation  and  coercion. 

Theorists  have  identified  other  negotiation  tactics  that  are  successfully  used  by 
some  individuals  in  addition  to  intimidation  and  coercion.  These  tactics  might  be 
conscious  or  unconscious,  but  they  are  used  repeatedly  because  they  have  proved 

to  be  successful  for  that  particular  individual.  It  is  necessary  for  the  manager  to  be 

prepared  to  counter  these  tactics.  Display  19-1  lists  negotiation  tactics  that  Bakker 
and  Bakker-Rabdan  (1973)  maintain  are  used  by  persons  wanting  to  win  in  nego- 
tiation. 

1.  Ridicule:  An  especially  effective  weapon  in  negotiating  that  undermines 

the  psychological  well-being  of  others  is  ridicule.  If  the  manager  is  negotiating 
with  someone  who  employs  this  tactic,  they  should  sustain  a  relaxed  body  pos- 

ture, steady  eye  contact,  as  well  as  a  patient  smile.  Body  language  changes  must 

be  prevented  or  the  other  party  gains  power  by  capturing  your  psychological 

space. 
2.  Smoke  Screen:  The  primary  objective  of  the  smoke  screen  is  to  confuse  the 

other  party,  and  often  takes  the  form  of  ambiguous  or  inappropriate  questioning.  In 
one  negotiating  situation,  the  ICU  supervisor  had  requested  additional  staffing  to 

handle  open  heart  surgery  patients  and  while  bargaining  with  the  CEO,  the  CEO 

suddenly  said,  "I  never  did  understand  the  heart;  can  you  tell  me  about  the  heart?" 

The  supervisor  did  not  fall  into  his  trap  and  instead  replied,  "the  physiology  of  the 
heart  is  irrelevant  to  the  issue  at  hand."  Individuals  tend  to  submit  to  questioning 
put  forth  by  authority  figures,  so  it  is  necessary  to  be  prepared  lor  this  type  of 

diversionary  tactic  when  negotiating. 

3.  Over  the  Barrel:  This  is  a  technique  used  when  one  party  in  the  conflict  is 

aware  of  an  area  of  vulnerability  of  the  other  party  and  uses  it  to  thaw  concessi<  his 

For  example,  if  the  manager  is  especially  defenseless  against  crying  or  anger,  then 

the  other  party  simply  has  to  raise  their  voice  or  begin  to  cry  and  the  manager  will 
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DISPLAY     19-1 

Negotiation  Tactics 

1.  Ridicule 

2.  Smoke  screen 

3-  Over  the  barrel 

4.  Seduction 

5.  Flattery 

6.  Sex 

7.  Illness-helplessness 

8.  Induction  of  guilt 

9.  Definition 

10.  Self-definition 

11.  Paternalism 

12.  Gifts 

13.  Aggressive  takeover 

14.  Pacifism 

(Bakker  and  Bakker-Rabdan,  1973) 

compromise.  There  are  two  ways  to  deal  with  this  technique;  the  first  being  to 
attempt  to  conceal  vulnerable  areas,  and  the  second  being  to  attempt  to  reduce 
vulnerability.  Managers  must  succeed  in  desensitizing  their  vulnerable  areas  if  they 
are  going  to  be  effective  negotiators. 

4-  Seduction:  Seduction  is  a  highly  successful  negotiation  tactic.  It  is  exem- 

plified by  coy  children  who  apparently  have  their  parents  "wrapped  around  their 
finger."  This  is  often  referred  to  as  conning  someone.  Two  ingredients  of  seduction 
are  provision  of  a  desirable  gratification  and  the  anticipation  of  something  positive 
in  the  future.  Flattery  is  also  a  part  of  seduction,  but  this  often  occurs  without  the 
other  ingredients  of  seduction.  An  example  of  a  seductive  approach  would  be  a 
supervisor  who  promises  future  advancement  or  provides  desired  days  off  and 
other  forms  of  rewards  to  charge  nurses  to  keep  them  on  the  unit.  This  prevents  the 
charge  nurse  from  seeking  a  higher  position  elsewhere.  Although  these  tactics  may 
be  used  in  good  faith,  the  outcome  is  undesirable. 

5.  Flattery-.  Bakker  and  Bakker-Rabdan  (1973)  maintain  that  flattery  is  more 
potent  than  sexual  desirability.  The  objective  of  such  flattery  is  to  divert  the  atten- 

tion of  the  other  party.  One  method  managers  can  use  to  discern  flattery  from 
honest  compliments  is  to  be  aware  how  they  feel  about  the  comment.  If  they/ee/ 
flattered  by  a  gesture  or  comment,  is  is  a  good  indication  they  were  being  flattered. 
For  example,  seeking  advice  or  instruction  may  be  a  subtle  form  of  flattery  or  may 
be  an  honest  request.  If  the  request  for  counsel  concerns  an  area  where  the 
receiver  has  little  expertise,  it  is  undoubtedly  flattery.  However,  exchanging  positive 
opening  comments  to  each  other  when  beginning  negotiations  is  an  acceptable  and 
enjoyable  practice  and  is  usually  initiated  by  both  parties. 
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6.  Sex.  Anytime  there  is  negotiation  that  involves  both  genders  there  may  be 
some  degree  of  sexuality  deployed  as  a  weapon  by  both  parties,  be  it  subtle  or 

nonsubtle,  conscious  or  unconscious.  For  example,  gender  can  be  used  to  stereo- 

type, such  as  "women  are  all  emotional."  Some  successful  women  use  their  soft 
femininity  to  trick  the  corporate  male  into  believing  that  they  will  be  push-overs  in 
negotiating;  they  dress  in  a  manner  that  makes  them  appear  soft  and  fragile  and 
thus  are  able  to  gain  a  great  deal  in  the  negotiating  game. 

7.  Illness— Helplessness:  Many  managers  are  lured  into  losing  because  of  ill- 
nesses or  helplessness  of  others.  It  is  the  nature  of  nurses  to  be  nurturing,  there- 

fore they  have  the  potential  to  experience  a  great  loss  in  any  conflict  negotiation 
that  involves  a  party  who  uses  illness  and/or  helplessness  as  a  tactic.  Bakker  and 

Bakker-Rabdan  (1973)  state  that  "A  display  of  helplessness  brings  out  an  im- 
pulse to  assist  which  is  so  strong  that  it  takes  a  deliberate  effort  to  refrain  from 

doing  so." 
8.  Induction  of  Guilt:  Making  one  party  feel  guilty  is  another  powerful  nego- 

tiation tactic.  "If  you  really  loved  me,  you  would  ..."  is  often  used  in  interpersonal 
conflict  situations.  Likewise,  nurses  may  say  "if  you  really  had  the  patients  or  staff's 
best  interests  at  heart,"  in  an  effort  to  introduce  guilt  and  therefore  gain  a  powerful 
edge.  Sometimes  it  is  more  subtle.  A  team  member  might  state  "The  assignment 

you  gave  me  is  so  heavy.  I'm  not  going  to  be  able  to  go  to  lunch"  as  a  way  of 
introducing  guilt.  Since  the  discomfort  brought  on  by  guilt  is  usually  recognized  by 

self-aware  managers,  they  then  need  to  decide  whether  the  statement  made  to 
introduce  guilt  has  legitimate  merit  or  whether  it  is  false. 

9.  Definition:  This  technique  consists  of  defining  another  by  the  use  of  a 

statement  that  has  a  pleasing  quality.  For  example,  if  a  negotiator  says  "I  know  that 
you  are  a  reasonable  person,"  they  have  now  defined  you  as  reasonable,  making  it 
difficult  for  you  to  be  otherwise.  Using  the  process  of  definition  is  a  method  of 
limiting  the  freedom  of  another.  The  manager  must  be  alert  anytime  someone  in  a 
negotiating  situation  makes  a  definitive  statement  about  them. 

10.  Self  Definition:  This  employs  the  same  technique  as  definition  but  is  di- 
rected toward  self  and  is  used  to  hide  the  truth.  It  is  often  used  to  provide  a 

justification  for  behavior.  "I  am  very  temperamental"  might  be  used  to  excuse  an 
angry  outburst  during  negotiations.  Self-definition  allows  individuals  to  harbor  the 
belief  that  they  do  not  need  to  take  responsibility  for  themselves.  In  dealing  with 
such  individuals,  it  is  necessary  for  the  other  party  to  make  it  clear  they  do  not 

accept  the  self-definition  as  a  legitimate  excuse  for  unacceptable  behavior. 
11.  Paternalism:  In  this  type  of  approach,  the  aggressor  in  the  conflict  tries  to 

convince  the  manager  that  their  solution  to  the  conflict  would  be  in  the  best 

interest  of  the  manager.  Individuals  who  insist  "I  always  know  best "  have  convinced 

themselves  that  they  have  everyone's  best  interests  at  heart.  Human  beings  haw  a 
great  capacity  for  justifying  their  actions.  If  either  party  in  a  conflict  situation  be- 

lieves that  they  "are  doing  something  for  the  other  individual's  own  good,"  then 
there  needs  to  be  a  reassessment  of  the  goals  of  the  negotiation. 

12.  Gifts:  While  flattery  is  one  form  of  ingratiation,  another  is  the  use  of  gifts 

and  favors  to  gain  power  in  negotiation.  Students  who  feel  a  conflict  between  the 

clinical  instructor  and  themselves  regarding  a  grade  might  give  their  instructor  a 

gift  prior  to  their  grade  conference.  Tins  may  give  the  student  an  unfair  advantage 

in  negotiating  the  grade  they  desire 
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13-  Aggressive  Takeover.-  Conflict  is  sometimes  settled  by  one  individual  en- 
gulfed assuming  authority  and  rapidly  resolving  the  conflict  in  a  manner  to  suit 

themselves  before  others  notice  it  is  happening.  This  often  happens  in  committees 
or  groups  that  have  been  set  up  to  negotiate  some  type  of  conflict.  For  instance,  a 
head  nurse  of  an  ICU,  the  director  of  nurses,  and  the  chief  of  medicine  and  surgery 

gather  to  discuss  a  nurse-doctor  conflict  in  the  ICU.  One  of  the  doctors  assumes 
control  of  the  meeting,  decides  what  should  be  done,  and  adjourns  without  getting 
input  from  others.  Unless  the  others  in  this  situation  protested  vigorously,  the 
conflict  will  be  handled  as  the  physician  desired. 

More  often,  there  is  a  gradual  takeover  rather  than  an  abrupt  action.  Gradual 

takeover  can  occur  because  others  use  their  competence  and  willingness  to  per- 
form chores  to  gain  power.  This  is  particularly  evident  in  role  conflicts  as  there  are 

often  overlapping  responsibilities  among  roles  in  health  care.  The  individual  who 
desires  to  negotiate  a  larger  role  for  themselves  can  gradually  develop  expertise 
and  assume  authority  until  they  have  greatly  expanded  their  role.  By  the  time  a 

situation  reaches  overt  conflict,  the  person  with  the  expanded  role  will  be  negotiat- 
ing from  a  position  of  power. 
14.  Pacifism:  Individuals  who  employ  pacifism  may  win  because  they  refuse  to 

fight.  Of  all  negotiators,  these  are  perhaps  the  most  difficult  to  counter.  When 
negotiating  with  the  pacifist,  the  manager  should  ask  for  the  resolution  of  the 

conflict  in  writing  and  pursue  a  careful  follow-up. 

While  the  manager  needs  to  be  aware  of  negotiation  tactics,  none  of  these 
approaches  are  recommended.  Instead  of  using  tactics,  managers  should  develop 
assertive  skills  for  use  in  conflict  negotiation.  Frequent  use  of  negotiation  tactics 
lessens  the  credibility  of  the  user  and  results  in  a  defensive  negotiation  climate. 
Smeltzer  (1991)  defined  characteristics  of  a  defensive  negotiation  climate  as  one 
that  uses  controlling  strategies  and  that  promotes  an  environment  of  superiority. 
The  supportive  negotiation  climate  is  recognized  by  the  use  of  descriptive  ideas, 

problem  orientation,  and  sincere,  spontaneous  responses  (Smeltzer,  1991).  If  hu- 
man dignity  is  to  be  maintained,  the  process  of  assertive,  direct,  and  open  commu- 

nication must  be  an  integral  part  of  the  negotiation  climate.  Conflict  must  be 
focused  on  the  issues  and  resolved  through  joint  compromise. 

In  addition  to  developing  sensitivity  to  negotiation  tactics  and  assertiveness 
skills,  there  are  several  things  managers  can  do  during  negotiation  to  increase  their 
persuasiveness  and  foster  open  communication: 

1.  Use  only  factual  statements  that  have  been  gathered  through  research. 
Have  accurate  information. 

2.  Listen  carefully  and  watch  nonverbal  cues. 

3.  Keep  an  open  mind  as  negotiations  always  provide  the  potential  for  learn- 
ing. Do  not  prejudge.  Establish  a  cooperative  rather  than  a  competitive  climate. 
4.  Attempt  to  understand  the  viewpoint  of  the  other  party.  It  is  likely  that  what 

one  individual  perceives  differs  from  the  perception  of  another.  Concentrate  on 
understanding  and  not  only  on  agreement. 

5.  Always  discuss  the  conflict.  Do  not  personalize  the  situation  by  discussing 
the  parties  involved  in  the  negotiation. 

6.  Try  not  to  belabor  how  the  conflict  occurred  or  try  to  lay  specific  blame. 
Focus  on  preventing  its  reoccurrence. 
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7.  Be  honest. 

8.  Be  initially  demanding  so  that  concessions  are  possible.  It  is  far  harder  to 
escalate  demands  in  the  negotiation  than  to  make  concessions. 

9-  When  faced  with  an  unexpected  development  in  negotiations,  do  not 

attempt  to  deal  with  it  at  that  time.  Respond  that  you  are  not  prepared  to  discuss  the 
particular  issue  at  the  moment,  or  that  it  was  not  on  the  agenda,  suggesting  another 
appointment  can  be  arranged  for  further  discussion.  If  asked  a  question  to  which 
you  do  not  know  the  answer,  simply  state  that  you  do  not  have  the  information  in 
question  at  the  present  time. 

10.  Never  tell  the  other  party  fully  what  you  are  willing  to  negotiate.  You  may 
be  showing  your  hand  too  early. 

1 1.  Know  your  bottom  line,  but  try  to  never  resort  to  it.  If  you  play  your  bottom 
line,  you  must  be  ready  to  back  it  up  or  lose  all  credibility.  If  you  reach  your  bottom 
line,  tell  the  other  party  that  you  have  reached  an  impasse  and  cannot  negotiate 
further.  Then  encourage  the  other  party  to  think  about  it  and  reconsider.  Always 
leave  the  door  open  for  further  negotiation.  Be  sure  to  allow  the  other  party  and 

yourself  to  save  face. 

12.  If  either  party  becomes  angry  or  tired  during  the  negotiation,  take  a  time- 
out. Go  to  the  bathroom  or  make  a  telephone  call.  Remember  that  neither  party  can 

effectively  negotiate  if  they  are  enraged. 
13.  Listen  attentively  and  ask  the  other  parties  in  the  negotiation  to  further 

explain  any  ideas  you  may  not  have  understood  (Smeltzer,  1991). 
14.  Be  patient:  the  majority  of  concessions  and  settlements  occur  after  original 

deadlines.  Whenever  possible,  know  the  competitor's  negotiating  deadline  without 
revealing  your  own  (Smeltzer,  1991). 

Closure  and  Follow-up  to  Negotiation 

Just  as  it  is  important  to  begin  the  formal  negotiation  with  some  pleasantries,  it  is 
also  good  to  conclude  on  a  friendly  note.  Once  a  compromise  has  been  reached, 
restate  it  so  that  it  is  clear  to  everyone  just  what  has  been  agreed  upon.  If  a  manager 

wins  more  in  negotiation  than  they  thought  they  would,  they  should  try  to  hide 
their  astonishment.  At  the  end  of  any  negotiation,  be  it  a  short  two  minute  conflict 

situation  in  the  hallway  with  another  RN,  or  an  hour-long  formal  salary  negotiation, 
the  result  should  be  satisfying  to  all  parties  in  that  each  has  won  something.  It  is  a 

good  idea  to  follow  up  formal  negotiation  in  writing  by  sending  a  letter  or  a  memo 

listing  what  was  agreed  upon. 

Calero  (1979)  identified  the  following  criteria  for  measuring  the  success  of  a 

negotiation,  when  both  parties 

Experience  worthwhile  progress. 

Feel  they  have  maintained  self-respect. 
Are  left  with  a  positive  feeling. 
Have  been  sensitive  to  the  needs  of  the  other  during  the  process. 

Achieved  the  majority  of  their  objectives. 

Would  be  willing  to  negotiate  together  again. 
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Summary 

In  negotiation,  two  or  more  parties  try  to  reach  a  compromise  of  needs,  wants,  and 

expectations.  This  compromise  may  result  in  a  lose-lose  situation  if  either  or  both 
parties  perceive  they  have  given  up  more  than  the  other.  It  is  possible  for  negotia- 

tion not  to  result  in  a  lose-lose  situation,  but  this  can  only  be  achieved  if  both 
parties  cooperate  and  are  willing  to  give  up  something  of  value. 

Negotiation  is  a  high-level  management  skill.  Well-prepared  managers  know 
who  they  will  be  negotiating  with  and  act  accordingly.  They  are  prepared  with 

trade-offs,  multiple  alternatives,  and  a  clear  bottom-line  to  ensure  that  their  unit 
acquires  needed  resources.  The  manager  also  recognizes  the  need  for  appropriate 

closure  and  follow-up  to  the  negotiation. 
Although  negotiation  implies  winning  and  losing  for  both  parties,  some  degree 

of  satisfaction  for  both  parties  is  more  probable  if  assertive  communications  and 
active  listening  skills  are  employed  in  the  negotiation  rather  than  negotiation  tactics. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  are  one  of  a  group  of  staff  nurses  who  feel  that  part  of  your  present 
job  dissatisfaction  is  the  result  of  being  assigned  different  patients  everyday.  On 
your  unit  you  use  a  system  of  total  patient  care,  and  assignments  are  made  by 
the  head  nurse.  Two  of  you  have  approached  the  head  nurse  and  requested  that 
she  allow  each  of  you  to  choose  your  own  patients  based  on  the  assignment  of 
the  previous  day  and  the  ability  of  the  nurse.  The  head  nurse  believes  you  are 
being  uncooperative  as  she  is  responsible  for  seeing  that  all  the  patients  are 
assigned  and  receive  adequate  patient  care.  She  indicates  that  she  attempts  to 

provide  continuity  of  care  but  it  is  often  impossible  since  many  part-time 
nurses  are  used  on  the  unit  and  not  all  the  nurses  are  able  to  care  for  every 

type  of  patient. 
At  the  end  of  the  conference  all  of  you  are  irritated.  However,  the  next  day 

the  head  nurse  agrees  to  meet  with  you  again.  You  and  the  others  feel  this  is  a 
sign  that  the  head  nurse  is  willing  to  negotiate  a  compromise  and  you  plan 
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to  meet  at  your  home  tonight  to  plan  your  strategy  for  the  conference  to- 
morrow. 

ASSIGNMENT 

1.  What  are  the  goals  for  each  side? 

2.  What  is  a  possible  hidden  agenda  for  each  party? 
3-  What  could  happen  if  the  conflict  is  escalated? 

4.  Devise  a  workable  plan  that  would  accomplish  the  respective  goals  of  each 
party  and  develop  a  strategy  for  its  implementation. 

ANALYSIS 

The  goal  for  the  head  nurse  is  to  ensure  that  all  patients  receive  safe  and 
adequate  care.  She  may  have  several  hidden  agendas.  One  possibility  is  that  she 
does  not  want  to  relinquish  any  authority,  another  could  be  that  she  does  not 
want  to  devote  her  energy  to  the  planned  change  that  has  been  proposed. 

While  the  nurses  have  their  own  goals  of  job  satisfaction  as  well  as  providing 
more  continuity  of  care,  their  hidden  agenda  may  be  the  need  for  more 
autonomy  and  control  of  the  work  setting. 

If  the  conflict  is  allowed  to  escalate,  the  dissatisfaction  of  the  staff  nurses 

could  begin  to  disrupt  the  unit,  and  the  head  nurse  could  transfer  some  of  the 
instigators  or  punish  them  in  some  other  way.  The  head  nurse  is  wise  in 

reconsidering  the  group's  request.  By  demonstrating  her  willingness  to  discuss 
and  negotiate  the  conflict,  she  will  be  viewed  by  the  staff  nurses  as  cooperative, 
as  well  as  interested  in  their  job  satisfaction. 

The  staff  nurses  must  realize  that  they  are  neither  going  to  obtain  everything 

they  want  in  this  conflict  resolution,  nor  should  they  expect  that  result.  In 
order  to  demonstrate  their  interest,  they  should  develop  workable  policy  and 

procedure  for  patient  care  assignments,  recognizing  that  the  head  nurse  will 
want  to  modify  their  procedure.  Once  the  plan  is  developed,  the  nurses  need 
to  formulate  their  strategy  for  the  coming  meeting.  The  following  may  be  their 
outline: 

1.  Select  as  spokesperson  for  the  group  the  member  who  has  the  most  effec- 
tive and  assertive  communication  skills,  but  who  is  neither  abrasive  nor 

aggressive  in  their  approach.  This  keeps  the  group  from  appearing  to  be 
overpowering  to  the  head  nurse  because  they  will  outnumber  her. 

The  other  group  members  will  be  at  the  meeting  lending  their  support, 

but  will  speak  only  when  called  upon  by  the  group  leader.  The  spokesper- 
son should  also  be  preferably  someone  the  head  nurse  knows  well  and 

whose  opinion  she  respects. 
2.  The  designated  leader  of  the  group  should  plan  to  begin  his/her  opening 

remarks  by  thanking  the  head  nurse  for  agreeing  to  the  meeting.  In  this  way, 

the  group  acknowledges  the  authority  of  the  head  nurse. 
3.  There  should  be  a  sincere  effort  by  the  group  to  listen  to  the  head  nurse  and 

to  allow  modifications  to  their  plan  They  must  be  willing  to  give  up  some 

thing  as  well,  perhaps  some  modification  in  the  staffing  pattern, 

4.  As  the  meeting  progresses,  the  leader  of  the  group  should  continue  to 

express  the  goal  of  the  group  (to  provide  greater  continuity  ol  patient  care), 
rather  than  focusing  on  how  unhappy  the  group  is  with  the  present  system. 
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5.  At  some  point  the  nurses  should  show  their  willingness  to  compromise  and 
also  offer  to  periodically  evaluate  the  new  plan  to  see  how  it  is  working  or  if 
adjustments  need  to  be  made. 

6.  The  outcome  of  the  meeting  should  be  a  form  of  negotiated  compromise  in 
patient  care  assignment  that  would  result  in  a)  more  autonomy  and  job 
satisfaction  for  the  nurses,  b)  the  head  nurse  retaining  sufficient  authority  to 

satisfy  her  responsibility,  and  c)  increased  continuity  of  patient  care  assign- 
ment. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

Often  one  group  is  more  powerful  or  has  greater  status  and  refuses  to 

relinquish  this  power  position,  thus  making  collaboration  impossible.  In  this  situa- 
tion, negotiating  a  compromise  becomes  imperative.  In  the  following  situation 

describe  if  you  can  how  you  would  go  about  negotiating  a  solution  whereby  both 
parties  lose  as  little  as  possible  and  win  as  much  as  possible. 

THE  SITUATION 

You  are  a  member  of  a  senior  baccalaureate  nursing  class.  At  your  college,  students 
may  elect  to  accelerate  through  their  course  work  by  combining  their  last  two 
semesters.  Consequently,  you  find  that  you  are  one  of  16  students  electing  to 
combine  and  have  been  placed  in  a  class  of  32  nonaccelerating  seniors.  The  class 

has  begun  work  on  its  end-of-program  ceremony  that  culminates  the  end  of  the 
nursing  class  sessions,  at  which  time  the  students  receive  their  nursing  pins.  Each 
group  in  this  class  (the  16  member  group  and  the  32  member  group)  appear  to 
have  differing  philosophies  and  values  about  nursing  and  because  this  is  the  first 
time  they  have  spent  any  time  together,  they  do  not  know  each  other  well.  The 

committee  meetings  for  the  end-of-program  ceremony  have  become  a  protracted 
series  of  arguments  and  battles.  The  conflict  has  accelerated  to  the  point  where  it 
has  begun  to  be  destructive,  as  evidenced  by  some  name  calling. 

The  major  conflict  centers  around  traditionalists  versus  nontraditionalists.  The 

16  student  group  wants  a  nontraditional  ceremony  and  the  32  student  group  pre- 
fers the  traditional  ceremony. 

The  liaison  faculty  member  has  become  alarmed  at  the  situation  and  has 
approached  the  leaders  of  both  groups,  stating  that  she  will  cancel  the  ceremony  if 
the  conflict  is  not  resolved.  The  faculty  member  agrees  to  give  you  two  hours  of 
class  time  to  facilitate  the  resolution  of  the  conflict.  The  leader  of  the  larger  group 

has  asked  you  to  facilitate  the  compromise  because  she  believes  your  skills  for 
negotiating  a  settlement  of  this  conflict  are  superior  and  wants  the  conflict  resolved 
so  that  no  parties  are  left  angry. 
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ASSIGNMENT 

How  would  you  plan  to  approach  the  larger  group?  What  strategies  would  you  use? 
Explain  your  rationale.  Remember  that  you  wish  to  negotiate  a  compromise  and 
not  facilitate  collaboration.  What  is  your  plan?  Your  bottom  line? 

CASE  2 

You  are  the  head  nurse  of  a  new  oncology  unit  and  it  is  time  for  you  to 
present  your  first  budget  to  hospital  administration.  You  have  already  presented  it 
to  the  director  of  nurses  and  while  she  had  a  few  questions,  she  was  in  general 
agreement.  However,  it  is  the  policy  at  South  Central  Hospital  that  each  head  nurse 
present  her  budget  to  the  budget  committee,  consisting  of  the  fiscal  manager,  the 
director  of  nurses,  a  member  of  the  board  of  trustees,  and  the  executive  director. 

You  are  aware  money  is  scarce  this  year  because  of  the  new  building  but  you  really 
believe  you  require  the  increases  you  have  requested  in  your  budget.  Basically,  you 
have  asked  for  the  following: 

1.  Replace  the  22%  aides  on  your  unit  with  10%  LVNs-LPNs  and  12%  RNs. 
2.  Increase  educational  time  paid  by  5%  to  allow  for  certification  in  chemotherapy. 

3-  A  new  position  of  clinical  nurse  specialist  in  oncology. 

4.  Conversion  of  one  room  into  a  sitting  room  and  mini-kitchen  for  families  of 
terminal  patients. 

5.  The  addition  of  shelves  and  a  locked  medication  box  in  each  room  to  facilitate 

privacy  nursing. 
6.  No  new  equipment,  but  replacement  of  existing  equipment  that  is  broken  or 

outdated. 

ASSIGNMENT 

Outline  your  plan.  Include  your  approach,  what  is  and  what  is  not  negotiable,  and 
what  arguments  you  would  use.  Give  the  rationale  for  your  plan. 

CASE  3 

You  work  at  the  small,  rural  Harpersville  Hospital  as  the  public  health 

nurse  in  their  new  discharge  planning  and  expanded  services  department  You  had 

been  a  charge  nurse  on  the  3:00  p.m.-11:00  p.m.  shift  in  the  hospital's  medical- 
surgical  wing  prior  to  accepting  the  position.  Harpersville  Hospital  also  has  a  busy 

5  bed  maternity  floor,  a  4  bed  ICU-CCU,  an  active  emergency  room,  and  in-  and 

outpatient  surgery  departments.  It  is  quite  isolated  in  the  mountanous  surround- 

ings and  the  community  has  but  one  obstetrician,  one  surgeon,  one  internist,  and 

five  general  practitioners.  Your  new  position  involves  follow-up  of  nursing  care  in 
clients  homes,  as  well  as  discharge  referral  to  appropriate  services.  You  have  been 

quite  busy  in  organizing  this  new  service  since  it  was  started  one  year  ago. 

You  really  like  community  health  nursing,  especially  the  teaching  aspects.  \bu 

also  disliked  working  3:00  i\m.-1  1:00  p.m.  and  prefer  having  weekends  and  holidays 

off.  When  you  assumed  the  position  one  year  ago,  (he  director  of  nursing  told  you 
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your  salary  would  start  at  the  charge  nurse  level  and  that  you  would  be  reevaluated 
in  one  year  to  see  how  the  new  department  was  functioning,  in  consideration  of  a 
salary  adjustment.  You  would  like  to  have  a  higher  income,  but  you  also  feel  lucky 
to  have  this  type  of  challenging  job  in  this  area. 

You  are  married  and  your  spouse's  job  is  local,  leaving  your  options  limited. 
You  know  you  have  done  a  very  good  job  since  opening  the  department.  You  have  a 

part-time  clerical  worker  and  a  home-health  aide  under  your  charge.  You  are  aware 
that  your  department  is  profitable.  You  also  know  that  there  are  only  three  nurses 
who  have  a  public  health  nursing  certificate  working  at  the  hospital  and  that  only 
one  other  nurse  applied  for  your  position  last  year.  Your  nursing  director  gave  you 
a  good  performance  review  last  week  but  did  not  mention  a  new  salary  schedule. 

When  you  asked  about  it,  the  response  was  that  the  hospital  is  having  some  finan- 
cial problems,  but  that  after  speaking  with  the  CEO  the  two  of  them  would  be 

willing  to  discuss  salary  with  you.  A  meeting  has  been  scheduled  for  10:00  a.m. 
tomorrow. 

ASSIGNMENT 

1.  How  will  you  quickly  prepare  for  this  meeting? 

2.  What  are  your  options?  Your  bottom  line?  What  factors  limit  your  bottom  line? 
3-  What  is  some  possible  dialogue  that  might  transpire?  You  may  use  your  own 

strengths  and  weaknesses  in  deciding  how  to  proceed  in  your  negotiations. 

CASE  4  (Marquis  and  Huston,  1992) 

You  are  a  female,  top-level  nursing  administrator,  with  a  masters  degree  in 
health  administration,  and  are  about  to  present  your  proposed  budget  to  the  CEO. 

You  have  thoroughly  researched  your  budget  and  have  adequate  rationale  to  sup- 
port your  requests  for  increased  funding.  You  are  aware,  though,  that  the  CEO  is 

often  moody,  and  that  it  will  be  difficult  to  predict  in  advance  how  he  will  respond 

to  your  proposal. 
You  also  recognize  that  he  has  some  very  traditional  views  about  where  women 

should  be,  and  this  generally  does  not  include  executive-level  positions.  Because 

he  is  fairly  paternalistic,  he  is  charmed  and  flattered  when  asked  to  assist  "his 
nurses  with  their  jobs."  The  last  top-level  nursing  administrator  was  recently  fired 
as  she  was  perceived  as  brash,  bossy,  and  disrespectful  by  the  CEO.  In  fact,  the 

previous  top-level  nursing  administrator  was  one  of  a  series  of  nursing  admin- 
istrators who  had  been  replaced  in  the  last  several  years  for  these  characteristics. 

From  what  you  have  been  told,  these  perceptions  were  not  shared  by  the  nursing 
staff. 

You  sit  down  and  begin  to  plan  your  strategy  for  this  meeting.  You  are  con- 
scious that  you  have  greater  probability  for  success  in  having  your  budgetary  needs 

met  if  you  dress  conservatively  solemnly  beseech  your  need  for  his  assistance  and 
support  throughout  the  presentation,  and  remain  fairly  passive  in  your  approach.  In 
other  words,  you  will  be  required  to  assume  a  traditionally  effeminate,  helpless 
role.  If  you  appear  capable  and  articulate,  you  may  not  achieve  your  budgetary 
goals  and  may  not  even  keep  your  job.  It  would  likely  not  be  necessary  for  you  to 
perpetuate  this  role,  except  in  your  interactions  with  the  CEO. 
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ASSIGNMENT 

Are  the  use  of  such  behavioral  tactics  ethical  if  the  outcome  is  desirable?  Are  the  use 

of  such  tactics  simply  "smart  negotiation"  or  are  they  immoral?  How  would  you 
respond  in  this  situation? 
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Personal  Notebook 

1.  What  do  you  perceive  as  your  greatest  skills  as  a  negotiator? 

Of  all  the  negotiation  tactics  discussed  in  this  chapter,  which  one(s)  do  you  use 
most  frequently?  Is  this  done  consciously  or  unconsciously?  Are  these  planned 
or  unplanned? 

3.  Reflect  back  on  conflicts  you  have  had  with  family  members  and  friends.  In 

which  area  are  you  least  likely  to  compromise:  values,  scarcities,  or  role  expecta- 
tions? 



CHAPTER 20 
Unions  in  the  Health 
Care  Industry 

One  factor  that  impacts  upon  the  directing  phase  of  management  is  collective 

bargaining.  As  managers  develop  an  understanding  of  the  issues  underlying  the 
growth  of  unionization  they  will  recognize  that  collective  bargaining  can  often  be  a 
positive  force,  as  well  as  a  constraint  for  managers. 

It  is  necessary  to  see  collective  bargaining  from  four  perspectives: 

1.  the  viewpoint  of  the  organization, 
2.  the  viewpoint  of  the  worker, 
3-  a  general  historical  and  societal  viewpoint,  and 
4.  a  personal  viewpoint. 

Managers  able  to  gain  this  broad  perspective  will  have  a  better  understanding 
of  how  management  and  employees  can  work  together  within  the  constraints 

imposed  by  unionization.  This  is  an  accomplishment  of  many  other  industrialized 
nations,  but  an  achievement  less  often  realized  in  the  United  States. 

Unions  and  Collective  Bargaining 

Terminology  associated  with  unions  and  collective  bargaining  is  shown  in  Display 

20-1.  Collective  bargaining  may  be  defined  as  those  negotiations  occurring  be- 
tween organized  labor  and  management  that  affect  employee  relations.  This  may 

include  activities  such  as  the  negotiation  of  formal  labor  agreements  and  the  day-to- 

day interactions  between  the  union  and  management.  First-  and  middle-level  man 
agers  usually  have  little  to  do  with  the  negotiation  of  the  labor  contract,  but  they 

have  a  great  deal  to  do  with  its  day-to-day  implementation.  It  is  the  middle-level 
manager  who  has  the  greatest  impact  upon  the  quality  of  the  relationship  that 
develops  between  labor  and  management. 

Historical  Perspective  of  Unionization 
in  America 

Unions  have  been  present  in  America  since  the  1790s.  Early  unions  were  composed 

of  skilled  craftsmen,  who  formed  unions  to  protect  themselves  from  wage  cuts 

Bessie  I    Marquis  and  <  arol  forgenw  n  Huston   Manage  meiti  /v. tsfon  Making 
for  \ut\i\  second  edit!      1994 J.B.  Upplncott  O impurn 
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DISPLAY     20-1 

Collective  Bargaining  Terminology 

Collective  Bargaining:  The  relations  between  employers,  acting  through  their  manage- 
ment representatives,  and  organized  labor. 

National  Labor  Relations  Board:  A  labor  board  formed  to  implement  the  Wagner  Act.  Its 

two  major  functions  are  to  1)  determine  who  should  be  the  official  bargaining  unit 

when  a  new  unit  is  formed  and  who  should  be  included  in  that  unit,  and  2)  adjudicating 
charges  of  unfair  labor  practices. 

Supervisors:  Defined  as  someone  who  has  the  authority  to  hire,  fire,  transfer,  and 

promote  another  employee.  Supervisors  are  excluded  from  protection  under  the  Taft- 
Hartley  Act  and  cannot  be  represented  by  a  union. 

Professionals:  Have  the  right  to  be  represented  by  a  union,  but  cannot  belong  to  a  union 

that  represents  nonprofessionals  unless  a  majority  of  them  vote  for  inclusion  in  the 

nonprofessional  unit. 

Free  Speech:  The  law  states  that  "the  expressing  of  any  views,  argument,  or  dissemina- 
tion thereof,  whether  in  written,  printed,  graphic,  or  visual  form,  shall  not  constitute  or 

be  evidence  of  an  unfair  labor  practice  under  any  provisions  of  this  Act,  if  such  expres- 

sion contains  no  threat  of  reprisal  or  force  or  promise  of  benefit"  (U.S.  Congress,  Public 
Law  101,  Sec.  8). 

Union  Shop:  Also  called  a  closed  shop.  All  employees  are  required  to  join  the  union  and 

pay  dues. 
Agency  Shop:  Also  called  an  open  shop;  employees  are  not  required  to  join  the  union. 

Strike:  A  concerted  withholding  of  labor  in  an  effort  to  bring  economic  pressure  upon 

the  employer  to  grant  employee  demands. 

Lockout:  A  closing  of  a  place  of  business  by  management  in  the  course  of  a  labor 
dispute  for  the  purpose  of  forcing  employees  to  accept  management  terms. 

Grievance:  A  perception  on  the  part  of  a  union  member  that  management  has  failed  in 

some  way  to  meet  the  terms  of  the  labor  agreement. 

Arbitration:  The  terminal  step  in  the  grievance  procedure;  always  indicates  the  involve- 
ment of  a  third  party.  Arbitration  may  be  voluntary  on  the  part  of  management  and  labor, 

or  imposed  by  the  government  in  a  compulsory  arbitration. 

Conciliation  and  Mediation:  Synonymous  terms  that  refer  to  the  activity  of  a  third  party 

to  help  disputants  reach  accord.  However,  unlike  an  arbitrator,  this  individual  has  no 

final  power  over  decision  making. 

Fact  Finding:  Rarely  used  in  the  private  sector,  but  frequently  used  in  labor  manage- 

ment disputes  that  involve  government-owned  companies.  In  the  private  sector  fact 
finding  is  usually  performed  by  a  Board  of  Inquiry. 

during  the  highly  competitive  industrial  era  in  the  United  States.  An  examination  of 
the  history  of  the  union  movement  reveals  that  membership  increases  during  high 

employment  and  prosperity,  and  decreases  correspondingly  sharply  during  eco- 
nomic recessions  and  layoffs  (Allen  and  Keavenly,  1983). 

The  most  significant  factor  influencing  unionization  in  nursing  is  the  nurse's 
perceptions  of  the  quality  of  their  supervision  (Marquis  and  Huston,  1992).  Recent 
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polls  regarding  nurses'  perceptions  of  management  reveal  that,  in  overwhelming 
numbers,  nurses  believe  management  does  not  listen  to  them  or  care  about  their 

needs  (California  Nursing  Review,  1987).  This  provides  a  fertile  ground  for  union 

organizers.  Unions  thrive  in  a  climate  where  the  employees  perceive  the  organiza- 
tional philosophy  to  be  insensitive  to  the  worker  (Huston  and  Marquis,  1989). 

For  many  reasons,  collective  bargaining  was  slow  in  coming  to  the  health  care 

industry.  Until  labor  laws  were  amended,  it  was  not  legally  possible  for  unioniza- 
tion to  occur.  The  long  history  of  nursing  as  a  service  industry  also  contributed  to 

the  delay  in  labor  organization  of  health  care  organizations. 

Collective  bargaining  in  the  nursing  profession  began  in  government  or  public 

health  care  organizations.  This  was  made  possible  by  Executive  Order  10988,  au- 
thored in  1962,  which  lifted  restrictions  preventing  public  employees  from  organiz- 

ing. Therefore,  in  the  1960s,  city,  county,  and  district  hospitals  and  health  care 
agencies  began  to  unionize. 

In  1974,  the  U.S.  Congress  passed  amendments  to  the  Wagner  Act,  which  ex- 
tended national  labor  laws  to  private,  nonprofit  hospitals,  nursing  homes,  health 

clinics,  health  maintenance  organizations,  and  other  health  care  institutions.  These 
amendments  opened  the  doors  to  increased  union  activity  for  professionals  as  well 
as  the  public  employee  sector.  Indeed,  if  union  membership  figures  are  reviewed, 
it  becomes  apparent  that  since  I960,  most  collective  bargaining  activity  in  the 
United  States  has  taken  place  in  the  public  and/or  professional  sector  of  industry 
(Willis,  1988).  There  has  been  little  growth  of  unionization  in  the  private  and/or 

blue-collar  sector,  since  membership  peaked  in  the  1950s.  See  Table  20-1  for  a 
summary  of  legislation  effecting  the  union  movement. 

From  1962  through  1983  there  have  been  slow,  but  steady  increases  in  the 
numbers  of  nurses  represented  by  collective  bargaining  agents.  This  increase  in 
union  membership  is  also  seen  in  other  professions,  most  notably,  among  faculty  at 
institutions  of  higher  education,  teachers  at  primary  and  secondary  levels,  and 

physicians  (Willis,  1988). 

TABLE     20-1   

Labor  Legislation 

Year         Legislation  Effect 

1935  The  National  Labor  Act-The  Gave  unions  many  rights  in  organizing; 
Wagner  Act  resulted  in  rapid  union  growth. 

1947  The  Taft-Hartley  Act  Returned  some  power  to  management; 
resulted  in  a  more  equal  balance  of 

power  between  unions  and  manage- 
ment 

1962  Kennedy  Executive  Order  10988  Amended  the  1935  Wagner  Act  to  allow 
public  employees  to  join  unions. 

1974  Amendment  to  the  Wagner  Act  Allowed  nonprofit  organizations  to  join 
unions. 
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The  following  are  the  major  organizations,  acting  as  collective  bargaining 

agents  for  nurses: 

1.  American  Nurses  Association; 

2.  National  Union  of  Hospital  and  Health  Care  Employees  of  Retail,  Wholesale 

and  Department  Store  Union,  AFL-CIO; 
3.  Service  Employees  International  Union,  AFL-CIO; 
4.  American  Federation  of  Government  Employees,  AFL-CIO; 
5.  American  Federation  of  State,  County,  and  Municipal  Employees,  AFL-CIO; 

and 

6.  American  Federation  of  Teachers,  AFL-CIO  (American  Nurses  Association, 
1983). 

American  Nurses  Association 
and  Collective  Bargaining 

One  difficult  issue  faced  by  nursing  managers  that  is  not  typically  encountered  in 
other  disciplines  occurs  because  of  the  dual  role  of  their  professional  organization, 

the  American  Nurses  Association.  This  organization,  at  most  state  levels,  is  recog- 
nized by  the  National  Labor  Relations  Board  (NLRB)  as  a  collective  bargaining  agent. 

The  use  of  State  Nurses  Associations  as  bargaining  agents  has  been  a  divisive 
issue  among  nurses  in  the  United  States.  Some  nurses  in  management  feel  they  have 

been  disenfranchised  by  their  professional  organization,  but  for  many  other  mem- 
bers of  the  nursing  profession  this  issue  presents  no  conflict. 
Regardless  of  individual  values,  there  does  appear  to  be  some  conflict  in  loyalty. 

Sullivan  and  Decker  (1988),  pose  the  question,  "How  can  a  manager,  who  is  charged 
with  the  administration  of  the  union  contract,  also  belong  to  the  same  organization 

that  serves  as  the  bargaining  agent  for  subordinates?"  There  are  no  easy  solutions  to 
the  dilemma  created  by  the  dual  role  held  by  the  American  Nurses  Association. 
Clarifying  these  issues  begins  with  the  manager  examining  the  motivation  of  nurses 
to  participate  in  collective  bargaining  activities.  The  manager  must  make  an  effort  to 

at  least  hear  and  understand  the  employee's  point  of  view. 

Motivation  to  Join  or  Reject  Unions 

Knowing  that  human  behavior  is  goal  directed,  it  is  important  to  examine  what 
motivates  union  membership.  Nursing  managers  often  tell  one  another  that  health 
care  organizations  are  different  than  other  types  of  industrial  organizations.  This  is 
actually  a  myth,  for  in  reality,  most  nurses  work  in  large  and  impersonal  organizations 
that  frequently  leave  the  nurse  feeling  powerless,  vulnerable  and  alone  in  a  complex 
institution.  Therefore,  one  of  the  primary  motivations  for  joining  a  union  is  to  1 ) 
increase  the  power  of  the  individual.  Employees  know  that  they  are  essentially 
dispensable.  Because  a  large  group  of  employees  is  much  less  dispensable,  nurses 
greatly  increase  their  bargaining  power  and  reduce  their  vulnerability  by  joining  a 
union. 

Another  motivator  driving  a  nurse  toward  unionization  might  be  2)  the  need 
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most  individuals  have  to  communicate  their  aims,  feelings,  complaints,  and  ideas  to 
others.  Beach  ( 1980)  maintains  that  the  need  to  make  the  organization  listen  is  often  a 
reason  individuals  join  unions. 

Since  unions  emphasize  equality  and  fairness,  nurses  often  join  unions  because 

they  are  3)  driven  by  a  need  to  eliminate  discrimination  and  favoritism.  This  might 
be  an  especially  strong  motivator  in  groups  that  have  had  past  experience  with 
discrimination,  for  example,  women  and  minorities. 

There  are  a  variety  of  social  factors  that  also  motivate  nurses  regarding  union 
activity.  Peer  pressure  often  culminates  in  4)  a  social  need  to  he  accepted.  Sometimes 

this  social  need  occurs  as  a  result  of  family  pressure.  Many  working-class  families 
have  a  long  history  of  strong  union  ties,  and  individuals  are  frequently  raised  in  a 
cultural  milieu  that  promotes  unionization. 

Lastly,  nurses  join  unions  because  5)  it  is  a  part  of  the  union  contract  that  all 
nurses  belong  to  the  union.  This  formidable  force  has  been  an  effective  motivator 

among  blue-collar  workers.  However,  the  closed  shop,  or  requirement  that  all 
employees  belong  to  the  union  has  never  become  prevalent  in  the  health  care 
industry.  Most  health  care  unions  have  open  shops,  allowing  nurses  to  choose 
whether  they  want  to  join  the  union. 

Just  as  there  are  many  reasons  to  join  unions,  there  are  also  many  reasons  to 
reject  them.  Perhaps  the  most  compelling  are  societal  and  cultural  factors.  Many 
people  in  the  United  States  distrust  unions,  and  feel  that  they  promote  the  welfare 
state  and  stand  in  opposition  to  the  Western  cultural  system  of  free  enterprise. 
Therefore,  nurses  rejecting  unions  for  these  reasons,  might  have  1)  a  need  to 
demonstrate  that  they  can  advance  based  on  their  own  merits. 

Professional  employees  have  been  slow  in  forming  unions  for  several  reasons 
that  concern  class  status  and  education,  arguing  that  unions  were  appropriate  for  the 

blue-collar  worker,  but  not  for  the  university  professor,  physician  or  engineer. 
Nurses  rejecting  unions  on  this  basis  are  usually  driven  by  2)  a  need  to  demonstrate 
their  individualism  and  social  status. 

Beach  (1980)  states  that  many  employees  tend  to  identify  with  management  and 

thus,  frequently  adopt  a  management  viewpoint  toward  unions.  Such  nurses  there- 
fore, would  reject  unions  because  they  have  3)  a  need  to  favorably  impress  their 

immediate  supervisors. 

A  great  number  of  employees  reject  unions  because  they  fear  reprisal  from  their 
employer.  Although  employees  are  protected  under  the  National  Labor  Relations  Act, 
they  often  harbor  considerable  fear  about  the  possible  consequences  of  their 
actions.  Nurses  who  reject  unions  on  this  basis  could  be  said  to  be  motivated  most  ( >| 

all  by  4)  a  need  to  keep  their  job. 
Once  managers  understand  the  motivation  and  needs  behind  joining  unions 

they  can  begin  to  address  those  needs.  It  is  certainly  within  their  power  to  meet  the 
first  three  needs  for  joining  unions.  They  can  ascertain  that  subordinates  have  a 

feeling  of  power  by  allowing  them  input  into  decisions  that  are  made  about  their 

work.  Managers  can  listen  to  ideas,  complaints,  and  feelings.  In  addition,  the\  can 

take  positive  steps  to  ensure  that  favoritism  and  discrimination  are  not  demonstrated. 

Additionally,  the  manager  can  strengthen  the  needs  that  make  nurses  reject  unions. 

By  building  a  team  effort,  by  sharing  ideas  and  future  plans  from  upper  management 

with  the  staff,  and  by  encouraging  individualism  in  employees,  the  manager  will 
facilitate  identification  of  the  worker  with  management. 
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It  is  likelier  that  organizations  with  unfair  management  policies  will  become 
unionized.  When  managers  are  alert  to  employment  practices  that  are  unfair  or 

insensitive  to  employee  needs  and  intervene  appropriately  it  often  prevents  unioniz- 
ation. However,  organizations  offering  liberal  benefits  packages  and  fair  manage- 

ment practices  may  still  experience  union  activity  if  certain  social  and  cultural  factors 
are  present.  If  managers  have  used  the  skills  outlined  above  and  union  activity  still 
occurs,  there  are  specific  employee  and  management  rights  that  the  manager  must 
be  cognizant  of  in  keeping  with  the  National  Labor  Relations  Act. 

Manager's  Role  During  Union  Organizing 
Because  of  the  great  increase  in  unionization  within  the  health  care  industry,  it  is 
probable  that  most  nurses  will  have  some  involvement  with  unions  during  their 
career.  Managers  not  presently  employed  in  a  unionized  health  care  organization 
should  anticipate  that  there  will  be  an  attempt  by  one  or  more  unions  to  organize 

their  nurses  within  the  next  few  years.  Display  20-2  shows  a  list  of  policies  and 
practices  that  the  organization  should  have  established  prior  to  any  union  activity.  If 
the  organization  waits  until  the  union  arrives,  it  will  be  too  late  to  perform  these 
functions. 

Employees  have  the  right  to  participate  in  union  organizing,  and  managers  must 
not  interfere  with  this  right.  However,  if  the  astute  manager  picks  up  early  clues  of 
union  activity  the  parent  organization  can  sometimes  take  action  that  will  prevent  the 
union  from  being  successful. 

The  first  step  in  establishing  a  union  is  the  demonstration  of  an  adequate  level  of 
desire  for  unionization  on  the  part  of  the  employees.  This  usually  involves  the 
signing  of  cards  by  employees  requesting  that  an  election  for  unionization  be  held. 
After  a  designated  number  of  cards  have  been  generated,  the  organization  is  forced 
to  have  an  election.  At  that  time  all  employees  of  the  same  classification  (i.e.,  RNs) 
would  vote  on  whether  they  favored  unionization.  A  choice  in  every  such  election  is 

"no  representation,"  which  means  that  the  voters  do  not  want  a  union.  It  is  necessary 
to  have  a  majority  desiring  a  union  before  unionization  takes  place. 

Managers  should  never  attempt  to  deal  with  union  organizing  activity  indepen- 
dently. They  should  always  seek  assistance  and  guidance  from  higher  level  manage- 

ment. 

The  entire  list  of  the  rights  of  both  management  and  labor  during  the  organizing 
phase  of  unionization  and  after  unionization,  should  it  occur,  are  beyond  the  scope 

of  this  book.  Over  many  years  of  legislation,  the  U.S.  Congress  has  amended  various 
labor  acts  and  laws  so  that  there  is  a  balance  of  power  between  management  and 
labor.  The  manager  must  ensure  that  both  the  rights  of  management,  as  well  as  labor 
are  protected. 

Labor— Management  Relations  Laws 

The  manager  needs  to  be  aware  of  the  portions  of  the  Wagner  Act  (1935)  and  the  Taft- 
Hartley  Act  (1947),  that  address  unfair  labor  practices  by  employers  and  unions.  The 
five  initial  prohibited  labor  practices  were: 
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DISPLAY     20-2 

"Before  the  Union  Comes' 

1 .  Know  and  care  about  your  employees. 

2.  Establish  fair  and  well  communicated  personnel  policies. 

3.  Use  an  effective  upward  and  downward  system  of  communication. 

4.  Ensure  that  all  managers  are  well  trained  and  effective. 

5.  Establish  a  well-developed  formal  procedure  for  handling  employee  grievances. 
6.  Have  a  competitive  compensation  program  of  wages  and  benefits. 

7.  Employ  an  effective  performance  appraisal  system. 

8.  Use  a  fair  and  well-communicated  system  for  promotions  and  transfers. 

9.  Ensure  that  job  security  is  based  upon  job  performance,  adherence  to  rules  and 
regulations,  and  availability  of  work. 

10.  Have  an  administration-approved  policy  on  unionization. 

1.  To  interfere  with,  restrain,  or  coerce  employees  in  a  manner  that  interfered 

with  their  rights  as  outlined  under  the  Act.  Examples  of  these  activities  include 
conducting  surveillance  at  union  gatherings  and  threatening  employees  with  job 
loss,  or  closure  of  a  company  if  union  organization  occurs. 

2.  To  interfere  with  the  formation  of  any  labor  organization  as  well  as  to  give 
financial  assistance  to  a  labor  organization.  This  financial  aid  provision  was  included 

to  prevent  "employee  representation  plans"  that  were  primarily  controlled  by  man- 
agement. 

3.  To  discriminate  in  regard  to  such  areas  as  hiring,  tenure,  and  advancement,  in 

order  to  discourage  membership  in  the  union. 
4.  To  discharge  because  of,  or  discriminate  over  charges  filed  or  testimony 

before  the  NLRB. 

5.  To  refuse  to  bargain  in  good  faith. 

The  original  Wagner  Act  gave  considerable  power  to  the  unions  of  the  day  and  it 
was  necessary  in  1947  to  enact  additional  federal  legislation  to  restore  a  balance  of 

power  between  labor  and  management.  The  Taft-Hartley  Act  retained  the  provisions 
under  the  Wagner  Act  that  guaranteed  employees  the  right  to  collective  bargaining. 

But  the  Taft-Hartley  Act  added  the  provision  that  employees  also  had  the  right  to 

refrain  from  taking  part  in  unions.  In  addition  to  that  provision,  the  Taft-I  lartley  Act 

prohibited  the  following  six  (6)  unfair  labor  practices  of  unions: 

/.  Requiring  a  self-employed  individual  or  employer  to  join  a  union. 

2.  Forcing  an  employer  to  terminate  business  affairs  with  another  person.  This 

placed  a  ban  on  secondary  boycotts,  then  prevalent  in  unions. 

3.  Forcing  an  employer  to  bargain  with  one  union  when  another  lias  already 

been  certified  as  the  bargaining  agent. 

4.  Forcing  the  employer  to  assign  certain  work  to  members  of  one  union  rather 
than  those  of  another. 

5.  Charging  excessive  or  discriminatory  initiation  lees 
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6.  Causing  or  attempting  to  cause  an  employer  to  pay  for  unnecessary  services. 
This  prohibited featberbedding,  which  is  a  term  used  to  describe  union  practices  that 
prevented  the  elimination  of  positions  due  to  advances  in  technology. 

Effective  Labor— Management  Relations 

Prior  to  the  1950s  labor-management  relations  had  a  turbulent  history.  History 
books  are  filled  with  accounts  of  various  battles,  strikes,  mass  picketing  scenes  and 
brutal  treatment  by  both  management  and  employees  alike.  In  the  last  thirty  years, 
employers  and  unions  have  substantially  improved  their  relationships.  Although 
there  is  growing  evidence  that  management  has  come  to  accept  the  reality  that 
unions  are  here  to  stay,  businesses  in  the  United  States  are  still  less  comfortable  with 
unions  than  their  counterparts  in  many  other  countries.  Likewise,  unions  have  come 
to  accept  the  fact  that  there  are  times  when  organizations  are  not  healthy  enough  to 
survive  aggressive  union  demands. 

Once  management  is  faced  with  dealing  with  a  bargaining  agent  they  have  a 
choice  of  either  accepting  or  opposing  the  union.  They  may  actively  oppose  the 

union  with  "union  busting"  techniques,  or  they  may  choose  a  more  subtle  form  of 
opposition  such  as  exploiting  any  attempt  to  discredit  the  union.  Acceptance  may 
also  run  along  a  continuum,  as  the  company  may  accept  the  union  with  reluctance 
and  suspicion.  The  managers  know  that  the  union  has  legitimate  rights,  but  believe 
they  must  be  perpetually  on  guard  against  further  encroachment  by  the  union  into 
traditional  management  territory. 

Lastly,  there  is  the  type  of  union  acceptance  that  Beach  (1980)  labels  accom- 
modation. It  is  increasingly  common  and  characterized  by  approval  of  the  union  by 

management,  with  both  union  and  management  showing  mutual  respect  for  each 
other.  When  these  conditions  exist  labor  and  management  can  establish  mutual 

goals,  especially  in  the  areas  of  safety,  cost  reduction,  efficiency,  eliminating  waste, 
and  improving  working  conditions.  Admittedly,  such  cooperation  represents  the 

most  mature  and  advanced  type  of  labor-management  relations. 
It  is  the  attitudes  and  the  philosophies  of  management  and  the  union  that 

determine  what  type  of  relationship  develops  between  the  two  parties  in  any  given 
organization.  In  working  with  unions,  managers  must  be  flexible.  It  is  critical  that 

they  not  try  to  overwhelm  others  with  power  or  ignore  issues.  The  rational  approach 
to  problem  solving  must  be  used.  The  two  most  sensitive  areas  of  any  union  contract, 
once  wages  have  been  agreed  upon,  are  the  areas  of  discipline  and  the  grievance 
process,  which  are  discussed  in  Unit  6. 

Summary 

Unionization  of  the  health  care  industry  will  undoubtedly  expand.  Managers  must 
learn  to  work  with  unions  and  develop  skill  in  using  them  to  assist  the  organization  in 

building  a  team  effort  to  meet  organizational  goals.  The  process  will  seem  less 
burdensome  to  managers  if  they  remember  that  unions  serve  the  primary  purpose  of 

protecting  the  rights  of  employees.  If  managers  perform  their  jobs  well,  and 
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work  for  organizations  that  desire  "to  do  the  right  thing"  by  accepting  their  social 
responsibility,  then  they  need  not  fear  unionization. 

If  the  organization  is  nonunionized,  the  manager  must  use  good  communication, 

fairness,  and  shared  decision  making  to  ensure  that  employees  do  not  feel  unioniza- 
tion is  necessary  to  meet  their  needs.  The  manager  who  is  a  role  model  for  equity, 

makes  a  point  of  knowing  unit  employees  well,  and  sincerely  seeks  to  meet  their 
needs.  This  decreases  the  chances  of  union  activity.  In  making  decisions,  the  effective 

manager  should  always  seek  to  do  what  is  just.  Additionally,  they  should  seek  appro- 
priate assistance  before  finalizing  decisions  that  involve  sensitive  contract  issues. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE: 

One  of  your  best  performing  staff  nurses  has  just  returned  to  work 
following  the  death  of  her  father.  She  had  cared  for  her  father  in  her  home  the 
last  six  months  of  his  life;  because  of  the  heavy  burden  this  placed  upon  her, 

she  gradually  used  up  all  her  accrued  vacation  time.  The  health  department 

where  you  are  a  county  health  supervisor  is  under  union  contract  to  the  county' 
employee  association,  and  the  contract  allows  three  bereavement  days  leave  for 
a  death  in  the  immediate  family. 

The  nurse,  Alice  Dole,  has  used  her  three  days  but  still  appears  exhausted 

and  weepy.  She  was  out  making  her  home  visits  yesterday  and  today  she  has 

been  in  the  office  all  day  doing  paperwork.  She  emerges  from  her  office  and 

asks  to  speak  with  you.  She  requests  the  use  of  some  of  her  a<  *  mutilated  sick 

time  to  recover  from  her  father's  illness  and  subsequent  death.  You  ask  il  she  is 

ill  and  she  says  "not  really  physically  ill,  but  I  just  can't  seem  to  concentrate  and 

I  am  so  tired."  You  suggest  an  unpaid  leave  of  absence  hut  she  says  she  cannot 
afford  to  be  without  an  income  as  she  is  the  sole  means  of  support  lor  her 

three  children  (she  is  a  widow). 
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You  consult  the  union  contract  and  it  states  that  the  employee  will  accrue 
one  sick  day  every  four  weeks  to  be  used  in  times  of  legitimate  illness.  You  are 
unsure  if  fatigue  and  emotional  stress  apply.  You  would  really  like  to  give  Mrs. 
Dole  her  accrued  sick  time,  but  believe  you  should  consult  with  the  health 

department  personnel  director.  However,  your  past  dealings  with  him  have  not 

gone  well.  He  has  been  rigid  and  unwilling  to  bend  whatsoever  on  any  em- 
ployee issue.  Also,  he  always  interprets  the  union  contract  in  favor  of  the  county 

and  not  the  employee,  which  has  resulted  in  several  employee  grievances, 
most  of  which  have  been  won  by  the  employee  and  the  union. 

You  are  tempted  to  not  go  to  the  personnel  director  and  to  just  give  Mrs. 
Dole  her  paid  time  off,  but  you  are  concerned  that  you  would  be  setting  an 
unwanted  precedent  for  other  employees.  Would  or  could  the  union  use  it 
against  you  someday? 

ASSIGNMENT 

If  you  were  the  manager  in  this  case,  what  would  you  do?  Outline  your  plan  as 
well  as  your  rationale.  If  your  approach  results  in  negative  consequences  for 
you  or  Alice  Dole,  what  could  you  do? 

ANALYSIS 

Although  this  manager  was  severely  tempted,  she  did  not  act  without  consult- 
ing her  superior  and  the  personnel  director.  The  manager  included  her  boss  in 

this  situation  because  she  had  the  same  authority  as  the  personnel  director  and 

she  had  always  been  open  to  listening  to  her  first-level  managers  requests. 
Prior  to  consulting  with  either  her  supervisor  or  the  personnel  director,  the 

manager  outlined  her  managerial  goal  for  the  conflict,  which  was  to  provide 
Mrs.  Dole  with  some  needed  paid  time  off. 

Initially,  the  personnel  director  insisted  upon  denying  the  request.  He  rea- 

soned that  all  employees  would  take  off  and  want  paid  time  off  "when  they  just 
had  an  argument  with  their  boyfriend."  He  maintained  that  it  was  precedent 

.  setting  and  that  the  union  would  then  want  to  include  such  a  provision  in  the 
next  contract,  that  is,  the  employees  would  not  need  to  be  physically  ill  to  use 
accrued  sick  time. 

But  the  manager  had  done  her  homework  and  was  prepared  to  justify  her 
request.  She  had  called  numerous  health  care  agencies  in  the  state  and  been 
informed  that  many  of  them  already  had  a  policy  stating  that  employees  could 
use  such  time  for  emotional  or  mental  stress.  The  manager  put  forth  the 
following  argument: 

1.  Employees  only  receive  one  paid  sick  day  every  four  weeks  and  once  the 
sick  time  has  been  used,  they  must  use  unpaid  time. 

2.  Therefore,  letting  Mrs.  Dole  apply  her  sick  time  to  emotional  stress  means 
that  in  the  event  she  was  physically  ill,  she  would  be  on  unpaid  sick  leave. 

3-  The  goodwill  that  the  organization  creates  by  allowing  Mrs.  Dole  to  use  her 
paid  sick  leave  at  this  time  greatly  overrides  any  potential  for  strengthening 
the  union  contract  at  a  future  date. 

4.  Mrs.  Dole  is  an  excellent  and  loyal  employee  and  this  is  a  way  to  reward 
such  employees  even  though  they  are  unionized.  This  increases  the  power 
of  the  organization. 
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5.  Lastly,  the  manager  appealed  to  both  the  personnel  director  and  the  supe- 
rior that  this  was  ethically  the  right  thing  to  do. 

The  outcome  of  the  managers  presentation  was  that  she  convinced  the 

superior  to  join  with  her  in  persuading  the  personnel  director  to  allow  Alice 
Dole  to  use  her  paid  sick  leave  for  the  emotional  stress  caused  by  the  death  of 

her  father.  Eventually,  the  union  did  manage  to  include  a  clause  in  the  union- 
management  contract  that  allowed  employees  to  use  sick  time  for  emotional  or 
mental  stress.  It  seems  ironic  that  in  the  health  professions  it  has  been  largely 
due  to  union  activity  that  this  provision  is  now  an  option  for  nearly  all  nurses  in 
any  organization,  but  fifteen  years  ago,  it  was  rarely  an  option  for  any  nurse. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  a  staff  nurse  in  the  intensive  care  unit  at  one  of  the  two  hospitals  in 

the  city  where  you  live.  You  have  worked  at  this  same  hospital  for  five  years, 
transferring  to  the  intensive  care  unit  two  years  ago.  You  enjoy  nursing,  but  are 

sometimes  frustrated  in  your  job  due  to  a  short  supply  of  nurses,  excessive  over- 
time demands,  and  the  stress  of  working  with  critical  patients. 

The  hospital  has  a  closed  shop,  so  union  dues  are  deducted  from  your  pay  even 
though  you  are  not  actively  involved  in  the  union.  The  present  union  contract  is  up 
for  renegotiation  and  union  as  well  as  management  have  not  been  able  to  agree  on 

many  issues.  Management  has  made  their  last  offer  and  the  new  contract  was  put  to 
a  vote  by  all  the  nurses  and  rejected.  The  old  contract  has  expired,  leaving  the 
nurses  free  to  strike  if  they  vote  to  do  so. 

You  had  voted  for  accepting  the  management  offer,  because  you  have  two  chil- 
dren to  support  and  it  would  be  devastating  to  be  without  income  for  an  extended 

period.  Last  night  the  nurses  voted  on  whether  to  return  to  the  bargaining  table  to 

try  and  negotiate  again  with  management,  or  to  go  out  on  strike. 

Again,  you  voted  against  a  strike.  You  have  just  heard  from  your  friend  that  the 

strike  vote  won.  Now  you  must  decide  if  you  are  going  to  support  your  striking 

colleagues  or  if  you  are  going  to  cross  the  picket  line  and  return  to  work  tomorrow 

Your  friends  are  exerting  a  great  deal  of  pressure  on  you  to  support  their  cause.  You 

are  aware  that  the  union  will  provide  some  financial  compensation  during  the 

strike,  but  feel  it  will  not  be  adequate  to  support  yourself  and  children. 

You  agree  with  union  demands  that  the  organization  has  overworked  and 

underpaid  you,  and  that  they  have  generally  been  unresponsive  to  nursing  needs 

On  the  other  hand,  you  believe  your  first  obligation  is  to  your  children 

ASSIGNMENT 

List  all  the  reasons  for  and  against  striking.  Make  a  decision  about  what  you  will  do. 

Use  appropriate  rationale  from  outside  literature  to  support  your  final  decision. 

Share  your  decision  with  the  class.  Take  a  vote  in  class  to  determine  how  mam 

would  strike  and  how  many  would  cross  the  picket  line 
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CASE  2 

Betty  Smith,  a  unit  clerk,  has  come  to  see  you,  the  manager  of  the  medical 

unit,  to  complain  of  flagrant  discriminatory  practices  against  women  employees  at 
University  General  Hospital.  She  alleges  that  females  at  University  General  Hospital 
are  denied  advancement  and  training  opportunities  comparable  to  those  available 
to  their  male  counterparts. 

She  shows  you  a  petition  with  35  signatures  supporting  her  allegations.  Ms. 
Smith  has  threatened  to  forward  this  petition  to  the  Administrator  of  the  hospital, 
the  press,  and  to  the  Department  of  Labor  unless  corrective  action  is  taken  at  once. 

Being  a  woman  yourself,  you  have  some  sympathy  for  Ms.  Smith's  complaint. 
However,  you  feel,  overall,  that  employees  at  University  General  are  treated  fairly 
regardless  of  their  gender. 

Ms.  Smith  has  been  a  fairly  good  employee  and  has  worked  on  your  unit  for 

four  years.  However,  she  has  been  creating  problems  of  late,  including  being 
reprimanded  for  taking  too  much  time  off  for  coffee  breaks.  Personnel  evaluations 
which  make  recommendations  for  pay  raises  and  promotions  are  due  next  week. 

ASSIGNMENT 

How  should  you  handle  this  problem?  Outline  your  plan  and  give  your  rationale  for 

selecting  your  approach.  Should  you  address  the  petition  at  Ms.  Smith's  personnel evaluation? 

CASE  3 

Mrs.  Stanton,  an  LVN-LPN  on  your  unit,  has  been  a  long-time  employee  with 
an  extended  history  of  treating  patients  in  a  rough  manner.  After  many  informal 
conferences  and  counseling  sessions  one  year  ago  it  became  necessary  for  you  to 
give  her  a  written  warning  to  be  placed  in  her  personnel  file.  You  have  now  received 

another  signed  complaint  from  a  patient  who  says  that  Mrs.  Stanton  "turned  him  in  a 
rough  manner  on  the  night  of  his  surgery."  The  union  contract  states  that  employees 
must  have  a  series  of  formal  warnings  with  escalating  penalties  before  they  can  be 
dismissed.  The  first  offense  results  in  a  written  warning  notice  of  the  behavior.  The 

second  mandates  suspension  for  five  days  without  pay  and  the  third  time  that  the 
same  offense  is  repeated,  the  employee  may  be  discharged. 

ASSIGNMENT 

What  should  you  do  about  Mrs.  Stanton's  latest  offense?  What  action  should  you 
take?  If  you  decide  to  take  some  formal  action,  what  should  you  do  in  order  to 
justify  it  if  this  case  were  to  proceed  to  formal  arbitration? 
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Personal  Notebook 

1.  How  do  you  feel  about  the  American  Nurses  Associations  certification  as  a  labor 

bargaining  agent?  Do  you  presently  belong  to  your  state  student  nurses  associa- 
tion? Do  you  plan  to  join  your  state  ANA? 

Examine  the  following  questions.  Would  you  feel  differently  about  unions  if  you 
were  a  manager?  What  influences  you  the  most  in  your  desire  to  join  or  reject 
unions?  What  experience  have  members  of  your  group  had  with  discrimination 
or  with  feelings  of  powerlessness  in  the  workplace? 

3-  Make  a  list  of  the  reasons  you  would  or  would  not  join  a  union.  Share  this  list 
with  others  in  your  group. 



Controlling 

"Any  profession  which  doesn't  monitor  itself 
becomes  a  technology. " 

MARIA  PHANEUF 

This  unit  introduces  controlling  as  the  fifth  and  final  step  in  the  management 

process.  Schmude  (1985)  defined  "controlling"  as  those  actions  taken  to  ensure 
that  actual  outcomes  are  consistent  with  those  planned  and  anticipated.  Koontz  and 

Weihrich  (1988)  defined  it  as  "the  measurement  and  correction  of  the  performance 
in  order  to  make  sure  that  enterprise  objectives  and  the  plans  devised  to  attain 

them  are  accomplished."  Finally,  Marriner-Tomey  (1992)  saw  controlling  as  the 
function  of  management  that  involves  setting  and  measuring  performance  against 

standards,  reporting  the  results,  and  taking  corrective  action.  In  all  these  defini- 
tions, controlling  requires  evaluation  and  subsequent  action. 

The  periodic  measurement  of  individual  performance  against  a  job  description 
and  the  auditing  of  quality  assurance  goals  and  their  outcomes  are  two  forms  of 
standards  that  may  be  controlled  by  managers.  Standards  used  by  the  nursing 
manager  to  evaluate  performance  may  be  those  developed  by  the  organization 

itself,  the  American  Nurses  Association  (ANA),  the  Joint  Commission  on  Accredita- 
tion of  Healthcare  Organizations  (JCAHO),  or  others.  Other  types  of  control  that 

have  an  impact  on  nurses  are  professional,  legislative,  and  ethical  standards. 

Although  control  is  an  important  function  of  management,  there  can  be  dys- 
functional effects  within  the  organization  if  they  are  poorly  constructed.  Lawler  and 

Rhode  (1976)  have  identified  tour  types  of  dysfunctional  behaviors  that  may  occur, 

These  behaviors  are  1 )  rigid,  bureaucratic  behavior,  2)  short-term,  strategic  bcha\ 
ior,  3)  invalid  or  false  data  reporting,  and  n  resistive  behavior. 

In  order  to  keep  control  from  causing  dysfunctional  behav  ior,  Marriner  Tbmej 

(1992),  Marquis  and  Huston  ( 1992),  and  Swansburg  (  1990)  suggest  (hat  the  in. in 
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ager  use  the  following  principles  to  assist  them  in  the  proper  preparation  of 
controls. 

1.  Controls  should  be  designed  for  specific  situations,  thus  reflecting  the  na- 
ture of  the  activity. 
2.  A  monitoring  system  should  be  included  to  identify  deviations  early  and  at 

critical  points.  Potential  or  actual  deviations  should  be  reported  promptly  enough 
for  corrective  action  to  be  taken. 

3-  Controls  should  be  objective,  determinable,  understandable,  and  verifiable. 
4-  Flexible  alternative  plans  help  achieve  flexible  controls. 
5.  Systems  of  control  should  fit  the  organizational  culture  and  pattern. 
6.  Economics  should  be  a  factor  in  determining  appropriate  controls. 
7.  Controls  should  identify  who  is  responsible  for  deviations  and  lead  to 

corrective  action. 

8.  Controls  should  be  forward-looking. 

Because  the  management  process,  like  the  nursing  process,  is  cyclic,  con- 
trolling should  never  be  considered  an  end  in  itself;  it  should  be  implemented 

throughout  all  phases  of  the  management  process. 
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CHAPTER 21 
Quality  Assurance 

Quality  assurance,  a  specific  type  of  controlling,  refers  to  activities  that  evaluate, 

monitor,  or  regulate  services  rendered  to  consumers.  In  nursing,  the  goal  of  quality 
assurance  would  be  to  ensure  a  quality  product  while  meeting  intended  purposes. 
Quality  assurance,  when  viewed  simplistically,  can  be  broken  down  into  3  basic 
steps  (Marquis  and  Huston,  1992). 

1.  The  criteria  or  standards  must  be  determined. 
2.  Information  is  collected  to  determine  if  standards  have  been  met. 

3-  Educational  or  corrective  action  is  taken  if  the  criteria  were  not  met. 

Quality  Assurance  as  a  Process 

It  is  fairly  simple  to  measure  quantitative  data.  However,  qualitative  data  is  more 

elusive  and  attempts  to  measure  it  are  more  difficult.  Accurate  assessment  of  quali- 
tative data  requires  managers  to  consistently  use  a  specific  and  systematic  process. 

The  use  of  a  process  such  as  that  shown  in  Figure  21-1  reduces  subjectivity  and 
increases  the  validity  and  reliability  of  the  measurements. 

The  first  step  in  Figure  21-1  is  the  establishment  of  control  criteria  or  stan- 
dards. It  is  impossible  to  measure  performance  if  clear-cut  standards  have  not  been 

established.  Not  only  must  standards  exist,  but  the  manager  must  see  that  all 
subordinates  know  and  understand  them.  Because  they  vary  among  institutions, 

each  employee  must  know  the  standard  expected  of  them  at  their  particular  institu- 
tion and  that  their  performance  will  be  evaluated  in  terms  of  their  ability  to  meet 

that  standard.  For  example,  hospital  nurses  should  provide  postoperative  patient 

care  that  meets  criteria  specific  to  their  institution.  The  nurse's  performance  can 
only  be  measured  when  it  can  be  compared  to  a  preset  standard. 

The  second  step  in  the  quality  assurance  process  includes  identifying  informa- 
tion relevant  to  the  criteria.  What  information  is  needed  for  its  measurement?  In  the 

postoperative  patient  care  example,  the  data  might  include  the  frequency  of  vital 
signs,  dressing  checks,  neurological  or  sensory  checks,  etc. 

The  next  step  is  the  identification  of  information  sources.  As  in  all  data  gather- 
ing, the  manager  must  be  sure  to  utilize  all  appropriate  sources,  In  assessing  quality 

control  of  the  postoperative  patient,  the  manager  could  find  much  of  the  inlorma 

ih'ssu- 1   Marquis  in. i  i  it. .1  forgenscn  Huston,  Wanagpntnt  ih\  tston  Making 
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Generate  control  criteria   >  Identify  the  information  relevant  to  the 
criteria   >  Determine  ways  to  collect  the  information   >  Collect  and  analyze 
the  information   *  Compare  collected  information  with  the  established 
criteria   »Make  a  judgment  about  the  quality   *  Provide  information  and, 
if  necessary,  corrective  action  regarding  the  findings  to  appropriate 
sources   >  Determine  when  there  is  a  need  for  reevaluation 

FIGURE    21-1     Steps  in  the  auditing  of  quality  control. 

tion  within  the  patient  chart.  Postoperative  flow  sheets,  physicians  orders,  and 
nursing  notes  would  probably  be  most  helpful.  Speaking  to  the  patient  or  nurse 
could  also  yield  information. 

The  next  step  in  auditing  quality  assurance  is  to  collect  and  analyze  information. 
For  example,  if  the  standards  specified  that  postoperative  vital  signs  were  to  be 
checked  every  30  minutes  for  2  hours,  and  every  hour  thereafter  for  8  hours,  it  would 
be  necessary  to  examine  how  often  vital  signs  were  taken  the  first  10  hours  after 
surgery.  The  frequency  of  vital  signs  listed  on  the  postoperative  flow  sheet  would 
then  be  compared  with  the  standard  set  by  the  unit.  The  resulting  discrepancy  or 
congruency  gives  managers  information  for  use  when  making  a  judgment  about  the 
quality  or  appropriateness  of  the  nursing  care.  If  vital  signs  were  not  taken  frequently 

enough  to  satisfy  the  standard,  the  manager  would  need  to  obtain  further  informa- 
tion regarding  why  the  standard  was  not  met,  and  counsel  employees  as  needed. 

The  last  step  in  Figure  2 1-1  is  reevaluation.  If  quality  assurance  is  measured  on  20 
postoperative  charts  and  a  high  rate  of  compliance  with  established  standards  is  found, 

the  need  for  short-term  reevaluation  is  low.  If  standards  are  consistently  not  met  or 
only  partially  met,  frequent  reevaluation  is  indicated.  It  is  important  to  remember 
that  quality  assurance  should  not  be  implemented  solely  as  a  reaction  to  a  problem. 
Effective  managers  ensure  that  quality  assurance  is  proactive:  identifying  areas  where 
care  can  be  improved  to  maximum  standards  as  well  as  addressing  and  eliminating 
existing  problems  in  early  stages,  before  productivity  or  quality  are  compromised. 

In  order  for  any  quality  assurance  program  to  be  effective,  certain  components 

need  to  be  in  place.  First,  the  program  needs  to  be  supported  by  top-level  administra- 
tion, and  not  merely  be  an  exercise  to  satisfy  various  standards  set  forth  by  federal  or 

state  regulatory  agencies.  A  sincere  pledge  by  the  agency,  as  evidenced  by  the  com- 
mitment of  time  and  money,  will  be  a  deciding  factor  in  determining  and  improving 

the  quality  of  services  rendered.  In  addition,  although  the  organization  must  be 
realistic  about  the  economics  of  the  services  rendered,  if  nursing  is  to  strive  toward 
excellence,  then  criteria  in  development  should  be  pushed  to  optimum  standards 
rather  than  be  set  at  minimum  acceptable  levels  (Marquis  and  Huston,  1992). 

The  Development  of  Standards 

A  standard  is  a  baseline  condition  or  level  of  excellence  that  comprises  a  model  to 

be  followed  and  practiced  (Vestal,  1987).  It  is  not  an  evaluation  instrument  in  itself, 
but  provides  the  yardstick  for  measuring  the  quality  of  service  provided.  Duke 
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University  Hospital's  nursing  service  (1983)  listed  four  qualities  necessary  in  the 
development  of  standards.  They  are  as  follows. 

1.  The  standard  must  be  explicit  in  terms  of  what  is  measured,  at  what  level  of 
performance,  and  at  what  times. 

2.  It  must  distinguish  various  differences  in  the  quality  of  care. 
3.  The  organization  must  possess  the  technology  or  techniques  necessary  for 

the  measurement  of  the  criteria. 

4.  The  measurement  of  standards  must  be  cost-effective. 

Because  there  is  no  one  set  of  common  standards,  each  organization  and 

profession  must  set  their  own  standards  to  guide  individual  practitioners  in  provid- 
ing safe  and  effective  care.  Standards  for  nursing  practice  define  the  scope  and 

dimensions  of  professional  nursing.  The  American  Nurse's  Association  (ANA)  has 
played  a  key  role  in  developing  standards  for  the  profession  since  the  1930s.  In 
1973,  the  ANA  Congress  established  Standards  for  Nursing  Practice  which  provided 
a  means  of  determining  the  quality  of  nursing  that  a  client  received  regardless  of 

whether  such  services  were  provided  by  a  professional  nurse  alone  or  in  conjunc- 

tion with  nonprofessional  assistants.  During  1974-1975  biennium,  the  ANA  priori- 
tized the  implementation  of  the  eight  standards  shown  in  Display  21-1. 

The  ANA  publications  Standards  for  Organized  Nursing  Services,  Standards  of 

Nursing  Practice,  and  Standards  for  Organized  Nursing  Services  and  Respon- 
sibilities of  Nurse  Administrators  Across  All  Settings  exemplify  optimal  performance 

expectations  and  have  provided  a  basis  for  the  development  of  organizational  and 
unit  standards  nationwide. 

Organizational  standards  outline  levels  of  acceptable  practice  within  the  insti- 
tution itself.  For  example,  each  organization  develops  a  policies  and  procedures 

manual  that  outlines  the  standards  established  for  that  organization.  These  stan- 
dards may  be  minimizing  or  maximizing  in  terms  of  the  quality  of  service  expected. 

DISPLAY     21-1 

ANA  Standards  of  Nursing  Practice  (1973) 

1.  The  Collection  of  Data  about  the  health  status  of  clients  is  systematic  and  continuous. 
The  data  are  accessible,  communicative,  and  recorded. 

2.  Nursing  diagnoses  are  derived  from  health  status  data. 

3.  The  plan  of  nursing  care  includes  goals  derived  from  the  nursing  diagnoses. 

4.  The  plan  of  nursing  care  includes  priorities  and  the  prescribed  nursing  approaches 
or  measures  to  achieve  the  goals  derived  from  the  nursing  diagnoses 

5.  Nursing  actions  provide  for  client  participation  in  health  promotion,  maintenance, 
and  restoration. 

6.  Nursing  actions  assist  clients  to  maximize  their  health  capabilities. 

7.  The  client's  progress  or  lack  of  progress  toward  goal  achievement  is  determined  by 
the  client  and  the  nurse. 

8.  The  client's  progress  or  lack  of  progress  toward  goal  achievement  directs  reassess 
ment,  reordering  of  priorities,  new  goal  setting,  and  a  revision  ol  the  plan  of  nursing 
care. 
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Standards  of  practice  allow  the  organization  to  more  objectively  measure  unit 

and  individual  performance.  Koontz  and  Weihrich  (1988)  identified  eight  types  of 
standards  that  must  be  established  by  most  organizations: 

1.  Plyysical  standards-.  Include  patient  acuity  ratings  to  establish  nursing  care 
hours  per  patient  day. 

2.  Cost  standards:  The  cost  per  patient  day  for  nursing  care  would  be  an 
example. 

3  Capital  standards.  By  which  monetary  investments  or  new  programs  would 
be  reviewed. 

4.  Revenue  standards-.  The  revenue  per  patient  day  for  nursing  care  would  be 
an  example. 

5.  Program  standards-.  Guide  the  development  and  implementation  of  new 
programs  to  meet  client  needs. 

6.  Intangible  standards.-  Could  include  staff  development  or  orientation  costs 
for  personnel. 

7.  Goal  standards:  Outline  qualitative  goals  in  short  and  long  term  planning. 

8.  Strategic  plan  standards:  Outline  checkpoints  in  the  development  and  im- 

plementation of  the  organization's  strategic  plan. 

Audits  as  a  Quality  Assurance  Tool 

Whereas  standards  provide  the  yardstick  for  the  measurement  of  quality  care, 
audits  are  the  tool.  An  audit  is  a  systematic  and  official  examination  of  a  record, 
process,  or  account  to  evaluate  performance.  Auditing  in  health  care  organizations 
provides  managers  with  a  means  to  determine  the  quality  of  services  rendered.  The 
audits  most  frequently  used  in  quality  control  include: 

Process  audit:  These  audits  are  used  to  measure  the  process  of  care  or  how  the 
care  was  carried  out.  Process  audits  are  task-oriented  and  focus  on  whether  or  not 

standards  of  nursing  practice  are  being  met.  These  audits  assume  there  is  a  relation- 
ship between  the  quality  of  the  care  and  the  process  used  to  provide  care.  Process 

standards  may  be  documented  in  patient  care  plans,  procedure  manuals,  or  nurs- 
ing protocol  statements. 
For  example,  a  process  audit  might  be  used  to  establish  whether  fetal  heart 

tones  or  blood  pressures  were  checked  according  to  the  established  policy  in  a 
hospital.  In  a  community  health  agency,  a  process  audit  could  be  used  to  determine 
if  newborn  teaching  had  been  carried  out  during  the  first  postpartum  visit.  Kaplan 

and  Greenfield  (1984)  state  that  process  audits  are  especially  appropriate  for  situa- 
tions in  which  adverse  outcomes  are  infrequent,  conclusions  are  ascribed  to  nu- 

merous factors  beyond  nursing  control,  patients  have  complex  problems  with 

multiple  outcomes,  long-term  care  is  likely,  terminal  care  is  anticipated,  and  the 
population  is  small. 

Structure  audit:  This  audit  monitors  the  structure  or  setting  in  which  patient 

care  occurs  (i.e.,  the  finances,  nursing  service  structure,  medical  records  and  envi- 
ronmental structure).  These  audits  assume  there  is  a  relationship  between  setting, 

quality  care,  and  appropriate  structure.  Structural  standards,  which  are  often  set  by 
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licensing  and  accrediting  bodies,  ensure  a  safe  and  effective  environment  but  do 
not  address  the  actual  care  provided. 

Examples  of  structural  audits  might  include  checking  to  see  if  patient  call  lights 
are  in  place  or  if  patients  can  reach  their  water  pitchers.  It  might  also  examine 
staffing  patterns  to  ensure  that  adequate  resources  are  available  to  meet  changing 

patient  needs. 

Outcome  audits.  Naylor  et  al.  (1991;  210)  define  outcomes  as  the  "end  results 

of  care;  the  changes  in  the  patient's  health  status  that  can  be  attributed  to  the 
delivery  of  health  care  services."  Outcome  audits  determine  what  results  (if  any) 
occurred  as  a  result  of  specific  intervention  by  nurses  for  clients.  These  audits 
assume  the  outcome  accurately  demonstrates  the  quality  of  care  that  was  provided. 
Outcome  standards  are  defined  in  terms  of  what  the  patient  will  know,  do,  express, 
or  experience,  and  reflect  nursing  goals  for  physiological,  emotional,  and  mental 

well-being  (Vestal,  1987).  Many  experts  consider  outcome  measures  to  be  the  most 
valid  indicators  of  quality  care,  but  until  recently,  evaluations  of  hospital  care  have 
tended  to  focus  on  structure  and  process  (Naylor,  1991). 

Examples  of  outcomes  traditionally  used  to  measure  quality  of  hospital  care 
include  mortality,  morbidity,  and  length  of  hospital  stay.  Naylor  ( 1991)  suggests  that 
outcome  measures  more  clearly  influenced  by  nursing  could  include  functional 
status,  mental  status,  stress  levels,  satisfaction  with  care,  burden  of  care  on  families, 
and  cost  of  care. 

The  Joint  Commission  for  the  Accreditation  of  Hospitals  (JCAH)  uses  outcome 

criteria,  established  for  24  hours  prior  to  discharge.  Patient  records  are  reviewed 
after  discharge,  but  the  review  criteria  are  stated  in  terms  of  expected  outcomes 
that  should  have  occurred  24  hours  prior  to  discharge  (Beyers  and  Phillips,  1979). 

Outcome,  process,  and  structure  audits  can  occur  retrospect ively  concurrently. 

or  prospectively.  Retrospective  audits  are  performed  after  the  client  has  received  the 
service.  Concurrent  audits  are  pursued  while  the  client  is  still  receiving  the  service. 

Prospective  audits  are  future-oriented  and  attempt  to  identify  how  future  perfor- 
mance will  be  affected  by  current  interventions. 

Who  Should  be  Involved 
in  Quality  Assurance? 

Ideally,  everyone  in  the  organization  should  participate  in  quality  assurance  be- 
cause each  individual  benefits  from  it.  Quality  control  gives  employees  feedback 

about  their  current  quality  of  care  as  well  as  how  it  can  be  improved.  As  direct  care- 

givers, staff  nurses  are  in  an  excellent  position  to  monitor  nursing  practice.  In 

identifying  problems  and  implementing  corrective  actions  that  haw  the  greatest 

impact  on  patient  care  (O'Brien,  19KK).  Naylor  (1991)  maintains  thai  nurses  as 
major  providers  of  health  care  must  assume  a  leadership  role  in  measuring  the 

quality  of  their  services,  as  well  as  documenting  their  costs 

Although  it  is  impractical  to  expect  full  staff  involvement  throughout  the  quality 

assurance  process,  staff  should  be  involved  in  the  determination  ami  review  oi 

criteria  or  standards,  data  collection,  or  reporting.  "In  evaluating  the  quality  "I 

nursing  care,  many  staff  nurses  welcome  the  opportunity  i<  i  develop  criteria,  re\  iew 
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nursing  care  retrospectively  and  concurrently,  and  to  discover  new  methods  of 

achieving  higher  levels  of  nursing  care"  (Moore,  1982). 
Hughes  (1987)  states  that  patients  or  clients  must  also  be  actively  involved  in 

quality  assurance,  because  only  when  clients  are  involved  in  the  process,  can 

nurses  truly  understand  the  patient's  point  of  view  and  ensure  their  rights  are maintained. 

Quality  assurance  also  requires  a  coordination  of  other  involved  health  care 
professionals.  Physicians,  respiratory  therapists,  dieticians,  physical  therapists,  and 
others  contribute  to  client  care  and  outcomes  and  therefore,  must  be  considered  in 

the  audit  process.  However,  it  is  possible  to  separate  the  contribution  of  nursing  to 
the  client  outcome  and  recognition  of  this  accountability  is  an  important  step  in 
nurturing  the  professionalism  of  nursing. 

The  Impact  of  Government 
Reimbursement  on  Quality  Assurance 

Although  few  organizations  would  argue  the  tremendous  benefits  of  well-developed 
and  accurately  implemented  quality  assurance  programs,  in  health  care  organiza- 

tions they  evolved  primarily  as  a  result  of  government  intervention,  and  not  as  a 
voluntary  effort  to  monitor  the  quality  of  services  provided.  As  discussed  in  Chapter 
8,  when  Medicare  and  Medicaid  (U.S.  government  health  care  reimbursement  for 
the  elderly,  disabled,  and  financially  indigent)  were  implemented  in  the  early 
1960s,  health  care  organizations  had  little  need  to  justify  costs  or  to  prove  that  the 
services  provided  met  clients  needs.  Reimbursement  was  based  on  costs  incurred 
in  providing  the  service  and  no  actual  ceilings  were  placed  on  the  price  that  could 

be  charged  for  services.  As  the  cost  of  these  programs  skyrocketed,  the  U.S.  Govern- 
ment established  regulations  requiring  organizations  to  substantiate  the  need,  as 

well  as  to  monitor  the  quality  of  services  provided.  PSRO  (Professional  Standards 

Review  Organizations)  legislation  (PL  92-603),  established  in  1972,  mandated  both  a 

certification  of  need  for  the  patient's  admission  and  continued  review  of  care, 
evaluation  of  medical  care,  and  analysis  of  the  patient  profile,  the  hospital,  and  the 
practitioners  (Beyers  and  Phillips,  1979). 

This  new  big  brother  surveillance  and  the  existence  of  external  controls  had  a 
tremendous  impact  on  the  health  care  industry.  Health  care  organizations  began  to 
question  basic  values  and  were  forced  to  establish  new  methods  for  collecting  data, 
keeping  records,  providing  services,  and  general  accounting  (Beyers  and  Phillips, 
1979).  Because  government  programs  such  as  Medicare  and  Medicaid  represented 

such  a  large  group  of  clients  receiving  health  care,  organizations  who  were  unwill- 
ing or  unable  to  meet  these  changing  needs  did  not  survive  financially. 

In  the  1970s,  the  Joint  Commission  on  the  Accreditation  of  Healthcare  Organi- 
zations (JCAHO)  became  involved  in  quality  assurance  at  the  organizational  level 

and  mandated  each  hospital  to  have  a  program  in  place  by  January  1, 1981.  Again,  in 
1982,  JCAHO  established  standards  for  nursing  care  as  measured  against  written 

criteria.  The  comparison  of  nursing  care  against  written  standards  was  to  occur  on  a 
quarterly  basis  (Moloney,  1986).  These  standards  placed  an  emphasis  on  quality 

and  the  need  for  continuous  review  and  evaluation  of  care  provided  by  profes- 
sional workers.  Current  JCAHO  guidelines  state  that  a  quality  assurance  program 
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should  be  an  integrated,  systematic,  institution-wide,  quality  review  plan  for  all 

care-related  services,  support  services,  medical  staff,  and  governing  boards  (Bushy, 
1991).  Of  the  5,326  hospitals  that  had  full  accreditation  surveys  in  1987-1989,  56% 

received  "contingencies"  (citations  for  less  than  satisfactory  compliance)  from  the 
JCAHO  for  their  quality  assurance  programs  (Curtin,  1992). 

The  advent  of  diagnostic  related  groupings  (DRGs)  in  the  early  1980s  added  to 

the  ever-increasing  need  for  organizations  to  monitor  cost  containment  while  at  the 
same  time  provide  a  minimum  level  of  quality.  Fiesta  (1992)  argues  that  changing 
health  care  economics  has  resulted  in  a  shift  from  clinical  to  financial  control  of 

medical  decisions  and  that  arguably,  the  standard  of  care  should  be  divided  into 
two  elements:  a  clinical  standard  and  a  resource  utilization  standard.  Kramer 

(1987)  reported  that  DRGs  have  resulted  in  increased  acuity  levels  of  hospitalized 
patients,  a  decrease  in  the  length  of  patient  stay,  and  a  perception  on  the  part  of 

nurses  that  patients  were  being  discharged  prematurely.  All  these  factors  contrib- 
uted to  a  greater  dissatisfaction  among  nurses  regarding  the  quality  of  care  they 

were  providing.  However,  Van  Hoesen's  study  (1990)  of  cardiovascular  surgery 
patients  reported  no  significant  change  in  patient  acuity  levels  or  quality  of  nursing 
care  as  a  result  of  DRGs. 

Organizations  have  become  increasingly  accountable  regarding  the  internal 
monitoring  of  cost  containment  and  quality  over  the  last  30  years.  Most  health  care 

organizations  today  have  complete  quality  assurance  programs  and  are  actively 
involved  in  cost  containment.  Changing  governmental  regulations  regarding  quality 

control  however,  continue  to  strongly  influence  management  decisions. 

Quality  Assurance  in  the  Future 

"Numerous  efforts  to  control  escalating  health  care  costs  continue  to  be  introduced 
although  the  bottom  line  for  insurers,  administrators,  and  providers  remains  un- 

changed: providing  health  care  at  a  reasonable  cost  while  maintaining  or  enhancing 

the  quality  of  that  care"  (Naylor,  1991;  210). 
A  study  by  Helt  and  Jelinek  (1988)  covering  more  than  eight  million  patient 

days  suggests  that  the  quality  of  nursing  care  has  improved  in  the  last  10  years, 

despite  cost  cutting  and  increasing  patient  acuity.  Nurses  have  responded  to  cost 

containment  without  sacrificing  quality  standards.  As  health  care  costs  continue  to 

spiral  upward,  organizations  will  be  increasingly  expected  to  provide  high-quality, 

yet  cost-effective  care. 
Little  is  known  about  how  the  future  will  define  quality  care.  Werley  and  Lang 

(1988)  describe  efforts  to  establish  uniform  standards  for  evaluating  outcomes.  The 

Nursing  Minimum  Data  Set  (NMDS)  represents  a  10  year  effort  to  establish  such 

standards.  Once  in  use,  the  NMDS  will  yield  better  data  for  quality  care  and  lor  the 

costing  of  nursing  services  than  ever  before.  Simpson  (  1991;  21 ).  goes  so  Gar  as  to 

say  that  "the  adoption  of  a  Nursing  Minimum  Data  Set  is  probably  the  most  impor- 

tant step  in  the  advancement  of  nursing  through  technology." 
"Other  complex  systems  of  quality  measurement  arc  also  evolving,  some  at 

great  expense  to  finances,  practicality,  and  professional  accountability"  ( New  1989  I 
It  is  clear  however,  that  over  time,  quality  control  tools  will  become  more  refined 

and  additional  objective  standards  will  he  developed,  Naylor  (  1991  )  suggests  the 
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need  for  an  increased  emphasis  on  outcome  measurement  in  the  future  and  the 
linking  of  outcomes  to  nursing  practices.  Waltz  and  Sylvia  (1991)  state  that  both 
the  quantity  and  quality  of  the  measurement  efforts  directed  toward  outcome 
assessment,  especially  outcome  related  to  the  effectiveness  of  nursing  care,  have 
increased  markedly  during  the  past  decade  and  will  increase  in  the  future  as  nurses 
attempt  to  document  the  worth  of  nursing  programs  and  services. 

Omachonou  and  Nanda  ( 1989)  suggest  a  need  for  output  measures  in  addition 
to  outcome  measures,  which  in  conjunction  with  DRGs,  clarify  health  care  costs 
and  provide  a  consistent  measure  across  all  health  care  organizations. 

Outcome  measures  examine  productivity  in  terms  of  efficacy,  or  the  potential 
ability  to  restore  health  through  nursing  or  medical  intervention.  Output  measures 
focus  on  the  dollar  value  of  the  services  rendered  and  resources  expended.  Thus, 
output  measures  lend  themselves  to  more  objective  quantification  of  results  and 
eliminate  the  need  for  the  assumption  that  there  is  a  direct  relationship  between 
outcome  and  quality  of  care.  Output  measures  are  also  more  suitable  to  fiscal 
control  than  outcome  measures. 

Carter  and  Mowad  (1988)  question  whether  quality  assurance  in  health  care  in 
the  1990s  will  be  gauged  more  by  consumer  satisfaction  or  by  the  actual  quality  of 
care.  Most  industries  create  product  lines  based  on  consumer  expectations  and 

satisfaction,  whereas  nursing  has  been  driven  by  quality  standards  set  by  the  profes- 
sion. These  standards  measure  the  quality  of  nursing  care  reflected  in  terms  of 

morbidity  rate,  incidence  of  nosocomial  infection,  length  of  hospital  stay,  behav- 
ioral changes  of  the  client  as  a  result  of  new  knowledge,  and  rehabilitative  po- 

tential. 

"At  issue  is  whether  consumer  expectations  and  professional  standards  are 

compatible  and  whether  quality  care  guarantees  consumer  satisfaction"  (Carter  and 
Mowad,  1988).  Research  by  Eriksen  (1987)  demonstrated  that  the  inverse  was  true. 
Consumer  satisfaction  increased  as  social  courtesy  and  service  were  extended,  and 

not  with  an  increase  in  the  quality  of  care.  For  example,  consumer  satisfaction  with 
a  hospital  admission  is  often  determined  by  the  quality  of  the  food,  the  provision  of 
privacy,  satisfaction  with  a  roommate,  or  the  noise  level  of  the  nursing  station.  In 
addition,  it  may  be  adversely  affected  by  extended  waits  for  a  response  to  call  lights, 

or  for  transport  to  ancillary  services  such  as  X-ray  and  lab. 
In  another  study  of  139,830  former  patients  from  225  hospitals  not  one  of  the 

top  15  factors  determining  patient  satisfaction  had  anything  to  do  with  whether  the 

patient's  health  improved  during  the  stay  (Modern  Health  Care,  1992).  Patients  were 
more  concerned  about  staff  attention  to  privacy,  sensitivity  to  the  inconvenience  of 
hospitalization,  overall  cheerfulness  of  the  hospital  and  the  skill  level  and  courtesy 
of  technicians  drawing  blood. 

Total  Quality  Management;  A  New  Model 
for  Quality  Assurance 

Total  quality  management  (TQM),  a  philosophy  developed  by  Deming  and  others, 
and  considered  the  hallmark  of  highly  successful  Japanese  management  systems,  is 

currently  being  applied  to  American  health  care  settings  in  an  effort  to  provide  a 

practical  solution  to  the  "best  for  less"  dilemma  (Arikian,  1991).  TQM  is  based 
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on  the  premise  that  the  individual  is  the  focus  of  production  and  service;  that  is,  the 
environment  must  be  customer  responsive.  Quality  is  built  into  the  service  or 
product,  rather  than  assuming  that  inspection  of  and  removal  of  errors  leads  to 

quality  (Kirk,  1992).  Thus,  it  is  identifying  and  doing  the  right  things,  the  right  way, 

the  first  time,  and  the  prevention  of  problems — not  inspection  and  reactive  prob- 
lem solving  that  leads  to  quality  outcomes.  In  TQM,  this  philosophy  is  incorporated 

into  the  organizational  culture  and  reflected  in  all  attitudes  regarding  hierarchies, 
cost  containment,  and  human  relations  (Arikian,  1991). 

Because  TQM  is  a  never-ending  process,  everything  and  everyone  in  the  orga- 
nization is  subject  to  continuous  improvement  efforts.  No  matter  how  good  the 

product  or  service  is  perceived  to  be,  the  TQM  philosophy  states  that  there  is 
always  room  for  improvement  (Kirk,  1992).  Customer  needs  and  experiences  with 
the  end  product  are  constantly  evaluated.  This  data  collection  is  done  by  workers, 
not  by  a  central  quality  assurance  department,  thus  providing  a  feedback  loop 
between  administration,  workers,  and  consumers.  Any  problems  encountered  are 

approached  in  a  preventive  or  proactive  mode  so  that  crisis  management  becomes 
unnecessary.  It  is  critical  in  TQM  that  management  assume  the  responsibility  for 

removing  any  barriers  to  quality,  such  as  ineffective  or  inefficient  policies,  proce- 
dures, and  systems  (Kirk,  1992). 

Another  critical  component  of  TQM  is  the  empowerment  of  employees  by 
providing  positive  feedback  and  reinforcing  attitudes  and  behaviors  that  support 
quality  and  productivity  (Arikian,  1991).  Based  on  the  premise  that  employees  have 

an  in-depth  understanding  of  their  jobs,  believe  they  are  valued,  and  feel  encour- 
aged to  improve  product  or  service  quality  through  risk  taking  and  creativity,  TQM 

trusts  the  employee  to  be  knowledgable,  accountable,  and  responsible  and  pro- 
vides education  and  training  for  employees  at  all  levels  (Arikian,  1991). 

Although  the  philosophy  of  TQM  emphasizes  that  quality  is  placed  before 

profit,  the  resultant  increase  in  quality  due  to  a  well-implemented  TQM  program 
attracts  more  customers,  resulting  in  increased  profit  margins  and  a  financially 

healthier  organization.  Because  the  health  care  industry  is  so  vulnerable  to  the 

forces  of  competition,  changing  technology,  reimbursement,  and  dwindling  re- 
sources, some  experts  propose  that  TQM  may  be  one  of  the  factors  guaranteeing 

the  survival  of  the  fittest  in  the  future  (Arikian,  1991). 

Summary 

These  findings  pose  many  questions  for  managers.  Should  quality  assurance  mea- 

sures be  designed  to  gauge  consumer  satisfaction  or  standards  set  by  the  proles 

sion?  Should  they  reflect  an  integration  of  both  criteria? 

Accurately  appraising  quality  allows  managers  to  change  problem  solving  from 

an  unsystematic,  unscientific  process  to  an  accurate,  analytical  one  (New,  1989) 

Managers  must  determine  what  standards  will  be  used  to  measure  quality  care  on 

their  unit  and  then  develop  and  implement  a  quality  assurance  program  that  nua 

sures  end  results  against  those  standards.  All  managers  have  a  responsibility  to 

monitor  the  quality  of  the  product  that  their  unit  produces— in  health  care  organi 

zations  that  product  is  client  care.  Managers  also  have  a  duty  to  assess  and  promote 

consumer  satisfaction  whenever  possible. 



342      ♦      CONTROLLING 

However,  the  manager  cannot  operate  in  a  vacuum  in  determining  what  quality 
is  and  how  it  should  be  measured.  Demands  for  hard  data  on  quality  have  increased 

as  regulatory  bodies,  consumers,  payers,  and  hospital  managers  have  required 

substantiation  of  services  provided.  Managers  must  be  cognizant  of  rapidly  chang- 
ing quality  assurance  regulations  and  proactively  adjust  unit  standards  to  meet 

these  changing  needs. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

Irene  Martin  is  a  public  health  nurse  employed  in  a  small,  nonprofit  com- 

munity visiting  nurse's  group.  The  nursing  director  has  requested  that  she  chair 
the  newly  established  quality  assurance  committee  because  she  has  had  some 
experience  in  her  past  positions  with  developing  audit  criteria. 

A  review  of  the  patient  population  indicates  that  maternal-child  clients 

make  up  the  greatest  percentage  of  the  visiting  nurse's  home  visits,  so  the 
committee  decides  to  examine  this  area  first.  They  have  chosen  to  develop  a 

tool  for  a  retrospective  process  audit  that  would  be  appropriate  for  monitoring 
the  quality  of  an  initial  home  visit  of  a  postpartum  client,  discharged  with 
infant,  after  less  than  12  hours  in  a  birth  center  or  obstetrical  unit,  following 
uneventful  delivery.  The  home  visit  would  occur  no  longer  than  72  hours  after 
the  delivery. 

ASSIGNMENT 

Assume  you  are  Ms.  Martin.  Design  an  audit  tool  that  would  be  appropriate  and 
convenient  to  use  for  this  diagnosis.  Specific  percentages  of  compliance,  the 
sources  of  information,  and  the  number  of  clients  to  be  audited  should  be 

included.  Limit  your  process  criteria  to  20  items. 

ANALYSIS 

See  form  on  page  345. 

Rationale  for  form.  In  writing  audit  criteria  it  is  best  to  define  the  client 
population  as  clearly  as  possible  first,  so  that  your  retrieval  of  information  can 
be  expedited.  In  this  case,  abnormal  newborns,  complicated  or  caesarean 
section  births,  and  home  births  have  been  eliminated.  This  was  done  because 

those  clients  would  require  more  in-depth  assessment  and  teaching. 

The  performance  expected  was  set  at  100%  compliance,  but  an  allowance 

was  given  for  those  reasons  that  an  exception  could  be  made.  This  compliance 

percentage  was  chosen  because  it  was  felt  that  if  any  of  these  criteria  were  not 

recorded,  there  should  be  some  remedial  action  taken.  The  clients  record  was 

selected  as  the  source  of  information,  as  it  is  an  objective  source  and  it  is 

assumed  that  if  the  criteria  were  not  recorded,  they  were  not  met.  Thirty  charts 

were  audited  because  this  number  can  give  the  agency  sufficient  data  to  make 

adequate  assumptions,  but  is  not  such  a  large  number  thai  it  becomes  a  burden 
to  review  the  records. 

After  the  audit  committee  has  concluded  their  review,  they  should  write  a 

summary  of  their  findings.  A  typical  summary  might  appear  as  follows. 

Summary  of  Audit  Findings 

Nursing  diagnosis:  Initial  home  visit,  within  72  hours,  following  uncompli 

cated  delivery  with  normal  newborn,  occurring  in  a  birth  center  or  ob.sietru  al 
facility. 
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Number  of  records  audited:  30. 
Date  of  audit:  7/6/93. 

Summary  of  findings:  100%  compliance  in  all  areas  except  mother's  tempera- 
ture (50%  compliance)  and  newborn  assessment  (70%  compliance). 

Suggestions  for  improving  compliance:  Post  results  of  audit:  remind  public 
health  nurses  to  record  temperature  of  mother  in  record,  even  if  normal.  Time 
might  be  a  factor  in  newborn  assessment  as  they  are  frequently  recorded  on 
subsequent  visits.  Committee  agrees  that  they  should  be  done  on  first  home 

visit  and  suggests  an  in-service  for  staff  regarding  this  area  of  non-compliance. 

Signed, 
Chairman  of  the  Committee 

The  summaries  should  be  forwarded  to  the  individual  responsible  for  the 

quality  assurance — in  this  case,  the  director  of  the  agency.  At  no  time  should 
individual  public  health  nurses  be  identified  as  not  having  met  the  criteria. 
Quality  assurance  must  always  be  separate  from  performance  appraisal. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1  (Marquis  and  Huston,  1992) 

Some  clients  who  are  ill  get  well  despite  nursing  care,  not  as  a  result  of 

nursing  care.  Does  the  quality  of  the  nursing  care  have  an  impact  on  client  out- 

come? Do  you  feel  that  quality  nursing  care  can  make  a  difference  in  clients'  lives? 
Identify  five  criteria  you  would  use  to  define  "quality  nursing  care."  These  criteria 
should  reflect  what  you  believe  nurses  do  that  makes  the  difference. 

CASE  2  (Marquis  and  Huston,  1992) 

You  have  been  the  nursing  coordinator  of  cardiac  services  at  a  medium- 
sized  urban  hospital  for  six  months.  Among  the  cardiac  services  provided  by  the 
hospital  are  open  heart  surgery,  invasive  and  noninvasive  diagnostic  testing,  and  a 

comprehensive  rehabilitation  program.  The  open  heart  surgery  program  is  rela- 
tively new  having  been  implemented  just  over  one  year  ago.  Over  the  last  three 

months,  you  have  begun  to  feel  uneasy  about  the  mortality  rate  of  postoperative 
cardiac  patients  at  your  facility.  An  audit  of  medical  records  shows  a  unit  mortality 
rate  approximately  30%  above  national  norms. 

You  approach  the  unit  medical  director  with  your  findings.  She  becomes  very  de- 
fensive and  states  that  there  have  been  a  few  "freakish  situations  to  skew  the  results, 

but  that  the  open  heart  program  is  one  of  the  best  in  the  state."  When  you  propose  the 
statistics  be  examined  further,  the  director  becomes  very  angry,  turns  to  leave  the 
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Nursing  Audit  Form 

Visiting  Nurses 

Diagnosis.  Initial  home  visit  within  72  hours,  following  uncomplicated  vaginal  delivery, 
with  normal  newborn,  occurring  in  a  birth  center  or  obstetrical  facility. 

Source  of  information:  Record  of  client. 

Expected  compliance.  100%,  unless  specified  by  exceptions. 

Number  of  records  to  be  audited:  30. 

YES 

NO 

1.  Home  visit  made  within  72  hours  following  delivery 

2.  Mother's  lochia  examined  for  amount,  color,  and  odor 
3.  Mothers  episiotomy  assessed  for  tenderness,  redness,  and 

edema 

4.  Mother  instructed  on  perinatal  care 

5.  Temperature  of  mother  and  infant  taken 

6.  Mother  assisted  with  breast  feeding  (Note:  exception  is  not 
breast  feeding) 

7.  Mother  instructed  on  dealing  with  breast  engorgement  (Note: 

exception  is  no  breast  engorgement) 

8.  Mother  instructed  on  feeding  infant  water 

9.  Mother  instructed  on  preparation  and  feeding  of  formula 

(Note:  exception  is  breast  feeding) 

10.  Mother  questioned  regarding  general  systems  and  condition 
(voiding,  ambulation,  discomfort,  nutrition,  intake,  and  rest) 

1 1 .  Infant  bath  demonstration  given 

12.  Newborn  physical  assessment  completed 

13.  Assessment  made  of  mother's  support  system 

14.  Assessment  made  of  mother's  knowledge  of  infant  care 

15.  Assessment  of  mother-infant  bonding 

16.  Follow-up  plan  made 

room 

>rry." 

room,  stops  and  says  "Remember,  these  patients  are  leaving  the  operating  r 

alive.  They  are  dying  on  your  unit.  If  you  stir  up  trouble,  you  are  going  to  be  s< 

ASSIGNMENT 

Outline  what  you  will  do,  identifying  areas  in  your  data  gathering  thai  ma\  have 

been  misleading  or  that  may  have  invalidated  your  findings.  [fyou  believe  action  is 

still  warranted,  what  are  the  personal  and  professional  risks  involved?  I  low  well 

developed  is  your  power  base  to  undertake  these  risks?  To  whom  do  you  have  the 

greatest  resp<  Hisibility? 
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CASE  3  (Marquis  and  Huston,  1992) 

You  are  the  director  of  a  baccalaureate  nursing  program.  In  the  early 
1980s,  your  school  averaged  approximately  200  applicants  per  50  student  openings 
each  semester.  This  resulted  in  great  selectivity  on  the  part  of  the  school  about 
which  students  would  be  chosen  to  enter  the  program.  Because  entering  students 
traditionally  had  high  cumulative  grade  point  averages  (GPAs),  and  had  completed 

almost  all  nonnursing  requirements,  the  attrition  and  drop-out  rate  was  fairly  low, 
and  academic  failure  was  rare. 

In  conjunction  with  a  severe  national  nursing  shortage  and  a  marked  decrease 
in  the  number  of  students  pursuing  nursing  as  a  career,  there  are  barely  sufficient 
numbers  of  applicants  to  fill  each  entering  class.  As  a  result,  students  meeting 
minimal  GPA  requirements  and  having  many  general  studies  course  requirements 

outstanding  are  accepted  into  the  program.  You  have  seen  the  attrition  and  drop- 
out rate  quadruple  over  the  last  three  years  and  believe  that  much  of  this  attrition  is 

attributable  to  academic  failure. 

Recently,  the  faculty  have  begun  discussing  changing  the  academic  failure  pol- 
icy in  an  effort  to  increase  student  retention.  The  current  policy  results  in  automatic 

dismissal  from  the  program  if  students  fail  two  courses  in  the  nursing  major. 
Faculty  have  recently  begun  voicing  concerns  that  teaching  positions  will  be  cut 

as  a  result  of  the  decreased  enrollment  and  high  attrition.  You  are  aware  that 
university  administration  feels  that  nursing  is  a  costly  major,  that  this  situation  is  not 
going  to  improve  in  the  near  future,  and  that  budget  cuts  may  indeed  be  mandated 
in  the  near  future  to  reflect  the  decrease  in  full-time  students. 

However,  you  have  grave  concerns  about  eliminating  or  altering  this  policy  as 
you  believe  that  in  effect,  you  are  lowering  program  standards  and  thus,  the  quality 
of  the  end  product.  You  do  not  believe  that  students  failing  two  courses  in  the  major 
would  make  safe  practitioners.  You  also  believe  that  students  having  academic 
difficulties  are  taking  a  disproportionate  amount  of  faculty  time  and  energy  at  the 
expense  of  those  students  who  are  succeeding. 

ASSIGNMENT 

What  options  are  available  to  you?  What  obligations  do  you  have  to  your  faculty?  To 

the  students?  To  the  public  as  consumers  of  health  care?  To  university  administra- 
tion? How  do  you  determine  an  appropriate  course  of  action  when  these  duties  are 

in  conflict? 

CASE  4 

Develop  three  nursing  criteria  for  an  outcome  audit  and  three  nursing 
criteria  for  a  process  audit  for  the  following  nursing  diagnoses.  In  each  criteria 

show  a  percentage  of  expected  compliance  and/or  the  exceptions  to  100%  compli- 
ance. 

Alterations  in  comfort,  acute  pain. 
Alteration  in  tissue  perfusion,  anemia. 
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Personal  Notebook 

1.  Is  the  quality  of  your  patient  care  always  as  high  as  you  would  like  it  to  be?  What 

factors  affect  its  quality?  Which  ones  can  you  control?  In  your  clinical  experi- 
ences, have  DRGs  impacted  upon  the  quality  of  care  provided?  In  what  ways? 

2.  Building  in  evaluation  checkpoints  often  allows  us  to  make  midcourse  correc- 
tions so  that  we  are  able  to  meet  our  goals.  During  the  semester,  what  controls 

do  you  use  in  order  to  stay  on  schedule  with  your  course  work? 

Have  you  ever  worked  in  an  organization  with  a  TQM  philosophy?  Some  organi- 
zations attempt  to  implement  only  select  components  of  such  a  philosophy.  Do 

you  see  any  inherent  difficulties  in  this  approach? 



H  A  P  T  E  R 

Performance  Appraisal 

An  additional  managerial  controlling  responsibility  is  determining  how  well  em- 
ployees carry  out  the  duties  of  their  assigned  jobs.  No  activity  of  the  manager  is  as 

personalized  as  appraising  the  work  performance  of  others.  Because  work  is  an 

important  part  of  one's  identity,  individuals  are  very  sensitive  to  the  opinions  of 
others  about  how  they  perform.  For  this  reason,  performance  appraisal  becomes 
one  of  the  greatest  tools  an  organization  has  to  develop  and  motivate  staff.  When 

used  correctly,  performance  appraisal  can  increase  retention  and  productivity.  How- 
ever, in  the  hands  of  an  inept  or  inexperienced  manager,  the  appraisal  process  may 

discourage  and  demotivate  staff. 

Because  a  manager's  opinions  and  judgments  are  used  in  making  far-reaching 
decisions  regarding  the  employee's  life,  it  is  necessary  that  they  be  reached  in  an 
objective,  systematic,  and  formalized  manner.  Beach  (1980)  maintains  that  the  dif- 

ference between  an  indifferent  and  a  formalized  appraisal  system  is  that  in  a 

formalized  system  managers  are  encouraged  to  constantly  observe  their  staff  in 
order  to  adequately  provide  for  their  training  and  development,  as  well  as  to  gather 

information  for  their  subsequent  appraisal.  The  use  of  a  formal  system  of  perfor- 
mance review  also  reduces  the  subjectivity  of  the  appraisal. 

Using  the  Performance  Appraisal 
to  Motivate  Employees 

Although  systematic  employee  appraisals  have  been  used  in  management  since  the 
1920s,  it  was  not  until  the  1950s  that  interest  was  directed  toward  the  use  of  the 

appraisal  as  a  method  to  promote  employee  growth.  When  hourly  workers  are 
locked  into  annual  merit  increases,  performance  appraisal  becomes  a  less  effective 

motivational  tool.  However,  there  is  evidence  that  even  when  pay  raises  are  auto 

matic,  performance  appraisal  can  increase  productivity  if  used  appropriately  (Case, 

1983;  Huntsman,  1987).  Performance  appraisal  becomes  a  useless  waste  of  manage 

ment  time  if  it  is  merely  an  exercise  to  satisfy  regulations  and  does  not  result  in 

employee  growth. 

The  following  factors  influence  whether  an  appraisal  ultimately  results  in  in 

creased  motivation  and  productivity. 

Bessie  l    Marquis  ind  Carol  Jorgenscn  Hus    Maiiagnntnt  Decision  llaktnR 
for  Nurses,  sccom  94J.B  i  Ippincon 
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1.  The  employee  must  feel  that  the  appraisal  is  based  on  a  standard  to  which 
all  other  employees  are  held  accountable.  This  standard  must  be  communicated 
clearly  to  the  employee  at  the  time  they  are  hired,  and  may  consist  of  a  job 
description  or  personal  goals  set  by  employees,  as  in  management  by  objectives 
(MBO).  MBO  will  be  discussed  later  in  this  chapter. 

2.  The  employee  should  have  some  input  into  the  development  of  the  stan- 
dards or  goals  upon  which  their  performance  is  judged.  This  is  imperative  for  the 

professional  employee. 

3-  The  employee  must  be  aware,  in  advance,  what  occurs  if  they  do  not  meet 
expected  standards  of  performance. 

4-  The  employee  needs  to  know  how  information  used  to  determine  their 
performance  will  be  obtained.  The  appraisal  tends  to  be  more  accurate  if  various 

sources  and  types  of  information  are  solicited.  Sources  could  include  peers,  co- 

workers, nursing-care  plans,  patients,  and  personal  observation.  Employees  should 
be  informed  which  sources  will  be  used  and  how  such  information  will  be 

weighted. 
5.  The  appraiser  should  be  someone  who  directly  supervises  the  employee. 

For  example,  the  charge  nurse  who  works  directly  with  staff  nurses  should  be 
involved  in  their  appraisal  process  and  interview.  It  is  appropriate  and  advisable  in 
most  instances  for  the  head  nurse  and/or  supervisor  to  also  be  involved.  However, 

employees  must  believe  that  the  person  conducting  the  major  portion  of  the  ap- 
praisal is  someone  who  has  actually  observed  their  work. 

6.  The  result  of  the  performance  appraisal  is  more  likely  to  be  positive  if  the 

appraiser  is  viewed  with  trust  and  professional  respect.  This  increases  the  proba- 
bility that  the  employee  will  perceive  the  appraisal  as  a  fair  and  accurate  assessment 

of  their  work  performance. 

Strategies  to  Ensure  Accuracy 
and  Fairness 

If  the  appraisal  is  viewed  as  valuable  and  valid  by  the  employee,  then  the  outcome 
of  the  appraisal  can  have  many  positive  results.  Information  obtained  during  the 

performance  appraisal  can  be  used  to  develop  the  employee's  potential,  to  assist 
employees  in  overcoming  difficulties  they  have  in  fulfilling  their  role,  to  point  out 
strengths  the  employee  may  not  be  aware  of,  and  to  aid  employees  in  setting  future 

goals.  Since  the  result  of  an  inaccurate  or  unfair  appraisal  is  negative  and  demotivat- 
ing,  it  is  critical  that  the  manager  employ  strategies  that  increase  the  likelihood  of 
an  equitable  appraisal  (Huston  and  Marquis,  1989).  Although  there  will  always  be 
some  subjectivity  in  any  performance  appraisal,  the  following  steps  will  assist  the 
manager  in  arriving  at  an  appropriate  assessment. 

1.  The  appraiser  should  develop  an  awareness  of  their  own  biases  and  preju- 
dices. This  helps  guard  against  subjective  attitudes  and  values  influencing  the  ap- 

praisal. 
2.  Consultation  should  frequently  be  sought.  Not  only  should  another  man- 

ager be  consulted  when  there  is  a  question  about  personal  bias,  but  in  many  other 
situations  as  well.  For  example,  it  is  very  important  that  new  managers  solicit 
assistance  and  consultation  when  they  complete  their  first  performance  appraisals. 
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Even  experienced  managers  should  seek  consultation  when  an  employee  is  having 
great  difficulty  in  fulfilling  the  duties  of  the  job.  Consultation  must  also  be  used 
when  employees  work  several  shifts;  in  this  way  information  can  be  obtained  from 
all  the  shift  supervisors. 

3-  Data  should  be  gathered  appropriately.  Not  only  should  many  different 
sources  be  used  in  gathering  data  regarding  employee  performance,  but  the  data 

gathered  needs  to  reflect  the  entire  time  period  covered  by  the  appraisal.  Fre- 
quently managers  will  collect  data  and  observe  an  employee  just  prior  to  complet- 

ing their  appraisal.  This  affords  an  inaccurate  picture  of  job  performance,  as  all 
employees  have  periods  where  they  are  less  productive  and  less  motivated.  Thus, 
data  should  be  gathered  systematically  and  regularly. 

4.  Information  should  he  written  down  and  not  entrusted  to  memory.  The 

manager  should  make  a  habit  of  writing  notations  regarding  observations,  com- 

ments by  others,  as  well  as  a  periodic  review  of  charts  and  nursing-care  plans. 
5.  Collected  assessments  should  contain  positive  examples  of  growth  and 

achievement  as  well  as  examples  of  areas  needing  further  development.  Nothing 
delights  an  employee  more  than  discovering  their  immediate  supervisor  is  aware  of 
their  growth  and  accomplishments  and  can  cite  specific  instances  when  good 
clinical  judgement  was  used.  Too  frequently,  collected  data  concentrates  on  the 

negative  aspects  of  job  performance. 

6.  The  appraiser  needs  to  guard  against  the  three  common  pitfalls  of  assess- 

ment, namely,  the  "halo  effect, "  "horns  effect, "  and  "central  tendency. "  The  halo 
effect  occurs  when  the  appraiser  lets  one  or  two  positive  aspects  or  behaviors 
unduly  influence  all  others  in  regard  to  the  employees  performance.  The  horns 

effect  occurs  when  the  appraiser  allows  some  negative  aspects  of  the  employee's 
performance  to  override  the  assessment  to  such  an  extent  that  other  positive  levels 
of  job  performance  are  not  accurately  recorded.  The  manager  who  falls  into  the 
central  tendency  trap  is  hesitant  to  risk  true  assessment,  and  therefore,  rates  all 

employees  as  average.  These  errors  on  the  part  of  the  appraiser  can  lead  employees 
to  discount  the  entire  assessment  of  their  work  performance. 

7.  Some  effort  must  be  made  to  include  the  self-appraisal  of  the  employee  as 

part  of  the  performance  review  process.  Self-appraisal  may  be  conducted  in  several 

appropriate  ways.  The  employee  can  be  instructed  to  come  to  the  appraisal  inter- 
view with  some  informal  thoughts  regarding  their  performance,  or  they  can  work 

with  the  manager  in  completing  a  joint  assessment.  One  advantage  of  management 

by  objectives  (MBO — the  use  of  personalized  goals  to  measure  individual  perfor- 
mance), is  the  manner  in  which  it  involves  the  employee  in  the  assessment  of  their 

own  work  performance  and  in  goal  setting. 

Types  of  Performance  Appraisals 

Since  the  1920s  a  wide  variety  of  appraisal  tools  have  been  developed.  At  various 

times  in  the  history  of  personnel  management,  certain  types  of  tools  or  review 

techniques  have  been  popular.  There  are  numerous  types  of  checklists,  rating 

scales,  and  job  dimension  scales  that  are  currently  being  used  successfully  Pres 

ently,  theJCAHO  advocates  that  performance  reviews  he  developed  using  the  em 

ployees  job  description  as  the  standard.  Nearly  all  rating  forms  have  advantages  ami 
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disadvantages.  Although  the  tool  selected  will  have  some  bearing  on  objectivity,  the 
type  of  appraisal  form  used  is  not  as  crucial  as  obtaining  information  and  carrying 
out  the  appraisal  interview  appropriately. 

A  written  narrative  is  another  type  of  appraisal  tool.  Most  organizations  use 
some  sort  of  narrative,  either  as  an  addendum  to  printed  evaluation  forms  or  as  the 
appraisal  tool  itself.  This  can  be  a  lengthy  essay  or  a  summary  of  strengths  and 
weaknesses.  Often,  it  includes  some  type  of  goal  setting  for  the  employee  for  the 
coming  year. 

Self-Appraisal 

There  are  both  advantages  and  disadvantages  to  using  self-appraisal  as  a  method  of 
performance  review.  Introspection  and  self-appraisal  results  in  growth  when  the 
individual  is  self-aware.  But  even  mature  individuals  require  feedback  and  valida- 

tion of  their  performance. 
Some  employees  may  regard  their  annual  performance  review  as  a  time  to 

receive  positive  feedback  from  their  supervisor.  This  is  especially  true  if  they 

receive  infrequent  praise  on  a  day-to-day  basis.  Asking  these  employees  to  perform 
their  own  performance  appraisal  would  probably  be  viewed  negatively  rather  than 
positively  (Marquis  and  Huston,  1992). 

In  addition,  studies  have  shown  that  employees  tend  to  rate  themselves  lower 
in  performance  than  their  supervisors  (Lefton,  1977).  Thus,  it  is  not  wise  to  allow 

self-evaluation  to  be  the  only  form  of  performance  appraisal.  There  is,  however, 

ample  evidence  that  when  used  in  conjunction  with  the  manager's  assessment,  self- 
appraisal  is  an  effective  method  of  promoting  further  development  of  the  employee 
(Maier,  1976). 

Management  by  Objectives 

Management  by  objectives  (MBO)  is  an  excellent  tool  for  assessing  individual 
employee  progress,  as  it  incorporates  the  assessments  of  both  the  employee  and 

the  organization.  Because  Drucker's  MBO  concepts  were  discussed  earlier  in  this 
book,  the  present  focus  will  be  on  how  these  concepts  are  used  as  an  effective 
performance  appraisal  method,  rather  than  on  their  use  as  a  planning  technique. 

MBO  is  tailor-made  for  the  performance  appraisal  of  managers  and  autono- 

mous professionals  (Beach,  1980).  Although  used  infrequently  in  the  health-care 
setting,  it  is  a  good  method  of  appraising  the  performance  of  the  RN  in  a  manner 
that  promotes  both  growth  in  the  individual  and  excellence  in  nursing.  McGregor 
(1960)  probably  best  outlined  how  features  of  MBO  can  be  used  effectively  in 
performance  appraisal.  The  following  steps  guide  the  employee  and  supervisor  in 
their  roles: 

/.  The  employee  and  supervisor  meet  and  agree  upon  the  primary  duties  and 
responsibilities  requisite  to  the  position  of  the  employee.  (The  job  description 
serves  as  a  guide  only,  and  other  information  may  be  included.) 

2.  The  employee  sets  short-term  goals  and  target  dates  in  cooperation  with  the 
manager,  who  guides  the  process  so  that  the  goals  relate  to  the  duties  of  the 

position. 
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3.  Both  parties  agree  upon  what  criteria  will  be  used  for  measuring  and 
evaluating  whether  goals  have  been  met. 

4-  On  a  regular  basis  (more  than  once  a  year),  the  employee  and  supervisor 
meet  to  discuss  progress.  At  these  meetings  some  modifications  can  be  made  if 
agreed  upon  by  both  parties. 

5.  The  role  of  the  manager  is  supportive,  assisting  the  employee  in  reaching 
goals  by  coaching  and  counseling. 

6.  During  the  appraisal  process  the  manager  determines  whether  goals  have 
been  met  by  the  employee. 

7.  The  entire  process  focuses  on  results  and  not  personal  traits. 

Beach  (1980)  states  that  one  of  the  many  advantages  of  MBO  is  that  it  creates  a 
vested  interest  of  the  employee,  in  seeing  that  goals  are  met.  This  occurs  because 

employees  set  their  own  goals.  Additionally,  defensive  feelings  are  minimized  and  a 
spirit  of  teamwork  prevails.  In  MBO,  the  emphasis  is  on  the  controllable  present 
and  future,  rather  than  the  uncontrollable  past. 

There  are  disadvantages  to  MBO  as  a  performance  appraisal  method.  Highly 
directive  and  authoritarian  managers  find  it  difficult  to  lead  employees  in  this 
manner.  Also,  the  marginal  employee  frequently  attempts  to  set  easily  attainable 
goals.  However,  research  has  shown  that  MBO  is  a  very  effective  tool  when  used 
correctly,  especially  when  it  is  used  as  a  total  management  system  rather  than 
simply  as  a  method  of  performance  appraisal  (Carroll  and  Tosi,  1973). 

Effective  Use  of  Appraisal  Data 

The  most  accurate  and  thorough  appraisal  will  fail  to  produce  growth  in  employees 
if  the  information  gathered  is  not  used  appropriately.  Many  appraisal  interviews 
have  negative  outcomes  because  managers  view  them  only  as  a  time  to  instruct 
employees  on  what  they  are  doing  wrong,  rather  than  focussing  on  employee 

growth.  McGregor  (1957)  stated  that  this  approach  to  the  appraisal  interview  comes 
close  to  violating  the  integrity  of  the  individual. 

Difficulties  with  Appraisal  Interviews 

Managers  often  dislike  the  appraisal  interview  more  than  they  dislike  the  actual  data 

gathering  for  the  performance  appraisal.  One  of  the  reasons  managers  find  this 
function  so  distasteful  is  due  to  their  own  past  negative  experiences  regarding 

personal  performance  appraisals  (Beach,  1980).  Often,  past  approaches  to  the  ap- 

praisal interview  have  centered  on  judging  and  criticizing  the  personal  worth  of  the 

employee  (McGregor,  1957). 

Both  parties  in  the  appraisal  process  tend  to  be  anxious  prior  to  the  interview, 

so  it  is  not  surprising  that  the  appraisal  remains  an  emotionally  charged  even!  For 

many  employees,  it  also  becomes  a  traumatizing  experience,  Since  the  manager  is 

dealing  with  adults  who  are  likely  to  have  had  previous  appraisal  interviews,  little 

can  be  done  to  completely  quell  the  anxiety  created  by  past  experiences,  but  <  are 

should  be  taken  to  make  the  current  performance  appraisal  interview  as  positive  as 

possible. 
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Nearly  everyone  agrees  that  performance  appraisals  are  necessary  and  benefi- 
cial to  both  the  organization  and  to  individuals.  However,  some  research  indicates 

that  how  the  information  from  the  performance  appraisal  is  shared,  also  has  an 
impact  on  later  performance.  Excessive  criticism  has  been  found  to  have  a  residual 

negative  effect  on  later  goal  attainment  (Meyer  et  al.  1965).  The  appraisal  inter- 

viewer must  ensure  that  there  is  no  threat  to  the  individual's  self-esteem,  because 
this  will  circumvent  possibilities  for  a  meaningful  and  constructive  relationship 
between  the  manager  and  the  employee.  For  growth  to  occur  in  the  work  place  it  is 
necessary  that  a  constructive  relationship  exist. 

Overcoming  Appraisal 
Interview  Difficulties 

Feedback  is  perhaps  the  greatest  tool  a  manager  has  for  changing  behavior,  but  to 
be  effective  the  feedback  must  be  delivered  in  an  appropriate  manner.  There  is  a 
greater  chance  that  the  performance  appraisal  will  have  a  positive  outcome  if  the 
following  conditions  are  present  prior,  during,  and  after  the  interview. 

Prior  to  the  Interview 

1.  Ensure  that  the  previously  mentioned  conditions  have  been  met  (i.e.,  the 
employee  knows  the  standard  by  which  their  work  will  be  evaluated  and  has  a  copy 
of  the  appraisal  form). 

2.  Select  an  appropriate  time  for  the  appraisal  conference.  Do  not  choose  a 
period  when  the  employee  has  just  had  a  traumatic  personal  experience  or  when 
the  employee  is  too  busy  at  work  for  a  lengthy,  and  meaningful  conference. 

3-  Give  the  employee  advance  notice  of  the  scheduled  appraisal  conference 

(2-3  days)  so  that  they  can  be  mentally  and  emotionally  prepared  for  the  interview. 
4-  Be  personally  mentally  and  emotionally  prepared  for  the  conference,  and  if 

something  should  happen  to  interfere  with  your  readiness  for  the  interview,  it 
should  be  canceled  and  rescheduled. 

5.  Schedule  time  for  the  interview  that  will  be  uninterrupted,  and  hold  it  in  a 

private,  quiet,  and  comfortable  setting. 

6.  Plan  a  seating  arrangement  that  reflects  collegiality  rather  than  power.  Hav- 
ing the  individual  seated  across  a  large  desk  from  the  appraiser  implies  a  power- 

status  position,  but  placing  the  chairs  side-by-side  infers  collaborative  status. 

During  the  Interview 

1.  Greet  the  employee  warmly  and  show  that  the  you  as  well  as  the  organiza- 
tion have  a  sincere  interest  in  their  future  growth. 

2.  Begin  the  conference  on  a  pleasant,  informal  note. 
3.  Ask  the  employee  to  comment  on  their  perceived  progress  since  the  last 

performance  appraisal. 
4.  Avoid  surprises  in  the  appraisal  conference.  The  effective  manager  coaches 
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and  communicates  informally  with  staff  on  a  continuous  basis,  so  there  should  be 
little  new  information  given  at  an  appraisal  conference. 

5.  Coaching  techniques  should  be  used  throughout  the  conference. 

6.  When  dealing  with  employees  with  several  either  new  or  long-standing 
problems,  the  employee  should  not  be  made  to  feel  overwhelmed  at  the  confer- 

ence. If  there  are  too  many  issues  to  be  addressed,  select  those  that  are  most 

important. 

7.  Conduct  the  conference  in  a  nondirective  and  participatory  manner.  Fre- 
quent input  from  the  employee  should  be  solicited  throughout.  The  performance 

of  the  employee  and  not  their  personal  characteristics  must  be  the  theme  of  the 
conference. 

8.  Be  prepared  with  explicit  examples  of  the  employee's  performance.  Be 
liberal  in  the  positive  examples,  and  use  examples  of  poor  performance  sparingly. 

Use  several  examples  only  if  the  employee  has  difficulty  with  self-awareness  and 
requests  specific  examples  of  problem  areas  in  performance. 

9-  Never  threaten,  intimidate,  or  use  status  in  any  manner. 
10.  Let  the  employee  know  that  the  organization  and  you  are  aware  of  their 

unique  qualities,  special  interests,  and  valuable  contributions  to  the  unit.  Remem- 
ber that  all  employees  make  some  special  contribution  to  the  work  place. 
11.  Use  terminology  and  language  that  is  clearly  understood  and  carries  the 

same  meaning  for  both  parties  involved.  Words  that  carry  a  negative  connotation 

should  be  avoided.  Do  not  talk  down  to  employees  or  use  language  that  is  inap- 
propriate for  their  level  of  education. 

12.  Goal  setting  for  further  growth  or  improvement  in  performance  should  be 

accomplished  mutually,  including  a  decision  on  how  goals  will  be  accomplished, 

how  they  will  be  evaluated,  and  what  support  is  necessary  in  order  for  the  em- 
ployee to  reach  them. 

13  Plan  on  being  available  for  employees  to  return  later  to  discuss  the  ap- 
praisal review  further.  There  is  frequently  a  need  for  the  employee  to  return  for 

elaboration  if  the  conference  did  not  go  well,  or  if  the  employee  was  given  unex- 
pected new  information.  This  is  especially  true  for  the  new  employee. 

Following  the  Interview 

1.  Both  the  manager  and  the  employee  need  to  sign  the  appraisal  form  to 

document  that  the  conference  was  held  and  that  the  employee  received  the  infor- 
mation given.  This  does  not  imply  agreement  on  the  part  of  the  employee  to  the 

information  contained  in  the  appraisal.  It  merely  documents  that  the  employee 

read  it.  An  example  of  such  a  form  is  shown  in  Display  22-1.  There  should  be  a 
place  for  comments  by  you  and  the  employee. 

2.  End  the  interview  on  a  pleasant  note. 
3.  Document  what  mutual  goals  for  further  development  have  been  agreed 

upon  by  both  parties.  The  documentation  should  include  target  dates  for  accom- 

plishment, support  needed,  and  when  goals  are  to  be  reviewed.  This  documenta- 
tion is  often  part  of  the  appraisal  form. 

4.  If  the  interview  reveals  specific  long-term  coaching  requirements,  you 

should  develop  a  method  of  follow-up  to  ensure  such  coaching  takes  pla  e 
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DISPLAY     22-1 

Performance  Appraisal  Documentation  Form 

Performance  appraisal  for: 

Name:   

Unit: 

Prepared  by: 

Reason: 

(Merit,  terminal,  end  of  probation,  general  reviews) 

Date  of  evaluation  conference: 

Comments  by  employee. 

Employee's  signature: 
(Signature  of  employee  indicates  that  the  evaluation  has  been  read.  It  does  not  signify 

acceptance  and/or  agreement.  Space  is  provided  for  any  comments  employee  wishes  to 
make.) 

Comments  by  evaluator: 
(These  comments  are  to  be  written  at  the  time  of  the  evaluation  conference  and  in  the 

presence  of  the  employee. ) 

Employee's  signature 

(From  Huston  and  Marquis,  1989) 

Date 
Evaluator's  signature 

The  Informal  Performance  Appraisal 

As  noted  previously,  the  formal  evaluation  of  the  employee  should  not  contain 

many  surprises  because  the  effective  manager  is  aware  that  day-to-day  feedback 

regarding  performance  is  one  of  the  best  methods  for  improving  work  perfor- 
mance and  building  a  team  approach.  The  word  coaching,  described  in  Chapter  15 
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has  become  a  contemporary  term  to  convey  the  spirit  of  the  manager's  role  in 
informal  day-to-day  performance  appraisals  (Quick,  1985;  Peters  and  Austin,  1985). 
Coaching  techniques  should  also  be  used  in  the  formal  appraisal  interview,  but  are 

especially  effective  for  encouraging  and/or  correcting  day-to-day  work  perfor- 
mance. 

When  coaching  is  applied  in  conjunction  with  an  informal  performance  ap- 
praisal, the  outcome  is  usually  a  positive  modification  of  behavior.  For  this  to  occur, 

however,  the  manager  must  establish  a  climate  where  there  is  a  free  exchange  of 
ideas.  In  order  for  this  coaching  feedback  to  be  effective  and  improve  the  work 
performance,  it  should  be  delivered  in  the  following  manner,  as  suggested  by  Orth 

(1990). 

1.  Be  specific,  not  general,  in  describing  behavior  that  needs  improvement. 
2.  Be  descriptive,  not  evaluative  when  describing  what  was  wrong  with  the 

work  performance. 

3.  Be  certain  that  the  feedback  is  not  self-serving;  that  it  also  meets  the  needs 
of  the  employee. 

4.  Direct  the  feedback  toward  behavior  that  can  be  changed. 

5.  Use  sensitivity  in  timing  the  feedback. 
6.  Make  sure  the  employee  has  clearly  understood  the  feedback  and  that  the 

employee's  feedback  has  also  been  clearly  heard. 

When  employees  become  aware  of  their  manager's  interest  in  their  perfor- 
mance and  personal  growth,  they  will  experience  less  anxiety  toward  the  work 

performance  appraisal.  When  the  uneasiness  that  usually  accompanies  formal  per- 
formance appraisals  is  reduced,  the  process  can  be  more  easily  used  to  set  mutual 

performance  goals. 

Summary 

Performance  appraisal  is  a  major  responsibility  in  the  controlling  function  of  man- 

agement. Although  performance  appraisal  is  never  easy,  if  used  appropriately,  it 

produces  growth  in  the  employee  and  increases  productivity  in  the  organization. 

It  is  imperative  that  managers  use  a  formalized  system  of  appraisal  and  gather 

data  regarding  employee  performance  in  a  systematic  manner,  using  many  sources. 

The  manager  should  attempt  to  be  as  objective  as  possible,  using  established 

standards  for  the  appraisal.  The  result  of  the  process  should  provide  the  manager 

with  the  necessary  information  for  meeting  training  and  educational  needs  of 

employees.  By  following  up  conscientiously  on  identified  performance  deficien 

cies,  the  manager  is  able  to  correct  problems  before  they  become  habits 

Managers  aware  of  their  own  biases  and  prejudices  will  gravitate  toward  fair 

ness  and  honesty  in  evaluating  performance.  This,  in  (urn,  increases  trust  in  the 

employees  and  promotes  a  team  spirit  and  increased  motivation. 

Use  of  day-to-day  coaching  techniques  improves  work  performance  and  re 

duces  the  anxiety  of  work  performance  appraisal.  When  anxiet)  is  reduced  during 

the  appraisal  interview  the  manager  establishes  a  relationship  conducive  i<  I  imiiu.il 

goal  setting,  which  has  a  greater  potential  to  result  in  increased  motivation  and  th
e 

correction  of  deficiencies. 
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♦        SAMPLE  CASE  ANALYSIS 

It  is  time  for  Nancy  Irwin's  annual  performance  appraisal.  She  is  an  RN  on  a 
postsurgical  unit,  dealing  with  complex  trauma  patients  requiring  high-level 
nursing  intensity.  You  are  the  evening  charge  nurse  and  have  worked  with  Ms. 
Irwin  for  the  two  years  since  she  has  graduated  from  nursing  school.  Last  year, 

in  addition  to  the  regular  1-5  rating  scale  for  job  expectations,  all  the  charge 
nurses  added  an  MBO  component  to  the  performance  appraisal  form.  Each 
employee  developed  five  goals,  in  collaboration  with  their  charge  nurse,  that 
were  supposed  to  have  been  carried  out  over  a  one  year  period. 

In  reviewing  Ms.  Irwin's  performance,  you  use  several  sources,  including 
your  written  notes  and  her  charting,  and  your  conclusion  is  that  with  her 

strengths  and  weaknesses,  overall,  she  is  a  better-than-average  nurse.  However, 
you  believe  she  has  not  grown  much  as  an  employee  over  the  past  six  months. 
This  observation  is  confirmed  by  a  review  of  the  following: 

Objective 

1 Conduct  a  mini  in-service,  or 

patient-care  conference 
twice  monthly  for  the  next 
12  months. 

Result 

Met  goal  first  two  months.  Last 
10  months  conducted  only  six 
conferences. 
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Objective 

2.  Will  attend  five  educational 

classes  related  to  work  area; 
at  least  one  of  these  will 

given  by  an  outside  agency. 

3.  Will  become  an  active  mem- 

ber of  a  nursing  committee 
at  the  hospital. 

4-  Reduce  the  number  of  late 

arrivals  at  work  by  50% 

(from  24  per  year  to  12). 

5.  Ensure  that  all  patients  dis- 
charged have  discharge 

instructions  documented  in 
their  chart. 

Result 

Attended  one  surgical  nursing 
wound  conference  in  the  city 
and  one  in-house  conference 
on  TPN. 

Has  become  an  active  member 
of  the  Policies  and  Procedures 

Committee  and  regularly  at- 
tends meetings. 

First  3  months:  not  late.  Second 
3  months:  3  late  arrivals.  Third 
3  months:  6  late  arrivals.  Last  3 
months:  6  late  arrivals. 

Incidental  notes  show  that  Ms. 

Irwin  still  frequently  forgets  to 

document  these  nursing  ac- 
tions. 

ASSIGNMENT 

As  Ms.  Irwin's  charge  nurse,  what  can  you  do  to  ensure  that  the  current  ap- 
praisal results  in  greater  growth  for  her?  What  went  wrong  with  last  year's  MBO 

plan?  Devise  a  plan  for  the  performance  appraisal. 

ANALYSIS 

This  case  could  have  several  different  approaches  depending  on  whether  mo- 
tivation or  change  theory,  or  other  rationale  was  being  implemented  to  support 

the  decisions.  In  reality,  a  manager  may  employ  several  different  theories  in 
order  to  increase  productivity.  However,  this  case  will  be  solved  using  only 
performance  appraisal  techniques  in  order  to  demonstrate  that  they  can  also 
serve  as  an  effective  method  to  control  productivity. 

There  are  several  aspects  that  seem  to  stand  out  in  the  information  pre- 
sented in  this  case.  First,  it  appears  that  Ms.  Irwin  is  a  person  who  needs  to  be 

reminded.  She  functions  well  in  objective  #3  because  she  received  monthly 
reminders  of  the  meetings  and  because  she  worked  with  a  group  of  people, 
she  was  able  to  make  a  real  contribution  to  this  committee. 

The  similarities  among  the  other  four  objectives  are  thai  they  all  required 

Ms.  Irwin  to  1)  work  alone  to  accomplish  them  and  2)  there  were  no  built-in 
reminders.  Rather  than  applying  this  performance  appraisal  critically,  the 

charge  nurse  should  expend  her  energy  in  developing  a  plan  to  help  Ms.  Irwin 
succeed  in  the  coming  months.  Nothing  is  as  depressing  or  demotivating  to  an 
employee  as  failure. 

The  following  plan  concentrates  only  on  the  MBO  portion  ol  Ms.  Irwin's  per 
formance  appraisal  and  does  not  center  on  the  rating  scale  of  job  performance, 
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PRIOR  TO  THE  INTERVIEW RATIONALE 

1. Ask  Ms.  Irwin  to  review  her 1. Gives  the  employee  oppor- 
objectives from  last  year  and tunity  for  individual  problem 

to  come  prepared  to  discuss solving  and  personal  intro- 
them. 

spection. 2. Set  a  convenient  time  for 2. Shows  interest  in,  and  re- 
you and  Ms.  Irwin  and  allow spect  for  the  employee. 

adequate  time  and  privacy. 

AT  THE  INTERVIEW RATIONALE 

I. Begin  by  complimenting 1. Shows  interest  in  and  sup- 
Nancy on  objective  #4.  Ask port  of  employee. 

her  about  her  work  on  the 

committee;  what  procedures 
she  is  working  on,  and  so 
forth. 

2. Review  each  of  the  other 2. Allows  the  employee  to  make 

four  objectives  and  ask  for her  own  judgments  about 

Ms.  Irwin's  input.  Withhold her  performance. 
any  advice  or  criticism  at 
this  point. 

3- 

Ask  Ms.  Irwin  if  she  sees  a 

3. 

Guide  the  employee  into 

pattern. problem  solving  on  her  own. 

4. 
Tell  Ms.  Irwin  that  MBO 4 This  is  an  offer  to  assist  the 

often  works  better  if  objec- employee in  achieving  im- 
tives are  reviewed  on  a proved  performance  and  is  not 

more  timely  basis  and  ask a  punitive  measure.  It  allows 
how  she  feels  about  this. the  employee  to  have  input. 

5. 
Suggest  that  she  keep  her 

5. 

Employees  should  be  en- 
unmet four  objectives  and couraged  to  meet  objectives 

add  one  new  one. unless  they  were  stated 

poorly  or  were  unrealistic. 
6. Work  with  Ms.  Irwin  in  de- 

6. 
Again  this  is  helping  the  em- 

veloping a  reminder  or ployee  to  succeed.  Do  not 
check  point  system  that  will simply  tell  employees  that 

assist  her  in  meeting  her  ob- they should  do  better;  show 

jectives. them  how. 

7. Do  not  sympathize  or  ex- 

7. 

The  focus  should  remain  on 

cuse  her  for  not  meeting growth  and  not  on  the  status 
objectives. 

quo. 

8. End  on  a  note  of  encourage- 8. Employees  often  live  up  to 

ment  and  support.  "I  know 
their  managers  expectations 

that  you  are  capable  of of  them,  and  if  those  expec- 

meeting these  objectives." 
tations  are  for  growth,  then 
the  chances  are  greater  that 
it  will  occur. 
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CASES  FOR  PROBLEM  SOLVING 

CASE  1 

Mrs.  Merrill  is  a  new  LVN-LPN  and  has  been  working  3:00  p.m. -11:00  p.m. 
on  the  unit  where  you  are  the  p.m.  charge  nurse.  It  is  time  for  her  three  month 

performance  appraisal.  In  the  facility  where  you  are  employed,  each  employee's  job 
description  is  used  as  the  standard  of  measure  for  job  performance  appraisal. 

Essentially,  you  feel  Mrs.  Merrill  is  performing  her  job  well,  but  are  somewhat 
concerned  becar.se  she  still  relies  on  the  RNs  for  even  minor  decisions  regarding 
patient  care.  While  you  are  glad  that  she  does  not  act  completely  on  her  own,  you 
would  like  to  see  her  become  more  independent.  The  patients  have  commented 

favorably  to  you  on  Mrs.  Merrill's  compassion  as  well  as  on  her  follow  through  on 
all  their  requests  and  needs. 

Mrs.  Merrill  gets  along  well  with  the  other  LVNs-LPNs  and  you  sometimes 
believe  they  take  advantage  of  her  hardworking  and  pleasant  nature.  On  a  few 

occasions  you  felt  they  inappropriately  delegated  some  of  their  work  to  her. 

In  preparing  for  Mrs.  Merrill's  upcoming  evaluation,  what  can  you  do  to  make 
the  appraisal  as  objective  as  possible?  This  will  be  her  first  evaluation  and  you  want 
it  to  be  growth  producing. 

ASSIGNMENT 

Plan  how  you  will  proceed.  What  positive  forces  are  already  present  in  this  sce- 
nario? What  negative  forces  will  you  have  to  overcome?  Support  your  plan  with 

readings  from  the  bibliography. 

CASE  2  (From  Marquis  and  Huston,  1992) 

You  are  a  middle-level  manager  in  a  public  health  department.  One  of  your 

closest  friends,  Janie  Forrest,  is  a  registered  nurse  under  your  span  of  control. 

Today,  she  called  you  and  told  you  that  she  injured  her  back  yesterday  during  a 

home  visit,  after  she  slipped  on  a  wet  front  porch.  She  said  that  the  homeowners 

were  unaware  that  she  fell  and  there  were  no  witnesses  to  the  accident.  She  states 

that  she  has  just  returned  from  her  doctor's  office  and  that  he  is  advising  six  weeks 
of  bed  rest  to  allow  her  back  to  heal.  She  requests  that  you  initiate  the  paperwork 

for  workmen's  compensation  insurance  and  disability,  as  she  has  no  sick  days available. 

Shortly  after  your  telephone  conversation  with  Ms.  Forrest,  you  decide  to  lake  a 

brief  coffee  break  in  the  lounge.  While  there,  you  overhear  a  conversation  between 

Jon  and  Lacey,  two  additional  staff  in  your  department.  Jon  states  that  he  and  Janie 

were  waterskiing  last  night,  when  she  took  a  terrible  fall,  hurting  her  back.  He 

planned  to  call  her  as  soon  as  he  finished  his  break  to  see  how  she  was  feeling. 

Your  initial  response  is  to  feel  hurt  and  betrayed  by  Ms.  Ion  est.  because  she 

has  lied  to  you.  Your  second  response  is  to  call  her  and  confront  her  with  her 

dishonesty.  You  are  angry  that  she  has  placed  you  in  this  position.  You  are  also  aware 

that  it  may  be  difficult  to  prove  that  the  injury  is  not  work  related 
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ASSIGNMENT 

1.  How  should  you  proceed? 

2.  In  what  way  (if  any)  is  this  case  related  to  performance  appraisal? 
3-  Would  it  be  appropriate  to  have  a  conference  with  Janie?  Outline  your  plan  and 

support  your  position  with  your  rationale. 

CASE  3 

Tom  Morgan  is  an  LVN-LPN  who  has  been  employed  on  your  unit  for  ten 
years.  He  is  a  middle-aged  man  supporting  a  large  family  and  it  is  common  knowl- 

edge that  he  moonlights  at  a  nursing  home  on  his  days  off.  His  work  is  generally  of 
high  quality,  but  in  reviewing  his  past  performance  appraisals  you  notice  that  in  the 
last  four  years  at  each  evaluation  he  has  been  rated  unsatisfactory  for  being  on  duty 
promptly,  as  well  as  for  not  attending  staff  development  programs.  Since  you  are 

the  new  3:00  p.m. -11:00  p.m.  charge  nurse,  you  would  like  to  be  able  to  improve  Mr. 

Morgan's  performance  in  these  two  areas. 
You  have  given  him  a  copy  of  the  evaluation  tool  and  job  description  and  have 

scheduled  his  appraisal  conference  for  10:00  p.m.,  when  the  unit  will  be  quiet  and 
you  can  go  into  the  conference  room. 

ASSIGNMENT 

How  would  you  conduct  this  performance  appraisal?  Outline  your  plan,  including 
how  you  would  begin.  What  innovative  or  creative  approach  would  you  employ  to 
provide  direction  or  improvement  in  the  mentioned  areas,  and  how  would  you 
terminate  the  session?  Be  able  to  give  the  rationale  for  your  decisions. 
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Personal  Notebook 

1.  During  your  lifetime  you  have  probably  had  many  performance  appraisals. 
These  may  have  been  evaluations  of  your  clinical  performance  during  nursing 
school  or  as  a  paid  employee.  Reflect  back  on  these  appraisals;  how  many  of 
them  encompassed  the  six  recommendations  listed  in  the  text? 

How  did  the  inclusion  or  exclusion  of  these  recommendations  influence  your 

acceptance  of  the  appraisal? 

3.  Describe  what  you  perceive  as  your  most  constructive  performance  appraisal. 

4.  Describe  what  you  perceive  as  your  most  destructive  performance  appraisal. 



CHAPTER 

23 
Professional  Control 

Other  dimensions  of  control  that  encompass  both  components  of  quality  assurance 
and  performance  appraisal  are  the  establishment  of  professional  standards  and  the 
monitoring  of  performance  by  colleagues.  In  nursing,  the  former  type  of  control 
(external)  occurs  on  a  state  and  national  level  and  provides  the  professional  criteria 
by  which  nursing  competency  in  measured.  The  latter  type  of  control  (internal) 
occurs  within  the  organization  and  is  performed  by  peers. 

Professional  Versus 
Institutional  Standards 

In  recent  years  there  has  been  much  debate  regarding  the  appropriate  mechanisms 
that  should  be  used  in  nursing  to  measure  and  ensure  quality.  Both  the  American 

Nurses  Association  (ANA)  and  the  National  League  for  Nursing  (NLN)  have  con- 
ducted studies  to  this  end.  The  question  of  responsibility  is  important  because  the 

nursing  profession  and  individual  institutions  may  use  different  criteria  to  measure 

quality.  Since  standards  form  the  basis  for  determining  quality  control  both  profes- 
sional and  institutional  standards  should  be  reviewed. 

Traditionally,  many  professions  have  had  a  great  deal  of  autonomy  in  setting 
standards  and  monitoring  the  quality  of  the  services  rendered  by  members  of  their 
profession.  This  is  still  true  today,  as  can  be  seen,  for  example,  in  medicine  and  law. 
In  keeping  with  this  tradition,  in  1976  the  ANA  adopted  a  quality  assurance  model. 

The  evaluation  model  shown  in  Figure  23-1  is  very  similar  to  the  quality  control 
models  used  in  many  organizations,  but  the  nursing  quality  assurance  model  in- 

cludes values.  Sliefert  ( 1985)  maintains  that  the  identification  of  social,  institutional, 

professional,  and  individual  values,  along  with  advances  in  scientific  knowledge 
influences  nursing  practice.  A  strong  argument  is  put  forth  by  Sliefert  for  placing 
the  responsibility  for  quality  control  in  the  hands  of  the  profession  itself,  citing 

such  reasons  as  professional  autonomy,  a  prior  history  of  self-regulation,  cost- 
effectiveness,  and  a  broader  perspective.  Sliefert  fears  that  institutional  control  of 
nursing  quality  could  result  in: 
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1.  standards  and  evaluations  inappropriate  for  nursing, 
2.  a  shift  in  the  emphasis  of  quality  assurance  from  clinical  decision  making, 

and 

3-  standards  establishment  and  quality  control  being  carried  out  by  individuals 
other  than  nurses. 

However,  Sliefert  recognizes  that  organizations  must  preserve  some  respon- 
sibility for  quality  assurance.  There  are  numerous  laws  and  regulatory  agencies 

mandating  that  organizations  also  measure  nursing  quality.  Additionally,  the  in- 
creasing professional  accountability  for  all  health-care  institutions  makes  it  manda- 

tory that  they  provide  some  assurance  to  the  consumer  of  the  quality  of  nursing 
practice.  The  structure  of  institutions  also  facilitates  quality  control  of  nursing  more 

easily  than  a  professional  organization.  Lastly,  the  history  of  nursing's  lack  of  ac- 
countability to  the  public  for  quality  care  forces  institutions  into  the  position  of 

monitoring  nursing  quality.  The  responsibility  then  for  quality  control  of  nursing 
practice  does  not  lie  solely  with  either  institutions  or  the  profession,  but  must  be  a 
shared  responsibility. 

Chapter  21  focused  on  quality  assurance,  including  professional  standards  as  a 
form  of  external  controls.  Additional  forms  of  external  control  are  licensure  and 
certification. 

Identify 

values 

Courses 
of  action Secure 

measurement 

Make 

interpretations 

FIGURE    23-1     Quality  assurance  model.  (American  Nursing  Association 

Assurance  Workbook.  Kansas  City,  ANA.  I')^6) 
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Professional  Licensure 
and  Certification 

The  states  provide  licensing  examinations  for  nurses  and  ensure  that  relicensure 

requirements  are  met.  In  addition,  states  certify  nursing  specialty  groups  such  as 
nurse  midwives,  nurse  anesthesists,  and  other  specialty  practices.  The  ANA  has 
opposed  the  trend  of  additional  licensing  for  specialty  practices,  as  it  feels  that 
specialty  licensure  is  a  responsibility  of  the  professional  organization  and  not  the 

state.  The  ANA's  position  historically  has  been  that  the  state  licensing  s  responsibility 
is  solely  to  provide  safe  and  effective  nursing  practice  for  the  health  care  consumer 
through  the  use  of  recognized  minimum  standards,  and  not  for  the  regulation  of 
advanced  practice. 

The  ANA  statement  (1980)  entitled  "Nursing:  A  Social  Policy  Statement"  in- 
cludes the  concept  of  certification  as  a  means  of  demonstrating  nursing  quality  for 

the  consumer.  Although  slow  to  gain  acceptance,  certification  by  the  ANA  is  now  a 
recognized  criterion  for  ensuring  quality  and  national  certification  has  become  the 
prestigious  goal  of  many  professional  nurses. 

It  must  be  noted  that  the  ANA  is  not  the  only  national  nursing  organization  that 
provides  certification  exams  for  nurses.  Many  other  specialty  nursing  organizations, 
such  as  Critical  Care  Nursing  and  Obstetrical  Nursing  provide  national  certification 

examinations.  However,  the  ANA  has  the  most  far-reaching  examinations  and  at 
present  offers  certification  in  17  different  areas. 

Institutions  also  offer  certain  types  of  examinations  and  certifications.  Most 

offer  certification  in  cardiopulmonary  resuscitation  (CPR),  basic  and  advanced  car- 
diac life  support  (BCLS  and  ACLS),  as  well  as  IV  therapy  certifications. 
Quality  assurance  in  nursing  practice  involves  numerous  issues,  many  being 

beyond  the  scope  of  this  book.  However,  because  nursing  managers  perform  dual 
functions,  they  must  take  some  responsibility  for  monitoring  quality  assurance  on  a 
professional,  as  well  as  an  organizational  level. 

Zl 

Internal  Professional  Controls 

The  internal  controls  of  nursing  quality  assurance  provide  the  profession  with  the 
greatest  opportunity  to  monitor  itself.  For  the  manager  there  are  three  particular 

areas  of  influence:  peer  review,  self-evaluation,  and  advocacy. 

Peer  Review 

The  concept  of  collegial  evaluation  of  nursing  practice  is  closely  related  to  the 
maintenance  of  professional  standards.  When  the  monitoring  and  assessment  of 
performance  is  conducted  by  peers  rather  than  by  supervisors,  it  is  referred  to  as  a 

peer  review.  Although  the  prevailing  practice  in  most  organizations  is  to  have  man- 
agers evaluate  employee  performance,  there  is  much  to  be  said  for  peer  review. 

The  opinion  the  manager  formulates  of  the  employee  is  not  complete  unless 
some  type  of  peer  review  data  is  gathered.  When  implemented  properly,  peer 
review  provides  the  employee  with  valuable  feedback  that  can  promote  employee 
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growth.  It  has  been  demonstrated  to  be  a  valid  tool  in  accurately  assessing  perfor- 
mance of  employees  (Lewin  and  Zwany  1976).  Peer  ratings  are  widely  used  by 

colleges  and  universities,  as  well  as  by  physicians,  but  have  not  been  as  widely 
accepted  by  business  and  industry  (Andrusyszn,  1990). 

Health-care  organizations  have  been  slow  to  adopt  peer  review  for  the  follow- 
ing reasons: 

1.  Poor  orientation  of  staff  to  the  peer  review  method.  Peer  review  is  viewed  as 
very  threatening  when  adequate  time  is  not  spent  orienting  employees  to  the 
process  and  when  necessary  support  is  not  provided  throughout. 

2.  Peers  often  feel  uncomfortable  sharing  feedback  with  co-workers,  so  they 

omit  necessary  suggestions  for  improving  the  employee's  performance.  Thus,  the 
review  becomes  more  advocacy  than  evaluation. 

3.  It  is  viewed  by  many  as  more  time-consuming  than  traditional  superior- 
subordinate  performance  appraisals. 

4.  Because  much  socializing  takes  place  in  the  work  place,  friendships  often 

result  in  inflated  evaluations,  or  interpersonal  conflict  may  result  in  unfair  ap- 

praisals. 
5.  Since  it  shifts  the  authority  away  from  management,  the  insecure  manager 

may  feel  threatened. 

Peer  review  has  its  shortcomings,  as  is  evidenced  by  some  university  teachers 

receiving  unjustified  tenure,  or  the  failure  of  physicians  to  adequately  maintain 

quality  control  among  members  of  their  profession.  Additionally,  peer  review  in- 
volves much  risk,  is  time  consuming,  and  requires  a  great  deal  of  energy.  However, 

since  performance  appraisal  is  part  of  quality  control,  it  seems  reasonable  to  expect 
that  nurses  should  have  some  input  into  the  evaluation  of  its  own  members. 

Peer  review  can  be  carried  out  in  several  ways.  It  may  require  that  reviewers 

share  results  exclusively  with  the  individual  being  reviewed,  or  with  the  employee's 

supervisor  as  well.  The  review  would  never  be  limited  to  the  employee's  super- visor. 

The  results  may  or  may  not  be  used  for  personnel  decisions.  The  frequency  of 

observations  and  the  number,  qualifications,  and  classifications  of  peer  reviewers 

need  to  be  developed  for  each  organization.  If  peer  review  is  to  be  successful,  the 

organization  must  overcome  the  inherent  difficulties  by  doing  the  following  prior 

to  implementing  a  peer  review  program. 

1.  Peer  review  appraisal  tools  must  reflect  standards  to  be  measured,  i.e.,  the 

job  description. 

2.  Staff  must  receive  a  thorough  orientation  to  the  process  prior  to  its  imple- 

mentation. The  role  of  the  manager  should  be  clearly  defined, 

3.  Ongoing  support,  resources,  and  information  must  be  made  mailable  to  the 

staff  during  the  process. 

4.  Applied  data  needs  to  be  obtained  from  uniform  sources,  i.e.  observations, 

charts,  patient-care  plans,  etc. 

5.  A  decision  must  be  made  regarding  whether  anonymous  feedback  will  be 

allowed.  This  controversial  issue  should  be  addressed  m  the  procedure. 

6.  It  must  be  decided  whether  the  peer  review  will  alien  personnel  decisions, 

and  if  so,  in  what  manner. 
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Peer  review  has  the  potential  to  increase  the  accuracy  of  performance  ap- 
praisal. It  is  hoped  that  its  use  in  nursing  will  increase  as  the  profession  gains 

autonomy.  However,  unless  managers  fully  support  and  encourage  this  type  of 
professional,  internal  control  it  is  unlikely  to  succeed. 

Professional  Appraisal 
of  Managers 

The  manager  should  use  three  sources  to  assess  their  performance:  their  superior, 
their  subordinates,  and  themselves.  Everyone  generally  has  someone  overseeing 

their  performance.  The  top-level  nursing  director  answers  to  the  CEO,  the  CEO  to 
the  board  of  trustees,  and  the  board  of  trustees  to  the  community.  Normally,  the 
individual  who  carries  out  performance  appraisals  of  managers  is  the  one  directly 
above  them  in  the  organizational  hierarchy. 

Subordinates  should  also  be  involved  in  some  manner  in  the  performance 

appraisal  of  their  managers.  Unfortunately,  this  is  rarely  the  case  in  health-care 
organizations.  In  academia,  however,  positive  results  are  frequently  achieved  as  a 
result  of  teacher  evaluation  by  students.  Likewise,  such  benefits  should  be  obtained 

when  employees  have  input  into  the  performance  appraisals  of  their  supervisors. 
Beach  (1980)  states  that  a  prerequisite  for  any  program  involving  subordinate 
evaluation  of  supervisors  is  mutual  trust  and  honesty  on  the  part  of  management 

and  employees.  He  cautions  that  because  subordinates  rarely  possess  a  full  per- 
spective or  appreciation  for  the  complete  demands  of  being  a  supervisor,  their 

ratings  should  constitute  only  a  portion  of  the  input  that  comprises  a  supervisor's 
performance  appraisal.  However,  such  valuable  input  is  totally  ignored  in  most 
organizations. 

Self-evaluation  should  be  done  periodically,  because  if  we  are  truly  honest  we 
will  find  areas  in  which  growth  is  needed.  Ellis  and  Hartley  (1992)  suggest  outlining 
areas  you  wish  to  evaluate  and  keeping  notes  on  yourself.  An  analysis  can  reveal 
strengths  and  weaknesses.  Managers  should  congratulate  themselves  on  identifying 
strengths  as  well  as  planning  how  to  overcome  weaknesses. 

Advocacy 

Through  helping  others  to  grow  and  self-actualize,  advocacy  is  a  leadership  role. 
Managers,  by  virtue  of  their  many  roles,  must  be  advocates  for  clients,  subordinates, 
and  the  profession.  In  advocating  for  clients,  Curtin  (1982)  maintained  that  nursing 

is  a  moral  art  and  that  its  purpose  is  the  "welfare  of  human  beings."  She  stated  that 
disease  results  in  decreased  independence,  loss  of  freedom  of  action,  and  inter- 

ference with  the  ability  to  make  choices.  "Thus  advocacy  becomes  the  foundation 
and  essence  of  nursing  and  nursing  has  a  responsibility  to  promote  human  advo- 

cacy" (Curtin,  1982). 
Kohnke  (1982)  maintains  that  advocacy  differs  from  ethics  or  good  nursing 

practice,  although  it  is  often  defined  as  one  or  both.  She  states  that  the  purposes  of 
an  advocate  are  1)  to  inform  clients  of  their  rights  and  2)  to  ascertain  that  clients 



PROFESSIONAL  CONTROL     ♦     369 

have  sufficient  information  upon  which  to  base  their  decisions.  Kohnke  also  stated 
that  organizations  frequently  view  advocates  as  troublemakers. 

Managers  also  must  be  advocates  for  patients.  Technological  advances  and  the 
accompanying  need  to  distribute  scarce  and  expensive  resources  have  created  new 
problems  and  ethical  dilemmas.  For  example,  although  DRGs  may  have  eased  the 
strain  on  government  fiscal  resources,  they  have  created  new  ethical  problems  such 
as  patient  dumping,  premature  patient  discharge,  and  inequality  of  care  (Huston 

and  Marquis,  1989).  It  is  the  first-  and  middle-level  manager  who  is  in  the  best 
position  to  advocate  for  patients  affected  by  problems  like  these. 

The  manager  is  also  an  advocate  for  subordinates.  Subordinate  advocacy  is  a 
neglected  concept  in  management  theory  but  an  essential  part  of  the  management 
role.  It  requires  that  managers  recognize  what  subordinates  are  striving  for,  as  well 

as  the  goals  and  values  they  consider  appropriate  (Quinn  and  Smith,  1987).  Man- 
agers can  then  guide  subordinates  toward  actualization  while  defending  their  right 

to  autonomy.  In  this  area  of  advocacy,  the  organization  provides  some  direction  in 
solving  ethical  dilemmas  involved  in  staffing,  duties  of  personnel,  and  conflicts 
between  medicine  and  nursing,  but  it  is  the  manager  who  must  resolve  such 
problems  and  live  with  the  solutions  at  the  unit  level. 

Upper-level  managers  advocate  for  subordinates  in  a  different  way.  For  exam- 
ple, the  health-care  industry  often  faces  crises  of  inadequate  human  resources 

during  nursing  shortages.  Many  organizations  make  quick,  hasty  decisions  to  find 

short-term  solutions  to  a  severe,  long-term  problem.  New  workers  have  been 
recruited  at  a  phenomenonally  high  cost  without  the  development  of  solutions  to 

the  problems  that  cause  high  worker  attrition  (Huston  and  Marquis,  1989).  The 

upper-level  manager  must  advocate  for  subordinates  in  solving  problems  and  mak- 
ing decisions  about  how  best  to  use  limited  resources.  These  decisions  must  be 

made  carefully  following  a  thorough  examination  of  the  political,  social,  economic, 
and  ethical  costs. 

Finally,  managers  must  always  be  an  advocate  for  the  nursing  profession. 

Choosing  to  enter  a  profession  amounts  to  voluntarily  biting  off  a 

chunk  of  the  human  condition.  The  professional  chooses  to  become  in- 
volved (with  expertise  and  commitment)  in  an  area  of  human  life  in  which 

important  elements  of  human  welfare  are  at  stake  and  in  which  people 

must  depend  on  experts.  In  making  that  choice,  the  professional  becomes 

committed  to  living  with  and  wrestling  with  the  problem  of  professional 
issues  and,  sometimes  unavoidable  consequences.  (Quinn  and  Smith, 
1987) 

Pellegrino  (1979)  said  that  joining  a  profession  requires  the  individual  to  make 

a  very  personal  decision  to  involve  oneself  in  a  system  of  roles  that  are  sociall) 

defined.  Thus,  entry  into  a  profession  involves  a  personal  and  public  promise  to 

serve  others  with  the  special  expertise  that  the  profession  can  provide  and  thai 

society  legitimately  expects.  Therefore,  professional  issues  are  ethical  ones;  as  the) 

pertain  directly  to  the  profession's  ability  to  live  up  to  the  promise  it  has  made  to 
society.  When  nurses  find  a  discrepancy  between  then  perceived  role  and  sen  let)  s 

expectations,  they  have  a  responsibility  to  advocate  lor  the  profession,  At  times, 
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individual  nurses  feel  that  the  problems  of  nursing  are  too  big  for  them  to  make  a 

difference.  May  (1972)  disallows  this  excuse  by  saying: 

When  we  face  questions  too  big  and  too  horrendous  to  contemplate  .  .  . 

we  tend  to  shrink  into  this  kind  of  innocence  and  make  a  virtue  of  pow- 
erlessness,  weakness,  and  helplessness.  .  .  .  With  unconscious  purpose  we 
close  our  eyes  to  reality  and  persuade  ourselves  that  we  have  escaped  it. 

If  nursing  is  to  advance  as  a  profession,  practitioners  and  managers  must 
broaden  their  sociopolitical  knowledge  base  to  have  a  better  understanding  of  the 
bureaucracies  in  which  they  live.  This  includes  speaking  out  on  consumer  issues, 

continuing  and  expanding  attempts  to  influence  legislation,  and  increasing  mem- 
bership on  governmental  health  policy-making  boards  and  councils  (Nelson,  1988). 

These  are  essential  advocacy  roles  to  the  profession. 

Summary 

Because  nursing  managers  are  professionals,  they  have  a  responsibility  for  main- 
taining quality  assurance  within  their  profession.  Nurses,  especially  managers, 

should  also  promote  and  support  peer  review  in  their  own  institutions.  They  can 
often  serve  as  role  models  for  peer  review  by  authorizing  subordinates  to  take  part 
in  the  appraisal  of  their  own  performance. 

Promoting  the  profession  is  a  responsibility  of  the  manager.  Advocacy  is  con- 
sidered one  of  the  most  vital  roles  of  the  nursing  profession.  Taking  risks,  vision, 

self-confidence,  the  ability  to  articulate  needs,  and  assertiveness  are  employed  in 
the  advocacy  role. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

You  have  been  the  head  nurse  of  a  small  neurological  unit  for  two  years. 
You  have  just  completed  a  management  course  and  have  been  inspired  by  the 
idea  of  requesting  some  input  from  subordinates  regarding  your  performance 
as  a  supervisor.  You  realize  that  there  are  risks  involved,  but  you  believe  that 
the  potential  benefits  from  the  feedback  outweigh  the  risks.  However,  because 

you  want  to  provide  some  structure  for  the  evaluation  you  spend  time  design- 
ing the  appraisal  tool  and  developing  your  plan. 

ASSIGNMENT 

What  type  of  tool  will  you  design  for  use?  What  is  your  overall  goal?  Will  you 
show  the  results  of  the  appraisal  to  your  supervisor?  How  will  you  use  the 
information  obtained?  Would  the  appraisal  forms  be  signed  or  anonymous? 
Who  would  be  included  in  the  evaluation  group?  Be  able  to  support  your  ideas 

with  an  appropriate  rationale. 

ANALYSIS 

The  first  problem  to  be  addressed  here  is  the  goal  for  the  involvement  of  the 
subordinates  in  the  appraisal  of  the  head  nurse.  Managers  should  examine 
their  motives  for  involving  subordinates  in  their  own  personnel  appraisal. 

Hidden  agendas  in  this  case  may  include  your  certainty  that  you  are  a  good 

supervisor,  but  because  you  receive  such  infrequent  encouragement  from  your 

boss,  you  feel  the  need  to  elicit  "strokes"  from  the  staff.  If  the  manager  can 
sincerely  examine  his  or  her  motives  and  find  that  the  goal  is  truly  feedback 

regarding  performance  as  a  supervisor,  then  the  appraisal  feedback  should  be 

anonymous.  The  form  should  be  designed  in  such  a  way  thai  it  forces  em- 

ployees to  address  negative  as  well  as  positive  aspects  of  performance.  This  will 

indicate  that  the  manager  trusts  their  judgment  and  is  aware  that  all  individuals 

possess  both  strengths  and  areas  of  needed  improvement 

Because  this  is  the  first  time  the  manager  has  used  this  technique  he  or  she 

may  wish  to  wait  until  it  is  known  what  information  (he  appraisal  form  gener 

ates  before  deciding  with  whom  (if  anyone)  il  will  be  shared.  The  managei  will 

have  gained  some  political  clout  with  the  stafl  by  involving  them,  but  appropri 

ate  power  communications  would  support  waiting  on  this  decision. 

Since  it  is  a  small  unit  with  only  licensed  personnel,  you  decide  to  Include 

the  entire  group.  I  lowever,  you  do  make  the  distincti<  in  ol  hav  ing  the  appi  aisei 
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state  their  worker  category  and  length  of  service  as  you  feel  that  the  more 

recent  employees  or  the  LVNs-LPNs  have  a  less  clear  picture  of  your  respon- 
sibilities and  you  would  need  to  weigh  their  comments  accordingly. 

An  example  of  an  appropriate  performance  appraisal  tool  is  shown  in  Dis- 
play 23-1.  Rather  than  focusing  on  whether  the  staff  like  or  dislike  the  manager, 

this  form  stresses  goals,  an  assessment  of  management  quality,  and  constructive 
criticism.  Although  there  is  a  concluding  section  for  additional  comments,  the 
form  has  been  designed  to  enable  employees  to  concentrate  on  improving  the 
supervision  of  their  unit  rather  than  on  individual  trivialities.  Constructing  this 
type  of  form  greatly  reduces  the  risk  to  the  manager  and  increases  the  chances 
that  information  gathered  will  be  of  value. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  have  been  with  Mercy  Hospital  since  your  graduation  from  nursing 
school.  Your  roommate  at  school,  Dina  Post,  has  also  worked  at  Mercy  since  her 
graduation.  For  the  first  year  you  and  Ms.  Post  were  assigned  to  different  units,  but 
six  months  ago  you  both  received  a  transfer  to  the  oncology  unit.  You  both  work 

3:00  p.m. -11:00  p.m.,  and  it  is  the  policy  for  the  charge  nurse  duties  to  alternate 
among  three  RNs  assigned  to  the  unit  on  a  full-time  basis.  Both  you  and  Ms.  Post  are 
among  those  assigned  to  rotate  to  the  charge  position.  You  have  been  very  much 

aware  lately  that  when  your  friend  Ms.  Post  is  "in  charge"  her  personality  seems  to 
change.  She  barks  orders  and  seems  tense  and  anxious.  She  is  an  excellent  clinical 
nurse,  and  many  of  the  staff  seek  her  consultation  regarding  patient  care  problems. 
However,  you  have  heard  several  of  the  staff  grumbling  about  her  behavior  when 

she  is  in  her  supervisory  mode.  As  Ms.  Post's  good  friend  you  do  not  want  to  hurt 
her  feelings,  but  as  her  professional  colleague  you  feel  a  need  to  share  your 
perceptions  with  her. 

ASSIGNMENT 

Describe  what  you  would  do,  how  you  would  set  up  a  meeting,  and  what  you  would 
do  and  say.  Be  able  to  justify  your  decisions  in  this  matter. 

V. ASE  2 

Mr.  Carter  is  a  49-year-old  automobile  salesman  admitted  with  severe  back 
pain.  You  are  assigned  to  be  his  primary  care  nurse  and  have  established  a  rapport 

with  him.  Mr.  Carter  has  a  "type  A  personality"  and  has  been  very  critical  of  much  of 
his  hospitalization.  He  has  been  very  upset  by  the  level  of  his  pain  following  his 
laminectomy. 

You  have  agreed  that  you  will  ambulate  him  on  your  shift  three  times,  at  4:00 
p.m.,  7:00  p.m.,  and  10:30  p.m.,  so  that  he  would  not  need  to  be  ambulated  but  once 

during  the  day  shift.  (He  did  not  care  for  many  of  the  day  staff  and  felt  that  you  did 
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DISPLAY     23-1 

Sample  Supervisor  Appraisal  Form 

ALL  STAFF  ON  R-WEST  ARE  REQUESTED  TO  FILL  OUT  THE  FOLLOWING  PERFOR- 
MANCE APPRAISAL  OF  THEIR  HEAD  NURSE.  THE  APPRAISAL  IS  ANONYMOUS,  BUT  IF 

YOU  WISH,  YOU  MAY  MAKE  AN  APPOINTMENT  WITH  ME  AND  DISCUSS  YOUR  AP- 
PRAISAL IN  PERSON. 

List  my  three  best  strengths  as  a  manager. 

1. 
2. 

3. 
List  three  areas  of  needed  improvement  in  my  management. 

1. 
2. 

3. 
What  changes  instituted  on  the  unit  in  the  past  year  have  had  positive  results? 

What  changes  instituted  on  the  unit  in  the  past  year  have  had  negative  outcomes? 

What  two  new  goals  would  you  recommend  for  the  unit  to  pursue  in  the  coming  year? 

Additional  Comments: 
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this  better  than  anyone  else.)  You  noted  the  ambulating  routine  on  his  nursing 
orders. 

Yesterday  Joan  Martin,  a  day  nurse,  was  assigned  to  Mr.  Carter  and  she  felt  his 
bowel  sounds  were  somewhat  diminished.  She  urged  him  to  ambulate  more  on  the 
day  shift,  but  he  refused  to  do  so  (the  doctor  had  ordered  ambulate  q.i.d.).  When 

Mr.  Carter's  physician  visited,  Ms.  Martin  told  him,  "Mr.  Carter  refused  to  ambulate 
more  than  once  on  our  shift."  She  did  not  elaborate  further  to  the  doctor.  The 

physician  proceeded  to  talk  very  sternly  with  Mr.  Carter  and  told  him  he  was  to  "get 

out  of  bed  three  times  on  day  shift."  Ms.  Martin  did  not  mention  this  incident  to  you 
in  her  report. 

By  the  time  you  arrived  on  duty  Mr.  Carter  was  very,  very,  angry.  He  threatened 
to  sign  himself  out  AMA  (against  medical  advice).  You  spoke  with  his  doctor,  had 
the  order  changed,  and  finally  managed  to  calm  Mr.  Carter  down.  You  then  wrote  a 

nursing  order  that  read  "Nurse  Martin  is  not  to  be  assigned  to  Mr.  Carter  again." 
When  Ms.  Martin  came  on  duty  this  morning,  the  night  shift  pointed  out  the 

notation  left  by  you.  She  was  very  angry  and  went  to  see  the  head  nurse  about  it. 

ASSIGNMENT 

Should  you  have  done  anything  differently?  If  so,  what?  Could  the  evaluation  of 
clinical  performance  by  both  you  and  Ms.  Martin  have  been  done  in  a  manner  that 
would  not  have  resulted  in  conflict?  If  you  were  Ms.  Martin,  what  could  you  have 
done  to  prevent  the  conflict?  Be  able  to  discuss  this  case  in  regard  to  its  relationship 
to  professional  trust,  peer  review,  and  assertive  communication. 

CASE  3 

You  are  a  staff  nurse  at  South  Central  Hospital.  The  patient  census  and 
acuity  at  South  Central  have  been  very  high  for  the  past  six  months.  A  higher 
turnover  than  usual  has  occurred  recently  and  a  coordinated  recruitment  effort  to 

refill  these  positions  has  been  largely  unsuccessful.  The  nursing  staff  is  demor- 
alized and  frequently  call  in  sick  or  fail  to  show  up  for  work.  Today,  you  arrive  at 

work  and  find  that  you  are  again  being  asked  to  work  shorthanded.  You  will  be  the 
only  RN  on  the  floor  for  30  patients.  Although  you  have  two  LVNs  and  two  CNAs 

assigned,  you  are  concerned  that  patient-care  safety  could  be  compromised.  A 
check  with  the  nursing  office  ascertains  that  there  is  no  additional  help  available. 

You  feel  that  you  have  "reached  the  end  of  your  rope."  The  administration  at 
South  Central  Hospital  has  been  receptive  to  employee  feedback  about  the  acute 
staffing  shortage  and  you  believe  that  they  have  made  some  efforts  to  try  to  alleviate 

the  problem.  However,  you  also  maintain  that  the  efforts  have  not  been  at  a  suffi- 
cient level,  and  that  the  hospital  will  continue  to  operate  shorthanded  as  long  as 

staff  accept  the  situation  as  it  is.  You  have  considered  quitting,  but  really  enjoy  your 

work  and  feel  a  moral  obligation  to  your  co-workers,  the  patients,  and  even  your 
superiors.  Today,  it  occurs  to  you  that  you  could  anonymously  phone  the  State 

Licensing  Bureau  and  report  South  Central  Hospital  ABC  for  consistent  understaff- 
ing  of  nursing  personnel  leading  to  unsafe  patient  care.  You  believe  this  could  be 
the  impetus  needed  to  improve  the  quality  of  care.  You  are  also  aware  of  the 
political  ramification  of  this  approach. 
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ASSIGNMENT 

Discuss  whether  or  not  you  would  take  this  action.  What  is  your  responsibility  to 
the  organization?  To  yourself?  To  the  patients?  How  do  you  make  decisions  that  have 
conflicting  moral  obligations? 

CASE  4 

You  are  a  faculty  member  of  a  college  of  nursing  at  a  major  university  in 

the  midwest.  In  addition  to  your  teaching  and  committee  responsibilities  in  nurs- 

ing, you  are  a  member  of  a  university-wide  committee  that  selects  outstanding 
faculty  from  across  the  campus  in  recognition  of  their  excellence  in  teaching  as  well 

as  their  professional  accomplishments.  You  have  learned  a  great  deal  on  this  com- 
mittee and  believe  that  you  have  been  an  objective  and  contributory  member. 

Recently,  the  committee  met  to  determine  the  winner  of  the  Outstanding  Edu- 
cator Award.  Several  faculty  from  the  school  of  nursing  have  been  nominated.  In 

reviewing  the  applicant  files,  you  find  that  one  file  from  one  school  of  nursing 
faculty  member  contains  many  overstatements  and  several  misrepresentations.  You 

know  for  a  fact  that  this  faculty  member  did  not  complete  several  of  the  accomplish- 
ments listed,  as  she  is  a  friend  and  close  colleague.  She  did  not,  however,  know  that 

you  were  a  member  of  this  committee  and  thus  would  be  aware  of  this  deception. 
When  the  university  committee  met,  several  members  commented  on  the 

impressive  file  of  this  faculty  member.  Although  you  were  able  to  covertly  dissuade 
them  from  further  considering  her  nomination,  you  are  left  with  many  uneasy 

feelings  as  well  as  some  anger  and  sadness. 

You  realize  that  as  she  did  not  receive  the  nomination  for  Outstanding  Educa- 
tor, there  is  minimal  actual  danger  regarding  the  deceptions  in  the  file  being  used 

inappropriately  at  this  time.  However,  you  do  recognize  that  you  will  not  be  on  the 

university  committee  next  year  and  that  if  she  were  to  submit  an  erroneous  applica- 
tion again,  she  could,  in  fact,  be  widely  considered  for  the  award.  You  also  under- 

stand that  even  with  the  best  of  intentions  and  the  most  therapeutic  of  communica- 
tions techniques,  confronting  your  friend  with  her  deception  will  cause  her  to  lose 

face  and  will  probably  result  in  an  unsalvageable  friendship.  In  addition,  even  if  you 
did  confront  her,  there  is  little  that  you  could  do  to  stop  her  from  repeating  her 

actions,  short  of  formally  reporting  her  conduct  to  your  dean. 

ASSIGNMENT 

Determine  what  you  will  do.  Do  the  potential  costs  outweigh  the  potential  benefits? 

Be  realistic  about  what  vou  would  do  in  this  situation. 

CASE  5 

You  are  a  senior  baccalaureate  nursing  student  in  your  sixth  week  ol  an 

advanced  medical-surgical  practicum.  Your  instructor  assigns  two  students  to  work 

together  caring  for  a  group  of  4-6  patients.  The  students  alternate  leader  and 

follower  roles,  as  well  as  providing  total  patient  care.  This  is  the  second  full  day  that 

you  have  worked  as  a  team  with  Dorothy  Williams,  a  fellow  student. 

Last  week,  when  you  were  assigned  with  Ms.  Williams,  she  was  the  leader  and 

made  numerous  errors  in  judgment    She  ambulated  a  patient  who  was  on  Mini 
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bedrest,  gave  an  IV  medication  to  the  wrong  patient,  and  administered  morphine 
too  soon  as  she  forgot  to  record  the  time  in  the  medication  record.  Also,  she 
frequently  did  not  seem  to  know  what  was  wrong  with  her  patients. 

Today  you  have  been  the  leader  and  you  observed  her  contaminate  a  dressing 
and  forget  to  check  arm  bands  twice  while  giving  medications.  When  you  asked  her 
about  checking  the  placement  of  the  nasogastric  tube,  she  did  not  know  how  to 
perform  this  skill  or  that  she  was  required  to  do  so.  You  have  overheard  some  of  the 
other  students  complain  about  Ms.  Williams. 

ASSIGNMENT 

State  your  obligation  to  your  patients,  your  fellow  students,  the  clinical  agency,  and 
your  instructor.  Delineate  what  you  would  do  first,  second,  etc.  Give  the  rationale 
for  your  decisions. 
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Personal  Notebook 

1.  Is  it  easier  for  you  to  give  constructive  feedback  to  a  friend  or  to  someone  who  is 
merely  an  acquaintance? 

2.  What  types  of  feedback  from  others  have  helped  you  grow  and  gain  insight? 

3.  How  often  do  you  request  feedback  regarding  your  performance  from  others? 



CHAPTER 24 
Discipline  and  Coaching 

The  coordination  and  cooperation  necessary  to  meet  organizational  goals  requires 

that  managers  control  the  individual  urges  of  subordinates  that  are  counterproduc- 
tive to  these  goals.  The  manager  does  this  by  enforcing  established  rules,  policies, 

and  procedures.  Subordinates  do  this  by  maintaining  self-control. 
When  employees  are  unsuccessful  in  meeting  organizational  goals,  the  man- 
ager must  attempt  to  identify  the  reasons  for  this  failure  and  counsel  the  employee 

accordingly.  If  employees  fail  because  they  are  unable  to  follow  rules  or  established 
policies  and  procedures,  or  if  they  are  unable  to  perform  their  duties  adequately 
despite  assistance  and  encouragement,  the  manager  has  an  obligation  to  discipline 
the  employee. 

Constructive  versus 
Destructive  Discipline 

Scientific  management  viewed  discipline  as  a  necessary  means  for  controlling  an 

"unmotivated  and  self-centered  work  force."  Because  of  this  philosophy  about  man 
and  organizations,  managers  employed  threats  and  fear  as  the  primary  means  of 
controlling  behavior.  Cautionary  written  warnings  of  termination  were  rampant 
and  the  employee  was  always  alert  to  an  impending  penalty  or  termination.  This 

"big  stick"  approach  to  management  focused  on  eliminating  all  behavior  that  could 
be  considered  in  conflict  with  organizational  goals,  without  regard  for  employee 

growth.  Although  this  method  may  succeed  on  a  short-term  basis,  it  is  demotivating 
and  reduces  productivity  over  the  long  term.  This  occurs  because  individuals  will 
achieve  only  at  the  level  they  feel  is  necessary  to  avoid  punishment.  This  approach 
is  also  destructive  and  demoralizing  as  discipline  is  often  administered  arbitrarily, 

and  is  unfair  either  in  the  application  of  rules  or  in  the  resulting  punishment.  "In 
examining  the  history  of  crime,  punishment  has  never  been  shown  to  be  an  effec- 

tive deterrent.  The  individual  who  breaks  rules  does  not  plan  that  far  ahead.  They 

are  not  thinking  of  the  consequences  of  their  actions,  only  their  immediate  needs" 
(Beach,  1980). 

Constructive  discipline  is  used  as  a  means  of  helping  the  employee  grow,  and 
not  as  a  punitive  measure.  Webster  includes  punishment  in  defining  discipline,  but 

Bessie  I.  Marquis  and  Carol  Jorgensen  Huston,  Management  Decision-Making 
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also  defines  discipline  as  "to  instruct,  educate,  train,  regulate,  or  govern"  (Webster, 
1979).  In  fact,  the  origin  of  the  word  "discipline"  comes  from  the  Latin  term 

"disciplina"  which  means  teaching,  learning  (Lewis  and  Spicer,  1987).  Punishment 
may  be  applied  for  improper  behavior  in  constructive  discipline,  but  this  is  carried 
out  in  a  supportive,  corrective  manner.  The  employee  is  reassured  that  the  given 
punishment  is  a  result  of  their  actions,  and  not  because  of  who  they  are  as  a  person. 

The  primary  emphasis  in  constructive  discipline  is  in  assisting  employees  to 

behave  in  a  manner  that  allows  them  to  be  self-directed  in  meeting  organizational 
goals.  Before  employees  can  focus  energy  on  meeting  organizational  goals,  they 
must  feel  secure  in  the  workplace.  This  security  develops  only  when  staff  know  and 
understand  organizational  rules  and  penalties  and  when  rules  are  applied  in  a  fair 
and  consistent  manner.  In  an  environment  that  promotes  constructive  discipline, 

employees  are  generally  self-disciplined  to  conform  with  established  rules  and 
regulations  and  the  primary  role  of  the  manager  becomes  that  of  coordinator  and 

helper,  rather  than  enforcer. 

Self-Discipline 

The  highest  level  and  most  effective  form  of  discipline  is  self-discipline.  Ideally,  all 

employees  should  have  adequate  self-control  and  should  be  self-directed  in  their 
pursuit  of  organizational  goals.  Unfortunately,  this  is  not  always  the  case. 

Although  self-discipline  is  internalized,  the  manager  can  play  an  active  role  in 
developing  an  environment  that  promotes  it.  Health  Care  Education  Associates 

(1987)  identified  four  factors  that  must  be  present  to  foster  a  climate  of  self- 
discipline.  The  first  of  these  factors  is  employee  awareness  and  understanding  of 
rules  and  regulations  that  govern  behavior.  These  must  be  clearly  written  and 

communicated  to  subordinates.  Young  and  Hayne  ( 1988)  stated  that  the  most  com- 
mon reason  for  unsatisfactory  work  performance  is  that  the  employee  thinks  they 

are  performing  satisfactorily.  In  other  words,  the  employee  does  not  know  there  is  a 

problem,  frequently  because  of  a  lack  of  feedback.  Marriner-Tomey  ( 1992)  concurs, 

stating  that  a  lack  of  knowledge  about  policies  and  procedures  is  a  major  cause  of 

the  need  for  disciplinary  action.  Managers  must  discuss  rules,  policies,  and  proce- 
dures with  subordinates,  explain  the  rationale  for  their  existence,  and  encourage 

questions.  It  is  impossible  for  an  employee  to  have  self-control  if  they  do  not 

understand  what  are  acceptable  boundaries  for  their  behavior.  Likewise,  an  individ- 

ual cannot  be  self-directed  if  they  do  not  understand  what  is  expected  of  them. 

Another  factor  that  must  exist  is  an  atmosphere  of  mutual  trust  Managers  must 

believe  that  employees  are  capable  of,  and  actively  seeking  self-discipline.  Like*  ise, 

employees  must  perceive  the  manager  as  honest  and  trustworthy  Employees  often 

lack  the  security  for  self-discipline  if  they  do  not  trust  their  managers  motives, 

The  third  factor  is  that  formal  authority  must  be  used  judiciously.  Approx- 

imately one-half  of  grievance  cases  appealed  before  an  arbitrator  by  labor  unions 

involved  disciplinary'  action.  In  about  one-half  of  those  cases,  management  either 

reversed  or  modified  its  decision  when  the  individual's  appeal  was  upheld  (Mar 

riner-Tomey,  1992).  If  formal  discipline  is  quickly  and  widely  used,  subordinates  are 

not  given  the  opportunity  for  sell  discipline. 

Another  important  factor  in  self-discipline  is  that  employees  should  ideutily 
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with  the  goals  of  the  organization.  When  the  employees  accept  the  goals  and 

objectives  of  an  organization,  they  are  more  likely  to  accept  the  standards  of  con- 
duct deemed  acceptable  by  that  organization. 

Fair  and  Effective  Rules 

There  are  several  rules  that  should  be  followed  if  employees  are  to  perceive  the 

manager's  purpose  for  discipline  as  growth  and  not  retaliation.  This  does  not  infer 
that  subordinates  enjoy  being  disciplined,  or  that  discipline  should  be  a  regular 
means  of  promoting  employee  growth.  However,  if  implemented  correctly  it 
should  not  result  in  permanent  alienation  and  demoralization  of  a  subordinate. 

McGregor  (1967)  developed  a  set  of  rules  for  enforcing  discipline  so  as  to 

make  it  as  fair  and  growth  producing  as  possible.  These  rules  were  called  "hot  stove 
rules"  because  they  can  be  compared  to  someone  touching  a  hot  stove.  The  follow- 

ing rules  explain  his  theory: 

1.  All  individuals  must  be  forewarned  that  if  they  touch  the  hot  stove  (i.e., 
break  a  rule),  they  will  be  burned  (punished  or  disciplined).  They  must  know  the 
rule  beforehand  and  be  aware  of  the  punishment. 

2.  If  the  individual  touches  the  stove  (i.e.,  breaks  a  rule),  there  will  be  immedi- 

ate consequences  (getting  burned).  All  discipline  should  be  administered  imme- 
diately after  rules  are  broken. 

3-  If  the  individual  touches  the  stove  again,  they  will  again  be  burned.  There- 
fore, there  is  consistency.  Each  time,  the  rule  is  broken,  there  are  immediate  and 

consistent  consequences. 
4.  If  any  other  individual  touches  the  hot  stove,  they  will  also  get  burned. 

Discipline  must  be  impartial  and  everyone  must  be  treated  in  the  same  manner  if 
the  rule  breaking  is  the  same. 

Unfortunately,  most  rule  breaking  is  not  enforced  using  McGregor's  rules.  For 
example,  many  individuals  exceed  the  speed  limit  when  driving.  Generally,  individ- 

uals are  aware  of  speed  limits  and  signs  are  posted  along  the  roadway  to  remind 
individuals  of  the  regulations.  Thus,  there  is  forewarning.  However,  there  is  no 
immediacy,  consistency,  or  impartiality.  Many  individuals  exceed  the  speed  limit  for 
long  periods  of  time  before  they  are  stopped  and  disciplined,  or  they  may  never  be 
disciplined  at  all.  Likewise,  an  individual  may  be  stopped  and  disciplined  one  day 
and  not  the  next,  even  though  the  same  rule  is  broken.  Finally,  the  punishment  is 
inconsistent  in  that  some  individuals  are  punished  for  their  rule  breaking  and 
others  are  not.  Even  the  penalty  different  individuals  pay  may  not  be  the  same. 

Continuing  with  this  example,  imagine  that  someday  automobiles  will  be  de- 
veloped that  require  the  driver  to  place  a  built-in  electronic  sensor  on  the  end  of 

their  finger,  before  the  automobile  will  operate.  The  purpose  of  this  sensor  would 
be  to  deliver  a  low  level,  but  painful  electrical  shock  to  the  driver  every  time  his  or 
her  car  exceeds  the  posted  speed  limit.  The  driver  would  be  forewarned  regarding 
the  consequence  of  breaking  the  speed  limit  rule.  If  each  time  the  rule  was  broken 
the  driver  immediately  received  an  electrical  shock,  and  if  all  automobiles  included 
this  feature,  it  is  the  contention  of  the  authors  that  speeding  would  be  virtually 
eliminated. 
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If  a  rule  or  regulation  is  worthwhile,  it  should  be  enforced  (Marquis  and  Hus- 
ton, 1987).  When  the  violation  of  rules  is  allowed  to  go  unpunished,  groups  gener- 
ally adjust  to  and  replicate  the  low-level  performance  of  the  rule  breaker  (Strauss 

and  Sayles,  1972).  Likewise,  the  average  worker's  natural  inclination  to  obey  rules 
can  be  dissipated  by  lax  or  inept  enforcement  policies,  leading  employees  to 
develop  contempt  for  managers  who  allow  rules  to  be  disregarded  (Beyers  and 

Phillips,  1979).  The  enforcement  of  rules  using  McGregor's  guide  for  rule  fairness 
keeps  morale  from  disintegrating  and  allows  for  structure  within  the  organization. 

However,  there  should  be  as  few  rules  or  regulations  as  possible,  and  all  of 
them  should  be  reviewed  on  a  regular  basis  to  see  if  they  should  be  deleted  or 
modified  in  some  way.  If  managers  find  themselves  spending  all  their  time  enforc- 

ing one  particular  rule,  it  would  be  wise  to  reexamine  it  and  to  consider  whether 

there  is  something  wrong  with  the  rule  or  how  it  is  communicated  (Marquis  and 
Huston,  1992). 

Discipline  as  a  Progressive  Process 

Occasionally  employees  continue  to  display  undesirable  conduct,  either  by  break- 
ing rules,  or  inadequate  job  performance.  Further  action  should  be  taken  in  these 

situations.  Managers  have  the  authority  and  the  responsibility  to  take  progressively 
stronger  measures  when  employees  continue  to  fail  to  meet  expected  standards  of 
achievement.  Most  progressive  discipline  systems  utilize  the  following  steps. 

1.  Generally,  the  first  step  of  the  disciplinary  process  is  the  informal  reprimand 
or  verbal  admonishment.  This  reprimand  includes  an  informal  meeting  between 

the  employee  and  the  manager  to  discuss  the  broken  rule  or  performance  defi- 
ciency. This  meeting  is  always  done  in  private.  Suggestions  are  given  to  the  em- 
ployee on  how  their  behavior  might  be  altered  to  keep  the  rule  from  being  broken 

again.  Often,  informal  reprimand  is  all  that  is  needed  for  behavior  modification. 
Because  nothing  is  in  writing,  and  the  meeting  is  in  private,  the  manager  may  want 

to  make  an  anecdotal  record  to  prove  that  a  verbal  reprimand  was  given  (Marriner- 
Tomey  1992).  Too  formal  an  approach  to  handling  minor  offenses  can,  however,  be 
counterproductive. 

2.  The  second  step  is  a  formal  reprimand  or  written  admonishment.  If  the 
undesired  behavior  recurs  after  a  verbal  admonishment,  the  manager  again  meets 

with  the  employee  and  issues  a  formal  written  warning  about  the  behaviors  that 
must  be  corrected.  This  warning  is  very  specific  about  what  rules  or  policies  have 

been  violated,  as  well  as  what  the  consequences  will  be  if  behavior  is  not  altered  to 

meet  the  expectations  of  the  organization.  The  written  admonishment  should  in- 

clude any  reference  to  prior  informal  reprimands,  an  employee  explanation  of  the 

incident(s)  in  question,  a  plan  of  action  to  achieve  the  expected  change  or  improve- 

ment, and  employee  feedback  regarding  that  plan  (Health  Care  Education  Associ 

ates,  1987).  Display  24-1  depicts  a  form  that  could  be  used  for  a  written  reprimand. 

Both  the  employee  and  the  manager  should  sign  the  written  warning.  One  cop}  is 

then  given  to  the  employee  and  another  is  retained  in  the  employee's  personnel file. 

3.  The  third  step  in  progressive  discipline  is  usually  a  suspension  from  work 

without  pay.  If  an  employee  continues  the  undesired  behavior  despite  verbal  m^\ 
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DISPLAy     24-1 

Sample  Written  Reprimand  Form 

Employee  name 

Position   Date  of  hire 

Person  completing  report 

Position   

Date  of  incident(s)   

Description  of  incident: 

Date  report  completed 

  Time   

Prior  attempts  to  counsel  employee  regarding  this  behavior  (cite  date  and  results  of 

disciplinary  conferences): 

Disciplinary  contract  (plan  for  correction)  and  time  frame: 

Consequences  of  future  repetition: 

Employee  comments  (additional  documentation  or  rebuttal  may  be  attached): 

Signature  of  individual 
making  the  report 

Employee  signature 

Date  Date 

Date  and  time  of  follow-up  appointment  to  review  disciplinary  contract: 
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written  warnings,  the  manager  should  remove  the  employee  from  their  job  for  a 
brief  period  of  time,  generally  a  few  days  to  several  weeks.  In  addition,  if  the 
situation  is  serious  enough  to  require  action  before  a  full  investigation  can  be 
conducted,  it  may  be  better  to  suspend  the  employee,  subject  to  reinstatement  after 

the  investigation,  rather  than  take  more  immediate  drastic  action  (Marriner-Tomev, 
1992). 

4.  The  last  step  in  progressive  discipline  is  involuntary  termination  or  dis- 
missal. Termination  should  always  be  the  last  resort  in  dealing  with  poor  perfor- 
mance. However,  if  the  manager  has  given  repeated  warnings,  and  the  employee 

continues  to  break  rules  or  violate  policy,  they  should  be  terminated.  Although  this 
is  difficult  and  traumatic  for  the  employee,  the  manager,  and  the  unit  as  well,  the 

costs  involved  in  keeping  such  an  employee  in  the  organization  in  terms  of  mana- 
gerial and  employee  time  and  unit  morale  are  enormous. 

In  using  progressive  discipline  it  is  important  to  remember  that  the  steps  are 
followed  progressively  only  for  repeated  infractions  of  the  same  rule.  For  example, 
even  though  an  employee  has  received  a  prior  formal  reprimand  for  an  unexcused 
absence,  discipline  for  a  first  time  offense  of  tardiness  should  begin  at  the  first  step 

of  the  process.  It  is  also  important  to  remember  that  although  discipline  is  gener- 
ally administered  progressively,  some  rule  breaking  is  so  serious  that  the  employee 

may  be  suspended  or  dismissed  with  the  first  infraction.  Table  24-1  presents  a  guide 
of  progressive  discipline  for  specific  offenses  for  managers. 

Another  critical  aspect  of  using  progressive  discipline,  is  that  in  all  but  the  most 
serious  infractions,  the  slate  be  wiped  clean  after  a  predesignated  period,  generally 

one  to  two  years  (Beach,  1980).  There  is  little  justification  for  perpetually  holding 
infractions  against  employees  if  the  employee  has  since  modified  their  behavior. 

Principles  of  Disciplinary  Action 

It  is  vital  that  managers  recognize  the  power  they  hold  in  evaluating  and  correcting 

the  behavior  of  the  employee.  Because  an  individual's  job  is  very  important  to  them 
(often  a  factor  in  their  self-esteem,  as  well  as  livelihood),  disciplining  or  taking  away 

an  individual's  job  is  a  very  serious  action  and  should  not  be  taken  lightly  (Marquis 
and  Huston,  1992).  There  are  several  principles  the  manager  should  follow  to 

ensure  that  discipline  is  fair  and  produces  growth. 
1.  The  first  principle  the  manager  must  follow  is  to  thoroughly  investigate  the 

situation  that  has  prompted  the  need  for  discipline.  Has  the  employee  been  in- 
volved in  a  situation  like  this  before?  Were  they  disciplined  for  ii,  and  what  was  their 

reaction  to  the  corrective  action?  How  serious  or  potentially  serious  is  the  current 

problem  or  infraction?  Who  else  was  involved  in  the  situation?  Does  this  employee 

have  a  history  of  other  types  of  disciplinary  problems?  What  is  the  quality  of  this 

employee's  work  performance?  Have  other  employees  in  the  organization  also 
broken  this  rule?  How  were  they  disciplined?  Could  there  be  a  problem  with  the 

rule  or  policy?  Were  there  any  special  circumstances  that  could  haw  contributed  to 

the  problem  in  this  situation?  What  disciplinary  action  is  suggested  by  organiza 

tional  policies  for  this  type  of  Offense?  Will  this  type  of  disciplinary  action  keep  the 

infraction  from  recurring?  Wise  managers  will  ask  themselves  .ill  i  >l  these  questions 

so  that  a  fair  decision  can  be  reached  about  an  appropriate  course  ol  action 
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TABLE     24-1 

Suggested  Guide  of  Disciplinary  Actions 

First  Second  Third  Fourth 

Infraction         Infraction         Infraction      Infraction Offense 

Gross  mistreatment 

of  a  patient. 

Discourtesy  to  a 

patient. 
Insubordination. 

Use  of  intoxicants 

while  on  duty. 

Neglect  of  duty. 

Theft  or  willful 

damage  of 

property. 
Falsehood. 

Unauthorized 

absence. 

Abuse  of  leave 

Deliberate  violation 
of  instruction. 

Violation  of  safety 
rules. 

Fighting. 

Inability  to  main- 
tain work 

standards. 

Excessive  unex- 

cused  tardiness.* 

Dismissal 

Verbal  admon- 
ishment 

Written  admon- 
ishment 

Dismissal 

Verbal  admon- 
ishment 

Written  admon- 
ishment or 

dismissal 

Verbal  admon- 
ishment 

Verbal  admon- 
ishment 

Verbal  admon- 
ishment 

Verbal  admon- 
ishment 

Verbal  admon- 
ishment 

Verbal  admon- 
ishment 

Verbal  admon- 
ishment 

Verbal  admon- 
ishment 

Written  admon-      Suspension 
ishment 

Suspension 
Dismissal 

Written  admon-      Suspension 
ishment 

Dismissal 

Written  admon- 
ishment 

Written  admon- 
ishment 

Written  admon- 
ishment 

Written  admon- 
ishment 

Written  admon- 
ishment 

Written  admon- 
ishment 

Written  admon- 
ishment 

Written  admon- 
ishment 

Dismissal 

Dismissal 

Suspension 

Suspension 

Dismissal 

Suspension 

Suspension 

Dismissal 

Dismissal 

Dismissal 

Dismissal 

Dismissal 

Dismissal 

Dismissal 

•The  first,  second,  and  third  infractions  do  not  mean  the  first,  second,  and  third  time  an  employee  is 
late,  but  the  first,  second,  and  third  time  that  unexcused  tardiness  becomes  excessive  as  determined 
by  the  manager. 
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2.  Another  principle  of  disciplinary  action  is  that  the  manager  should  attempt 
to  recognize  unacceptable  behaviors  early  and  counsel  the  employee  as  soon  as  a 

problem  is  suspected.  "An  employee  does  not  usually  come  to  a  job  performing 
badly  (he/she  would  not  have  been  hired  in  the  first  place),  but  rather  develops 

unacceptable  patterns  of  behavior"  (Young  and  Hayne,  1988).  Disciplinary  prob- 
lems, if  unrecognized  or  ignored,  generally  do  not  go  away;  they  get  worse. 

3.  The  wise  manager  will  also  adhere  to  a  policy  of  always  consulting  with  a 

superior  or  the  personnel  department  prior  to  dismissing  an  employee.  Most  organi- 
zations have  very  clear  policies  about  which  actions  constitute  grounds  for  dis- 

missal, as  well  as  how  that  dismissal  should  be  handled.  In  an  effort  to  protect 
oneself  from  charges  of  willful  or  discriminatory  termination,  managers  should 

carefully  document  the  behavior(s)  that  occurred,  as  well  as  any  attempts  to  coun- 
sel the  employee. 
4.  A  fourth  principle  of  disciplinary  action  is  that  privacy  must  be  maintained. 

Because  such  action  may  adversely  affect  the  ego  of  the  employee,  all  discipline, 
even  informal  admonishments,  should  be  done  in  private.  Although  the  manager 
should  administer  feedback  to  the  employee  as  soon  as  their  rule  breaking  or 

inappropriate  behavior  has  occurred,  it  is  never  acceptable  to  do  this  in  front  of 
patients  or  peers.  The  manager  must  also  be  careful  not  to  discuss  the  reasons  for 
terminating  one  employee  with  others,  or  to  make  negative  comments  regarding 
past  employees,  which  may  discourage  other  employees  or  reduce  their  trust 
(Health  Care  Education  Associates,  1987).  By  helping  the  employee  save  face,  there 

is  less  possibility  of  future  resentment  and  a  greater  chance  for  future  cooperation 

(Marriner-Tomey,  1992). 

5.  It  is  recommended  that  the  manager  learn  to  discipline  the  employee's  ac- 
tions, not  the  employee  as  a  person.  When  disciplining  an  employee,  the  manager 

should  emphasize  that  it  was  the  act  that  was  unacceptable,  not  the  employee 

as  a  person  (Marriner-Tomey  1992). 
6.  The  prudent  manager  will  also  follow  a  policy  to  carefully  document  all 

counseling  and  disciplinary  efforts.  Obviously,  the  more  objective,  specific,  and 

complete  the  documentation,  the  better  for  all  parties  involved.  This  type  of  docu- 
mentation does  not  occur  automatically.  There  should  be  planned  development  of 

these  skills  in  the  new  manager  (Young  and  Hayne,  1988). 

Performance  Deficiency  Coaching 

Another  strategy  that  can  be  used  by  the  manager  in  discipline  and  limit  setting  is 

performance  deficiency  coaching.  Coaching  means  one  person  helping  the  other 

to  reach  an  optimum  level  of  performance.  The  emphasis  is  always  on  assisting  the 

person  in  recognizing  greater  options,  in  clarifying  statements,  and  in  encouraging 

personal  growth  (Marquis  and  Huston,  1992). 

Coaching  may  be  ongoing  or  problem  centered.  In  ongoing  coaching,  (lie 

manager  provides  immediate,  ongoing  feedback  to  employees.  This  spontane- 

ous coaching  is  generally  viewed  as  helpful  by  the  employee  and  not  as  a  criti 

cism  of  their  ability.  Because  the  role  of  (he  coach  is  less  threatening  than  thai  of 

enforcer,  the  manager  has  the  opportunity  to  become  a  supporter,  enabler,  a\k\ 

helper. 
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Problem  centered  or  performance  deficiency  coaching  is  less  spontaneous  and 

requires  more  managerial  planning  than  ongoing  coaching.  In  this  type,  the  man- 
ager actively  brings  areas  of  unacceptable  behavior  or  performance  to  the  attention 

of  the  employee  and  works  with  them  to  establish  a  short-term  plan  of  correction. 
Orth,  Wilkinson,  and  Benfari  (1990)  stated  that  performance  deficiency  coaching 

should  not  be  viewed  as  a  one-time  way  of  solving  problems,  but  as  a  way  of 
helping  employees,  over  time,  improve  (change)  their  performance  (behavior  and 
results)  to  the  highest  level  of  which  they  are  capable.  As  such,  the  development, 
use,  and  mastery  of  performance  deficiency  coaching  should  result  in  improved 

performance  for  all.  The  scenario  depicted  in  Display  24-2  is  an  example  of  perfor- 
mance deficiency  coaching. 

When  coaching  is  unsuccessful  in  modifying  employee  behavior,  the  manager 
must  take  more  aggressive  steps  and  use  more  formal  disciplinary  measures. 

The  Disciplinary  Conference 

After  having  thoroughly  investigated  the  employee's  offense,  the  manager  must 
confront  the  employee  with  their  findings.  This  occurs  in  the  form  of  a  disciplinary 
conference.  Health  Care  Education  Associates  (1987)  have  identified  the  following 
steps  in  the  disciplinary  conference: 

1 .  State  the  problem  clearly  and  specifically '  and  refer  to  prei  ions  discussions  of 
the  rule  violation.  It  is  important  in  this  situation  that  the  manager  not  be  hesitant 

or  apologetic.  Novice  nursing  managers  often  feel  uncomfortable  with  the  disci- 
plinary process  and  may  provide  unclear  or  mixed  messages  to  the  employee  re- 
garding the  nature  or  seriousness  of  a  disciplinary  problem.  Managers  must  assume 

the  authority  given  to  them  by  their  role;  a  major  responsibility  in  this  role  is 
evaluating  employee  performance  and  suggesting  appropriate  action  for  improved 
or  acceptable  performance. 

2.  Get  input  from  the  employee  regarding  why  there  has  been  no  improvement. 
It  is  always  important  to  give  the  employee  an  opportunity  to  explain  any  limiting 
or  extraneous  factors  that  you  may  not  be  aware  of.  Allowing  employees  to  provide 
feedback  in  the  disciplinary  process  assures  them  recognition  as  a  human  being 
and  reassures  them  that  your  ultimate  goal  is  to  be  fair  and  promote  employee 

growth. 
3.  Explain  the  disciplinary  action  you  are  going  to  take  and  why.  Although  the 

manager  must  keep  an  open  mind  to  new  information  that  may  be  gathered  in  step 

two,  they  should  have  made  some  preliminary  assessments  regarding  the  disciplin- 
ary action  that  is  appropriate  for  the  offense.  This  discipline  should  be  communicat- 

ed to  the  employee.  The  employee  who  has  been  previously  counseled  should  not 
be  surprised  at  the  punishment  to  be  given,  as  the  ramifications  of  future  rule 
breaking  should  have  been  discussed  at  the  last  conference. 

4.  Describe  the  behavioral  change  that  is  expected  and  list  the  steps  needed  to 

achieve  this  change.  Explain  what  the  consequences  of  failure  to  change  will  be. 
Again,  it  is  important  that  the  manager  not  be  apologetic  or  hesitant.  This  will  create 

confusion  in  the  employee's  mind  about  the  gravity  of  the  rule  breaking.  Employees 
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DISPLAY     24-2 

Performance  Deficiency  Coaching  Scenario 

Coach:  I  am  concerned  that  you  have  been  regularly  coming  into  report  late.  This 
interrupts  the  other  employees  who  are  trying  to  hear  report  and  creates  overtime  as 

the  night  shift  must  stay  and  repeat  report  on  the  patients  you  missed.  It  also  makes  it 
difficult  for  your  modular  team  members  to  prioritize  their  plan  of  care  for  the  day  if 

the  entire  team  is  not  there  and  ready  to  begin  at  0700.  Why  is  this  problem  occurring? 

Employee:  I've  been  having  problems  lately  with  an  unreliable  babysitter  and  my  car  not 

starting.  It  seems  like  it's  always  one  thing  or  another  and  I'm  upset  about  not  getting  to 
work  on  time  too.  I  hate  starting  my  day  off  behind  the  eight  ball. 

Coach:  This  hospital  has  a  longstanding  policy  on  attendance  and  it  is  one  of  the  criteria 

that  is  used  to  judge  work  performance  on  your  performance  appraisal. 

Employee:  Yes,  I  know.  I'm  just  not  sure  what  I  can  do  about  it  right  now. 
Coach:  What  approaches  have  you  tried  in  resolving  these  problems? 

Employee:  Well,  I'm  buying  a  new  car,  so  that  should  take  care  of  my  transportation 

problems.  I'm  not  sure  about  my  babysitter  though.  She's  young  and  not  very  responsi- 
ble, so  she'll  call  me  at  the  last  minute  and  tell  me  she's  not  coming.  I  keep  her  though 

because  she's  willing  to  work  the  flexible  hours  and  days  that  this  job  requires  and  she 

doesn't  charge  as  much  as  a  formal  day  care  center  would. 
Coach:  Do  you  have  family  in  the  area  or  close  friends  you  can  count  on  to  help  with 
child  care  on  short  notice? 

Employee:  Yes,  my  mother  lives  a  few  blocks  away  and  is  always  glad  to  help,  but  I 

couldn't  count  on  her  on  a  regular  basis. 
Coach:  There  are  employment  registry  lists  at  the  local  college  for  students  interested  in 

providing  child  care.  Have  you  thought  about  trying  this  option?  Often,  students  can 
work  flexible  hours  and  charge  less  than  formal  day  care  centers. 

Employee:  That's  a  good  idea.  In  fact,  I  just  heard  about  a  child  care  referral  service  that 

could  also  give  me  a  few  ideas.  I'll  stop  there  after  work.  I  realize  that  my  behavior  has 
affected  unit  functioning  and  I  promise  to  try  to  work  this  out  as  soon  as  possible. 

Coach:  I'm  sure  these  problems  can  be  corrected.  Lets  have  a  follow-up  visit  in  two 
weeks  to  see  how  things  are  going. 

who  have  repeatedly  broken  rules  nctx\  firm  direction,  as  they  lack  sell-control.  It 

must  be  very  clear  to  the  employee  that  follow-up  will  occur  in  a  timely  manner, 

5.  Obtain  agreement  and  acceptance  of  the  plan.  Let  the  employee  know  thai 

you  are  interested  in  them  as  a  person,  and  give  your  support.  Because  discipline  is 

aimed  toward  promoting  employee  growth,  rather  than  just  toward  punishment, 

the  manager  must  be  a  humanist.  Although  the  expected  standards  must  bo  verj 

clear,  the  manager  should  impart  a  sense  of  genuine  concern  for  and  desire  to  help 

the  employee  grow.  This  approach  helps  the  employee  recognize  thai  the
  discipline- 

is  directed  at  the  offensive  behavior  and  nol  ai  the  individual.  The  manager  nuisi 
 be 

cautious,  however,  not  to  relinquish  the  management  role  in  an  effort  to  nurture 

and  become  a  counselor  for  the  employee,  The  managers  role  is  to  prov
ide  a 
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supportive  environment  and  structure  so  that  the  employee  can  make  the  necessary 
changes. 

In  addition  to  understanding  what  should  be  covered  in  the  disciplinary  con- 
ference, the  manager  must  be  sensitive  to  when  the  discipline  should  be  adminis- 

tered. If  more  than  an  informal  admonishment  is  required,  the  manager  should 

inform  the  employee  of  the  unacceptable  action  and  then  schedule  a  formal  disci- 
plinary conference  for  further  discussion  later. 

All  formal  disciplinary  conferences  should  be  scheduled  in  advance  at  a  time 

agreeable  to  both  the  employee  and  the  manager.  The  employee  will  want  time  to 
reflect  upon  the  situation  that  has  occurred,  as  will  the  manager.  Allowing  this  lag 

time  should  reduce  the  emotional  intensity  of  the  situation.  It  also  promotes  self- 
discipline  on  the  part  of  the  employee,  as  they  are  more  apt  to  have  had  the  chance 
to  construct  their  own  plan  for  keeping  the  behavior  from  recurring. 

Besides  advance  scheduling,  the  length  of  the  disciplinary  conference  is  also 
important.  It  should  neither  be  so  long  that  it  degenerates  into  a  debate,  nor  so 
short  that  both  the  employee  and  manager  cannot  adequately  state  their  position. 
The  facts  of  the  situation  should  be  examined  and  each  party  should  provide  input. 

If  the  employee  seems  overly  emotional,  or  if  there  are  great  discrepancies  be- 
tween the  perception  of  the  manager  and  that  of  the  employee,  an  additional 

conference  should  be  scheduled.  Employees  often  need  time  to  absorb  what  they 
have  been  told  and  to  develop  a  plan  that  is  not  defensive  in  nature. 

The  Termination  Conference 

On  occasion,  the  disciplinary  conference  must  also  be  a  termination  conference. 
Although  many  of  the  principles  are  the  same,  the  termination  conference  differs 

from  a  disciplinary  conference  in  that  planning  for  future  improvement  is  elimi- 
nated. The  following  steps  should  be  followed  in  the  termination  conference: 

1.  Calmly  state  the  facts  of  the  situation,  and  explain  the  reasons  for 

termination.  It  is  important  that  the  manager  not  appear  angry  or  defen- 
sive. Although  they  may  express  regret  that  the  outcome  is  termination,  the 

manager  must  not  dwell  on  this  or  give  the  employee  reason  to  think  that 

the  decision  is  not  final.  The  manager  should  be  prepared  to  give  exam- 
ples of  the  behavior(s)  in  question. 
2.  Explain  the  termination  process.  State  the  date  of  termination,  as 

well  as  the  role  of  the  employee  and  the  organization  in  the  process. 
3.  Ask  for  employee  input  and  respond  calmly  and  openly.  Listen  to 

the  employee,  but  do  not  allow  yourself  to  be  drawn  emotionally  into  their 
anger  or  sorrow.  Always  stay  focused  on  the  facts  of  the  case. 

4.  End  the  meeting  on  a  positive  note  if  possible.  It  is  important  that  the 
manager  express  confidence  in  the  employee  and  wish  them  success  in 
the  future.  The  manager  should  also  inform  the  employee  what,  if  any, 

references  will  be  supplied  to  prospective  employers  in  the  future.  Finally, 
it  is  usually  best  to  allow  the  employee  who  has  been  terminated  to  leave 
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the  organization  immediately,  since  it  can  be  demoralizing  for  everyone 
who  works  there  (Health  Care  Education  Associates,  1987). 

Disciplining  the  Unionized  Employee 

It  is  hoped  that  all  managers  would  be  fair  and  consistent  in  disciplining  employees 
regardless  of  whether  there  is  a  union  present.  The  presence  of  a  union  does, 
however,  usually  entail  more  procedural  and  legal  safeguards  in  administering 

discipline,  as  well  as  a  well-defined  grievance  process  for  employees  who  feel  they 
have  been  disciplined  unfairly. 

For  example,  the  manager  of  nonunionized  employees  has  greater  latitude  in 
selecting  which  disciplinary  measure  is  appropriate  for  a  specific  infraction.  This 
gives  the  manager  greater  flexibility  and  latitude,  but  may  result  in  an  inconsistency 
of  discipline  among  employees.  On  the  other  hand,  unionized  employees  must 
generally  be  disciplined  according  to  specific,  preestablished  steps  and  penalties 
within  an  established  time  frame  (Yaney  1986).  For  example,  the  union  contract 

may  be  very  clear  that  an  unexcused  absence  from  work  must  be  initially  disci- 
plined by  a  written  reprimand,  followed  by  a  three  day  suspension  from  work,  and 

then  termination.  This  type  of  discipline  structure  is  generally  fairer  to  the  em- 
ployee, but  allows  little  flexibility  for  the  manager  in  evaluating  the  extenuating 

circumstances  of  each  case. 

Another  aspect  of  discipline  that  may  differ  between  unionized  and  nonunion- 
ized employees  is  the  need  for  management  to  follow  due  process  in  disciplining 

union  employees.  Due  process  means  that  management  must  provide  union  em- 
ployees with  a  written  statement  outlining  disciplinary  charges,  the  resulting  pen- 

alty, and  reasons  for  the  penalty.  The  employee  then  has  the  right  to  defend 
themselves  against  such  charges  and  to  settle  any  disagreement  through  formal 
grievance  hearings  (Beach,  1980). 

Another  difference  between  unionized  and  nonunionized  employee  discipline 

lies  in  the  burden  of  proof.  In  disciplinary  situations  with  union  employees,  the 

burden  of  proof  for  the  wrongdoing  and  the  need  for  subsequent  discipline  falls 
on  management.  This  means  that  managers  disciplining  union  employees  must 

keep  detailed  records  regarding  misconduct  and  attempts  to  counsel  employees.  In 

nonunionized  employees,  the  burden  of  proof  typically  falls  to  the  employee. 
The  contract  language  used  by  unions  regarding  discipline  may  be  either  very 

specific  or  very  general.  Most  contracts  recognize  the  right  of  management  to 

discipline,  suspend,  or  dismiss  employees  tor  just  cause  Just  cause  means  that  the 

manager  must  be  able  to  prove  three  things:  1 )  this  employee  did  commit  this 

offense  or  breach  of  rule,  2)  the  offense  does,  in  fact,  need  some  corrective  action 

or  penalty  and  3)  the  proposed  penalty  is  appropriate  to  the  offense  (Metzger  and 
Pointer,  1972). 

These  contracts  also  generally  recognize  the  right  of  employees  to  submit 

grievances  when  they  feel  these  actions  have  been  taken  unfairly  or  are  discrimina- 

tory in  some  way  Each  manager  must  know  all  union  contract  provisions  regarding 

discipline  that  may  affect  how  discipline  is  administered  on  the  nnu 
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Grievances  as  a  Result 
of  Disciplinary  Action 

Growth  from  discipline  can  only  occur  when  employees  perceive  that  the  construc- 
tive feedback  given  and  disciplinary  action  taken  is  fair  and  just.  When  the  em- 

ployee's perceptions  of  equitable  discipline  differ  from  the  managers,  most 
nonunion  and  virtually  all  unionized  organizations  have  an  established  procedure 
that  must  be  followed  to  resolve  the  discrepancy.  This  grievance  procedure,  as  it  is 
called,  is  essentially  a  procedure  to  follow  when  one  feels  that  a  wrong  has  been 
committed  (Huston  and  Marquis,  1989).  The  grievance  procedure  is  not  limited  to 
resolving  disciplinary  discrepancies,  and  can  be  used  by  an  employee  on  any 
occasion  they  feel  they  have  been  treated  unfairly  by  management. 

Yarbrough  (1987)  states  that  grievance  procedures  are  appropriate  when  the 
employee  perceives  that  management  actions  are  (1)  not  in  compliance  with  the 
union  contract,  (2)  unfair  and  without  just  cause  in  the  administration  of  discipline, 
and  (3)  in  violation  of  past  practice. 

Potter  ( 1984)  makes  a  distinction  between  grievances  and  "gripes."  Grievances 
are  substantive  complaints  that  usually  involve  definitive  contract  or  policy  viola- 

tions. Although  this  is  a  fairly  narrow  definition  of  a  grievance,  it  is  the  one  gener- 
ally accepted  by  both  management  and  unions.  Gripes  are  characterized  as 

personal  or  interpersonal  problems  that  are  not  related  to  an  established  contract 
or  standard.  Gripes  should  be  settled  informally  through  conflict  resolution  and 

should  not  be  a  part  of  a  formal  grievance  process. 
Grievances  should  meet  the  following  criteria  to  be  considered  valid: 

1.  The  grievant  must  be  able  to  show  that  they  have  been  adversely  affected  by 
whatever  action  was  taken  against  them. 

2.  The  grievant  must  be  able  to  demonstrate  that  an  official  action  was  taken 
that  was  either  unreasonable  or  not  generally  or  specifically  authorized  in  the  labor 
contract. 

3-  If  the  action  follows  a  written  or  implied  policy,  the  grievant  must  demon- 
strate that  the  policy  is  either  unreasonable  or  not  generally  or  specifically  autho- 

rized. 

4.  The  grievant  must  show  that  the  remedy  sought  will  not  effectively  result  in 
special  favoritism  for  them  or  prejudice  against  others. 

Most  grievances  or  conflicts  between  employees  and  management  can  be  re- 
solved informally  through  communication,  negotiation,  compromise,  and  collab- 

oration. Generally,  though,  even  this  informal  process  has  well-defined  steps  that 
should  be  followed  in  seeking  resolution.  If  the  employee  and  management  are 
unable  to  resolve  their  differences  informally,  a  formal  grievance  process  begins. 

The  steps  of  the  formal  grievance  process  are  outlined  clearly  in  all  union 
contracts  or  administrative  policy  and  procedure  manuals.  If  the  differences  cannot 
be  settled  through  a  formal  grievance  process,  the  matter  is  finally  resolved  in  a 
process  known  as  arbitration.  In  arbitration,  a  neutral  third  party  listens  to  the 
arguments  of  both  parties  and  makes  a  ruling  that  is  binding  to  both  parties. 
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Rights  and  Responsibilities 
of  the  Employee  and  Employer 
in  Resolving  Grievances 

Although  the  employee  and  employer  have  some  separate  and  distinct  rights  and 

responsibilities  in  grievance  situations,  it  is  more  common  that  they  overlap.  How- 
ever easy  it  is  to  be  drawn  into  the  emotional  aspects  of  a  grievance  that  focuses  on 

"ones  perceived  contractual  rights,"  it  is  imperative  that  the  employer  and  em- 
ployee remember  that  both  parties  in  a  grievance  have  rights,  and  that  these  rights 

have  concomitant  responsibilities  (Huston  and  Marquis,  1989).  For  example,  al- 
though both  parties  have  the  right  to  be  heard,  there  is  an  equal  responsibility  by 

both  parties  to  listen  without  interrupting.  The  employee  has  the  right  to  a  positive 

work  environment,  but  has  the  responsibility  to  communicate  needs  and  discon- 
tent to  the  supervisor.  The  employer  has  the  right  to  expect  a  certain  level  of 

productivity  from  the  employee,  but  has  the  responsibility  to  provide  a  work  envi- 
ronment that  makes  this  possible.  The  employer  has  the  right  to  expect  employees 

to  follow  rules,  but  has  the  obligation  to  see  that  these  rules  are  clearly  communica- 
ted and  fairly  enforced. 
Smooth  labor  relations  require  both  the  employee  and  the  employer  to  honor 

existing  labor  contracts  and  to  show  good  will  in  resolving  differences  when  griev- 
ances do  arise.  This  means  that  both  parties  must  be  open  to  discussion,  negotia- 

tion, and  compromise  (Potter,  1984),  and  that  an  attempt  should  be  made  to  solve 
the  grievance  at  the  earliest  point  possible.  The  ultimate  goal  of  the  grievance 
should  not  be  to  win,  but  to  seek  a  resolution  that  results  in  maximum  worker  and 

unit  productivity  and  satisfaction.  In  many  cases,  the  manager  can  eliminate  or 
reduce  their  risk  of  being  involved  in  a  grievance  by  fostering  a  work  environment 

that  emphasizes  clear  communication  and  fair,  constructive  discipline  (Huston  and 
Marquis,  1989). 

Constructive  Growth  as  a  Result 
of  Grievances 

Although  grievance  procedures  extract  a  great  deal  of  time  and  energy  from  both 

the  employee  and  the  manager,  they  serve  several  valuable  and  needed  purposes. 
Grievances  can  serve  as  a  source  of  data  to  focus  attention  on  ambiguous  contract 

language  for  negotiation  at  a  later  date  (Milkovich  and  Glueck,  1985).  Perhaps 

though,  the  most  important  outcome  of  a  grievance  is  the  legitimate  opportunity  it 

provides  for  employees  to  resolve  conflicts  with  their  superiors.  Employees  who 

are  not  given  an  outlet  for  resolving  work  conflicts  can  become  dem<  tralized,  angry, 

and  dissatisfied.  This  impacts  upon  unit  functioning  and  productivity  Even  if  the 

outcome  of  the  grievance  is  not  in  the  favor  of  the  grievant,  they  will  know  they  had 

the  opportunity  to  present  their  case  to  an  objective  third  party  and  the  chances  for 

constructive  conflict  resolution  are  greatly  increased,  in  addition,  managers  tend  to 

be  fairer  and  more  consistent  when  they  know  that  employees  have  a  method  of 

redress  for  arbitrary  managerial  action. 
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Summary 

When  discipline  is  constructive,  fair,  and  consistent,  it  provides  the  structure  need- 
ed for  high  unit  morale  and  productivity.  When  discipline  is  destructive,  vindictive, 

and  inconsistent,  unit  morale  and  productivity  plummet.  It  is  the  first-  and  middle- 
level  manager  that  establish  the  climate  for  and  administer  discipline  on  the  unit 
level.  The  ultimate  goal  for  any  manager  is  to  mold  or  encourage  employees  toward 

displaying  self-discipline.  The  manager  may  assume  the  role  of  supporter,  motiva- 
tor, enabler,  or  coach  to  meet  this  goal. 

When  employees  lack  self-discipline,  or  when  they  do  not  adhere  to  estab- 
lished rules,  policies,  and  procedures,  the  manager  must  quickly  intervene  before 

the  problem  becomes  worse.  Often,  the  undesired  behavior  occurs  because  the 
employee  does  not  understand  established  rules,  policies,  or  procedures,  and  thus 
does  not  realize  there  is  a  problem.  If  this  is  not  the  case,  managers  have  the 

authority  and  the  responsibility  to  take  progressively  stronger  measures  until  em- 
ployees meet  expected  standards  of  achievement.  This  progressive  discipline  sys- 

tem may  include  a  verbal  or  written  reprimand,  suspension  without  pay,  and  finally, 
termination. 

Although  good  managerial  practices  greatly  reduce  the  need  for  discipline, 
some  employees  will  always  require  external  direction  and  discipline  to  meet 

organizational  goals.  In  these  situations,  discipline  will  allow  the  violating  em- 

ployee as  well  as  all  other  employees  to  clearly  understand  the  organization's 
expectations,  as  well  as  the  penalty  for  not  meeting  those  expectations.  Thus, 
discipline  can  be  growth  producing  for  all  involved. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE 

At  the  facility  where  you  are  the  night  charge  nurse,  one  of  your  LVN- 
LPNs  repeatedly  falls  asleep  at  night,  usually  during  nonbusy  times,  and  must 

be  frequently  awakened  to  answer  patient's  call  lights. 
This  has  been  a  longstanding  problem  with  this  employee.  You  have  person- 

ally spoken  with  her  on  several  occasions  and  in  reading  her  personnel  file, 
you  find  this  behavior  mentioned  in  several  past  performance  appraisals. 

Former  appraisals  identify  her  as  an  average  employee  overall.  She  has 

worked  at  the  facility  for  six  years.  Her  clinical  performance  has  been  satisfac- 
tory, but  she  is  fairly  dependent  upon  others  for  direction  and  lacks  initiative. 

You  are  aware  that  she  is  a  single  parent  with  four  children;  two  of  them  have 
had  some  difficulties  with  minor  infractions  of  the  law. 

As  a  new  charge  nurse  you  feel  it  is  your  responsibility  to  provide  some  type 
of  structure  to  assist  this  employee  in  staying  within  the  accepted  policy  of  the 

facility  i.e.,  "employees  are  not  to  sleep  on  duty" 

ASSIGNMENT 

Outline  your  plan(s)  for  dealing  with  this  problem  employee.  What  would  be 

your  first,  second,  etc.,  approach?  Who  else,  (if  anyone)  would  be  involved? 

ANALYSIS 

Step  I.  In  attempting  to  solve  this  case,  the  first  action  the  nurse  should  take  is  to 

define  the  problem  and  the  overall  goal  in  solving  it.  Sometimes  it  is  also 

helpful  to  be  able  to  state  who  owns  the  problem.  In  this  case,  a  problem 

analysis  might  be: 

Problem  Statement:  The  LVN-LPN  frequently  deviates  from  standard 

hospital  policy.  It  is  important  to  note  that  the  case  already  reveals  that 

this  is  repeated  behavior;  the  action  would  be  very  different  lor  a  firsl 
time  offense.  The  case  also  stated  that  there  was  a  standard  or  pi  >licy; 

in  all  performance  appraisals  there  should  be  an  established  criterion 
for  measurement. 

Identify  whether  the  employee  owns  theproblem  We  are  unsure  at  this 

point  if  the  LVN-LPN  accepts  this  as  her  problem,  bul  do  know  tin- 
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nurse  views  it  as  a  problem.  This  is  a  key  point,  because  an  employee 
has  to  acknowledge  that  there  is  a  problem  before  they  will  change 
their  behavior.  Perhaps  the  nurse  needs  to  make  the  LVN-LPN  aware 
that  the  continued  behavior  will  result  in  some  action  that  will  affect 

the  LVN-LPN. 

Determine  the  overall  goal:  Consistent  improvement  in  this  behavior. 
Rather  than  having  a  goal  of  elimination  of  an  undesired  behavior,  also 
a  possibility,  the  goal  selected  was  consistent  improvement,  which 
represents  a  more  realistic  goal. 

Step  II:  The  second  step  in  solving  this  case  would  be  fact  finding.  Here,  the 

nurse  wants  to  find  out  as  much  as  she  can  about  why  the  problem  is  occur- 
ring. Is  the  employee  getting  enough  sleep?  Would  assigning  duties  paced 

throughout  the  shift  keep  her  awake?  Is  the  employee  working  at  another  job  in 
order  to  support  her  family?  Does  the  employee  see  nothing  wrong  with 
sleeping  on  duty?  Is  it  possible  for  the  employee  to  take  a  short  nap  on  her 
employee  break  in  the  lounge?  What  steps  have  been  taken  to  correct  this 
problem?  Has  there  been  fair  and  consistent  supervision?  Is  it  possible  that  the 

employee  is  bored? 
Step  III:  Once  the  data  have  been  gathered,  a  plan  of  action  needs  to  be 

formulated.  At  this  point,  the  charge  nurse  may  wish  to  discuss  the  plan  with 

his/her  immediate  supervisor.  In  arranging  a  counseling  session  with  the  em- 
ployee, provisions  for  privacy  and  sufficient  time  for  a  full  discussion  of  the 

problem  are  required.  The  charge  nurse  should  be  specific  about  what  the 
employee  must  do,  and  if  possible,  work  with  the  employee  in  writing  a 
contract  for  behavior.  The  charge  nurse  must  let  the  employee  know  that  he  or 
she  believes  improvement  is  possible,  being  specific  about  what  will  result  if 
there  is  not  consistent  improvement  in  behavior.  Relief  charge  nurses  should 
also  be  made  aware  of  this  action  so  they  can  follow  through  on  the  regular 

charge  nurse's  nights  off. 
Step  IV.  There  should  be  consistent  follow-up  by  the  charge  nurse.  The 

employee  should  be  supported  in  her  effort  to  improve  and  should  receive 

recognition  for  any  improvement.  However,  any  deviation  from  this  improve- 
ment should  be  dealt  with  immediately.  If  there  is  not  noticeable  and  consis- 

tent improvement,  further  action  needs  to  be  taken,  such  as  a  formal  written 

notice  placed  in  the  employee's  file. 
Note.-  The  information  regarding  the  possible  personal  problems  of  the 

employee  was  purposely  included  to  see  how  individuals  solving  this  case 
would  use  that  information.  This  material  has  no  real  bearing  on  the  case.  The 

charge  nurse  may  discover  some  additional  personal  information  in  Step  II  that 

would  cause  her  to  refer  the  LVN-LPN  to  a  referral  source  for  assistance,  i.e.,  a 

family  counselor,  or  a  physician  for  a  medical  check-up.  However,  the  charge 
nurse  should  not  assume  the  role  of  personal  counselor  for  the  employee.  The 

manager  can  be  supportive  to  the  employee  or  even  be  empathetic  to  an 

employee's  personal  problems,  but  the  charge  nurse  should  not  become  con- 
fused about  the  purpose  of  the  counseling  session,  which  is  to  correct  poor 

work  behavior.  Any  other  counseling  is  inappropriate  for  the  managerial  role. 
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CONCLUSION 

There  is  no  one  right  or  wrong  way  to  solve  this  case  and  similar  cases  would 
be  handled  differently  depending  upon  the  individual  circumstances  present. 
Step  III  or  Step  IV  might  be  somewhat  different  depending  upon  what  the 
charge  nurse  discovered  in  Step  II. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  the  supervisor  of  a  neurological  care  unit.  One  morning  you  arrive 
at  work  and  receive  report  from  the  RNs  from  the  night  shift.  Neither  of  the  nurses 

report  anything  out  of  the  ordinary  except  that  the  young  head  injury  patient  has 
been  particularly  belligerent  and  offensive  in  his  language.  This  particular  young 
man  seemed  especially  annoying  because  he  appeared  rational  at  times,  and  then 

would  suddenly  become  abusive.  His  language  was  particularly  vulgar.  You  recog- 
nize that  this  is  fairly  normal  behavior  in  a  head  injury,  but  yesterday  morning  his 

behavior  became  so  offensive  to  his  neurosurgeons  that  one  of  them  threatened  to 

"wash  his  mouth  out  with  soap." 
After  both  nurses  leave  the  unit,  you  receive  a  phone  call  from  the  night  house 

supervisor,  who  relates  the  following  information.  When  the  supervisor  made  her 
usual  rounds  to  the  neuro  unit,  nurse  Caldwell  was  on  a  coffee  break.  Nurse  Daly 

reported  that  Ms.  Caldwell  became  very  upset  with  the  head  injury  patient  because 

of  his  abusive  and  vulgar  language  and  had  taped  his  mouth  shut  with  a  four  inch 

piece  of  adhesive  tape.  Ms.  Daly  had  observed  the  behavior  and  had  gone  to  the 

patient's  bedside,  removed  the  piece  of  tape,  and  suggested  that  Ms.  Caldwell  go  get 
a  cup  of  coffee.  The  supervisor  observed  the  unit  several  times  following  this  and 

nothing  else  appeared  to  be  remiss.  She  stated  that  Ms.  Daly  said  "no  harm  had 
come  to  the  patient  and  that  she  was  reluctant  to  report  the  incident,  but  felt 

perhaps  one  of  the  supervisors  should  counsel  Ms.  Caldwell." 
After  you  thank  the  night  supervisor,  you  ponder  the  facts  in  this  case: 

/.  Ms.  Caldwell  has  been  an  excellent  nurse,  but  has  occasionally  been  judg- 
mental. 

2.  Ms.  Caldwell  is  a  very  religious  young  woman  who  has  led  a  sheltered  life. 

3.  Taping  a  patient's  mouth  with  a  four  inch  piece  of  adhesive  tape  is  very  dan- 

gerous, especially  for  someone  with  questionable  chest  ami  abdominal  injuries, 
as  well  as  neurological  injuries. 

4.  Ms.  Caldwell  has  never  been  reprimanded  before 

You  call  the  physician  and  explain  what  happened  I  le  says  thai  he  feels  there 

was  no  harm  done.  He  agrees  with  you  that  it  is  up  to  you  whether  to  discipline  the 

employee  and  to  what  degree.  However,  he  feels  most  of  the  medical  suit  wou
ld 

want  the  nurse  fired. 

You  phone  the  nurse  and  arrange  lor  a  conference  with  her    She  le.utulh 
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admits  what  she  did.  She  states  that  she  "lost  control."  She  asks  you  not  to  fire  her, 
although  she  agrees  this  is  a  dischargeable  offense.  You  consult  with  the  administra- 

tion and  everyone  agrees  that  you  should  be  the  one  to  decide  the  disciplinary 
action  in  this  case. 

ASSIGNMENT 

Decide  what  you  would  do,  remembering  your  duty  to  patients,  the  hospital  and 
your  staff.  List  at  least  four  possible  courses  of  action.  Select  from  among  these 
choices  and  justify  your  decision. 

CASE  2 

There  have  been  rumors  for  some  time  that  one  of  the  night  nurses  on  the 
unit  where  you  are  a  supervisor  has  been  coming  to  work  under  the  influence  of 
alcohol.  Fellow  staff  have  reported  the  odor  of  alcohol  and  one  staff  member  stated 
that  the  nurse,  Mrs.  Clark,  often  has  slurred  speech.  The  night  supervisor  maintains 
that  this  is  not  her  problem  and  your  night  charge  nurse  has  never  been  on  duty 
when  Mrs.  Clark  has  shown  this  behavior. 

This  morning,  one  of  the  patients  whispered  to  you  that  he  thought  Mrs.  Clark 
had  been  drinking  when  she  came  to  work  last  night.  When  you  questioned  the 
patient  further,  he  stated  that  Mrs.  Clark  seemed  to  perform  her  nursing  duties 
reasonably  well.  You  have  decided  that  you  must  discuss  this  with  Mrs.  Clark.  You 
call  her  at  home  and  request  that  she  come  to  your  office  at  3:00  p.m. 

ASSIGNMENT 

How  are  you  going  to  approach  Mrs.  Clark?  Outline  your  plan  and  give  the  rationale 
for  vour  decision. 

CASE  3 

You  are  the  coordinator  of  a  small  respiratory  rehabilitation  unit  working 

with  two  other  nurses  in  a  small  hospital.  Because  of  the  all-professional  staff,  you 
have  applied  a  very  democratic  approach  to  management  and  leadership.  This 
approach  has  worked  well  and  productivity  has  always  been  high.  The  other  two 
nurses  design  their  own  schedules  so  that  there  are  always  two  nurses  on  duty 

(including  yourself)  during  the  week  and  they  take  turns  covering  the  weekends,  at 
which  time  there  is  only  one  RN  on  duty.  With  this  arrangement,  it  is  therefore 
possible  for  three  nurses  to  be  on  duty  one  day  during  the  week,  if  there  is  no 
holiday  or  other  time  off  scheduled  by  either  of  the  other  two  RNs. 

Several  months  ago  you  told  the  other  RNs  that  the  State  Licensing  Board  was 

arriving  on  Wednesday,  October  16  to  review  the  unit,  and  that  it  would  be  neces- 
sary for  both  of  them  to  be  on  duty  as  you  would  be  with  the  inspectors  all  day.  You 

have  reminded  them  on  several  occasions  since  that  time.  Today  is  Tuesday,  Octo- 

ber 15,  and  you  are  staying  late  preparing  files  for  tomorrow's  inspection.  Suddenly, 
you  notice  that  one  of  the  RNs  has  taken  his  name  off  tomorrow's  schedule. 
Alarmed,  you  phone  Mr.  Stevens,  the  RN  who  is  scheduled  to  be  off.  You  remind 
him  of  the  inspection  and  state  that  it  will  be  necessary  for  him  to  come  to  work 
tomorrow.  He  says  that  while  he  is  sorry  that  he  forgot  about  the  inspection,  he  has 



DISCIPLINE  AND  COACHING      ♦     397 

dental  surgery  scheduled  and  that  considering  how  long  it  had  taken  to  get  the 
appointment,  he  feels  he  cannot  cancel  his  surgery.  After  a  considerable  length  of 
time  it  becomes  obvious  to  you  that  Mr.  Stevens  really  is  not  coming  to  work 

tomorrow.  You  say  to  him  "Mike,  I  feel  this  borders  on  insubordination.  I  really  need 
you  tomorrow  and  I  am  requesting  that  you  come  in.  If  you  do  not  come  to  work  I  will 

need  to  take  appropriate  disciplinary  action."  Mr.  Stevens  replies,  "I'm  sorry  to  let  you 
down,  do  what  you  have  to  do.  I  just  cannot  cancel  my  appointment." 
ASSIGNMENT 

What  action  could  you  take?  What  action  should  you  take?  Outline  some  alterna- 
tives. Decide  what  you  should  do,  giving  the  rationale  for  your  decision. 

CASE  5 

You  are  the  professional  staff  coordinator  of  a  small,  emergency  care  clinic. 
Historically,  the  clinic  is  busiest  on  weekend  evenings.  This  is  when  the  majority  of 
drunk  driving  injuries,  stabbings,  and  gunshot  wounds  occur.  In  addition,  many 
individuals  use  the  clinic  on  weekends  to  take  care  of  nonemergency  medical 
needs  that  were  not  addressed  during  physician  office  hours  during  the  week.  Mr. 
Ketchum,  an  RN,  has  worked  at  the  clinic  since  it  opened  two  years  ago.  He  is  well 
liked  by  all  the  employees  and  provides  a  sense  of  humor  and  lightheartedness  in 
what  is  usually  a  highly  stressful  environment. 

Mr.  Ketchum  has  a  reputation  for  being  a  "party  animal."  He  is  known  to  begin 
drinking  after  work  on  Friday  night,  and  close  down  the  bars  Saturday  morning. 
During  the  last  three  months,  he  has  called  in  sick  five  of  the  seven  Saturday 
evenings  he  was  scheduled  to  work.  This  has  resulted  in  the  other  employees 
working  understaffed  on  what  is  generally  the  busiest  night  of  the  week,  and  they 
are  becoming  angry.  They  have  asked  you  to  talk  to  Mr.  Ketchum  or  to  schedule  an 
additional  employee  on  the  Saturday  evenings  that  he  is  assigned  to  work. 

ASSIGNMENT 

You  have  decided  to  begin  performance  deficiency  coaching  with  Mr.  Ketchum. 

Write  a  possible  coaching  scenario  that  includes  the  following: 

1.  The  problem  stated  in  behavioral  terms 

2.  An  explanation  to  the  employee  of  how  the  problem  is  related  to  organizational 
functioning 

3.  A  clear  statement  of  the  possible  consequences  of  the  unwanted  behavior. 

4.  A  request  for  input  from  the  employee. 

5.  Employee  participation  solving  the  problem. 

6.  A  plan  for  follow-up. 

CASE  6  (Marquis  and  Huston,  1992) 

You  are  the  supervisor  of  a  pediatric  acute  care  nun  One  of  your  patients, 

Joey,  is  a  5-year  old  who  sustained  30%  third  degree  burns,  which  haw  been  grafted 

and  are  now  healing.  He  has  been  a  patient  in  the  unit  lor  approximatel)  two 

months  now.  His  mother  stays  with  him  neatly  all  waking  hours  mk\  is  general!) 

supportive  of  both  him  and  the  stall 
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In  the  last  few  weeks,  Joey  has  begun  expressing  increasing  frustration  with 
basic  nursing  tasks,  has  frequently  been  uncooperative,  and  has,  in  the  opinion  of 
your  staff,  become  very  manipulative.  His  mother  is  frustrated  with  his  behavior  but 
feels  that  it  is  understandable,  given  the  trauma  he  has  experienced  in  the  last  two 
months.  She  has  begun  working  with  the  staff  on  a  mutually  acceptable  behavior 
modification  program. 

Although  you  have  attempted  to  assign  the  same  nurses  to  care  for  Joey  today  it 
is  not  possible.  This  lack  of  continuity  is  especially  frustrating  today  as  the  night 
shift  reported  frequent  tantrums  and  uncooperative  behavior.  The  nurse  you  have 
assigned  to  Joey  is  Ms.  Steele. 

Although  a  good  nurse,  Ms.  Steele  has  demonstrated  a  lack  of  patience  in  the 
past  working  with  uncooperative  patients.  During  the  morning,  you  are  aware  that 

Joey  is  continuing  to  "act  out,"  and  while  Ms.  Steele  begins  to  look  more  and  more 
harried,  she  states  that  things  are  under  control. 

When  you  return  from  lunch,  Joey's  mother  is  waiting  at  your  office.  She 
furiously  reports  that  her  son  told  her  that  the  nurse  hit  him  and  told  him  he  was  a 

"very  bad  boy"  after  his  mother  had  gone  to  lunch.  She  states  that  she  feels  physical 
punishment  was  totally  inappropriate,  and  that  she  wants  this  nurse  to  be  fired.  She 

also  states  that  she  has  contacted  Joey's  physician  and  that  he  is  on  his  way  over. 
You  call  Ms.  Steele  into  your  office,  where  she  emphatically  denies  all  allega- 

tions. She  states  that  during  the  lunch  hour,  Joey  refused  to  allow  her  to  check  his 
dressings,  and  that  she  followed  the  behavior  modification  plan  and  discontinued 

his  TV  privileges.  She  believes  his  accusations  are  a  further  reflection  of  his  manip- 
ulative behavior.  You  then  approach  Joey,  who  tearfully  and  emphatically  repeats 

the  story  he  told  to  his  mother.  He  is  consistent  regarding  the  details  and  swears  to 
his  mother  that  he  is  telling  the  truth.  All  of  your  staff  state  that  they  were  not  within 

earshot  of  Joey's  room  at  the  time  of  the  alleged  incident.  When  Joey's  doctor 
arrives,  he  demands  that  Ms.  Steele  be  fired. 

ASSIGNMENT 

Determine  what  you  will  do.  You  do  not  have  proof  to  substantiate  either  party's 
story.  You  feel  that  Ms.  Steele  is  capable  of  the  accusations  that  have  been  leveled 
against  her,  but  remain  reluctant  to  implement  any  type  of  discipline  without 
proper  proof.  What  factors  weigh  the  most  in  your  decision? 

CASE  7 

SITUATION  A 

Grading  students  is  a  difficult  task  that  represents  a  tremendous  responsibility  for 

faculty,  as  grades  assigned  to  students  can  have  both  immediate  and  long-term 
effects  on  their  lives.  Despite  efforts  to  assign  representative  and  impartial  grades, 
the  pressure  to  do  well  makes  the  whole  process  of  assigning  and  receiving  grades 
an  emotional  one. 

It  is  not  surprising  then,  that  a  discrepancy  over  perceptions  of  performance 
can  occur  between  the  instructor  and  the  student,  particularly  in  the  clinical  setting. 

In  the  majority  of  these  situations,  the  instructor  and  the  student  can  resolve  this 
disagreement  informally  through  discussion.  Should  an  informal  resolution  fail, 
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most  academic  institutions  have  formal  grievance  procedures  that  are  then  imple- 
mented. 

ASSIGNMENT 

Outline  the  formal  and  informal  student  grievance  procedure  at  your  educational 
institution.  What  responsibilities  do  the  students  and  instructors  have  in  trying  to 

resolve  the  discrepancy?  What  rights  do  the  student  and  instructor  have,  respec- 
tively? How  can  student  grievances  be  avoided? 

SITUATION  B 

ASSIGNMENT 

Likewise,  management  and  supervision  of  employees  is  very  difficult  and  always 
contains  an  element  of  subjectivity.  If  you  are  presently  employed  in  any  capacity, 
determine  what  the  grievance  procedures  of  the  organization  are,  and  outline  the 

steps  that  you  would  need  to  go  through  in  order  to  file.  What  types  of  offenses 
would  possibly  cause  you  to  take  this  type  of  action?  What  rationale  could  you  use 

to  justify  your  actions? 
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Personal  Notebook 

1.  Try  to  recall  when  an  authority  figure  (i.e.,  a  parent,  teacher,  boss)  set  limits  or 

enforced  rules  in  such  a  way  that  you  became  a  "better"  child,  student,  or 
employee.  What  made  this  disciplinary  experience  produce  growth  as  opposed 
to  being  destructive? 

2.  Do  you  put  off  taking  action  such  as  being  assertive  until  your  anger  builds  up 
and  you  are  forced  to  act? 

3-  Some  rules  need  to  be  changed.  Can  you  think  of  a  rule  or  policy  that  needs  to 
be  updated?  What  could  you  do  to  update  this  rule? 



Legal  Issues  in  Management 

One  form  of  control  that  guides  the  actions  of  nurses  is  legislative  constraints.  All 
managers  have  a  degree  of  responsibility  for  ensuring  that  subordinates  and  their 
own  nursing  practice  adheres  to  state  nursing  practice  codes.  Other  areas  of  legal 
concern  for  the  manager  are  patients  rights,  and  federal,  state,  and  local  laws  that 

affect  the  organizational  environment,  employee  and  management  rights,  and  pa- 
tient care.  Managers  must  have  an  awareness  of  a  wide  range  of  legal  issues  they 

may  encounter  in  their  work.  Contracts,  fire  and  safety  codes,  child  abuse,  sub- 
stance abuse,  labor  and  employment  law,  and  malpractice  are  some  of  the  legal 

issues  that  concern  managers.  Although  this  chapter  is  not  meant  to  be  a  complete 

legal  source,  it  can  serve  as  a  basic  guide  for  managers  regarding  their  respon- 
sibility for  legal  control. 

Sources  of  Law 

The  legal  system  in  the  United  States  can  be  somewhat  confusing  because  not  only 
are  there  four  sources  of  the  law,  but  there  are  parallel  systems  at  the  state  and 
federal  levels  as  well.  The  sources  include  constitutions,  statutes,  administrative 

agencies,  and  court  decisions.  A  comparison  of  these  four  sources  is  shown  in  Table 

25-1. 

The  Legal  Practice  of  Nursing 

The  legal  basis  for  nursing  practice  comes  from  statutes  (Guido,  1 988 ).  The  SI 

Nurse  Practice  Acts  representing  all  the  states  and  the  District  of  Columbia  are 

examples  of  statutes.  These  Nurse  Practice  Acts  define  and  limit  the  practice  of 

nursing  (Fiesta,  1990).  The  State  Board  of  Registered  Nursing  in  each  state  is 

responsible  for  administration  of  their  Nursing  Practice  Act. 

It  is  important  for  all  nurses  to  understand  what  legal  controls  for  nursing 

practice  exist  in  their  state.  Managers  arc  responsible  for  applying  those  controls  in 

their  own  professional  practice,  for  monitoring  the  practice  of  employees  under 

Bessie  i   Marquis  and  Carol  lorgeraen  iium.hi.  Mamagsmtw  lh\i\ii>n  Maktng 
fa  Wums  k   i  i  d   n   I    I994J.B.  I  Ipptno  m 
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TABLE     25-1 

Sources  of  Law 

Origin Use 

Involvement  with 

Nursing  Practice 

The  Constitution 

Statutes 

Administrative  agencies 

Court  decisions 

The  highest  law  in  the 
United  States.  Interpreted 

by  the  United  States  Su- 
preme Court.  Gives 

authority  to  other  three 
sources  of  the  law. 

Also  called  statutory  law  or 

legislative  law.  Laws  passed 

by  the  state  or  federal  legis- 
lators and  must  be  signed 

by  the  President  or  Gover- 
nor. 

The  rules  and  regulations 
established  by  appointed 

agencies  of  the  executive 
branch  of  the  government 
(Governor  or  President ). 

Also  called  tort  law.  This  is 

court-made  law  and  the 

courts  interpret  the  statutes 

and  set  precedents.  In  the 
United  States,  there  are  two 
levels  of  court:  trial  court 

and  appellate  court. 

Little  direct  involvement  in 

the  area  of  malpractice. 

Prior  to  1970s,  very  few 
state  or  federal  laws  dealt 

with  malpractice.  Since  the 
malpractice  crisis,  there  are 

many  statutes  that  affect 

malpractice. 
Some  of  these  agencies, 

such  as  the  National  Labor 
Relations  Board  or  Health 

and  Safety  Boards  can  affect 

nursing  practice. 

Most  malpractice  law  is  ad- 
dressed bv  the  courts. 

their  charge,  and  for  ensuring  that  all  subordinate  personnel  maintain  current, 
valid,  state  licensure. 

Because  the  Nurse  Practice  Act  in  most  states  is  nonspecific,  the  individual 

employer  often  has  established,  clear-cut  guidelines  for  practice  within  their  orga- 
nization. These  guidelines  cannot  exceed  the  requirements  of  the  state  Nurse 

Practice  Acts.  Managers  need  to  be  cognizant  of  the  specific  interpretations  of 

nursing  practice  in  their  organization  and  ensure  that  subordinates  follow  estab- 
lished practice. 

Professional  Negligence 

Historically,  physicians  were  held  liable  for  all  care  of  the  patient,  including  care 

performed  by  nurses  and  other  health  care  members.  Nurses  were  rarely  held 

accountable  for  their  own  acts  and  hospitals  were  usually  exempted  due  to  charita- 

ble immunity.  However,  following  precedent-setting  cases  in  the  1960s,  employers 
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became  liable  for  nurses'  acts  under  a  concept  known  as  vicarious  liability.  One 
form  of  vicarious  liability  is  respondent  superior,  from  a  Latin  term  meaning  that  the 
master  is  responsible  for  the  acts  of  his  servants.  The  difficulty  in  interpreting 
respondent  superior  is  that  it  is  often  unclear  if  the  nurse  is  acting  on  behalf  of  the 
employees  or  the  physicians.  In  recent  years  the  concept  of  joint  liability,  where  the 
nurse,  physician,  and  employing  organization  are  all  held  liable  has  become  more 

common,  and  probably  more  accurately  reflects  the  higher  level  of  accountability 
now  present  in  the  nursing  profession. 

One  concept  that  all  nurses  must  understand  is  that  of  personal  liability  which 
says  that  every  person  is  liable  for  his  or  her  own  conduct  (Goldstein  et  al.,  1989). 
Others  might  share  liability  but  no  one  can  relieve  another  of  their  own  liability 
Occasionally,  in  nursing  and  medicine,  someone  will  make  a  statement  that  they 

will  assume  another's  liability  should  something  go  wrong.  Nurses  should  never 
accept  this  implication,  since  the  law  does  not  allow  one  individual  to  assume 

personal  liability  for  another. 
Because  of  the  authority  autonomy,  and  accountability  nurses  have  gained  in 

the  last  20  years,  nurses  are  now  routinely  performing  functions  that  were  tradi- 
tionally reserved  for  medical  practice.  This  has  resulted  in  an  increase  in  the 

number  of  malpractice  cases  that  seek  damages  from  nurses  as  individuals.  Mal- 
practice is  the  failure  of  a  person  with  professional  training  to  act  in  a  reasonable 

and  prudent  manner.  Reasonable  and  prudent  generally  imply  the  average  judg- 
ment, foresight,  intelligence,  and  skill  that  would  be  expected  of  a  person  with 

similar  training  and  experience.  Malpractice  is  also  called  professional  negligence. 

Elements  of  Liability 

There  are  five  elements  that  must  be  present  in  order  for  a  nurse  to  be  held  liable 

for  malpractice.  These  factors  represent  the  minimum  requirements  that  define 

acceptable  practice  (Guido,  1988).  (See  Table  25-2.) 
A  standard  of  care  must  have  been  established,  outlining  the  care  that  should 

have  been  given  and  was  expected.  Examples  of  standards  of  care  includes  policy 

and  procedure  statements  in  a  health-care  facility,  job  descriptions,  student  guide 
lines  or  handouts,  etc. 

Second,  there  must  have  been  a  failure  to  meet  that  standard  of  care — there 

must  have  been  a  breach  of  duty.  This  breach  of  duty  is  defined  by  other  nurses 

called  to  testify  as  expert  witnesses  (Hogue,  1985.) 

Third,  the  nurse  must  have  had  prior  knowledge  or  information  available  thai 

failure  to  meet  the  standard  of  care  could  result  in  harm.  This  is  called /ore 

seeability  of  harm.  Being  uninformed  is  not  a  justifiable  excuse  if  the  average 

prudent  person  could  have  anticipated  that  the  consequences  of  an  action  could 

result  in  harm.  For  example,  not  reading  a  medication  insert  is  not  a  sufficient 

excuse  in  regard  to  forseeability  of  harm.  A  different  example  might  be  a  charge 

nurse  who  has  assigned  another  RN  to  care  for  a  critically  ill  patient  The  assigned 

RN  commits  a  medication  error  that  injures  the  patient  in  some  way  II  the  charge 

nurse  had  reason  to  believe  that  the  RN  was  incapable  of  adequately  cuing  for  the 

patient  (foreseeability  of  harm),  or  tailed  to  provide  adequate  supervision,  both 

nurses  could  be  held  liable.  However,  If  the  charge  nurse  had  sufficient  evidence 
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TABLE     25-2 

Components  of  Professional  Negligence 

Elements  of 
Liability Explanation 

Example:  Giving 
Medications 

Duty  to  use  due  care 
(defined  by  the 
standard  of  care). 

Failure  to  meet 

standard  of  care 

(breach  of  duty). 

Foreseeability  of 
harm. 

4.  A  direct  relationship 
between  failure  to 

meet  the  standard  of 

care  (breach)  and 

injury  can  be  proven. 

5.  Injury. 

The  care  that  should  be 

given  under  the  circum- 
stances (what  the 

reasonably  prudent  nurse 
would  have  done). 

Not  giving  the  care  which 
should  be  given  under  the 
circumstances. 

The  nurse  must  have  rea- 
sonable access  to 

information  about  whether 

the  possibility  of  harm  ex- 
ists. 

Patient  is  harmed  because 

proper  care  is  not  given 

Actual  harm  results  to  pa- 
tient. 

A  nurse  should  give  medi- 
cations, accurately, 

completely,  and  on  time. 

A  nurse  fails  to  give  medi- 
cations accurately, 

completely,  or  on  time. 

The  drug  handbook  spe- 
cifies that  the  wrong 

dosage  or  route  may  cause 
injury. 

Incorrect  dosage  causes  pa- 
tient to  have  a  convulsion. 

A  serious  or  permanent 

complication  occurs. 

that  the  RN  was  fully  capable  and  was  available  as  needed  for  supervision,  then  the 
charge  nurse  could  not  be  held  liable. 

The  fourth  element  of  liability  is  that  the  failure  to  meet  the  standard  of  care 
must  have  the  potential  to  cause  injury  to  the  patient.  There  must  be  a  provable 
correlation  between  improper  care  and  resultant  injury  to  the  patient  (Marquis  and 
Huston,  1992). 

The  final  element  is  that  actual  patient  injury  must  occur.  This  injury  must  be 
more  than  transitory.  The  plaintiff  must  show  that  the  action  of  the  defendant 
directly  caused  the  injury  and  that  the  injury  would  not  have  occurred  but  for  the 
actions  of  the  defendant  (Hogue,  1985). 

Additional  Legal  Issues 
for  the  Manager 

Many  legal  regulations  involving  managers  have  been  discussed  in  units  on  hiring 
and  dealing  with  unions.  There  are  several  other  regulations  and  legal  issues  that 
influence  management  action. 
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1.  The  Occupational  Safety  and  Health  Act  (OSHA).  This  broadly  written  piece 
of  legislation  addresses  the  requirements  of  the  employer  to  provide  a  place  of 
employment  that  is  free  from  recognized  hazards  that  may  cause  physical  harm.  It 
is  impossible  for  the  Department  of  Labor  to  physically  inspect  all  facilities;  there- 

fore, most  of  their  inspections  are  initiated  because  of  an  employee  complaint  or  at 
the  request  of  an  employer  for  an  inspection.  The  act  does  allow  for  fines  to  be 
levied  if  employers  continue  with  unsafe  conditions. 

Since  the  risk  of  detection,  and  the  subsequent  fine  if  discovered,  are  both  low, 
employers  often  choose  to  ignore  unsafe  working  conditions.  Managers  are  in  a 
unique  position  to  call  attention  to  hazardous  conditions  in  the  workplace,  and 
should  communicate  such  concerns  to  higher  authority.  Scientists  have  estimated 

that  80%  of  all  cancers  are  caused  by  man's  exposure  to  environmental  factors 
(Ashford,  1976). 

Most  states  also  have  occupational  and  safety  regulations.  The  more  stringent  of 
the  two  regulations  are  those  with  which  the  employer  must  comply.  Many  of  the 
state  licensing  boards  have  additional  health  regulations  that  may  differ  in  some 
manner  from  the  federal  regulations. 

2.  State  Health  Facilities  Licensing  Boards.  In  addition  to  health  and  safety 
requirements,  many  state  boards  regulate  staffing  requirements.  It  is  the  ultimate 

responsibility  of  top-level  management  to  maintain  the  state  license  that  permits 
them  to  operate.  However,  each  manager  is  responsible  for  knowledge  of  and 

compliance  to  the  regulations  that  apply  to  his  or  her  unit  or  department. 
For  example,  if  the  manager  of  an  ICU  has  a  state  regulation  that  mandates  12 

hours  of  nursing  care  per  patient,  and  also  requires  that  the  ratio  of  RNs  to  other 
staff  be  2:1,  the  supervisor  is  obligated  to  staff  at  that  level  or  above.  If,  during  times 

of  short  staffing,  supervisors  are  unable  to  meet  this  level,  they  must  apprise  upper- 
level  management  so  there  can  be  joint  decision  making  to  resolve  the  situation. 

3.  Patient  Rights.  Until  the  1960s,  the  primary  source  of  patient's  rights  were  the 
legislative  controls  of  nursing  practice.  Patients  had  very  few  rights;  in  fact,  many 
times  they  were  denied  basic  human  rights.  Since  that  time,  the  National  League  for 
Nursing,  the  American  Hospital  Association,  and  many  states  have  passed  a  Bill  of 

Rights  for  patients  (see  sample  shown  in  Display  25-1).  A  Bill  of  Rights  that  has 
become  law  or  a  state  regulation  has  the  most  legal  authority  as  it  provides  the 

patient  with  legal  recourse.  A  Bill  of  Rights  issued  by  health  care  organizations  and 

professional  associations  is  not  legally  binding,  but  may  influence  funding  and 

certainly  should  be  considered  professionally  binding. 

Today,  patients  are  more  assertive  and  involved  in  their  health  care.  They  haw 

more  information  to  examine  when  deciding  on  treatment  options  and  arc  de 

manding  to  be  participants  in  decisions  about  their  health  care.  The  right  to  infor- 

mation and  to  participate  in  decisions  regarding  medical  care  has  led  to  conflicts  in 

the  areas  of  informed  consent  and  access  to  medical  records.  Although  the  manager 

has  a  responsibility  to  ensure  that  all  patient  rights  are  met  in  the  unit,  the  areas  thai 

are  particularly  sensitive  involve  the  right  to  privacy  and  personal  liberty,  both 

guaranteed  by  the  U.S.  Constitution. 

4.  Informed  Consent.  An  informed  a msent  is  one  given  by  the  person  who  is 

having  a  procedure  or  surgery  performed  and  is  obtained  by  a  physician  The 

physician  must  describe  the  procedure  and/or  surgery  to  the  patieni  in  terms 

understood  by  the  patient.  The  description  must  include  potential  benefits  to  the 
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DISPLAY     25-1 

List  of  Patient  Rights  in  California 

1.  Exercise  these  rights  without  regard  to  sex  or  cultural,  economic,  educational,  or 
religious  background  or  the  source  of  payment  for  care. 

2.  Expect  considerate  and  respectful  care. 

3.  Have  knowledge  of  the  name  of  the  physician  who  has  primary  responsibility  for 
coordinating  care  and  the  names  and  professional  relationships  of  other  physicians 
who  will  care  for  them. 

4.  Receive  information  from  the  physician  about  the  illness,  the  course  of  treatment, 

and  the  prospect  for  recovery  in  terms  that  can  be  understood. 

5.  Receive  as  much  information  about  any  proposed  treatment  or  procedure  needed 

in  order  to  give  informed  consent  or  to  refuse  this  course  of  treatment.  Except  in 
emergencies,  this  information  shall  include  a  description  of  the  procedure  or 
treatment,  the  medically  significant  risks  involved  in  this  treatment,  an  alternate 

course  of  treatment  or  nontreatment  and  the  risks  involved  in  each,  and  knowledge 
of  the  name  of  the  person  who  will  carry  out  the  procedure  or  treatment. 

6.  Be  able  to  participate  actively  in  decisions  regarding  medical  care.  To  the  extent 
permitted  by  law,  this  includes  the  right  to  refuse  treatment. 

7.  Have  full  consideration  of  privacy  concerning  the  medical  care  program.  Case 
discussion,  consultation,  examination,  and  treatment  are  confidential  and  should  be 

conducted  discreetly.  The  patient  has  the  right  to  be  advised  as  to  the  reason  for  the 

presence  of  any  individual. 

8.  Have  confidential  treatment  of  all  communications  and  records  pertaining  to  their 

care  and  stay  in  the  hospital.  Written  permission  of  the  patient  shall  be  obtained 
before  medical  records  can  be  made  available  to  anyone  not  directly  concerned 
with  care. 

9-  Expect  reasonable  responses  to  any  reasonable  requests  made  for  service. 

10.  Be  able  to  leave  the  hospital  even  against  the  advice  of  the  physician. 

11.  Reasonable  continuity  of  care  and  knowledge  in  advance  of  the  time  and  location  of 

the  appointment,  as  well  as  the  physician  providing  the  care. 

12.  Be  advised  if  the  hospital-personal  physician  proposes  to  engage  in  or  perform 
human  experimentation  affecting  care  or  treatment.  The  patient  has  the  right  to 

refuse  to  participate  in  such  research  projects. 

13-  Be  informed  by  the  physician  or  a  delegate  of  the  physician  of  continuing  health 
care  requirements  following  discharge  from  the  hospital. 

14.  Be  able  to  examine  and  receive  an  explanation  of  any  bill  regardless  of  the  source 

of  payment. 

15.  Know  which  hospital  rules  and  policies  apply  to  conduct  as  a  patient. 

16.  Have  all  patient's  rights  apply  to  the  person  who  may  have  legal  responsibility  to 
make  decisions  regarding  medical  care  on  behalf  of  the  patient  and  improper  care 

and  injury  to  the  patient. 



LEGAL  ISSUES  IN  MANAGEMENT      ♦     407 

patient  as  well  as  possible  risks,  and  should  not  imply  any  guarantee  of  result.  Only  a 
competent  adult  can  legally  sign  to  show  informed  consent.  Spouses  or  other  family 
members  cannot,  unless  there  is  an  approved  guardianship  or  conservatorship. 

In  emergency  cases,  the  physician  can  invoke  implied  consent.  If  the  patient  is 
unable  to  sign  due  to  injury,  the  physician  may  state  this  in  the  medical  record.  Most 
organizations  require  that  two  physicians  document  that  the  patient  is  unable  to 
sign,  and  this  is  usually  written  in  the  progress  notes.  Physicians  do  not  sign  the 
consent  form  for  the  patient. 

Nurses  frequently  seek  expressed  consent  from  patients  by  witnessing  them  sign 
a  standard  consent  form.  In  express  consent,  the  responsibility  of  the  nurse  is  to  be 
certain  that  the  patient  has  informed  consent  and  to  seek  a  remedy  if  he  does  not. 
Although  nurses  have  an  obligation  to  teach  and  to  clarify  information  given  to 
patients  by  their  physician,  they  should  be  careful  not  to  give  new  information  that 

may  contradict  information  given  by  the  physician,  thus  interfering  in  the  physician- 
patient  relationship.  At  times,  this  can  be  a  cloudy  issue  both  legally  and  ethically. 

5.  Medical  Records.  One  source  of  information  people  apply  in  helping  make 
decisions  about  their  health  care  is  their  medical  record;  nurses  have  a  legal 

responsibility  for  accurately  recording  appropriate  information  in  the  clients  medi- 
cal record.  Although  the  patient  owns  the  information  in  the  medical  record,  the 

actual  record  belongs  to  the  facility  that  originally  made  it  and  is  storing  it.  Although 

patients  must  have  "reasonable  access"  to  their  records,  the  method  for  retrieving 
the  record  varies  greatly  from  one  institution  to  another.  Managers  should  be  aware 

of  the  procedure  for  procuring  patients'  medical  records  at  their  facility.  Often,  a 
patient's  attempts  to  secure  medical  records  are  the  result  of  a  lack  of  trust,  or  a 
need  for  additional  teaching  and  education.  Nurses  can  do  a  great  deal  to  reduce 

this  confusion  and  foster  an  open,  trusting,  relationship  between  the  patient  and  his 

health-care  providers. 
6.  Extended  Liability.  A  situation  that  is  somewhat  different  from  malpractice 

but  for  which  individuals  may  be  held  liable  involves  product  liability.  When  a 

product  is  involved,  negligence  on  the  part  of  the  health  care  provider  does  not 

have  to  be  proven  (Fiesta,  1983).  This  type  of  liability  is  often  referred  to  as  strict 

liability  and  is  a  gray  area  with  the  nursing  profession.  Essentially,  strict  liability 

holds  that  a  product  may  be  held  to  a  higher  degree  of  liability.  In  other  words,  if  it 

can  be  proven  that  the  equipment  or  product  had  a  defect  that  caused  an  injury, 

then  it  would  be  debated  in  court  using  all  the  elements  essential  for  negligence 

(i.e.,  duty,  breach,  etc.).  Therefore,  equipment  and  other  products  fall  within  the 

scope  of  nursing  responsibility. 

The  Liability  of  Supervision 

The  broad  area  of  supervision  is  a  sensitive  legal  issue  where  managers  are  panic 

ularly  vulnerable.  Fiesta  (1990)  maintains  that  failure  to  supervise  in  a  manner  thai 

is  the  expected  standard  of  a  professional  nurse  may  Ik-  viewed  as  negligence  This 

would  not  remove  personal  liability  from  the  individuals  directly  Involved  with 

violating  standards,  but  rather  it  would  extend  thai  liability  to  Include  the  super 

visor.  One  way  to  avoid  liability  in  this  area  is  for  supervisors  to  fulfill  the  duties  of 

the  supervisory  position  that  are  listed  in  their  job  description. 
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Seeking  consultation  in  gray  areas  of  supervision  is  another  effective  method  of 

preventing  liability.  State  workman's  compensation  laws  are  often  interpreted  by 
personnel  departments  in  large  organizations,  but  the  manager  ultimately  becomes 
involved  with  such  things  as  safety  documentation,  reporting  work  injuries,  and 
documenting  any  disabilities  arising  from  employee  injuries.  Before  taking  action 

in  sensitive  legal  issues,  the  manager  should  discuss  the  problems  with  the  person- 
nel department  and  other  higher  authority. 

The  second  duty  for  which  the  supervisor  may  be  held  liable  concerns  inade- 
quate staffing.  If  nurses  make  errors  due  to  unsafe  staffing,  their  liability  may  be 

shared  if  it  can  be  proven  that  the  supervisors  were  aware  of  the  problem  (Fiesta, 
1990). 

Another  facet  of  supervisory  liability  is  in  the  delegation  or  assignment  of  work. 
The  supervisor  is  responsible  for  assigning  work  at  the  competence  level  of  the 
employee.  Again,  this  does  not  remove  the  personal  liability  of  the  individual  who 
accepted  a  work  assignment  beyond  their  level  of  competence.  Assignments  made 
beyond  the  training,  education,  or  competence  of  the  employee  that  result  in  injury 

could  lead  to  negligence  charges  on  the  part  of  both  the  employee  and  the  super- 
visor (Huston  and  Marquis,  1989).  However,  in  such  cases,  employees  must  provide 

the  supervisor  with  information  indicating  that  they  are  not  qualified  for  the  assign- 
ment. The  manager  does  have  the  right  to  reassign  employees  as  long  as  they  are 

capable  of  performing  assigned  duties. 

Managers  also  have  some  legal  responsibility  for  quality  assurance  of  the  nurs- 
ing practices  within  their  own  unit,  including  such  duties  as  reporting  dangerous 

understaffing,  checking  the  credentials  and  qualifications  of  staff,  and  carrying  out 
appropriate  discipline.  Additionally  managers,  as  well  as  all  professional  nurses, 
have  a  responsibility  for  reporting  improper  or  substandard  medical  care  and  for 
reporting  pertinent  public  health  information  and  child  abuse. 

Finally,  the  health  care  service  organization  must  be  able  to  ensure  client 

confidentiality.  When  privileged  information  is  circulated  to  unauthorized  individ- 
uals, the  client  can  collect  monetary  damages.  Protecting  patient  confidentiality  is 

an  important  responsibility  for  the  manager. 

Summary 

Legislative-legal  controls  of  nursing  practice  have  been  established  to  both  clarify 

the  boundaries  of  practice  and  to  protect  patient's  rights.  These  controls,  however, 
are  constantly  evolving  and  managers  must  continually  keep  abreast  of  changing 
legislation  that  may  affect  the  scope  of  their  practice.  The  manager  has  a  legal 
obligation  to  uphold  the  laws,  rules,  and  regulations  impacting  on  the  organization, 
the  patient,  and  nursing  practice. 

References 

Ashford  NA  (1976).  Crisis  in  the  Workplace:  Occupational  Disease  and  Injury.  Cambridge,  MA:  MIT  Press 

Fiesta  J  ( 1983).  The  Law  and  Liability.  New  York:  John  Wiley  and  Sons 

Fiesta  J  (1990).  The  law  and  liability.  Nurs  Manage  21(8):20-21 



LEGAL  ISSUES  IN  MANAGEMENT      ♦     409 

Goldstein  AS,  Perdew  S,  and  Pruitt  S  (1989).  The  Nurses  Legal  Advisor.  Philadelphia,  PA:  JB  Lippincott 

Guido  GW  ( 1988).  Legal  Issues  in  Nursing:  A  Source  Book  for  Practice.  Norwalk,  CT:  Appleton  and  Lange 

Hogue  E  ( 1985).  Nursing  and  Legal  Liability:  A  Case  Study  Approach.  Owing  Mills,  MD:  National  Health 
Publishing,  Rynd  Communications 

Huston  CL  and  Marquis  BL  (1989).  Retention  and  Productivity  Strategies  for  Nurse  Managers.  Phila- 
delphia, PA:  JB  Lippincott 

Marquis  BL  and  Huston  CJ  ( 1992).  Leadership  Roles  and  Management  Functions  for  Nurses.  Philadelphia, 
PA:  JB  Lippincott 

♦        SAMPLE  CASE  ANALYSIS 

Mrs.  Moore  has  been  diagnosed  as  having  invasive  cancer  and  has  been  receiv- 
ing daily  radiation  treatments.  Her  spouse  is  a  frequent  visitor  and  seems  to  be 

a  devoted  husband.  Because  they  are  both  very  interested  in  her  progress  and 

prognosis,  they  have  asked  many  questions.  You  have  given  truthful  answers, 
but  there  is  not  much  that  you  know  because  the  physician  has  not  shared 

much  information  with  the  staff.  Today,  you  walk  into  Mrs.  Moore's  room  and 
find  Mr.  Moore  sitting  at  his  wife's  bedside  reading  her  chart.  The  radiation 
orderly  had  inadvertantly  left  it  in  the  room  when  Mrs.  Moore  returned  from 

the  X-ray  department. 

ASSIGNMENT 

Discuss  what  you  would  do,  and  why.  What  is  the  problem  here?  What  should 

your  follow-up  be? 

ANALYSIS 

The  nurse  needs  to  determine  what  is  the  most  important  goal  in  this  situation. 

Possible  goals  include  (1)  getting  the  chart  away  from  Mr.  Moore  as  soon  as 

possible,  (2)  protecting  Mrs.  Moore's  privacy,  (3)  gathering  more  information, 
or  (4)  becoming  a  patient  advocate  for  Mrs.  Moore. 

In  solving  the  case,  it  is  apparent  that  not  enough  information  has  been 

gathered.  Mr.  Moore  now  has  the  chart  and  it  seems  pointless  to  take  it  away 

from  him.  Usually,  the  danger  in  patient's  families  reading  their  chart  lies  in  the 

possibilities  of  a)  not  understanding  the  chart  and  thereby  confusing  informa- 
tion obtained  or  b)  an  invasion  of  privacy  because  the  patient  has  not  given 

consent  for  family  access. 

Using  this  as  the  basis  for  the  rationale,  the  nurse  should  use  the  following 

approach: 

1.  Clarify  that  Mr.  Moore  has  his  wife's  permission  to  read  the  chart  by  asking her  directly. 

2.  Ask  Mr.  Moore  if  there  is  any  information  in  the  chart  that  he  did  not 

understand  or  anything  that  he  questioned.  You  may  even  ask  him  to  sum 

marize  what  he  has  read.  Clarify  those  aspects  that  are  appropriate  for  the 

nurse  to  address  (hospital  terminology,  procedures,  nursing  care,  etc.) 

3.  Refer  questions  that  are  inappropriate  tor  the  nurse  to  answer  to  (he  physi 

cian  and  let  Mr.  Moore  know  that  you  will  assist  him  in  speaking  with  the 

physician  regarding  the  medical  plan  and  prognosis. 
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4-  When  the  nurse  finishes  speaking  with  Mr.  Moore,  she  should  request  the 

chart  and  place  it  in  the  proper  location.  She  should  then  report  the  inci- 
dent to  her  immediate  supervisor. 

5.  The  nurse  should  follow  through  by  discussing  the  incident  and  Mr.  Moore's 
concerns  with  the  physician  and  by  assisting  the  Moores  in  obtaining  the 
information  that  they  have  requested. 

CONCLUSION 

The  nurse  first  gathered  more  information  before  becoming  the  patient  advo- 
cate. It  is  possible  that  the  Moores  only  had  simple  questions  to  ask  and  that  the 

problem  was  a  lack  of  communication  between  staff  and  their  clients,  rather 

than  a  physician-patient  communication  deficit.  Legally,  the  patient  has  the 
right  to  understand  what  is  happening  to  them  and  that  should  be  the  basis  for 
the  decisions  in  this  case. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  a  surgical  nurse  working  at  Mercy  Hospital.  At  4.00  p.m.  you  receive 
a  patient  from  the  recovery  room  who  has  had  a  total  hip  replacement.  You  note 
that  the  hip  dressings  are  saturated  with  bright  red  blood,  but  are  aware  that  total 
hip  replacements  frequently  have  some  postoperative  oozing  from  the  wound. 
There  is  an  order  on  the  chart  to  reinforce  the  dressing  prn  and  you  do  so.  When 
you  next  check  the  dressing  at  6:00  p.m.,  you  find  the  reinforcements  saturated,  as 
well  as  drainage  on  the  bed  linen.  You  call  the  physician  and  tell  him  that  you 

believe  the  patient  "is  bleeding  too  heavily."  The  physician  reassures  you  that  the 
amount  of  bleeding  you  have  described  is  not  excessive,  but  to  continue  to  monitor 

the  patient  closely.  You  recheck  the  patient's  dressings  at  7:00  p.m.  and  8:00  p.m.  You 
then  call  the  physician  again  and  tell  him  that  "the  bleeding  still  looks  too  heavy." 
He  reiterates  his  reassurances  and  tells  you  to  continue  to  watch  the  patient  closely. 

At  10:00  p.m.,  the  patient's  blood  pressure  drops  precipitously  and  she  goes  into 
shock.  You  summon  the  doctor,  who  arrives  immediately. 

ASSIGNMENT 

What  are  the  legal  ramifications  of  this  case?  Could  the  nurse  be  held  liable  for 

malpractice?  Is  the  physician  guilty  of  malpractice?  Justify  your  answers. 

CASE  2 

Mrs.  Keller  is  a  68  year  old  cancer  patient  who  has  been  admitted  to  the 

oncology  unit  at  Ridgetop  Hospital.  Her  diagnosis  is  liver  cancer.  Her  admitting 
physician  has  advised  chemotherapy  even  though  he  feels  there  is  little  chance  of 
its  success.  The  patient  asks  her  doctor,  in  your  presence,  if  there  is  an  alternative 
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treatment  to  chemotherapy.  He  replies,  "Nothing  else  has  been  proven  to  be  effec- 
tive. Everything  else  is  quackery,  and  you  would  be  wasting  your  money."  After  he 

leaves,  the  patient  and  her  family  ask  if  you  know  anything  about  alternative  treat- 
ments. When  you  indicate  that  you  do  have  some  current  literature  available  they 

beg  that  you  share  your  information  with  them. 

ASSIGNMENT 

What  do  you  do?  What  is  your  legal  responsibility  to  your  patient,  the  doctor  and 
the  hospital?  Using  your  knowledge  of  the  legal  process,  the  Nursing  Practice  Act, 

patient's  rights,  and  legal  precedents  (Tuma  versus  Board  of  Nursing,  1979),  explain 
what  you  would  do  and  defend  your  decision. 

CASE  3 

You  are  a  staff  nurse  on  a  surgical  unit.  Shortly  after  reporting  for  duty,  you 
make  rounds  on  all  your  patients.  Mrs.  Newman  is  a  38  year  old  woman  scheduled 

for  a  bilateral  salpingoopherectomy  and  hysterectomy.  In  the  course  of  the  conver- 
sation, Mrs.  Newman  comments  that  she  is  glad  that  she  will  not  be  undergoing 

menopause  as  a  result  of  this  surgery.  She  elaborates  by  stating  that  one  of  her 

friends  had  surgery  that  resulted  in  "surgical  menopause"  and  it  was  devastating  to 
her.  You  return  to  the  chart  and  check  the  surgical  permit  and  doctor's  progress 
notes.  The  OR  permit  reads  "bilateral  salpingoopherectomy  and  hysterectomy"  and 
it  is  signed  by  Mrs.  Newman.  The  physician  has  noted  "discussed  surgery  with 
patient"  in  his  progress  notes. 

You  return  to  Mrs.  Newman's  room  and  ask  her  what  type  of  surgery  she  is 

having  and  she  states,  "I'm  having  my  uterus  removed."  You  phone  the  physician 
and  relate  your  information  to  the  surgeon.  He  says,  "Mrs.  Newman  knows  that  I 
will  take  out  her  ovaries  if  necessary;  I've  discussed  it  with  her.  She  signed  the 

permit.  Now,  please  get  her  ready  for  surgery — she  is  the  next  case." 
ASSIGNMENT 

Discuss  what  you  should  do  at  this  point.  Why  have  you  chosen  this  course  of 
action?  What  issues  are  involved  here?  Be  able  to  discuss  the  various  ramifications 

of  this  case.  Describe  your  approach  to  problem  solving. 

CASE  4 

You  have  been  the  evening  charge  nurse  in  the  Emergency  room  at  Lake 

side  Hospital  for  the  past  two  years.  In  addition  to  yourself,  you  have  two  LPN-IA  Ns 
and  four  RNs  working  in  your  department.  Your  normal  stalling  is  to  haw  two  RNs 

and  one  LPN-LVN  on  duty  Monday-Thursday,  and  one  LPN-LVN  and  three  RNs  on 

during  the  weekend. 

It  has  become  apparent  that  one  of  the  LPN-LVNs,  Ms.  Kurt/,  resents  the 

recently  imposed  limitations  of  LPN-LVN  duties  as  she  has  had  10  years  experience 

in  nursing,  including  a  long  tour  of  duly  as  a  medic  in  the  armed  tones  The 

emergency  room  physicians  admire  her  ami  an'  always  seeking  her  assistance  \\  ith 

any  major  wound  repair.  Occasionally,  she  has  exceeded  hei  job  description  as  an 

LPN-IVN  at  Lakeside  Hospital,  although  she'  has  done  nothing  illegal    Ybu  have 
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given  her  satisfactory  performance  evaluations  in  the  past,  despite  everyone  being 

aware  that  she  sometimes  pretends  to  be  a  "junior  physician."  You  also  suspect  that 
the  physicians  sometimes  allow  her  to  suture  wounds  and  perform  other  duties 
outside  her  licensure,  but  you  have  not  investigated  or  actually  seen  this  yourself. 

Tonight  you  return  from  supper  and  find  Ms.  Kurtz  suturing  a  deep  laceration 
as  the  physician  looks  on.  They  both  realize  that  you  are  upset  and  the  physician 

takes  over  the  suturing.  Later,  the  doctor  comes  to  you  and  says  "don't  worry!  she 
does  a  great  job  and  I'll  take  the  responsibility  for  her  actions."  You  are  unsure  what 
you  should  do.  Ms.  Kurtz  is  a  good  employee  and  you  do  not  want  to  make  waves." 

ASSIGNMENT 

What  are  the  legal  ramifications  of  this  case?  Discuss  what  you  should  do,  if  any- 
thing. What  are  the  responsibilities  and  liabilities  of  the  physician,  Ms.  Kurtz,  and 

yourself?  Use  an  appropriate  rationale  to  support  your  decision. 

CASE  5 

At  the  hospital  where  you  are  employed,  it  is  a  policy  that  employees  have  a 
current,  valid  license,  in  keeping  with  the  state  licensing  code.  It  is  always  difficult 
to  get  people  to  bring  their  license  in  to  verify  that  it  is,  in  fact,  current. 

You  have  just  come  from  a  meeting  with  the  director,  who  reminds  you  that  you 
must  not  have  people  performing  duties  with  an  expired  license.  You  decide  to 
issue  a  memo  stating  that  you  will  hold  the  payroll  checks  of  all  employees  who 
have  not  verified  their  license  with  you. 

Following  this,  all  the  LVN-LPNs  brought  their  licenses  in  for  verification. 
However,  one  of  them  has  an  expired  date  on  her  license.  When  she  is  questioned, 
she  admits  that  she  did  not  mail  her  payment  for  relicensure  until  after  she  had 
read  your  memo.  She  was  hoping  to  delay  showing  her  license,  as  she  is  in  a 
financial  crisis  that  caused  the  delayed  payment.  You  phone  the  licensing  board  and 
they  state  that  it  will  be  six  weeks  before  the  employee  will  receive  her  license. 
They  will  not  verify  her  active  license  status  over  the  telephone.  You  ponder  the 
following  facts: 

1.  It  is  illegal  to  perform  duties  requiring  a  license  without  one. 

2.  The  LVN-LPN  had  prior  knowledge  of  the  licensing  laws  and  hospital  policy. 
3-  The  LVN-LPN  has  been  a  good  employee  with  no  record  of  prior  disciplinary 

action. 

ASSIGNMENT 

Decide  what  you  should  do.  What  alternatives  do  you  have?  Provide  the  rationale 
for  your  decision. 
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Personal  Notebook 

1    Do  you  feel  there  are  unnecessary  lawsuits  in  the  health  care  industry? 

2.  Have  you  ever  advised  a  friend  or  family  member  to  sue  for  damages  you 

believed  they  suffered  as  a  result  of  poor-quality  health  care? 

3-  Do  you  think  you  will  make  future  clinical  errors  in  judgment  as  a  nurse?  What 
steps  will  you  take  to  reduce  the  likelihood  of  this  happening? 

4.  Are  you  willing  to  risk  losing  your  job  in  order  to  ensure  patient's  rights? 



CHAPTER 26 
Ethical  Decision  Making 
for  Managers 

Legal  guidelines  for  management  decision  making  were  examined  in  Chapter  25. 
This  chapter  concerns  ethical  decision  making.  Ethics  is  the  study  of  what  our 
conduct  and  actions  ought  to  he  with  regard  to  ourselves,  other  human  heings,  and 
the  environment.  It  is  the  justification  of  what  is  considered  right  and  good,  and  the 

study  of  what  our  lives  and  relationships  ought  to  he — not  necessarily  what  they 

are  (Aroskar,  1987).  "Ethics  has  to  do  with  actions  we  wish  people  would  take,  not 
actions  they  must  take"  (Hall,  1990). 

Sometimes,  separating  legal  and  ethical  issues  is  difficult.  Legal  controls  are 
generally  clearer  and  philosophically  impartial.  Although  legal  controls  assist  the 
manager  in  problem  solving,  many  issues  or  decisions  the  manager  is  invoked  in 
require  some  sort  of  value  judgment  that  may  or  may  not  coincide  with  what  is 
legal. 

The  conflict  between  legal  and  ethical  control,  especially  in  larger  corpora- 
tions, is  under  the  scrutiny  of  media,  regulators,  and  public  interest  groups  (Sul- 

livan and  Brown,  1991).  During  the  past  10  years,  two-thirds  of  the  500  largest 

corporations  in  the  United  States  have  been  involved  in  some  kind  of  illegal  behav- 
ior (Gellerman,  1986).  Professionals  once  held  in  high  esteem  by  society  are  now 

being  held  accountable  for  abusing  their  autonomy  and  enriching  their  lives  at  the 

expense  of  the  clients  they  represent  (Siler  et  al.,  1990). 
As  in  the  private  sector,  the  health  care  industry  is  facing  an  era  of  markedly 

limited  physical,  human,  and  fiscal  resources;  thus,  nearly  all  decision  making  by 
health  care  managers  involves  some  ethical  component.  However,  the  following 
forces  ensure  that  ethics  will  become  an  even  greater  dimension  in  health  care 

management  decision  making  in  the  1990s:  increasing  technology,  regulatory  pres- 
sures, competitiveness  among  health  care  providers,  national  nursing  shortages, 

reduced  fiscal  resources,  spiraling  costs  of  supplies  and  salaries,  and  the  public's 
increasing  distrust  of  the  health-care  delivery  system  and  its  institutions  (Martinis 

and  Huston,  1992).  Woolery  (1990)  also  suggests  that  the  design  and  implement 

tion  of  nursing  information  systems  will  create  new  ethical  dilemmas  for  nursing 

managers  in  the  coming  decade. 

In  addition,  because  personal,  organizational,  subordinate,  and  consumer  re 

sponsibilities  differ,  there  is  a  great  potential  for  managers  to  experience  intraper 
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sonal  conflict.  Multiple  advocacy  roles  and  accountability  to  the  profession  further 
increase  the  likelihood  that  managers  will  be  faced  with  ethical  dilemmas  in  their 

practice. 
Ethical  dilemmas  can  be  defined  as  making  a  choice  between  two  equally 

desirable  or  undesirable  alternatives.  Haddad  (1992)  defines  ethical  dilemmas  as 

novel,  complex,  and  ambiguous  problems  that  do  not  lend  themselves  to  pro- 
grammed or  routine  problem  solving  for  which  a  precedent  has  been  established. 

Curtin  (1982)  maintains  that  in  order  for  a  problem  to  be  an  ethical  dilemma,  it 

must  have  three  characteristics.  First,  the  problem  cannot  be  solved  using  only 
empirical  data.  Second,  the  problem  must  be  so  perplexing  that  it  is  difficult  to 
decide  what  facts  and  data  need  to  be  used  in  making  the  decision.  Third,  the 
results  of  an  ethical  problem  must  affect  more  than  an  immediate  situation.  It 

should  have  far-reaching  effects. 
Curtin  also  distinguishes  ethical  dilemmas  from  moral  dilemmas  (1992).  Mo- 

rality comprises  the  degree  of  congruency  between  a  person's  perception  of  what 
is  right  or  good  and  their  subsequent  behavior.  Curtin  says  that  in  ethical  dilemmas, 

the  individual  does  not  know  what  is  the  appropriate  thing  to  do.  In  moral  di- 
lemmas, the  problem  exists  because  one  knows  what  is  right,  but  does  not  want  to 

do  it. 

It  is  important  to  remember  that  the  way  managers  approach  and  solve  ethical 
dilemmas  is  influenced  by  their  values  and  basic  beliefs  about  the  rights,  duties, 

and  goals  of  all  human  beings.  Self-awareness,  then,  is  a  critical  part  of  ethical 
decision  making,  just  as  it  is  in  so  many  other  aspects  of  management  (Marquis  and 
Huston,  1992). 

Ethical  Problem  Solving 
and  Decision-Making  Models 

Because  individual  values,  beliefs,  and  personal  philosophy  play  a  major  role  in 
moral  or  ethical  decision  making,  how  do  managers  decide  between  right  and 

wrong  in  everyday  decisions?  What  if  there  is  no  right  or  wrong  answer?  What  if 
both  answers  are  right  or  both  answers  are  wrong? 

As  in  all  decision  making,  these  decisions  must  be  made  using  a  professional 

approach  that  eliminates  trial  and  error  and  that  centers  on  proven  decision- 
making models  or  problem-solving  processes.  Using  a  systematic  approach  to 

problem  solving  allows  managers  to  make  better  decisions  and  increases  the  prob- 
ability that  they  will  feel  positive  about  the  ethical  decisions  they  have  made. 

There  are  many  systematic  approaches  to  ethical  problem  solving  that  are 

appropriate  for  the  nursing  manager.  These  approaches  include  the  use  of  theoret- 
ical problem-solving  and  decision-making  models,  ethical  frameworks,  and  ethical 

principles. 

Although  not  recognized  specifically  as  an  "ethical"  problem-solving  model, 
the  traditional  problem-solving  process,  discussed  in  Chapter  1,  can  be  very  effec- 

tive in  solving  ethical  problems.  The  following  case  study  provides  an  example  of 

how  the  traditional  problem-solving  process  might  be  applied  to  a  management 
ethics  problem. 
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THE  CASE:  THE  MARGINAL  EMPLOYEE 

You  are  the  oncology  supervisor  in  a  400  bed  hospital.  There  are  35  beds 
on  your  unit,  which  is  generally  full.  It  is  an  extremely  busy  unit  and  your  staff  need 

high-level  assessment  and  communication  skills  in  providing  patient  care.  Because 
the  nursing  care  needs  on  this  floor  are  unique,  and  you  utilize  primary  nursing,  it 
has  been  very  difficult  in  the  past  to  float  staff  from  other  units  when  additional 

staffing  was  required.  Although  you  have  been  able  to  keep  the  unit  adequately 

staffed  on  a  day-to-day  basis,  there  are  two  open  positions  for  RNs  on  your  unit  that 
have  been  unfilled  for  almost  three  months. 

Historically,  your  staff  have  been  excellent  employees.  They  enjoy  their  work 
and  are  highly  productive.  Unit  morale  has  been  exceptionally  good.  However,  in 

the  last  3  months,  the  staff  have  begun  complaining  about  Ms.  Cintron,  a  full-time 
employee  who  has  been  working  on  the  unit  for  about  four  months.  Ms.  Cintron 
has  been  a  registered  nurse  for  about  15  years  and  has  worked  in  oncology  units  at 

other  facilities.  References  from  former  employers  identified  her  work  as  compe- 

tent, although  little  other  information  was  given.  At  Ms.  Cintron's  six  week  and  three 
month  performance  appraisals,  you  coached  her  regarding  her  barely  adequate 
work  habits,  assessment  and  communications  skills,  and  decision  making.  She 

responded  that  she  would  attempt  to  improve  her  performance  in  these  areas,  as 
working  on  this  unit  was  one  of  her  highest  career  goals.  Although  Ms.  Cintron  has 
been  receptive  to  your  coaching  and  has  told  you  of  her  efforts  to  improve  her 

performance,  there  has  been  little  observable  difference  in  her  behavior.  You  have 
slowly  reached  the  conclusion  that  she  is  probably  currently  working  at  as  high  a 
level  as  she  is  capable;  she  is  a  marginal  employee. 

The  other  staff  feel  that  Ms.  Cintron  is  not  carrying  her  share  of  the  work  load 

and  have  asked  that  you  remove  her  from  the  unit. 

ANALYSIS:  (From  Marquis  and  Huston,  1992) 

1.  Identify  the  problem:  The  marginal  performance  of  one  employee  is  affecting 
the  morale  on  the  unit. 

2.  Gather  data  to  analyze  the  causes  and  consequences  of  the  problem:  The 

following  information  should  be  gathered  and  considered  by  the  manager: 

Ms.  Cintron  has  been  an  RN  for  15  years,  and  probably  has  always  been  a  marginal 

employee. 

She  states  she  is  highly  motivated  to  be  an  oncology  nurse. 

She  has  been  coached  on  several  occasions  regarding  how  she  might  improve  her 

performance  and  no  improvement  has  been  seen. 

It  is  difficult  to  recruit  and  retain  staff  nurses  for  this  unit. 

The  unit  is  already  short  two  full-time  RN  positions 

Ms.  Cintron's  performance  is  not  unsatisfactory:  it  is  only  marginal. 
The  other  nurses  on  the  floor  consider  her  performance  disruptive  enough  to  ask 

you  to  remove  her  from  the  floor. 

3.  Explore  alternative  solutions. 

Alternative  1 — Terminate  Ms.  Cintron's  employment. 
Alternative  2— Transfer  her  to  another  floor. 
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Alternative  3 — Continue  coaching  Ms.  Cintron  and  help  her  identify  specific  and 
realistic  goals  about  her  performance. 

Alternative  4 — Do  nothing  and  hope  that  the  problem  resolves  itself. 
Alternative  5 — Work  with  the  other  staff  nurses  to  create  a  work  environment  that 

will  make  Ms.  Cintron  want  to  be  transferred  from  the  floor. 

4.  Evaluate  the  alternatives: 

Alternative  1 — Although  this  option  would  provide  a  rapid  solution  to  the  prob- 
lem, there  are  many  negative  aspects.  Ms.  Cintron,  although  performing  at  a 

marginal  level,  has  not  done  anything  that  warrants  termination.  Even  though 
some  staff  have  requested  her  removal  from  the  unit,  this  action  could  be  viewed 

as  arbitrary  and  grossly  unfair  by  a  silent  minority.  Thus  employee  security  and 
unit  morale  could  decrease  even  more.  In  addition,  it  would  be  difficult  to  fill 

the  position. 

Alternative  2 — This  choice  would  remove  the  supervisor's  immediate  problem  and 
would  probably  please  the  staff.  This  alternative,  however,  merely  transfers  the 
problem  to  a  different  unit,  which  is  counterproductive  to  organizational  goals. 
This  might  be  an  appropriate  alternative  if  the  supervisor  could  show  that  Ms. 
Cintron  could  be  expected  to  perform  at  a  higher  level  on  another  unit.  It  is 
difficult  to  predict  how  Ms.  Cintron  would  feel  about  this  alternative.  She  is 
probably  aware  of  the  staff  s  frustration  with  her,  and  a  transfer  would  provide  at 

least  temporary  shelter  from  her  colleague's  hostility.  In  addition,  she  would 
appropriately  view  the  transfer  as  a  failure  on  her  part  to  meet  unit  expectations. 

This  recognition  is  demoralizing  and  the  opportunity  for  her  to  fulfill  a  long- 
term  career  goal  would  be  denied. 

Alternative  3 — This  requires  a  long-term  and  time-consuming  commitment  on  the 
part  of  the  manager.  There  is  inadequate  information  given  in  the  case  to  deter- 

mine whether  the  supervisor  can  make  this  type  of  commitment.  In  addition, 

there  is  no  guarantee  that  setting  short-term,  specific,  and  realistic  goals  will 

improve  Ms.  Cintron's  work  performance.  It  should,  however,  increase  her  self- 
esteem  and  reinforce  her  supervisor's  interest  in  her  as  a  person.  It  also  retains 
an  RN  who  is  difficult  to  replace.  This  alternative  does  not  address  the  dissatisfac- 

tion of  the  staff. 

Alternative  4 — There  are  few  positive  aspects  to  this  choice  other  than  that  the 
supervisor  would  not  have  to  expend  energy  at  the  present  time.  The  problem, 
however,  will  probably  snowball  and  unit  morale  will  get  worse. 

Alternative  5 — Although  most  individuals  would  agree  that  this  approach  is  morally 
corrupt,  there  are  some  advantages.  Ms.  Cintron  would  voluntarily  leave  the  unit 
and  the  supervisor  and  staff  would  not  have  to  deal  with  the  problem.  The 
disadvantages  are  similar  to  those  cited  in  Alternative  1. 

5.  Select  the  appropriate  solution-.  As  in  most  decisions  with  an  ethical  compo- 
nent, there  is  no  one  right  answer  and,  in  fact,  all  the  alternatives  have  desirable  and 

undesirable  facets.  Alternative  3  probably  presents  the  least  number  of  undesirable 
attributes.  The  cost  to  the  supervisor  is  in  time  and  effort.  The  supervisor  really  has 
little  to  lose  in  attempting  this  plan  to  increase  employee  productivity,  as  there  are 
no  replacements  to  fill  the  position  anyway.  Losing  Ms.  Cintron  by  termination  or 
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transfer  merely  increases  the  workload  for  other  employees  due  to  short  staffing.  It 
also  cannot  help  the  employee. 

6.  Implement  the  solution:  In  implementing  Alternative  3,  the  supervisor 
should  be  very  clear  with  Ms.  Cintron  about  her  motives.  She  must  also  be  certain 

that  the  goals  they  set  are  specific  and  realistic.  Although  the  staff  may  continue  to 
voice  their  unhappiness  with  her  performance,  the  supervisor  should  be  careful 

not  to  discuss  confidential  information  about  Ms.  Cintron's  coaching  plan  with 
them.  The  supervisor  should,  however,  reassure  the  staff  that  she  is  aware  of  their 
concerns  and  that  she  will  follow  the  situation  closely. 

7.  Evaluate  the  results:  The  supervisor  elected  to  review  the  problem  solving 
six  months  after  the  plan  was  implemented.  What  was  found  was  that  although  Ms. 

Cintron  was  satisfied  with  her  performance  and  appreciative  of  her  supervisor's 
efforts,  performance  had  not  improved  appreciably.  She  continued  to  be  a  marginal 
employee,  meeting  minimal  competency  levels.  The  supervisor  did  find,  however, 
that  the  staff  seemed  more  accepting  of  her  level  of  ability  and  rarely  expressed 
their  dissatisfaction  with  her  again.  In  general,  unit  morale  increased. 

It  is  important  to  recognize  that  even  if  the  outcome  of  the  selected  alternative 

had  yielded  negative  consequences,  the  supervisor  did  make  a  "good"  decision.  It 
was  a  "good"  decision  because  a  structured  approach  to  problem  solving  was  used. 
This  structured  approach  resulted  in  the  gathering  of  a  great  deal  of  important 
information  about  the  problem  that  was  then  applied  in  thoroughly  analyzing 

multiple  alternatives.  Then,  regardless  of  the  outcome,  the  supervisor  could  feel 

comfortable  that  the  best  possible  decision  was  made  at  the  time  with  the  informa- 
tion and  resources  available. 

Another  problem-solving  model  not  specifically  designed  for  ethical  analysis, 
but  effective  for  its  use,  is  the  nursing  process.  The  cyclic  nature  of  the  nursing 

process  allows  for  feedback  to  occur  in  the  decision  making  at  any  given  step.  It  als<  > 

allows  the  cycle  to  repeat  until  adequate  information  is  obtained  to  make  a  deci- 
sion. It  does  not,  however,  require  clear  problem  identification.  The  following  case- 

study  analysis  shows  how  the  nursing  process  might  be  used  as  an  ethical  decision- 
making tool. 

THE  CASE:  ONE  APPLICANT  TOO  MANY 

(From  Marquis  and  Huston,  1992) 

The  reorganization  of  the  public  health  agency  has  resulted  in  the  creation 

of  a  new  position  of  community  health  liaison.  A  job  description  has  been  written 

and  notice  of  the  job  opening  has  been  posted.  As  the  Chief  Nursing  Executive  of 

this  agency,  it  will  be  your  responsibility  to  select  the  best  individual  lor  the 

position.  Because  you  are  aware  that  all  hiring  decisions  have  some  subjectivity,  you 

want  to  eliminate  as  much  personal  bias  as  possible  in  arriving  at  your  choice.  IWo 

individuals  have  applied  for  the  position,  and  one  of  them  is  a  dose  personal 
friend. 

ANALYSIS 

Assess   As  the  nursing  executive,  you  have  a  responsibility  to  make  personnel  de 

cisions  as  objectively  as  you  can.  This  means  that  the  hiring  decision  should  he 
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based  solely  upon  which  employee  is  best  qualified  for  the  position.  You 

do  recognize,  however,  that  there  may  be  a  personal  cost  in  terms  of  the  friend- 
ship. 

Plan — You  must  plan  how  you  are  going  to  collect  this  data.  The  tools  you  have 
selected  are  applications,  resumes,  references,  and  personal  interviews. 

Implement — Both  applicants  are  contacted  and  asked  to  submit  personal  resumes 
and  three  letters  of  references  from  recent  employers.  In  addition,  both  candi- 

dates are  scheduled  for  structured  format  interviews  with  you  and  two  of  the 

agency  board  members.  Although  they  will  be  asked  to  provide  feedback  regard- 
ing the  applicant  interviews,  you  have  reserved  the  right  to  make  the  final  hiring 

decision. 

Evaluate — As  a  result  of  your  plan,  you  have  discovered  that  both  candidates  meet 
the  minimal  requirements  posted  for  the  job.  One  candidate,  however,  clearly 
has  higher  level  communications  skills  while  the  other  candidate  (your  friend) 
has  more  experience  in  public  health  and  is  more  knowledgeable  regarding 
the  resources  in  your  community.  Both  employees  have  complied  with  the 
request  to  submit  resumes  and  letters  of  reference  and  these  are  of  similar 

quality. 
Assess — Your  assessment  of  the  situation  is  that  you  need  more  information  to  make 

the  best  possible  decision.  You  must  measure  whether  strong  communication 
skills  or  public  health  experience  and  familiarity  with  the  community  would  be 
most  valuable  in  this  position. 

Plan — You  need  to  obtain  more  information  about  what  the  employee  will  be 
doing  in  this  newly  created  position. 

Implement — If  the  job  description  is  inadequate  in  providing  this  information,  it 
may  be  necessary  to  backtrack  and  perform  further  job  analysis  and  design.  You 
may  want  to  gather  information  from  other  public  health  agencies  with  a  similar 
job  classification. 

Evaluate — Through  job  design  and  analysis,  you  now  feel  that  excellent  communi- 
cations skills  are  absolutely  essential  for  the  job.  The  candidate  who  has  these 

skills  also  has  an  acceptable  level  of  public  health  experience,  and  seems  moti- 
vated to  learn  more  about  the  community  and  its  resources.  This  means  that 

your  friend  will  not  receive  the  job. 

Assess — Now  it  is  necessary  for  you  to  examine  whether  a  good  decision  has  been 
made. 

Plan — You  intend  to  evaluate  your  decision  in  six  months  using  the  established  job 
description  as  a  basis  for  your  evaluation  criteria. 

Implement — You  are  unable  to  initiate  your  plan  as  this  employee  resigns  unex- 
pectedly four  months  after  she  takes  the  position.  Your  friend  is  now  working  in 

a  similar  capacity  in  another  state.  Although  you  correspond  on  an  infrequent 
basis,  the  relationship  has  changed  as  a  result  of  your  decision. 

Evaluate — Did  you  make  a  wise  decision?  This  decision  was  based  on  a  carefully 
thought  out  process  that  included  adequate  data  gathering,  and  a  weighing  of 

alternatives.  Variables  beyond  your  control  resulted  in  the  employee's  resigna- 
tion and  there  was  no  apparent  reason  for  you  to  expect  that  this  would  happen. 

The  decision  to  exclude  or  minimize  personal  bias  was  a  conscious  one  and  you 
were  aware  of  the  possible  ramifications  of  this  choice.  The  decision  making 
appears  to  have  been  appropriate. 
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Crisham  (1985)  developed  a  model  for  ethical  decision  making  incorporating 
the  nursing  process  and  principles  of  biomedical  ethics.  This  model  is  especially 
useful  in  clarifying  ethical  problems  that  occur  as  a  result  of  conflicting  obligations. 

Managers  frequently  have  conflicting  duties  as  a  result  of  their  differing  respon- 
sibilities to  patients,  subordinates,  self,  and  to  the  organization.  This  model  is 

represented  by  the  acronym  MORAL  representing: 

M — Massage  the  dilemma;  collect  data  about  the  ethical  problem  and  who 
should  be  involved  in  the  decision-making  process. 

O — Outline  options;  identify  alternatives  and  analyze  the  causes  and  conse- 
quences. 

R — Review  criteria  and  resolve;  weigh  the  options  against  the  values  of  those 
involved  in  the  decision.  This  may  be  done  through  a  weighting  system  or  grid. 

A — Affirm  position  and  act;  develop  the  strategy  for  implementation. 
L — Look  back;  evaluate  the  decision  making. 

A  systematic  approach  to  ethical  decision  making  was  also  developed  by  Mur- 
phy and  Murphy  (1976).  This  model  is  specifically  geared  for  ethical  decision 

making  as  it  helps  the  individual  clarify  the  basic  beliefs  and  values  of  those 
involved.  The  steps  of  this  model  include: 

1.  Identify  the  problem. 
2.  Determine  why  the  problem  is  an  ethical  one. 

3.  Identify  the  people  involved  in  the  ultimate  decision. 
4.  Define  the  role  of  the  decision  maker. 

5.  Consider  the  short-  and  long-term  consequences  of  each  alternative. 
6.  Make  the  decision. 

7.  Compare  the  decision  with  the  philosophy  of  the  decision  maker's  ethics. 
8.  Follow  up  on  the  results  of  the  decision  in  order  to  establish  a  baseline  for 

future  decision  making. 

This  type  of  systematic  decision-making  approach  differs  from  problem-solving 
models  already  discussed  as  it  does  not  attempt  to  solve  the  underlying  problem.  It 
is  a  decision-making  model,  however,  as  it  requires  the  individual  to  make  a 

decision.  The  solved  case  at  the  end  of  this  chapter  shows  how  Murphy  and  Mur- 

phy's model  could  be  used  to  make  a  human  resource  management  decision  with 
ethical  ramifications. 

Sullivan  and  Brown  ( 1991 )  suggest  the  use  of  an  incremental  process  in  adminis- 

trative decision  making  regarding  ethical  problems.  Their  common  sense,  proactive 

model  includes  positive  analysis  and  action  as  delineated  in  the  following  six  steps: 

1.  Determine  the  salient  facts  and  ethical  norms. 

2.  Look  at  the  facts  objectively.  What  people  are  involved  directly  or  indirectly? 

What  are  the  causes  and  consequences?  How  are  factors  interrelated? 

3.  Determine  the  problem.  Is  it  economic,  psychosocial,  legal,  or  biomedical  in 
nature? 

4.  Reflect  on  the  ethical  problem.  I  low  does  the  problem  stand  up  againsi 

personal  and  professional  codes?  What  alternatives  for  problem  solving  exist?  Who 

will  benefit  and  lose  most,  respectively,  with  each  alternative? 

5.  Take  action. 

6.  Evaluate  the  outcomes  and  process. 
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Ethical  Frameworks 
for  Decision  Making 

In  addition  to  problem-solving  and  decision-making  models,  ethical  frameworks 
for  decision  making  have  been  identified  that  can  assist  the  manager  in  problem 

solving.  These  frameworks  do  not  solve  the  ethical  problem,  but  assist  the  individ- 
uals involved  in  the  problem  solving  in  clarifying  their  values  and  beliefs.  Four  of 

the  most  commonly  used  ethical  frameworks  include  (1)  utilitarianism,  (2)  duty- 
based  reasoning,  (3)  rights-based  reasoning,  and  (4)  intuitionism. 

Using  an  ethical  framework  of  utilitarianism  encourages  the  manager  to  make 
decisions  based  upon  what  provides  the  greatest  good  for  the  greatest  number  of 
individuals.  In  doing  so,  the  needs  and  wants  of  the  individual  are  diminished.  In 

the  case  study  "The  Marginal  Employee,"  the  manager  utilizing  a  utilitarian  ap- 
proach would  have  dismissed  Ms.  Cintron  in  order  to  provide  good  for  the  greatest 

number  (her  staff). 

Duty -based  reasoning  is  an  ethical  framework  which  says  that  some  decisions 
must  be  made  because  there  is  an  obligation  to  do  what  is  right.  There  is  a  duty  to 

either  do  something,  or  to  refrain  from  doing  something.  In  the  case  "One  Applicant 

Too  Many,"  the  supervisor  felt  a  duty  to  hire  the  best-qualified  individual  for  the  job, 
even  if  the  personal  cost  was  high.  In  "The  Marginal  Employee,"  the  supervisor  felt  a 
duty  to  help  Ms.  Cintron  perform  at  the  highest  possible  level  through  coaching.  In 
doing  so,  the  supervisor  refrained  from  terminating  her  as  an  employee. 

Rights-based  reasoning  is  based  on  the  belief  that  some  things  are  a  person's 
just  due;  that  is,  that  each  individual  has  basic  claims,  or  entitlements  that  should 

not  be  interfered  with.  Rights  are  different  from  needs,  wants,  or  desires.  The 

supervisor  in  "One  Applicant  Too  Many"  believed  that  both  applicants  had  the  right 
to  fair  and  impartial  consideration  of  their  application. 

The  intuitionist  framework  allows  the  decision  maker  to  review  each  ethical 

problem  or  issue  on  a  case-by-case  basis  comparing  the  relative  "weights"  of  goals, 
duties,  and  rights.  This  weighting  is  determined  primarily  by  intuition;  what  the 
decision  maker  feels  is  right  for  that  particular  situation.  All  of  the  cases  solved  in 
this  chapter  have  involved  some  degree  of  decision  making  by  intuition. 

Other  frameworks  that  managers  can  use  for  guidance  in  ethical  problem 

solving  are  professional  codes  of  ethics,  which  are  principles  established  by  a 
profession  to  guide  the  individual  practitioner.  The  first  code  of  ethics  for  nurses 
was  adopted  by  the  American  Nurses  Association  in  1950.  Revisions  since  that  time 

in  the  Interpretive  Statements  have  reflected  the  change  from  physician-directed 
care  to  client  need-centered  care.  Professional  codes  of  ethics  do  not  have  the 

power  of  law.  They  do,  however,  function  as  a  guide  to  the  highest  standards  of 
ethical  practice  for  nurses.  The  International  Code  of  Nursing  Ethics  is  shown  in 

Display  26-1. 

I 

Principles  of  Ethical  Decision  Making 

The  decision  maker  may  also  use  moral  and  ethical  principles  to  assist  them  in 
systematically  examining  an  ethical  issue.  These  principles  of  ethical  reasoning,  as 
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DISPLAY     26-1 

International  Code  of  Nursing  Ethics 

1.  The  fundamental  responsibility  of  the  nurse  is  threefold:  to  conserve  life,  to  allevi- 
ate suffering,  and  to  promote  health. 

2.  The  nurse  must  maintain  the  highest  standards  of  nursing  care  and  of  professional 
conduct  at  all  times. 

3-  The  nurse  must  not  only  be  well  prepared  to  practice,  but  must  maintain  knowl- 
edge and  skill  at  a  consistently  high  level. 

4.  The  religious  beliefs  of  a  patient  must  be  respected. 

5.  Nurses  hold  in  confidence  all  personal  information  entrusted  to  them. 

6.  A  nurse  recognizes  not  only  the  responsibilities,  but  the  limitations  of  their  profes- 
sional functions;  recommends  or  gives  medical  treatment  without  medical  orders 

only  in  emergencies,  and  reports  such  action  to  a  physician  at  the  earliest  possible 
moment. 

7.  The  nurse  is  under  an  obligation  to  carry  out  the  physician's  orders  intelligently  and 
loyally  and  to  refuse  to  participate  in  unethical  procedures. 

8.  The  nurse  sustains  a  confidence  in  the  physician  and  other  members  of  the  health 

team;  incompetence  or  unethical  conduct  of  associates  should  be  exposed,  but  only 

to  the  proper  authority. 

9.  A  nurse  is  entitled  to  remuneration  and  accepts  only  such  compensation  as  the 

contract,  actual  or  implied,  provides. 

10.  Nurses  do  not  permit  their  names  to  be  used  in  connection  with  the  advertisement 

of  products  or  with  any  other  form  of  self-advertisement. 

11.  The  nurse  cooperates  and  maintains  harmonious  relationships  with  members  of 

other  professions,  as  well  as  with  her  or  his  nursing  colleagues. 

12.  In  private  life  the  nurse  adheres  to  standards  of  personal  ethics  that  reflect  credit 

upon  the  profession. 

13.  In  personal  conduct,  nurses  should  not  knowingly  disregard  the  accepted  patterns 
of  behavior  of  the  community  in  which  they  live  and  work. 

14.  A  nurse  should  participate  and  share  responsibility  with  other  citizens  and  other 

health  professions  in  promoting  efforts  to  meet  the  health  needs  of  the  public- 
local,  state,  national,  and  international. 

(Etziony,  1973:  Copyright  by  the  Israel  Journal  of  Medical  Science) 

they  are  called,  further  explore  and  define  what  beliefs  or  values  form  the  basis  f<  >r 

decision  making.  Six  ethical  principles  that  have  been  identified  b\  theorists  in- 
clude: 

1.  Autonomy:  This  principle  is  a  form  of  personal  liberty;  also  referred  to  as 

freedom  of  choice  or  accepting  the  responsibility  for  ones  choice.  The  legal  righl 

of  self-determination  supports  this  moral  principle  The  use  ot  progressive  disci 

pline  recognizes  the  autonomy  of  the  employee  The  employee,  In  essence,  has  the 

choice  to  meet  organizational  expectations  or  to  be  disciplined  further  It  the 

employees  continued  behavior  warrants  termination,  the  principle  ot  autonomy 
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says  that  the  employee  not  the  managers,  made  the  choice  to  be  terminated  by 
virtue  of  their  actions. 

2.  Beneficence:  This  principle  states  that  the  actions  one  takes  should  be  done 
in  an  effort  to  promote  good.  The  concept  of  nonmalificence,  which  is  associated 
with  beneficence,  says  that  if  one  cannot  do  good,  then  at  least  do  no  harm. 

Performance  appraisals  provide  an  example  of  how  the  manager  might  apply  the 
concept  of  beneficence.  If  the  manager  uses  this  ethical  principle  in  planning 

performance  appraisals,  they  are  much  more  likely  to  be  focused  upon  the  perfor- 
mance appraisal  as  a  means  of  promoting  employee  growth. 

3-  Paternalism:  This  principle  is  related  to  positive  beneficence  in  that  one 
individual  assumes  the  authority  to  make  a  decision  for  another  individual.  Because 
paternalism  limits  freedom  of  choice,  most  ethical  theorists  feel  paternalism  is 
justified  only  to  prevent  an  individual  from  coming  to  harm.  Unfortunately,  some 
managers  use  the  principle  of  paternalism  in  subordinate  career  planning.  In  doing 

so,  managers  may  assume  they  have  greater  knowledge  regarding  what  the  short- 
and  long-term  goals  should  be  for  employees,  than  employees. 

4.  Utility:  This  principle  reflects  a  belief  in  utilitarianism  or  the  belief  that  what 

is  best  for  the  common  good  outweighs  what  is  best  for  the  individual.  This  prin- 
ciple justifies  paternalism  as  a  means  of  restricting  the  freedom  of  the  individual.  If 

the  manager  uses  the  principle  of  utility  for  guiding  beliefs  applied  to  decision 
making,  generally  they  become  less  humanistic  and  more  production  focused. 

5.  Justice:  This  principle  states  that  equals  should  be  treated  equally  and  un- 
equals  should  be  treated  according  to  their  differences.  This  principle  is  frequently 
applied  when  there  are  scarcities  or  competition  for  resources  or  benefits.  The 
manager  who  uses  the  principle  of  justice  will  work  to  see  that  pay  raises  are 
reflective  of  performance  and  not  simply  length  of  service. 

6.  Truth  telling  and  deception:  These  principles  are  used  to  explain  how  the 

individual  feels  about  the  need  for  truth  or  the  acceptability  of  deception.  A  man- 
ager who  feels  that  deception  is  morally  acceptable  if  it  is  done  with  the  objective  of 

beneficence  may  tell  all  applicants  rejected  for  a  specific  job  that  they  were  highly 
considered,  whether  they  had  been  done  so  or  not. 

Summary 

No  rules,  guidelines,  or  theories  exist  that  will  ever  cover  all  the  aspects  of  the 

ethical  dilemmas  managers  will  face.  Ethical  issues  affect  every  aspect  of  manage- 
ment, and  managers  must  make  decisions  every  day  that  involve  complex  ethical 

components.  Because  these  decisions  can  be  so  difficult  and  the  cost  of  a  poor 

decision  so  high,  it  is  critical  that  managers  learn  to  make  the  best  possible  deci- 
sions with  the  least  possible  cost,  in  terms  of  human  and  fiscal  resources.  This 

requires  the  manager  to  become  an  expert  at  using  systematic  approaches  to 
ethical  problem  solving  and  decision  making,  such  as  theoretical  models,  ethical 
frameworks,  and  ethical  principles.  The  use  of  a  systematic  approach  reduces 

personal  bias,  facilitates  better  decision  making,  and  lets  managers  feel  more  com- 
fortable about  decisions  they  have  made.  To  be  good  ethical  problem  solvers  and 

decision  makers,  managers  must  also  be  self-aware  regarding  their  values  and  basic 
beliefs  about  the  rights,  duties,  and  goals  of  human  beings. 
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The  quality  of  ethical  problem  solving  or  decision  making  should  always  be 
evaluated  in  terms  of  the  process  used  to  reach  the  decision.  Many  outcomes  are 
beyond  the  control  or  foresight  of  the  problem  solver,  and  even  the  most  ethical 
courses  of  action  can  have  undesirable  and  unavoidable  consequences.  If  a  struc- 

tured approach  is  used,  data  gathering  is  adequate,  and  multiple  alternatives  are 
carefully  analyzed,  then  regardless  of  the  outcome,  the  manager  should  feel  com- 

fortable that  the  best  possible  decision  was  made  at  the  time  with  the  information 
and  resources  available. 
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SAMPLE  CASE  ANALYSIS 

THE  CASE:  LITTLE  WHITE  LIES?  (Huston  and  Marquis,  1989) 

Mr.  Hill  is  the  nursing  recruiter  for  Metro  Hospital,  which  is  experienc 

ing  an  acute  nursing  shortage.  He  has  been  instructed  to  do  or  say  whatever  is 

necessary  to  recruit  professional  nurses  so  the  hospital  will  not  have  to  close 
several  units.  He  has  also  been  told  that  his  position  will  be  eliminated  it  he 

does  not  produce  a  substantial  number  of  applicants  as  a  result  of  nursing 

career  days  that  will  be  held  the  following  week.  Mr.  Hill  loves  his  job  and  is  the 

sole  provider  for  his  family.  Because  many  other  organizations  in  addition  to 

his  are  experiencing  severe  nursing  shortages,  the  competition  for  employees 
is  keen.  After  his  third  career  day  without  a  single  prospective  applicant,  he 
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begins  to  feel  desperate.  On  the  fourth  and  final  day,  Mr.  Hill  begins  making 
many  promises  to  potential  applicants  regarding  shift  and  unit  preferences, 
salary,  and  advancement  that  he  is  not  sure  he  can  keep.  At  the  end  of  the  day, 

he  has  a  lengthy  list  of  interested  applicants,  but  also  feels  a  great  deal  of  free- 
floating  interpersonal  conflict. 

ASSIGNMENT 

Apply  Murphy  and  Murphy's  (1976)  ethical  problem-solving  model  in  analyz- 
ing the  conflict  felt  by  Mr.  Hill. 

ANALYSIS 

1.  Identify  the  problem-.  In  a  desperate  effort  to  save  his  job,  Mr.  Hill  finds  he 
has  taken  action  that  has  resulted  in  high  interpersonal  conflict  regarding 
his  values. 

2.  Identify  why  the  problem  is  an  ethical  problem.-  This  is  an  ethical  problem 
because  it  involves  personal  values  and  beliefs,  has  far-reaching  implications 
for  all  those  involved,  and  presents  several  alternatives  for  decision  making 
that  are  equally  desirable  or  undesirable. 

3-  Identify  the  people  involved  in  the  ultimate  decision:  Mr.  Hill  has  the  ulti- 
mate responsibility  for  knowing  his  values  and  acting  in  a  manner  con- 

gruent with  his  values  system.  The  organization  is,  however,  involved  in  the 
values  conflict  in  that  their  values  and  expectations  are  in  conflict  with  Mr. 

Hill's.  The  potential  applicants  are  also  involved,  as  there  is  some  respon- 
sibility on  the  part  of  Mr.  Hill  and  the  organization  to  these  applicants, 

although  this  responsibility  is  one  of  the  values  in  conflict. 

4-  Identify  the  role  of  the  decision  maker:  Because  this  is  Mr.  Hill's  problem, 
and  it  is  an  interpersonal  conflict,  he  must  decide  the  appropriate  course  of 
action.  His  primary  role  is  to  examine  his  values  and  act  accordingly. 

5.  Consider  the  short-  and  long-term  consequences  of  each  alternative:  Mr.  Hill 
has  several  alternatives: 

Alternative  1 — Quit  his  job  immediately.  This  would  prevent  future  interper- 
sonal conflict  provided  that  Mr.  Hill  becomes  aware  of  his  values  system  and 

behaves  in  a  consistent  manner  in  the  future.  It  does  not,  however,  solve  the 

immediate  conflict  about  the  action  Mr.  Hill  has  already  taken.  This  solution 
also  takes  away  his  livelihood. 

Alternative  2 — Do  nothing.  Mr.  Hill  could  choose  not  to  be  accountable  for  his 
own  actions.  This  will  require  that  he  rationalize  that  the  philosophy  of  the 
organization  is,  in  fact,  acceptable  or  that  he  has  no  choice  regarding  his 
actions.  Thus,  the  responsibility  for  meeting  the  needs  and  wants  of  the  new 

employees  is  shifted  to  the  hospital.  Although  Mr.  Hill  will  have  no  credibil- 
ity with  the  new  employees,  it  will,  however,  have  a  negligible  impact  on  his 

ability  to  recruit  at  least  on  a  short-term  basis.  Mr.  Hill  will  continue  in  his 
job  and  be  able  to  support  his  family. 

Alternative  3 — If  after  values  clarification,  Mr.  Hill  has  determined  that  his 

values  are  in  conflict  with  the  hospital's  directive  to  do  or  say  whatever  is 
necessary  to  recruit  new  employees,  he  could  approach  his  superior  and 
share  these  concerns.  Mr.  Hill  should  be  very  clear  about  what  his  values 
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are,  and  to  what  extent  he  is  willing  to  compromise  them.  He  also  should 
include  in  this  meeting,  what  if  any  action  should  be  taken  to  meet  the  needs 
of  the  new  applicant  employees.  It  is  important  that  Mr.  Hill  be  realistic 
about  the  time  and  effort  that  is  usually  required  to  change  the  values  and 
beliefs  of  an  organization.  He  also  must  be  aware  of  his  bottom  line  if  the 

organization  is  not  willing  to  provide  a  compromise  resolution. 
Alternative  4 — Mr.  Hill  could  contact  each  of  the  applicants  and  tell  them  that 

recruitment  promises  made  may  not  be  possible,  however,  he  will  do  what 

he  can  to  see  that  they  are  fulfilled.  This  alternative  is  risky.  The  applicants 
will  probably  be  justifiably  suspicious  of  both  the  recruiter  and  the  organi- 

zation, and  Mr.  Hill  has  little  formal  power  at  this  point  to  fulfill  their 

requests.  This  alternative  also  requires  a  time  and  energy  commitment  by 
Mr.  Hill  and  does  prevent  the  problem  from  recurring. 

6.  Make  the  decision:  Mr.  Hill  chose  Alternative  3. 

7.  Compare  the  decision  with  the  decision  inakers  philosophy  of  ethics.  In 
values  clarification,  Mr.  Hill  discovered  that  he  valued  the  truth.  Alternative  3 

allows  him  to  present  a  recruiting  plan  to  his  superior  that  includes  a 
bottom  line  that  this  value  will  not  be  violated. 

8.  Follow  up  on  the  results  of  the  decision  in  order  to  establish  a  baseline  for 
future  decision  making:  Mr.  Hill  approached  his  superior  and  was  told  that 
his  beliefs  were  idealistic  and  inappropriate  in  an  age  of  severe  worker 
shortages.  He  was  terminated.  Mr.  Hill  did,  however,  believe  that  he  made 

an  appropriate  decision.  He  did  become  self-aware  regarding  his  values  and 
had  attempted  to  communicate  them  to  the  organization  in  an  effort  to  work 
out  a  mutually  agreeable  plan.  Although  Mr.  Hill  was  terminated,  he  knew 
that  he  could  find  some  type  of  employment  to  meet  immediate  fiscal 

needs.  He  also  utilized  what  he  had  learned  in  this  decision-making  pro- 
cess: to  more  carefully  evaluate  the  recruitment  philosophy  of  the  organiza- 

tion in  relation  to  his  own  values  system  before  accepting  another  job. 

CASES  FOR  PROBLEM  SOLVING 

CASE  1 

You  are  a  nurse  on  a  pediatric  unit.  One  of  your  patients  is  a  15-month  old 
female  with  a  diagnosis  of  failure  to  thrive.  The  mother  has  stated  thai  the  child 

appears  "emotional"  and  cries  a  great  deal  and  does  not  like  to  be  held  You  haw 

been  taking  care  of  the  infant  for  the  two  days  since  admission  and  she-  has  smiled 
and  laughed  and  held  out  her  arms  to  be  held  by  everyone,  she  has  eaten  well 

There  is  something  about  the  child's  reaction  to  the  mother's  boyfriend  thai 
bothers  you.  She  appears  to  draw  away  from  him  when  he  visits.  The  mother  isverj 

young  and  seems  to  be  rather  immature,  but  appears  to  care  for  the  child 
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This  is  the  second  hospital  admission  for  this  child.  Although  you  were  not  on 
duty  at  the  time  of  the  first  admission  six  weeks  ago,  you  review  the  records  and 
find  that  the  child  was  admitted  with  the  same  diagnosis. 

While  you  are  on  duty  today,  the  child's  father  calls  and  inquires  about  the 
child's  condition.  He  lives  several  hundred  miles  away  and  requests  that  the  child 
be  hospitalized  until  the  weekend  (it  is  Wednesday)  so  that  he  can  "check  things 
out."  He  tells  you  that  he  feels  the  child  is  mistreated.  He  says  he  is  also  concerned 

about  his  ex-wife's  four-year-old  child  from  another  marriage  and  is  attempting  to 
gain  custody  of  that  child,  in  addition  to  his  own  child.  From  what  little  the  father 
said,  you  are  aware  that  the  divorce  was  very  bitter  and  that  the  mother  has  full 
custody. 

You  speak  with  the  physician  at  length.  He  says  that  after  the  last  hospitalization 
he  requested  that  child  protective  services  assess  the  family.  Their  subsequent 

report  to  him  was  that  the  four-year  old  appeared  happy  and  well  and  that  the  15- 
month  old  appeared  clean,  although  underweight.  There  was  no  evidence  to  sug- 

gest child  abuse.  However,  the  agency  plans  to  continue  follow-up  on  the  children. 
He  says  the  mother  has  been  responsible  about  keeping  doctor  appointments  and 

has  kept  the  children's  immunizations  up  to  date. 
The  pediatrician  proceeds  to  write  an  order  for  discharge.  He  says  that  al- 

though he  also  feels  somewhat  uneasy  there  is  no  justification  for  continued  hospi- 
talization and  the  state  medical  aid  will  not  pay  for  additional  days. 

You  are  present  when  the  mother  and  her  boyfriend  come  to  pick  up  the  baby. 
The  baby  clings  to  you  and  refuses  to  go  to  the  boyfriend,  and  is  also  very  reluctant 
to  go  to  the  mother.  Throughout  the  discharge  you  are  extremely  uneasy.  When  you 
see  the  car  drive  away  you  experience  a  deep  sadness. 

Upon  returning  to  the  unit  you  talk  with  your  supervisor.  He  listens  carefully 

and  questions  you  at  length.  Finally  he  states,  "it  seems  as  if  you  have  nothing 
concrete  and  are  only  experiencing  feelings.  I  think  you  would  be  risking  a  lot  of 
trouble  for  yourself  and  the  hospital  if  you  acted  rashly  at  this  time.  Accusing 
people  with  no  evidence  and  making  them  go  through  a  traumatic  experience  is 

something  I  would  hesitate  doing." 
You  leave  the  supervisor's  office  still  feeling  troubled.  He  did  not  tell  you  that 

you  could  do  nothing,  but  you  feel  he  would  disapprove  of  further  action  on  your 
part.  The  doctor  also  felt  strongly  that  there  was  no  reason  to  do  more  than  was 
already  being  done.  The  child  will  be  followed  by  child  protective  services.  Perhaps 

the  disgruntled  ex-husband  was  just  trying  to  make  trouble  for  his  ex-wife  and  her 
new  boyfriend.  You  would  certainly  not  want  anyone  to  have  reported  you  or 
created  problems  regarding  your  own  children.  You  remember  how  often  your 

five-year  old  bruised  himself  when  he  was  that  age.  He  often  looked  like  an  abused 
child.  You  go  about  your  duties  and  try  to  shake  off  your  feeling.  What  should 

you  do? 

ASSIGNMENT 

Identify  the  problem  and  several  alternative  solutions  to  solving  this  ethical  di- 
lemma. What  should  you  do  and  why?  What  are  the  risks?  How  does  your  value 

system  play  a  part  in  your  decision?  Be  able  to  justify  your  final  solution. 
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CASE  2 

You  are  the  charge  nurse  of  the  evening  shift  in  the  recovery  room.  You 

have  just  admitted  a  32  year  old  female  who  was  a  passenger  thrown  from  a  jeep 
two  hours  ago.  She  had  been  rushed  to  the  ER  and  subsequently  to  surgery,  where 
cranial  burr  holes  were  completed  and  an  intracranial  monitor  was  placed.  No 
further  cranial  exploration  was  attempted,  as  the  patient  had  received  massive 
neurological  damage.  She  is  not  expected  to  survive  your  shift.  The  plan  is  to  hold 
her  in  recovery  room  for  one  hour  and  if  she  is  still  alive  to  transfer  her  to  ICU. 

Shortly  after  receiving  the  patient  in  the  recovery  room  you  are  approached  by 
the  evening  house  supervisor  who  says  that  there  is  a  young  woman  who  states  she 

is  the  patient's  sister  pleading  to  be  allowed  into  the  recovery  room.  Normally, 
visitors  are  never  allowed  in  the  recovery  room,  but  occasionally  exceptions  have 
been  made.  Tonight  the  recovery  room  is  empty  except  for  the  aforementioned 

head  injury  case.  You  decide  to  bend  the  rules  and  allow  the  young  woman's  sister 
into  the  recovery  room. 

The  visiting  sister  is  near  collapse  and  it  is  obvious  from  her  words  that  she  had 
been  the  driver  of  the  jeep.  As  the  visitor  continues  to  speak  to  the  comatose  patient 
her  behavior  and  words  make  you  begin  to  wonder  if  she  is  indeed  the  sister. 

Within  15  minutes  the  house  supervisor  returns  and  states  "I  have  made  a 

terrible  mistake,  the  patient's  family  just  arrived  and  they  say  that  the  visitor  we  just 
allowed  into  the  recovery  room  is  not  a  member  of  the  family,  but  is  the  patient's 
lover.  They  are  very  angry  and  demand  that  this  woman  not  be  allowed  to  see  the 

patient." You  approach  the  visitor  and  confront  her  in  a  kindly  manner  regarding  the 
information  you  have  just  received.  She  looks  at  you  with  tears  streaming  down  her 

face  and  says,  "Yes,  it  is  true.  June  and  I  have  been  together  for  six  years.  Her  family 
disowned  her  as  a  result.  But  we  were  everything  to  each  other.  She  has  been  my 
life  and  I  have  been  hers.  Please,  please  let  me  stay.  I  will  never  see  her  again.  I 

know  the  family  will  not  allow  me  to  attend  her  funeral.  I  need  to  say  my  goodbyes. 
Please  let  me  stay.  It  is  not  fair  that  they  have  the  legal  right  to  be  family  when  I  haw 

been  the  one  to  love  and  care  for  June." 

ASSIGNMENT 

You  must  decide  what  to  do.  Recognize  that  your  own  values  system  will  play  a  part 

in  your  decision.  List  several  alternatives  that  are  available  to  you  for  problem 

solving.  Give  your  rationale  for  your  decision. 

CASE  3 

One  of  your  patients  (that  you  have  been  following  on  an  outpatient  basis 

as  a  community  health  nurse)  has  been  hospitalized.  Both  Doris  Bly  and  hei 

husband  Charles  suffer  from  COPD.  Both  are  cigarette  smokers  and  generally  have 

poor  health  habits.  You  have  been  following  this  couple  for  five  years  and  have 

developed  a  trusting  relationship  with  them,  coming  to  accept  their  chosen  lifcstj  le 

and  quality  of  life.  They  enjoy  each  other's  company  and  have  few  friends.  The)  live 
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on  a  small  pension  and  social  security  disability.  Their  days  are  spent  watching 
television,  drinking,  and  smoking. 

You  discover,  upon  your  arrival  at  the  hospital,  that  Mrs.  Bly  has  been  placed  in 
ICU  with  a  diagnosis  of  acute  pneumonia  that  is  greatly  aggravated  by  her  chronic 

lung  condition.  Her  condition  is  critical  but  may  be  curable  with  aggressive  treat- 
ment. The  physician  is  considering  placing  her  on  a  mechanical  ventilator  (either 

using  a  tracheostomy  or  endotracheal  tube).  The  physician  has  been  discussing 

Mrs.  Bly's  condition  with  Mr.  Bly  when  you  arrive  at  the  hospital.  Mr.  Bly  is  adamant 
that  his  wife  not  be  placed  on  a  "breathing  machine."  He  clings  to  you  when  you 
arrive  and  reminds  you  that  Mrs.  Bly  has  always  said  "she  don't  want  none  of  those 

breathing  machines,  remember."  She  used  to  say  "don't  ever  hook  me  up  to  a 
machine  to  die,  Charlie." 

You  do  recall  that  Mr.  and  Mrs.  Bly  were  very  clear  to  you  regarding  their  fear  of 

being  made  to  live  by  artificial  means.  Mr.  Bly  looks  at  you  and  says,  "Help  me 
convince  the  Doc." 

ASSIGNMENT 

What  will  you  do?  What  action  will  you  take?  How  will  you  be  a  patient  advocate?  List 
your  alternatives.  Give  the  rationale  for  your  choice. 

CASE  4  (Marquis  and  Huston,  1992) 

Beverly  Watson,  a  35  year  old  full-time  nurse  on  the  day  shift,  has  been 
employed  in  your  facility  for  10  years.  There  have  been  rumors  for  some  time  now 
that  Ms.  Watson  has  been  coming  to  work  under  the  influence  of  alcohol.  Staff  have 
reported  the  smell  of  alcohol  on  her  breath,  unexcused  absences  from  the  unit, 
and  an  increase  in  the  number  of  medication  errors  she  has  made.  You  have  not 

directly  observed  any  of  these  behaviors.  When  you  arrive  at  work  one  day,  you 
observe  Ms.  Watson  covertly  drinking  from  a  dark  colored  flask  in  her  locker.  You 
immediately  confront  her  with  your  observation  and  inquire  as  to  whether  she  is 
drinking  alcohol  while  on  duty.  Ms.  Watson  tearfully  admits  that  she  is  drinking 
alcohol,  but  states  that  this  is  an  isolated  incident  and  begs  you  to  forget  it.  She 
promises  not  to  ever  consume  alcohol  at  work  again. 

In  an  effort  to  reduce  the  emotionalism  of  the  event  and  to  give  yourself  time  to 

think,  you  send  Ms.  Watson  home  and  reschedule  a  conference  with  her  for  later  in 
the  day.  At  this  conference,  she  is  defensive  and  states  that  she  does  not  have  a 
drinking  problem  and  that  you  are  overreacting.  You  share  the  data  you  have 

gathered  during  the  day,  which  supports  that  Beverly  is  probably  chemically  im- 
paired. Ms.  Watson  offers  no  explanation  for  these  behaviors.  Your  plan  is  to  sus- 

pend her  for  two  weeks  without  pay  and  to  require  her  to  attend  three  alcohol 
support  group  meetings  before  she  can  return  to  work.  She  is  also  informed  that 
failure  to  do  so  and  any  further  evidence  of  intoxication  while  on  duty  will  result  in 
immediate  termination.  Ms.  Watson  again  becomes  very  tearful  and  begs  you  to 
reconsider.  She  states  that  she  is  the  sole  provider  for  her  four  small  children  and 

that  her  frequent  sick  days  have  taken  up  all  available  vacation  and  sick  pay  she 
might  have  coming.  You  believe  your  decision  is  fair  and  again  encourage  her  to 
seek  guidance  regarding  her  drinking.  Four  days  later  in  the  newspaper,  you  read 
that  Ms.  Watson  committed  suicide  the  day  after  your  meeting. 
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ASSIGNMENT 

Evaluate  your  problem  solving.  Are  there  conflicting  legal  and  ethical  obligations? 

To  whom  do  you  have  the  greatest  obligation — patients,  staff,  or  the  organization? 
Was  there  a  helping  relationship  between  you  and  Ms.  Watson?  Is  the  outcome  a 
critical  factor  in  your  analysis? 

CASE  5  (Marquis  and  Huston,  1992) 

You  are  the  evening  house  supervisor  of  a  small,  private,  rural  hospital.  In 
your  role  as  house  supervisor,  you  are  responsible  for  staffing  of  the  upcoming 
shift,  and  for  troubleshooting  any  and  all  problems  that  cannot  be  handled  at  the 
unit  level. 

Because  of  legislative  changes  and  reductions  in  federal  monies  being  reim- 
bursed to  your  facility  over  the  last  few  years,  the  hospital  has  developed  a  policy 

which  says  that  indigent  admissions  (admission  of  patients  who  cannot  pay  for 
services)  shall  not  exceed  30%  of  the  total  patient  census.  Thus,  the  emergency 
room  is  expected  to  carefully  screen  all  patients  and  refer  noncritical  indigent 
patients  requiring  hospitalization  to  county  facilities,  which  are  approximately  30 
minutes  away. 

Tonight,  you  receive  a  call  to  come  to  the  emergency  room  to  handle  a  "patient 
complaint."  When  you  arrive,  you  find  an  Hispanic  woman  in  her  mid-20s  arguing 
vehemently  with  the  emergency  room  charge  nurse  and  physician.  When  you 

intercede,  the  patient  introduces  herself  as  Teresa  Garcia  and  states  "There  is 

something  wrong  with  my  father  and  they  won't  help  him  since  we  can't  pay.  If  we 
had  money,  you  would  be  willing  to  do  something."  The  charge  nurse  intercedes  by- 
saying,  "Teresa's  father  began  vomiting  about  two  hours  ago  and  blacked  out  ap- 

proximately 45  minutes  ago,  following  a  14  hour  drinking  binge."  The  ER  physician 
added  "Mr.  Garcia's  blood  alcohol  level  is  0.25  (two  and  one-half  times  the  level 
required  to  be  declared  legally  intoxicated)  and  my  physical  exam  would  indicate 

nothing  other  than  he  is  drunk  and  needs  to  sleep  it  off.  Besides,  I  have  seen  Mr. 

Garcia  in  the  ER  before  and  it's  always  for  the  same  thing." 

Teresa  persists  in  her  pleas  to  you  that  "there  is  something  different  this  time" 
and  that  she  feels  the  hospital  should  evaluate  her  father  further.  She  intuitively 

feels  that  something  terrible  will  happen  to  her  father  if  he  is  not  cared  for  imme- 
diately. The  ER  physician  becomes  even  more  angry  after  this  comment  and  states 

to  you,  "I  am  not  going  to  waste  my  time  and  energy'  on  someone  who  is  just  drunk 
and  I  refuse  to  order  any  more  expensive  lab  or  X-ray  on  this  patient.  If  you  want 

something  else  done,  you  will  have  to  find  someone  else  to  order  it."  With  that,  he 
walks  off  and  returns  to  the  examination  room,  where  other  patients  are  waiting  to 

be  seen.  The  ER  nurse  turns  to  look  at  you  and  is  waiting  for  further  directions 

ASSIGNMENT 

How  will  you  handle  this  situation?  Would  your  decision  be  any  easier  if  there  were 

not  limitations  in  resource  allocation?  Describe  your  decision  in  terms  oi  the 

ethical  principle  of  justice  and  the  distribution  of  scarce  resources. 



432      ♦      CONTROLLING 

Bibliography 

The  following  is  a  list  of  references  to  help  you  solve  the  cases: 

Carpenter  MA  (1991).  The  process  of  ethical  decision  making  in  psychiatric  nursing  practice.  Issues 

Mental  Health  Nurs  12(2)  Apr-June:179-191 

Corey  G,  Corey  MS,  and  Callanan  P  (1988).  Issues  and  Ethics  in  the  Helping  Professions,  3rd  ed.  Pacific 
Grove,  CA:  Brooks/Cole  Publishing  Co. 

Curtin  L  and  Flaherty  M  (1982).  Nursing  Ethics:  Theories  and  Pragmatics,  Bowie,  MD:  Prentice-Hall 

Davis  AJ  (1990).  Professional  obligations,  personal  values  in  conflict.  Amer  Nurse  22(5):7 

Erlen  JA  and  Frost  B  (1991).  Nurses  perceptions  of  powerlessness  in  influencing  ethical  decisions. 
Western  J  Nurs  Res  13(3)  June:397-407 

Fenton  M  (1988).  Moral  distress  in  clinical  practice:  implications  for  the  nurse  administrator.  Canadian  J 
Nurs  Admin  1(3)  Oct:8-ll 

Fry  ST  (1989).  Whistle  blowing  by  nurses:  a  matter  of  ethics.  Nurs  Outlook  37(1  ):56 

Gearhart  SC  and  Young  SW  (1990).  Intuition,  ethical  decision  making,  and  the  nurse  manager.  Health 

Care  Supervisor  8(3)  Apr:45-52 

Haddad  AM  (1989).  The  dilemma  of  keeping  confidences.  Amer  Operat  Room  Nurses  50(1)  July:  159, 
162-164 

Jarczewski  PH  (1990).  What  is  an  ethical  decision?  Ethics  for  contemporary  nursing  practice.  Advanc  Clin 
Care  5(3)  May/June:28 

Jones  H  (1988).  Desperate  measures  .  .  .  case  of  a  newly  qualified  nurse.  Nurs  Times  84(47)  Nov  23- 
29:59-61 

Ornery  A  (1989).  Values,  moral  reasoning,  and  ethics.  Nurs  Clinics  North  Amer  24(2)  June:499-508 

Pownall  M  (1989).  When  care  has  to  be  rationed  .  .  .  ethical  problems  nurses  face  .  .  .  choices  in  care 

have  to  be  balanced  against  cost.  Nurs  Times  85(5)  Feb  1-7:16-17 

Quinn  CA  and  Smith  MD  (1987).  The  Professional  Commitment:  Issues  and  Ethics  in  Nursing.  Phila- 
delphia, PA:  WB  Saunders  Co. 

Raatikainen  R  (1989).  Values  and  ethical  principles  in  nursing.  J  Adv  Nurs  l4(2):92-96 

Rodney  PA  (1991).  Dealing  with  ethical  problems:  an  ethical  decision  making  model  for  critical  care 

nursing.  Canadian  Crit  Care  Nurs  J  8(1)  Mar/Apr:8-10 

Sullivan  PA  and  Brown  T  (1989).  Unlicensed  persons  in  patient  care  settings:  administrative,  policy,  and 

ethical  issues.  Nurs  Clinics  North  Amer  24(2)  June:557- 569 

Tamborini-Martin  S  and  Hanley  KV  (1989).  The  importance  of  being  ethical:  essential  skills  for  effective 
leadership.  Health  Progress  70(5)  June:24-27,  82 

Veatch  RM  and  Fry  ST  (1987).  Case  Studies  in  Nursing  Ethics.  Philadelphia,  PA:  JB  Lippincott 

Viens  DC  (1989).  A  history  of  nursing's  code  of  ethics.  Nursing  Outlook  37(1  ):45-49 
Yarling  RR  and  McElmurry  BJ  (1986).  The  moral  foundation  of  nursing.  Adv  Nurs  Sci  8(2):63-73 

Walleck  CA  (1991).  Building  the  framework  for  dealing  with  ethical  issues.  Amer  Operat  Room  Nurses  J 

53(5):1248-1251 

White  G  (1991).  Ethical,  rights  issues  abound.  Amer  Nurse  23(2):25 



ETHICAL  DECISION  MAKING  FOR  MANAGERS     ♦     433 

Personal  Notebook 

1.  Did  you  agree  with  the  solved  case  studies  in  this  chapter?  What  values  affected 

your  answer? 

2.  List  your  ten  most  important  values.  Attempt  to  rank  order  them. 

3.  Which  of  the  ethical  frameworks  or  principles  do  you  use  most  often  in  your 

ethical  problem  solving?  Which  ones  do  you  use  least? 
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absenteeism,  221 

acceptance  of  decision,  decision-making  style 
and,  25-26 

accidental  change,  92 
accommodating  approach,  in  conflict  resolution, 289 

accountability,  125 
acuity  index,  107 

ad-hoc  organizational  structure,  126 
administrative  law,  402 

administrative  man,  vs  economic  man,  11 
admonishment,  381,  382/ 

adult  learners,  204-205 

adult  learning  theory,  204-206 
advertising,  in  recruitment  process,  176 

advocacy,  368-370 
aggressive  takeover,  as  negotiation  tactic,  308 

alliances,  formation  of,  161-162 

alternative  option,  in  negotiating,  303-304 
alternatives,  generating,  13 
American  Nurses  Association  (ANA) 

Bill  of  Rights,  405 
code  of  ethics,  422 

collective  bargaining  and,  322 
licensure  and  certification,  366 

quality  assurance  model,  365/ 
standards  of  nursing  practice,  336,  364 

analogy,  argument  from,  14 
analysis,  of  budget,  106 

androgogy,  rs  pedagogy,  205 
antecedent  conditions,  conflict  and,  287 

appearance,  outward,  in  communication,  271 
application  for  employment 

problem  solving  case,  189-190 
processing  of,  184 

appointments,  acceptance  of,  N8 

appraisal,  professional.  See  also  performance  ap- 

praisal 
of  managers,  368 

sample  case  analysis  of,  371-372 

arbitration,  320,390 

argument  from  analogy,  14 

assertive  communication,  272-274,  2"K 

assets,  107 
assistant,  selection  of,  255 

associate  degree  nursing  programs,  and  "entry 

into  practice"  issue,  66-67 
associate  nurses,  143-144 
attrition  rates,  scheduling  problems  and,  215 
audit 

concurrent,  337 
outcome,  337 

process,  336 

prospective,  337 

as  quality  assurance  tool,  336-33" 

quality  control,  steps  in,  334/" retrospective,  337 

sample  case  analysis  of,  343-344 steps  in,  334/ 
structure,  336 

authoritarian  leaders,  36 

authority  See  also  legitimate  power 
assuming,  161 
definition  of,  125 

power  and,  154-155,  155/ 
response  to,  155/ 

authority-power  gap,  154-155,  163-164 
autocratic  I  (AI)  decision-making  method,  25 

26 

autocratic  II  (All)  decision-making  method,  25 
26 autonomy 

in  ethical  reasoning,  423—424 
increase  in,  215 

avoidance,  in  conflict  resolution.  290 

baccalaureate  nursing  education,  and  "entry  into 

practice"  issue,  66   67 baseline  data,  107 

behavior  change.  292 
behavioral  theories,  leadership  ami,  36  37 
beneficence,  in  ethical  reasoning,   i2  i 
Blake  and  Mouton  grid,  38 

body  posture,  in  communication,  2~1 bottom  line,  in  negotiating.  303 

brain  dominance,  thinking  and,  11    12 
brainstorming,  13 

brea  h  ol  duty,  103 
break  even  point,  107 
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budgets 
analysis  of,  106 
capital  expenditure,  105 
definition  of,  60,  104 
fixed,  107 
flexible,  108 

operating,  105 
personnel  or  manpower  budget,  104 

planning  steps,  106-109 
prospective  payment  system  and,  109-110 
types  of,  104-105,  107-108 

bureaucracy,  32,  121 

burn-out,  job.  See  Job  burnout 

California,  patient  rights  in,  406 
capital  expenditure  budget,  105 
career  days,  176 
career  planning 

process  of,  81-82,  82/ 
sample  case  analysis,  84-85 

case  management,  l-i5 
case  mix,  107 

case  analysis,  sample.  See  also  problem  solving 
cases 

of  career  planning,  84-85 
of  conflict  management,  293-294 
of  control(s),  371-372 
of  dealing  with  unions,  327-329 
of  discipline,  393-395 
of  ethical  decision-making,  425-427 
of  fiscal  planning,  111-113 
of  group  communication,  279-280 
of  legislative/ legal  control  of  nursing  practice, 

409-410 

of  monitoring  quality,  343-344 
of  motivation,  241-242 

of  negotiation,  310-312 
of  organizational  structure,  129-132 
of  organizing  patient  care,  149-150 
of  performance  appraisal,  358-360 
of  planned  change,  98-99 
of  planning,  65-67 
of  political  strategies,  165-167 
of  professional  and  collegia]  control,  371- 

372 
of  professional  appraisal,  371-372 
of  staff  development,  208-210 
of  staffing,  186-188,  222-224 
of  time  management,  257-258 

case  study 

definition,  46-47 

group  work  using,  50-51 
presentation 

analysis  of  solutions  in,  48 
critique  of,  49 
data  gathering,  48 
of  findings,  49 

implementation  strategies,  49-50 
modes  for,  51 

review  of  the  case,  47-48 
promotion  of  critical  thinking,  54 

types  of,  47 

use  of,  46 

value  of,  45-46 
cash  flow,  107 
centrality,  126 

centralized  decision  making,  122 
centralized  staffing,  215 
certification,  366 

chain  of  command,  122,  125 change 

accidental,  92 
behavioral,  292 

block,  change  agent  in,  95-96 
by  drift,  92 
"good"  reasons  for,  93 

implementation  of,  92-93 

phases  of,  93-94 

planned change  agent  and,  92-93 
emotional  phases  of,  95 

phases  of,  93-94 
sample  case  analysis  of,  98-99 

strategies,  96-97 
timing  and,  99 

problem  solving  cases,  99-101 
stages  of,  94 

strategies,  96-97 
structural,  292 

change  agent 

in  blocked  change,  95-96 

and  planned  change,  92-93 
responsibility  in  change  stages,  94 

strategies  employed  by,  96-97 
charitable  immunity,  402 

charting,  responsibility,  292 
chief  executive  officer  (CEO),  123,  368 
chief  nurse.  See  chief  executive  officer 

coaching,  performance  deficiency 
problem  solving  case  and,  397 

process  of,  385-386 
coalitions,  formation  of,  161-162 
codes  of  ethics,  422 

coercive  power,  156 

collaboration,  in  conflict  resolution,  290-291 

collegia]  evaluation  of  nursing  practice,  peer  re- 
view and,  366-368 

collective  bargaining,  319-320 
committee  structure,  147-148 
committees,  appointment  of  individuals,  148 
communication 

assertive,  272-273,  274/  278 
assessment  of,  268 

barriers  to  in  organizational  structure,  267- 

269 

channels  of,  269 

clear  and  concise,  268-269 
definition  of,  266 

diagonal,  269,  287 
downward,  269,  287 

grapevine,  269 
in  groups,  273-277 horizontal,  269,  287 

importance  of,  230,  266,  278 
listening  skilis  and,  273 

I 
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power  and,  161 

problem  solving  cases,  280-282 
process  of,  266-267,  267/ 

rypes  of,  270-273 
upward,  269,  287 
written,  270,  277-278 

competing  approach,  in  conflict  resolution,  289, 

302 compromise,  in  conflict  resolution,  289.  See  also 

negotiation 
conciliation,  320 
concurrent  audit,  337 
conference 

disciplinary,  386-388 
termination,  388-389 

conflict 

categories  of,  287 
collaborative  relationships  in  organizations, 

290-291 
definition  of,  285 

management 
history  of,  286 

negotiation  in 

See  negotiation;  role  of,  285;  unit,  291-293 
process,  287-288,  288/ 
problem  solving  cases,  295-299 
profess  conflict  model,  291/ 

resolution,  162,  288-290 

sample  case  analysis,  293-294 
confrontation,  encouraging,  292 

consent,  types  of,  406-407 
consequences,  affirming,  14 
Constitution,  United  States,  402 
constructive  conflict  management,  286 

consultation,  third-party  292 
consultive  I  (CI)  decision-making  method,  25- 26 

consultive  II  (CII)  decision-making  method,  25- 26 

contingency  leadership  theories,  38 
continuing  education.  See  education 
control(s) 

definition,  18-19 
discipline.  See  discipline 
ethical  issues  in.  See  ethics 

internal,  366-368 

problem  solving  cases,  372-376 
professional  vs  institutional  standards,  364- 

365 

sample  case  analysis,  371-372 
controllable  costs,  107 

cooperation,  in  conflict  resolution,  302 
cost-benefit  ratio,  107 
cost  center,  107 

cost  finding,  107 
costs 

controllable,  107 
direct,  107 

fixed,  107 
full,  108 
indirect,  108 
noncontrollable,  L08 
variance,  108 

counsel,  seeking,  in  building  power  base,  159 
courage,  15 

creativity  of  decision  maker,  1 5 

credential  requirements,  for  employment,  183- 
184 

critical  thinking 

model  for,  11,  54-55,  55/ 
nature  of,  1,  15 

promotion  of,  through  case  studies,  54 
critique  of  case  study  presentation,  49 
cyclical  scheduling,  216 

data  gathering,  faulty,  12-13 
decentralized  decision  making,  122 

decentralized  staffing,  214-215 
decision  grids,  22,  23/ 

decision  maker,  successful,  3,  4/  15 

decision-making  process,  3-17 

case-study  approach  in.  See  also  case  study- 
critical  thinking  model  and,  54-55,  55/ 

value  of,  45-46 
centralized,  122 

critical  elements  in,  12-15 
critical  thinking  model  and,  10 
decentralized,  122 

definition  of,  3-17 
effect  of  organizational  power  on,  20-21 
ethics  in,  415-416,  422-424 
individual  in,  10-12 
intuitive  model  of,  9-10,  9/ 
life  experience  and,  3,  11 
models 

intuitive,  9-10,  9/ 

managerial,  5 

Wales  and  Nardi  approach,  5-6,  6/  8 

management  process  and,  18-28 
nursing  process  and,  6,  8-9 
rational  and  administrative,  21 
teaching  model,  55f 

technology  for  management,  21-23 
theoretical  systems  for,  4-10 

thinking  process  and,  11-12 values  and,  10 

decisions 

decision-making  styles  and,  23-28,  26/' inability  to  choose  and  act,  It 
decision  trees,  23,  24/ 

definition  technique,  as  negotiation  tactic,  30" 
delegation 

liability  and,  408 

process,  252-255 democratic  leader,  36-37 
diagnostic-related  groups  (DRGs) 

defined,  107 

quality  assurance  of,  W-340 
payment  system  of,  II" 

dilemmas,  ethical,  416 

direct  costs,  107 directing 

conflict  and  collaboration  mm.\  See  conflict 

dealing  With  unions  and,  Sec  unions 
definition  of,  22')   230 
negotiation  and    Sec  negotiation 
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organizational  communication  and.  See  com- 
munication 

process  of,  383-385 
time  management.  See  time  management 

director  of  nursing.  See  chief  executive  officer 
(CEO) 

disciplinary  actions,  383-385 
disciplinary  conference,  386-388 
discipline 

constructive  us  destructive,  378-379 
defined,  378 

fair  and  effective  rules,  380-381,  392 
grievances,  as  a  result  of,  see  grievances 
guide  for,  384 
principles  of,  383,  385 

problem  solving  cases,  395-396 
as  progressive  process,  381,  383,  392 

sample  case  analysis  of,  393-395 
termination  conference,  388-389 
of  unionized  employee,  389 

dismissal,  383 
dominance,  us  submission,  157 

driving  forces,  95-96,  96/ 
duty-based  reasoning,  422 

economic  man,  us  administrative  man,  22 
education 

historical  perspective,  203 

problem  solving  cases,  210-211 
sample  case  analysis,  208-210 
vs  training,  204 

emerging  views,  31 
employee 

expectations,  184 
with  special  needs 

experienced  nurse  in  new  position,  203 

new  nurse,  201-202 
role  status  change,  202-203 

empowerment 
in  building  power  base,  160 
total  quality  management  (TQM)  and, 

341 
energy,  of  decision  maker,  1 5 
environment 

and  communication,  271 
learning,  205 

essay,  in  performance  appraisal,  352 
ethical  dilemmas,  416 
ethical  frameworks,  422 

ethical  reasoning,  principles  of,  422-423 
ethics 

advocacy,  368-370 
cases 

marginal  employee,  417-419 
one  applicant  too  many,  419-421 

in  controlling,  415-416 
decision-making 

framework  for,  422 
MORAL  model,  421 

principles  of,  422-424 
issues  for  managers,  415-416,  424 
problem  solving  cases  and,  427-431 

problem  solving  and  decision-making  models, 
416,  425 

sample  case  analysis  of,  425-427 
evaluation.  See  control(s) 

expectancy  model,  235/ 
expendable  supplies,  107 

expert  power,  156 
express  consent,  407 
extended  liability,  407 
extrinsic  motivation,  236 

eye  contact,  in  communication,  271 

face-to-face  communication,  270 
fact  finding,  320 

facial  expression,  in  communication,  271 

facilitator,  50-52 
feedback 

coaching  and,  385-386 
and  communication  process,  277 
interpersonal  skills  development,  46 
nursing  process  and,  8,  8/ 
in  performance  appraisal,  354 

felt  conflict,  287 
fiscal  planning 

cost -effectiveness,  109 

problem  solving  cases,  113-117 
role  of  manager  in,  103 

sample  case  analysis,  111-113 
steps  in  budgetary  process  and,  106,  109 

terminology,  107-109 
fixed  budget,  107 
fixed  costs,  107 

flattery,  as  negotiation  tactic,  306 flexibility 

in  building  power  base,  159 
in  planning,  60 

in  staffing  patterns,  215-216 
flexible  budget,  108 
forecasting,  76,  83 

foreseeability  of  harm,  403 
formal  grievance  process,  390 
formal  reprimand,  381 
full  costs,  108 

full-time  equivalent,  108 
functional  nursing  and,  140-142,  141/ 
functional  organization  structure,  126 

gestures,  in  communication,  271 
gifts,  as  negotiation  tactic,  307 

goals 

common,  290 
defined,  59 

long-range,  77 
of  nursing  service,  71 
and  objectives,  59,  64 

personal,  248 
short-range,  78 

grapevine,  informal,  269 
great  man  theory,  35 

grievances 
constructive  growth  as  a  result  of,  391 
criteria  for,  390 
definition,  320 
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problem  solving  case  and,  397-399 
resolution  of,  rights  and  responsibilities  of 

employee  and  employer,  391 
group 

building  and  maintenance  roles,  276-277 

case  study  approach,  50-51 
for  graduate  nursing  students,  53-54 
for  new  managers,  53 

for  senior  generic  nursing  students,  51-53 
communication  in:  importance  of,  273-274; 

stages  of  process  of,  275/ 

dynamics,  275 
process,  stages  of,  275 
responsibilities  of  members  in,  51 

sample  case  analysis  of,  279-280 
task  and  maintenance  roles  of,  275-276 

group  II  (Gil)  decision-making  method,  24,  25/ 26 

growth,  discipline  and,  378 
guilt,  induction  and  negotiations,  307 

Harrison's  managerial  decision-making  process, 
5-6 

Hawthorne  effect,  232 
headship,  34 
health  care  reimbursement,  110 

helplessness,  as  negotiation  tactic,  307 
hidden  agendas,  in  negotiating,  304 
horizontal  communication,  269 

hours  per  patient  day,  (HPPD),  104,  108,  111- 
112 

human  relations  era,  development  of,  32-33, 
232 

humor,  sense  of,  in  building  power  base,  160 
hygiene  factors,  35,  233,  234/ 

illness,  as  negotiation  tactic,  307 
implied  consent,  406 
inactivism,  75 

incremental  budgeting,  105 
indirect  costs,  108 

induction  activities,  195-196 
induction  of  guilt,  as  negotiation  tactic,  307 
inflation  factors,  108 

informal  power  structure,  156-157 
informal  reprimand,  381 
information,  learning  to  process  and  obtain, 

161 

informed  consent,  405,  407 

injury,  liability  and,  404 
in-service  training,  203 
institutional  standards  vs  professional  control, 

364-365 
interactive  theories,  39-41 
intergroup  conflict,  287 
intermediate  planning,  77 

International  Code  of  Nursing  Ethics,  422-423 
internship,  advantages  and  disadvantages,  201 

interpersonal  conflict,  28~ 
interruptions 

case  analysis,  sample  of,  256-  258 
prevention  of,  2S2 

interview 

job.  See  job  interview 
for  performance  appraisal,  353-355 

intrapersonal  conflict,  287 
intrinsic  motivation,  235-236 
intuition,  12 

intuitionist  framework,  in  ethical  reasoning,  -i22 
involuntary  termination,  383 

Japanese  style  of  management,  39 

job  burnout 
prevention  of,  198 
scheduling  problems  and,  215 

job  interview 
follow-up,  180 

legal/illegal  inquiries,  179,  181-182 
preparation  for,  179 
problem  solving  cases,  188-189 

procedures  for,  179-180 

process  of,  178-179 weakness  of 

methods  to  overcome,  182 
research  on,  180 

job  satisfiers,  215 
Joint  Commission  of  Accreditation  of  Hospitals 

(JCAH) 
discharge  criteria,  337 

performance  appraisals  and,  351 
quality  assurance  guidelines,  338 

joint  liability,  403 

judgment decision  making  and,  10 

professional,  1-2 justice,  in  ethical  reasoning,  424 

labor-management  relations  laws,  324-326 
laissez-faire  leader,  37 
latent  conflict,  287 

law,  sources  of,  401-402 
leader!  s) 

characteristics  of,  34,  37 

transactional,  40-41 
transformational,  40-41 

leadership  theory 

contemporary-  theories,  38-41 
development  of,  35-38 

behavioral  theories,  36    J7 

contingency  and  situational  theories,  38 
trait  theories,  35-36 

historical  development  of,  33-35 
learners,  adult,  204   205 

learning  environment,  205 

learning  theories,  types  of,  204   -'o<> 

legal  issues medical  records,  407 

problem  solving  cases,   HO    <  1  — 
sample  case  analysis  of,  (09    i  Hi 
sources  of  law,   i()l 

legislative  controls,  for  nursing  practice,  321, 
401    i02,  408 

legitimate  power,  definition  of,  156 
levels  oi  intensity,  and  staffing  needs,  2 is  219 
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liability 

elements  of,  403-404 

of  supervision,  407-408 
types  of,  403,  407 

licensure,  366 

life  experience,  decision  making  and,  3,  1 1 
line  organization  structure,  125 
line  and  staff  structure,  125 

listening  skills,  and  communication,  273 
literature,  recruitment,  176 

logic,  faults-,  in  decision  making,  14 

maintenance  factor,  236-237 

maintenance  functions,  of  groups,  276-277 
malpractice,  403 
managed  care,  145 
management 

decision-making  technology  in,  21-28 
decision  styles,  types  of,  26 
effects  of  unions  on,  326 

Japanese  style  of,  39 

process,  18-20,  19/ 
controlling.  See  control(s) 
directing.  See  directing 
organizing.  See  organizing 
planning.  See  planning 
staffing.  See  staffing 

steps  of,  19-20 
theory  development,  34 
time.  See  time  management 

management  by  objective  (MBO) 

control  and,  352-353,  358 

performance  appraisal  and,  350,  352-353 
process  of,  78-80 

management  science,  historical  perspective,  31- 
33 

managerial  model  of  decision  making,  5 
managers 

daily  planning,  78 

ethical/  legal  issues  of,  404-406,  408 
first  level,  124 

in  group  communication,  273-274 
identification  of  staff  learning  needs,  206 

legal  issues  for,  401,  404.  See  also  legal  as- 
pects of  nursing  practice 

mistakes  in  delegation  by,  253-254 
new,  case  study  approach  for,  53 
professional  appraisal  of,  368 
review  of  organizational  chart  by,  122 
role  of,  in  creating  motivating  climate,  199, 

234,  236-237,  239-  240 
middle-level,  124 

strategies  for,  to  reduce  job-related  stressors 
and  maintain  motivation,  239-240 

techniques  for  successful  negotiation  by,  305- 

306 
Theory  X,  32-33 
Theory  Y,  32-33 
Theory  Z,  39-40 
top-level,  123 

manifest  conflict,  288 

Maslow's  hierarchy  of  needs,  232/ 
matrix  organizational  structure,  126 

maturity,  of  worker,  34 
mediation,  320 

medical  records,  407 

mentoring,  237-239 
mission  statement,  61 
models 

critical  thinking,  10,  54-55,  55/ 
decision-making 

intuitive,  9-10,  9/ 

managerial,  5 

Wales  and  Nardi  approach,  5-6,  6/  8 
expectancy,  234,  235/ 
MORAL,  421 

profess  conflict,  291/ 
quality  assurance,  365/ 

modular  nursing,  143 
motivation 

defined,  231 

factors,  234,  234/" 
by  mentoring,  237-238 
performance  appraisal  and,  349-350 

problem  solving  cases,  242-246 
sample  case  analysis  of,  241-242 

of  self,  238-240  ' 
of  staff,  role  of  manager,  236-237 

strategies,  239-240 
motivational  theories,  39,  231-235 

motivation-hygiene  theory,  233,  234/" motivator  factors,  35,  234 

movement  phase,  of  planned  change,  93,  94/ 

National  League  for  Nursing  (NLN) 
Bill  of  Rights,  405 
control  of  standards,  364 

negligence,  professional,  402-404 
negotiation climate  of,  308 

closure  and  follow-up,  309 

collective  bargaining  in,  319:  nurses  and,  320- 

321 
components  of,  303 
in  conflict  resolution,  289,  302 

definition  and  purpose  of,  302,  310 

preparation  for,  303-305 
problem  solving  cases,  312-315 
sample  case  analysis,  310-312 
tactics,  305-308 

tips  for,  308-309 win-win,  289 
networking 

formation  of,  162 

prerequisites  for,  238-239 
noncontrollable  costs,  108 

normative-reeducative  strategies,  96 

nonverbal  communication,  270-272 
nurse  administrator.  See  chief  executive  officer 

(CEO) 

nurse  as  manager.  See  managers 

nurse  "technician,"  66-67 
nursing  budget,  103 

Nursing  Minimum  Data  Set  (NMDS),  339 

nursing  practice 
differential,  145 
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"entry  into  practice"  issue  in,  66-67 
legal  aspects  of,  401-402,  408 
legislative  controls  for,  321,  401-402,  408 

nursing  practice  acts,  401-408 
nursing  process,  6,  8,  8/  419 

nursing  shortages,  challenge  of,  177-178 
nursing  students,  use  of  case  study  approach  by 

graduate,  53-54 
senior  generic,  51-53 

objectives 
clear,  lack  of,  12 
defined,  59 

and  goals,  59,  64 
of  nursing  service,  71 
writing,  format  for,  61 

Occupational  Safety  and  Health  Act  (OSHA), 
405 

ongoing  coaching,  385 
operating  budget,  105 
operating  expenses,  108 
operational  planning,  78 

organization,  personal,  248-249.  See  also  time 
management 

organizational  chart 

advantages  and  limitations  to,  123-124 
components  of,  122 

determination  of  position  centrality  in,  126- 
127 

organizational  culture 
building  power  base  and  159 
definition  of,  127 

organizational  structure 

communication  barriers,  267-269 
definition  of,  121 
effectiveness  of,  128 

effects  of,  126-127 
formal,  119 
informal,  119,  123 

problem  solving  cases,  132-136 
sample  case  analysis  of,  129-132 
symptoms  of  poor  organization  and,  128 

types  of,  125-126 
organizational  theory 

emerging  views,  3 1 
human  relations  era,  32-33 

scientific  management,  31-32 
organizations 

collaborative  relationships  and  conflict  in, 
290-291 

committee  structure  within,  147-148 

developing  a  voice  in,  159-160 
gaining  personal  power  in,  158-163 
implementation  of  peer  review  in,  366-368 
informal  structure,  119 

language  and  symbols  of,  159 

large-scale,  communication  in,  267-269 
meeting  needs  of,  162 
philosophy  of,  63 

powerful  people  in,  identifying,  158-159 
power  of,  effect  on  decision  making,  20-21 
social  control  in,  338-339 
structure  of 

definition  of,  121 

effects  of,  126-127 
formal  types  of,  119 

sample  case  analysis  of,  129-132 
organizing 

application  of  engineering  principles  to,  147 
definition  and  purpose  of,  19,  121 

patient  care 
case  method  nursing,  139-140 
functional  nursing  and,  140-142,  141/ 
modes  of,  139-146 
managed  care  and,  145 

planning  and,  147 

primary  nursing  and,  143-145,  144/ 
problem  solving  cases,  150-152 
sample  case  analysis  of,  149-150 
selection  of  optimum  mode  for,  145-146 
team  nursing  and,  142-143,  142/ 

on  unit  level,  146-147 
orientation 

activities,  196-198 
responsibilities  for,  198 
sample  schedule  for  experienced  nurses,  199 

outcome  audits,  337 

outcome  data,  measurement  criteria,  337 
overgeneralization,  14 
over  the  barrel  technique,  as  negotiation  tactic, 

305-306 

pacificism,  as  negotiation  tactic,  308 

participative  management,  236-237.  See  also  Hu- 
man relations  era 

paternalism in  ethical  reasoning,  424 

as  negotiation  tactic,  307 

patient  care,  organization  of 
case  method  nursing,  139-140 
functional  nursing  and,  140-142,  141/ 

modes  of,  139-146 
managed  care  and,  1h5 

planning  and,  147 
primary  nursing  and,  143—145,  1  i '/ 

problem  solving  cases,  150-152 
sample  case  analysis  of,  149-150 
selection  of  optimum  mode  lor,  145    1  •  <> 
team  nursing  and,  U2-143,  142/ 

patient  classification  system defined,  108 

scheduling  and.  220 
patient  rights,  405,  406/ 

pay-off  tables,  11 
pedagogy,  vs  androgogy,  205 
peer  pressure,  used  to  effect  change,  96 

peer  review,  366-368 
peers,  motivation  and.  235  236 

perceived  conflict,  28" performance  appraisal 
documentation  form,  556 
effective  use  ol  appraisal  data,  353 
feedback  and,  354,  356 

informal,  356  35" interviews 

difficulty  with,  J53  354 
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performance  appraisal  (continued) 
following,  355 

guidelines  for,  354-355 
overcoming  difficulties,  354,  357 

motivation  and,  349-350 
preparation  for,  354 

problem  solving  cases,  361-362 
purpose  of,  349,  357 

sample  case  analysis  of,  358-360 
strategies  to  ensure  accuracy  and  fairness, 

350-351 

types  of,  351-352 
performance  deficiency  coaching 

problem  solving  case  and,  397 

process  of,  385-386 
scenario  of,  387 

personal  liability,  403 

personal  organization,  248-249 
personal  power,  gaining,  158 

bases  of  power  and,  156-160 
bridging  authority-power  gap,  163-164 
maintaining  small  authority-power  gap  and, 

158 

selecting  political  strategies  and,  160-163 
sources  of  legitimate  power  and,  157 

personal  resources,  expanding,  158 
personal  values,  unionization  and,  323 

personality,  decision  making  and,  20-21 
personnel.  See  staffing 
personnel  or  manpower  budget,  104 
philosophy 

defined,  59 

of  education  and  staff  development  depart- 
ment, 204 

individual  rs  organizational,  63 
statement  of,  59,  61 

planning 
barriers  to,  79 

budgets.  See  budgets 

career,  81-82,  82/  84-85 
for  change 

change  agent  and,  92-93 

emotional  phases  of,  95/" 
phases  of,  93-94 
sample  case  analysis  of,  66-67 
timing  and,  76 

defined,  19,  59 

fiscal.  See  fiscal  planning 
goals  and  objectives,  59,  64 
hierarchy,  60/ 
importance  of,  59 

long-range,  60,  76-77 
mission  statement,  61 

organizing  patient  care  and,  147 

philosophy  and,  59-64 
policies  and  procedures,  59-60,  64-65, 

78 

principles  of,  60 

problem  solving  cases,  68-73,  85-90 
purpose  or  mission  and,  59 
rules  and,  60 

sample  case  analysis  of,  66-67 
short-range,  60,  78,  82 

strategies  for,  79-80 

types  of,  76 
plans,  types  of,  59 

policies,  59-60,  64-65 
political  strategies 

power  building  and,  163/ 

sample  case  analysis,  165-167 
selection  of,  160-163 
wellness,  162-163 

politics,  power  and,  158 
potential  to  cause  injury,  404 

power 
and  authority,  154-155,  155/ 

bases  of,  156-160 
communication  and,  161 
definition  of,  155 

expert,  156 
as  motivation,  234 

and  negotiation,  305 

organizational,  effect  on  decision  making,  20- 
21 

personal.  See  personal  power 
sources  of,  157 

types  of,  155-156 understanding,  155 

power  base 
building,  156-158,  163 

problem  solving  cases,  167-170 
significance  of,  156-157 
techniques  for  building,  158-160 

power-coercive  strategies,  96 

powerlessness,  157-158 
preference,  individual,  10 

primary  nursing,  143-145,  144/ 
process  audit,  336 

preactivism,  75 

preceptorship,  200-201 
proactive  planning,  75-91 
proactive  strategies,  161 
problem-centered  coaching,  386 

problem-solving  cases 
of  communication,  280-282 
of  conflict,  295-299 
of  control(s),  372-376 

of  discipline,  395-396 
and  ethics,  427-431 
fiscal  planning,  113-117 
grievances  and,  397-399 

legal  issues,  410-412 
of  motivation,  242-246 

of  negotiation,  312-315 
of  organizational  structure,  132-136 

of  organizing  patient  care,  150-152 
and  performance  appraisals,  361-362 
of  performance  deficiency  coaching, 

397 
of  planned  change,  99-101 

of  planning,  68-73 
of  power  base  building,  167-170 

quality  assurance,  344-347 
of  scheduling,  224-226 
of  staff  development,  210-211 
of  staffing,  188-192,  224-226 
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time  management,  259-264 
unions  and,  329-330 

problem-solving  model,  Wales  and  Nardi  ap- 
proach, 5-6,  6/,  8 

procedures,  in  planning,  59-60,  64-65 
process  audit,  336 
production  hours,  108 
product  liability,  407 
profess  conflict  model,  291/ 
professional  appraisal,  of  nurse  managers,  368 

professional  negligence,  402-403 

"professional"  nurse,  66-67 
professional  skills  and  knowledge,  increasing, 

159 

professional  standards,  vs  institutional  standards, 
364-365,  365/ 

program  evaluation  and  review  technique 
(PERT),  23,  25/ 

projected  budget,  108 
prospective  audits,  337 

prospective  payment  system,  109-110 
punishment,  156 
purpose  of  mission  plans,  59,  61 

quality  assurance 

auditing  steps,  333-334 
defined,  333 

future  and,  339-340 

government  reimbursement,  impact  on,  338- 
339 

liability  and,  408 

management  role  in,  341-342 
model  of,  365/ 

participants  in,  337-338 
problem  solving  cases,  344-346 
process  of,  333-334 
purpose  of,  341 

sample  case  analysis,  343-344 
standards,  development  of,  334-335 
total  quality  management  (TQM),  340-341 

quality  control.  See  quality  assurance 
queen  bee  syndrome,  160 

rational  empirical  strategies,  96 
reactive  planning,  75,  83 
reality  shock,  201 
reasoning,  types  of 

duty-based,  422 
ethical,  422-424 

recruitment 

challenges,  177-178 
definition  of,  175-176 
retention  and,  178 

steps  in,  176-177 
variables  of,  176 

referent  power,  156 
refreezing  phase,  of  planned  change,  93,  94/ 
reprimand 

formal  and  informal,  381 

sample  form,  382 

reinforcement  theory,  232-233,  237 
resistive  behavior,  93,  96 

resolution,  of  conflict,  288-290 

resources 

development  of,  163 
organizational,  for  recruitment,  176 

personal,  expansion  of,  158 
respondent  superior,  403 
responsibility,  125 

responsibility  charting,  292 
restraining  forces,  95-96,  96/ 
restrictive  conflict,  286 
retrospective  audits,  337 

revolving  door  syndrome,  176 
reward  power,  156 
ridicule,  as  negotiation  tactic,  305 

rights-based  reasoning,  in  ethical  reasoning,  422 
rigid  bureaucratic  behavior,  32 

risk,  decision-making  and,  1 1 
role  ambiguity,  203 
role  modeling 

vs  mentoring,  237 

purpose  of,  200 role  overload,  203 

rules,  24-27 
scheduling 

options  in,  215-216 
policy  development,  216,  218 

problem  solving  cases,  224-226 
sample  master  time  sheet,  217/ 

staffing  needs  and,  214-221 

types  of,  215-216 scientific  management  theory,  31-32 
seduction,  as  negotiation  tactic,  306 
selection,  of  employees 

applicant  and  organizational  obligations  dur- 
ing, 185 

problem  solving  case,  190-192 
process  of,  183-184,  183/ 
sources  of  information  for,  184 

self-appraisal,  352 
self-awareness 

and  ethical  dilemmas,  416 
fostering,  293 
lack  of,  13 

in  managers,  46 

self-definition  technique,  as  negotiation  tactic, 

307 
self-discipline,  379-380 
self-image,  162-163 
self-motivation,  238-240 
sensitivity  of  decision  maker,  15 
sexuality,  as  negotiation  tactic,  307 
significant  others,  motivation  and,  235 
situational  management,  38 

smoke  screen,  as  negotiation  tactic,  305 

smoothing,  in  conflict  resolution,  289-290 
socialization 

process  of,  200   201 
significance  of,  198   199 

soothing,  in  management  of  conflict,  292   293 
span  of  control,  12  i 
staff,  musing  Sec  also  stall  development;  Mailing 

interviewing  candidates  for,  178   1*2 
motivation  of.  See  motivation 
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staff,  nursing,  (continued) 
organizational  structure  and,  121 
recruitment  and,  176 

selection  of,  183-184 
staff  development 

adult  learners  and,  204-205 

continuing  education,  203-204 
decentralized,  204 

evaluation  of  activities,  206-207 
identification  of  learning  needs  of,  206 

induction,  195-196 
in-service  training,  203 
needs  assessment  for,  206 
orientation 

activities,  196-198,  197/ 
responsibilities  for,  198/ 
sample  schedule  for,  199/ 

sample  case  analysis,  208-210 
socialization:  process  of,  200-201;  significance 

of,  198-199 
staffing.  See  also  scheduling 

absenteeism,  221 

budgeting  formulas  for,  219 
centralized,  215 

decentralized,  214-215 
distribution,  108 
factors  influencing,  173 
formulas,  219 

functions,  steps  in  174 

fiscal  and  ethical  accountability  for,  220-221 
mix,  104,  108 

in  nursing  management,  18-19 
policy  development,  216,  218 

problem  solving  cases,  224-226 
productivity,  impact  of  standards  for,  218- 

200 

sample  case  analysis,  186-188,  222-224 
status,  organizational  structure  and,  126 

status  quo,  planned  change  and,  93 
statutes,  402 
standards  of  care 

liability  and,  403 

significance  of,  334-335,  338 
State  Board  of  Registered  Nursing,  401 
state  health  facilities  licensing  boards,  405 

strategic  planning,  59,  76-77 
strategies 

for  implementing  change,  96 
normative-reeducative,  96 

political,  selection  of,  160-163 
power-coercive,  96 
proactive,  161 
rational-empirical,  96 

stressors,  job-related,  strategies  for  reducing, 
239-240 

stretching,  235 
strict  liability,  407 
structural  change,  292 

structure  audit,  336-337 
submission,  vs  dominance,  157 
subordinates 

advocacy,  369 

identification,  promotion  of,  162 

performance  appraisal  of.  See  performance  ap- 

praisal supervision,  liability  of,  407-408 
supraordinate  goal,  290 
suspension  without  pay,  381 

Taft-Hartley  Act,  324-326 
take-over,  aggressive,  as  negotiation  tactic,  308 
task  functions,  of  groups,  275-276 
team  nursing,  142-143,  142/ 
telephone  communication,  270 

terminology,  fiscal,  107-109 
Theory  X,  32-33 
Theory  Y,  32-33 Theory  Z,  39 
thinking 

critical  thinking.  See  critical  thinking 

decision  making  style  and,  10-12 
third  party  consultation,  292 
time  management 

basic  steps,  250/ 

delegation  and,  252-255 
importance  of,  248 
making  written  lists,  251 

organizing  work  to  be  accomplished,  249-255 
personal  organization  and,  248-249 
planning,  time  for,  249 

problem  solving  cases,  259-264 
sample  case  analysis  of,  257-258 
selection  of  assistant  and,  255 

setting  priorities,  249-251 
time  wasters:  external,  251-252;  internal,  250 

timing 

appropriate,  sensitivity  to,  162 
in  communication,  272 

planned  change  and,  76 
top-level  managers,  123 

total  quality  management  (TQM),  340-341 
trade-offs,  in  negotiating,  304 
training,  203,  204 

trait  theories,  35-36 
transactional  leader,  40,  41/ 
transformational  leader,. 40,  41/ 

truth  and  deception,  in  ethical  reasoning,  424 
turnover  ratio,  108 
two-factor  theory,  233 

unfreezing  phase,  of  planned  change,  93,  94/ 
unions 

collective  bargaining  and,  319 

dealing  with,  sample  case  analysis,  327-329 defined,  319 

effects  on  management,  325-326 

historical  perspective  of,  319-322 

manager's  role  in  organizing,  324,  326-327 
preparation  for,  325/ 

problem  solving  cases,  329-330 
reasons  for  joining,  320,  322-324 
reasons  for  rejecting,  322-324 

unity  of  command,  122 
utilitarianism,  422 

utility,  in  ethical  reasoning,  424 

value  clarification,  62-63 
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value  indicator,  62 
values 

characteristics  of,  62 
decision  making  and,  10 
defined,  61 

steps  to  determine  and  clarify,  62 
true,  determination  of,  62 

value  system,  individual  vs  organizational,  63 
variable  costs,  109 
variance,  109 
verbal  admonishment,  381 

vicarious  liability,  403 

visibility,  development  of,  159-160 

vocal  cues,  in  communication,  272 
Vroom  expectancy  model,  234,  235/ 

Wagner  Act,  321,324-325 
Wales  and  Nardi  decision-making  model, 

6/8 wellness  political  strategies,  162-163 
workload  units,  109 

workman's  compensation  laws,  408 
written  admonishment,  381,  382/ 

written  communication,  270,  277-278 

zero-based  budgeting,  105,  108 

5-6, 
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