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Foreword 

 When I fi rst ventured into long-term care leadership in the early 
1980s, I scrambled to fi nd a practical guide to help me with intro-
ducing change in organization, structure, planning, staffi ng, and 
day-to-day management in the nursing home. There was precious 
little to be found. So I borrowed ideas and models from hospital 
and business literature and made my way. Twenty-fi ve years later, 
however, there  remains  a dearth of practical guides for develop-
ing and enhancing nurse leadership in long-term care . . . a place 
where nursing could and  should  shine. Thus, in settings where 
stretched resources make effective communication and teamwork 
imperative to achieve goals, this book is a welcome resource to 
practicing and aspiring nurse leaders. 

 The 1980s represented the heyday for the primary nursing 
model in the acute care arena, but nursing homes still relied on 
teams of professional and nonprofessional staff to provide a very 
broad range of services. Fortunately, many long-term care nurses 
of that era had indeed been educated in team nursing models in 
their basic programs. Over the years, however, this formal edu-
cation has been eroded so that, today, there are few professional 
nurses with formally developed knowledge and skills in leader-
ship and team building. Yet, the team remains the most common 
model of care in long-term care. Given the dramatic change in 
acuity and needs of the client population receiving long-term care, 
such skills are ever more essential for achieving quality of care 
and quality of resident and work life. 

 I am very enthusiastic about  Leadership and Management Skills 
for Long-Term Care  because it brings a rich new resource to nurses 
and health professionals who care for chronically ill and older 
adults in long-term care settings. This book fi lls a long exist ing gap 
in the literature, providing information relevant to every day com-
plex situations requiring team building, leadership, change man-
agement, and cultural competence to achieve excellence in geriatric 
care. Readers can use the book to improve personal understanding 
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in these areas as well as a basis for teaching others in long-term 
care settings. Ultimately, improving interaction among members of 
the geriatric care team will be the key to successful and cost ef-
fective organizational efforts to change culture, enhance morale , 
 increase nursing staff retention, and improve care. 

 In the United States, recent funding for a Comprehensive Ge-
riatric Nursing Education program from the Department of Health 
and Human Services sparked more than 20 projects to support 
geriatric care and education, one of which provides the basis for 
this book. Simultaneously, several other exciting and related initia-
tives have commenced. All are expected to impact quality of care 
and quality of life in long-term care, and each requires teamwork 
and professional nurse leadership for change. These include the 
Geriatric Nursing Leadership Academy funded by a partnership 
between Sigma Theta Tau International and the John A. Hartford 
Foundation to train educators and nurse administrators in leader-
ship for care of older adults; a planning project of the fi ve Hartford 
Centers of Geriatric Nursing Excellence and supported by Atlantic 
Philanthropies that aims to improve nursing home care through 
enhancing professional nursing practice in long-term care; and 
the Hartford Geropsychiatric Nursing Collaborative, which aims 
to improve the mental health of older Americans, including those 
in long-term care, through a program of basic, advanced, and con-
tinuing education for nurses. This book provides a content re-
source to these initiatives and can guide faculty and students. Most 
importantly, the nurses on the front line in long-term care will 
benefi t from this monograph, which was developed for and tested 
by them and other professionals in similar settings and practices. 
Thus, the content is fresh and relevant. I know that readers will be 
heartened by the case studies and straightforward approach used 
throughout the book. And I believe that readers will fi nd that their 
own abilities to initiate and manage change for improved long-
term care will be enhanced. 

— Lois K. Evans, PhD, RN, FAAN 
 van Ameringen Professor in Nursing Excellence 

 University of Pennsylvania 

Foreword
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Preface 

 Sometimes the thing staring you in the face is the hardest to see. 
We refer here to long-term care and the management and leader-
ship skills required to improve care and satisfy caregivers. Discus-
sion of these skills has been sorely lacking in the nursing literature 
despite the fact that we who provide management and leadership 
for long-term care have done so, most prominently by “training on 
the job.” 

 We have written this book to rectify that lack and refl ect on the 
functions we perform and the values we affi rm: from clarifying 
what models of care delivery work best in what situations, to how 
to best deal with workforce shortages, retention of nursing staff, 
and sustaining or fi nding resources to offer competitive salaries 
for professional nurses. 

 With funding from the Department of Health and Human Ser-
vices, Division of Nursing, Comprehensive Geriatric Education, 
and in partnership with the University of Pennsylvania Geriat-
ric Education Center, we convened a team of experts to develop 
the educational modules in this book for professional nurses as 
well as other health professionals in long-term care. All project 
team members had educational expertise and background in 
nursing administration and leadership in acute care or clinical 
expertise in gerontological nursing. Commensurate with what we 
fi nd currently in the fi eld of long-term care, our team members, 
who authored these chapters, needed to build expertise across 
leadership and management for long-term care. As we began 
the journey, we realized that our nursing administration experts 
were well informed about leadership and management issues but 
knew much less about long-term care. Equally, we realized that 
our gerontological nurse experts were well informed about long-
term care but less about leadership and management. As a result, 
we focused initially on team building and cross-training efforts. 
Then we developed, tested, and refi ned the modules in long-term 
care settings that were both institutional and community based. 
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Resource experts in educational principles and cultural compe-
tence rounded out the team to address the diversity of learning 
styles, educational backgrounds, and ethnic origins of the staff and 
older adult residents in long-term care. 

 Within the chapters in the book, the reader will fi nd a rich re-
source of leadership and management content and educational 
principles. Section I, built on some foundational work from a lead-
ership project funded by the Helene Fuld Health Trust, “Forming 
the Building Blocks of Leadership for Nursing Students Across 
Academic Levels,” includes chapters that cover Team Building, Di-
recting and Delegation in Long-Term Care, Power and Negotiation, 
and Change Theory and Process. Skills outlined in each chapter 
provide fresh content and application in long-term care settings 
that the reader will gain from individually and potentially use for 
teaching groups. Section II provides key Educational Principles 
and Cultural Competence content that frames an understanding of 
successful leadership strategies and how to avoid problems when 
working in the reality of a rich and diverse environment. 

 Practitioners, students, faculty, educators, health care execu-
tives, nurses and health professionals, employers, and supervi-
sors in long-term care, nursing homes, home care agencies, and 
home- and community-based programs for long-term care will 
fi nd the information in these chapters highly relevant and easy to 
apply in everyday situations. As a whole, this book will fi ll a long-
recognized gap in resources that address the quality of working 
relationships among nurses and teams in long-term care by pro-
viding a resource for skills not commonly or consistently taught 
in professional education. Using the resources in this book will 
aid those involved in long-term care in building the entire spec-
trum of skills required for consistent quality in care, oversight, 
and management, and in team building and change. 

 Eileen M. Sullivan-Marx 
 Deanna Gray-Miceli 

Preface
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3

 Eileen M. Sullivan-Marx 

1

  Leadership and Management Skills for Long-Term Care  was de-
veloped to fi ll a long-recognized gap in training of professional 
nurses in the requisite leadership and management skills needed 
in long-term care to improve quality (  Jennings, Scalzi, Rodgers, & 
Keane, 2007). Not commonly or consistently taught in professional 
nurse training, these skills in leadership, management, cultural 
competence, and adult education enhance professional nurses’ 
ability to build and interact with the geriatric care team, resolve 
confl ict, negotiate for solutions, develop collaboration, and teach 
and mentor licensed practical nurses and nursing assistants; they 
could ultimately be part of a full organizational effort to enhance 
team morale, improve nursing care of the elderly, and increase re-
tention of all nursing staff. 

Overview and 
How to Use 
the Modules 



4 Leadership and Management

 The Institute of Medicine (IOM) has 
highlighted the need for training in lead-
ership to facilitate quality and improve 
care at the “individual, group, organiza-
tional, and interorganizational” levels in 
health care systems (IOM, 2001, p. 139). To 
address this need in long-term care and 
with funding from the Division of Nurs-
ing, Health Resources and Service Admin-
istration, and the Helene Fuld Trust, we 
convened a team of experts in health ad-
ministration, long-term care services, ge-
rontological nursing, cultural competence, 
and adult education to develop learning 
modules in leadership and management 
competencies. 

 The provision of quality health care 
to the most frequent users of long-term care, older adults, can be 
attained when nurses acquire knowledge and skill that carefully 
follows prescribed educational standards. National accrediting 
bodies, such as the Association for Gerontology in Higher Edu-
cation (AGHE), the National League for Nursing (NLN), and the 
Bureau of Health Professionals, have identifi ed core curriculum 
and terminal objectives to promote safe and effi cacious geriat-
ric nursing practice for entry-level professional nurses. Essen-
tial geriatric nursing leadership and management competencies 
have been developed by the American Association of Colleges of 
Nursing (AACN) and the John A. Hartford Foundation Institute 
for Geriatric Nursing (2000). Achieving effective leadership and 
management within professional nursing practice in long-term 
care, geared toward an outcome of quality health care for older 
adults, requires application of 14 core competencies developed in 
this report. 

 In each of the chapters, we have carefully outlined examples 
of how the educational content in the six leadership modules can 
be used in long-term care practice by professional nurses as they 
carry out AACN’s recommended core competencies for:  Critical 
Thinking, Communication, Assessment, Technical Skill, Knowledge 
Related to Health Promotion, Risk Reduction and Disease Prevention, 
Knowledge Related to Illness and Disease Management, Knowledge 
Related to Information and Health Care Technologies, Ethics, Human 
Diversity, Global Health Care, Health Care Systems and Policy, and 

 Not commonly or consistently 
taught in professional nurse 
training, these skills in leadership, 
management, cultural competence, 
and adult education enhance 
professional nurses’ ability to build 
and interact with the geriatric care 
team, resolve confl ict, negotiate for 
solutions, develop collaboration, and 
teach and mentor licensed practical 
nurses and nursing assistants; 
they could ultimately be part of a 
full organizational effort to enhance 
team morale, improve nursing care 
of the elderly, and increase retention 
of all nursing staff. 
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Role Development Related to Provider of 
Care, Designer/Manager, and Coordina-
tor of Care and Member of a Profession  
(AACN, 2000). 

 With a team of experts in nursing ad-
ministration, cultural competence, adult 
education, and geriatric care, we devel-
oped six leadership modules, one on adult 
education, and one for cultural compe-
tence, all specifi cally focused on long-term care. The expertise of 
the team chapter authors in each specifi c area in this text was a 
major strength of the project. Yet, at the outset of the project it was 
clear that the experts in nursing administration were less cognizant 
of long-term care issues, and the geriatric nursing experts were 
less cognizant of nursing administration issues, a common chal-
lenge found both nationally and globally (Aylard, Stolee, Keat, & 
Johncox, 2003). Before embarking on curriculum development 
in the area of leadership and management, the project team fi rst 
self-applied principles of team building and management to co-
alesce the project working team. We used an inventory of group 
skills to assess individual and group dynamics as a framework 
for discussion and project development. All experts had several 
site visits to the long-term care settings prior to developing the 
modules and conducting presentations. The project leader who 
had expertise in both nursing administration and geriatric care 
brought in one more team member with expertise in both areas to 
work alongside other team members and bridge areas in which 
experts identifi ed gaps in perspective or in ways that care is 
delivered. 

 A shortage of RNs nationally, particularly in long-term care 
and home care, impacts the work of LPNs and CNAs because 
fewer members of the health care team are available to provide 
care in a coordinated effort. Moreover, 
the AACN noted in a report by the Uni-
versity of Illinois College of Nursing 
Institute that “the ratio of potential care-
givers to the people most likely to need 
care, the elderly population, will decrease 
by 40% between 2010 and 2030” (Uni-
versity of Illinois Nursing Institute, 2001, 
p. 11). The 2000 IOM study of quality of long-term care recom-
mended addressing nursing aide turnover by improving training, 

 The provision of quality health 
care to the most frequent users of 
long-term care, older adults, can 
be attained when nurses acquire 
knowledge and skill that carefully 
follows prescribed educational 
standards. 

 The AACN notes that “the ratio of 
potential caregivers to the people 
most likely to need care, the elderly 
population, will decrease by 40% 
between 2010 and 2030.” 
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career development, gaining respect from administrators, clarity 
of roles, participation in decision making, organizational recogni-
tion, and management of workloads. 

 Why Leadership and Management in Long-Term Care? 
 Long-term care consists of care provided in traditional nursing 
homes and community-based settings such as home care agen-
cies or Programs for All-Inclusive Care of the Elderly (PACE), a 
Medicare-funded program for nursing home-eligible individuals 
who remain in communities and receive full services through an 
interdisciplinary team through a capitated fi nancial model. With 
rising costs and the increasing number of older adults who need 
long-term care, dynamic changes in long-term care are emerging, 
requiring nursing staff to have skills to work within organizations 
that are fl uid and yet maintain quality of care. Nursing homes are 
diversifying their case mix to increasingly care for more acutely ill 
individuals needing skilled nursing care and acute rehabilitation 
following hospitalization (Harrington, O’Meara, Kitchener, Simon, & 
Schnelle, 2003). The challenges for nurses in the area of leader-
ship and management in environments that not only are chang-
ing but are emerging and developing in completely new structured 
models is profound. The need to develop leadership and manage-
ment skills for nurses in emerging models of long-term care is 
compounded by the gaps that now exist in these skills for nurses. 

 This book addresses a long-recognized gap in the quality of 
working relationships in long-term care by providing RNs with 
skills not commonly or consistently taught in professional nurse 
training, namely, leadership, management, cultural competence, 
and adult education. Building these skills would enhance RNs’ 
ability to teach and mentor LPNs and CNAs and improve interac-
tion with the geriatric care team, and could ultimately be part of a 
full organizational effort to enhance team morale, improve nurs-
ing care of the elderly, and increase retention of all nursing staff 
(Castle & Engberg, 2006; Werner, 2003). 

 In 2002, a report prepared by the U.S. Department of Health 
and Human Services with the Offi ce of Disability, Aging and Long-
Term Care Policy and the Institute for the Future of Aging Services 
identifi ed that the number of nursing assistants in Pennsylvania 
is expected to grow about 22% between 1998 and 2008, while state 
projections of need will require a growth rate of about 86% (U.S. 
Department of Health and Human Services, 2003). More than 50% 
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of all long-term care providers in Pennsylvania reported staff 
shortages (Pennsylvania Intra-Governmental Council on Long 
Term Care, 2002). 

 Attracting and retaining RNs, LPNs, and CNAs in long-term 
care of older adults will require creative strategies that promote 
a positive work environment and improve workers’ satisfaction 
with their ability to care for older adults (Aiken, Clarke, Sloane, 
Sochalski, & Silber, 2002; Stone et al., 2002). According to the 
Pennsylvania Intra-Governmental Council on Long Term Care 
(2002), fewer than half of Pennsylvania’s long-term care provid-
ers reported increasing participation of CNAs and other direct 
care providers in care decisions as a strategy to improve reten-
tion despite indications of a positive relationship between such 
worker input and retention. CNAs and LPNs indicated that they 
have few opportunities for ongoing skill building or professional 
development in this same study. 

 In a Report to the Pennsylvania Intra-Governmental Council 
on Long Term Care (2001) assessing workers’ needs in long-term 
care, CNAs attributed retention problems to the lack of enough 
nurses and aides to do the work, not enough training, and lack 
of training that was meaningful to them. Eaton (1997) noted that 
RNs have little training and skills in how to supervise, motivate, 
and educate LPNs and CNAs thus contributing to supervision that 
relies on punitive methods. In contrast, Wellspring Innovative So-
lutions, Inc. (Wellspring) has managed to 
decrease staff turnover in long-term care 
facilities by creating a working environ-
ment in which employees have the skills 
to do their job and a voice in how work 
should be done, thus enabling team ef-
fort. A key facet of success was a commit-
ment and training of RNs to work with 
and mentor nursing assistants, help-
ing them to apply newly learned skills, and supporting them in 
decision-making (Stone et al., 2002). This project is consistent with 
national and state priorities to attract and retain RNs, CNAs, and 
LPNs in the care of older adults by providing RNs with the skills 
to teach, lead, motivate, evaluate, and supervise LPNs and CNAs 
in a culturally competent, sensitive approach to provide excellent 
geriatric care (AACN, 2000). 

 As an exemplar to address the need to promote quality of 
care through leadership for nurses, in 2007, the John A. Hartford 

 A key facet of success was a 
commitment and training of RNs 
to work with and mentor nursing 
assistants, helping them to apply 
newly learned skills, and supporting 
them in decision-making. 
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Foundation and Sigma Theta Tau International, the Honor Soci-
ety of Nursing, initiated a nationwide 18-month mentored leader-
ship experience for aspiring geriatric nurse leaders. The Geriatric 
Nurse Leadership Academy has been developed through grant 
funding by the John A. Hartford Foundation and in partnership 
with the Hartford Foundation’s fi ve Centers of Geriatric Nursing 
Excellence. The purpose of the Academy is to prepare and position 
nurses in leadership roles in various health care settings to lead 
multidisciplinary teams in the improvement of health care qual-
ity for geriatric patients and their families. Through the multilevel 
learning activities of the Academy, nurses who have fundamen-
tal geriatric knowledge and competence will acquire leadership 
knowledge and competence that will lead to the improvement of 
the quality of care and outcomes for geriatric patients. In addition, 
a nationwide network of geriatric nurse leader mentors will be 
formalized, and further resources for geriatric nursing leadership 
and scholarship will be developed. 

 How to Use This Book 
 The six leadership modules in this book cover content for 
(1) Team Building, (2) Communication, (3) Power and Negotiation, 
(4) Change Theory and Process, (5) Management: Directing and 
Delegating, and (6) Management: Moving From Confl ict to Collabo-
ration. The adult education module focuses on principles of teaching 
and learning related to adult learning in a clinical environment for 
care of older adults. The cultural competence module is designed to 
prepare RNs to incorporate cultural competency as an integral as-
pect of their practice through appraisal of personal values, beliefs 
and attitudes about others, impact of racial and ethnic disparities 
on quality of care, framework for discussions regarding diversity, 
and concerns of special populations. Several case studies for long-
term care have been selected to develop critical thinking skills 
for adult learners. These modules have been tested in several 
types of long-term care settings and found to be effective for use 
by professional nurses, social workers, rehabilitation therapists, 
and long-term care managers in nursing homes, home care, and 
community-based long-term care settings. 

 Funding for this project was provided by Health Resource and 
Service Administration (HRSA) “Building RN Training Skills for 
Geriatric Education Excellence,” 5-D62HP01912-02-01, E. Sullivan-
Marx, PI, the HRSA Delaware Valley Geriatric Education Center, 
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M. A. Forceia and K. Egan, PI; and the Helene Fuld Health Trust, 
“Forming the Building Blocks of Leadership for Nursing Students 
Across Academic Levels,” J. Thompson, PI. 

 We tested the modules at four long-term care settings. Two 
nursing homes, one a 240-bed federally funded program and an-
other 500-bed city/county funded nursing home; a Program for 
All-Inclusive Care of the Elderly (PACE) for 250 members; and a 
large metropolitan home care agency. The sites identifi ed several 
challenges in their environments that related to the testing of the 
leadership and management modules. These scenarios are com-
mon to all settings in long-term care. The home care agency had 
a new nursing director who had identifi ed a goal to train clinical 
nursing supervisors and case managers in leadership and man-
agement. The PACE Program had recently experienced a rapid 
expansion and growth and organizational restructuring. The city 
nursing home was highly structured with a long-established ad-
ministrative model that had recently undergone a change in man-
agement group and a public relations challenge. The federally 
funded nursing home had open support from the health system 
at the executive level and had the highest ratio of RNs to patients 
than any other site. 

 The modules presented in this book were presented and 
tested using pre- and post-test questionnaires and evaluations 
with 52 registered nurses and a few other health care profession-
als in the long-term care settings. Of the RNs, 85% were women 
and 15% were men, which exceeds the national average of men 
in nursing; 63% were white, 23% black, 9% Latino, and 5% self-
described as other. For all four sites, underrepresented minorities 
comprise approximately 27% of RN staff; in two sites, 40% work 
with CNAs who are primarily from minority backgrounds and in 
sites that provide care to underserved minorities with a range 
of health disparity needs. Modules were presented separately 
at sites and revised based on questionnaires and evaluations. At 
a fi nal half-day conference, the project team, participants, and 
administrators presented and responded to fi ndings and lessons 
learned. 

 Challenges for the sites and project team in providing training 
to long-term care sites were the mounting staff pressures and job 
demands along with tight schedules, which prevent consistent par-
ticipation in training and on-site education. Long-term care sites do 
not always have technology for educational materials, such as power 
point and computer LCDs, or budgets to support accommodations 
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and refreshments for their participants. 
Scheduling on-site participation for edu-
cational sessions can be interrupted by 
staff shortages, health department survey 
visits, severe weather, faculty availability, 
or other situational problems. Therefore, 
this book can provide resources that can 
be used as self-learning tools or as tools 
to teach others with power point slides or 
handouts as appropriate to setting. Digi tal 
supplements containing the power point 
slides, and the tests and participant evalu-
ation forms in the text are easily accessible 

via the Springer Publishing Company Web site (www.springerpub.
com). Click on the link and type in the password, Sullmarx.   

 This book is written for the self-learner as well as for trainers 
who would use the modules for group training. Each module chap-
ter is structured to provide a pre- and post-test, learning objec-
tives, topical content, case studies, handouts, and evaluation. The 
individual learner can take the pre-test for the chapter content 
and following review of the content in the chapter as well as the 
power point handout, take the post-test to gauge improvement 
as well as areas needed to review. The educator who uses the book 
for group training can give the participants the pre-test. Following 
the pre-test, the educator can use the chapter content to create 
discussion and/or lecture and use the power point slides as visual 
aids for the lecture content or for content review by group partici-
pants. Following completion of each chapter, the group partici pants 
can take a post-test. Results from the post-test can be shared 
with individual participants to ascertain their achievement as well 
as identify learning needs. The answers to the tests can be found 
in the Appendix. Results from the post-test can be aggregated by 
the educator to recommend review of content for the participants 
and highlight need for further training. Finally, the evaluation form 
could be distributed to group participants to provide feedback to 
the educator or educators regarding how the session achieved goals 
as well as steps for improvement in subsequent sessions. 

 References 
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  Your ID _______ RN _____ Non RN 
Today’s Date ____/____/____ Facility: ________________

 Team Building 
Pre-test (circle one)

Please circle the  best  answer among the items listed below.

    Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 1.  Senn, Childress, and Senn describe   four styles of behavior in 
their self-scoring behavioral style/instrument. Which style is 
not described by this inventory? 

 a. Controlling 
 b. Promoting 
 c. Judging 
 d. Analyzing 

 2.  There are many characteristics of effective teamwork. What is 
the major requirement for effective teamwork? 

 a. Respect 
 b. Openness 
 c. Empowerment 
 d. Trust 

 3. A team is 

 a.  An individual who is working on his/her own to accom-
plish a goal 

 b.  A group of people who are independent of each other but 
work to achieve a common group goal 

 c.  A group of people who are dependent on one another to 
achieve a common goal 

 d. None of the above 
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 4. When working with someone with a controlling style, all of the 
following behaviors are effective EXCEPT: 

 a.  Spend time on the relationship before jumping to the 
task 

 b. Make your presentation stimulating and exciting 
 c. Be decisive and self-confi dent 
 d. Let them do most of the talking 

 4. Describe your behavioral style. (2 points) 
 5. Identify the strengths and weaknesses of your style. (4 points)
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  Teams and teamwork are important components of the delivery of 
health care. Patient care always involves input from members of 
different professions who work together to coordinate care across 
multiple settings and during various stages of health and illness. 
Coordination of care is an essential element of geriatric care, espe-
cially in light of the looming incidence of chronic illness and asso-
ciated comorbidities experienced by older adults, especially those 
in long-term care. The ability to communicate and work together is 
essential for continuity and safe patient care, especially if  medical 

2
Team Building

Kathleen G. Burke

Individual commitment to a group effort—that is what makes a 
team work, a company work, a society work, a civilization work.

—Vince Lombardi
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errors are to be eliminated. Effective administrative managers in 
health care organizations understand and are able to evaluate the 
skills and overall strength of different team members, matching 
them with jobs that are consistent with their strengths and abil-
ities. When team members are composed of such individuals, it 
is likely that the overall team will be cohesive in unity and thus 
capable of collaborating effectively in the delivery of health care. 

 Purpose 
 The purpose of this chapter on team building is to help nurse lead-
ers understand more about other members of the team as well as 
their own personal attributes so as to build better relationships 
and more effective teams within the health care workplace. In this 
chapter, we will discuss the advantages and disadvantages of work-
ing on teams and learn how to work more effectively on teams by 
fi rst assessing our own, and others, behavioral styles. 

 Objectives 
 By the end of this chapter you will be able to: 

 Describe the advantages and disadvantages of working on a 
team. 
 Describe your typical behaviors as a team member using the 
behavioral inventory assessment tool (Senn, Childress, & 
Senn, 2000). 
 Discuss the importance of understanding the strengths and 
weaknesses of different behavioral styles to improve team 
effectiveness. 
Develop a plan to capitalize on your strengths. 
Create a plan to address your developmental needs. 
 Identify how effective teams/members implement AACN 
essential competencies for geriatric health care. 

 Defi nition 
 A team is a group of people who are mutually dependent on one 
another to achieve a common group goal. Teams form in the work-
place through administrative assignment or appointment, and 
some change from day to day depending on the staffi ng level and 
other administrative concerns, such as the level of patient acuity. 

Leadership and Management
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For example, in the long-term care setting, the medical director 
and director of nursing colead or direct others in the team for 
the delivery of effective health care to older adults. Individual 
team members include licensed and unlicensed personnel rang-
ing from nurses’ aides, physical therapists, nutritionists, and reg-
istered nurses. Typically a team leader is identifi ed to work with 
others toward achievement of common group goals. Teams are ad-
ministratively responsible to current federal regulations and state 
health policy. 

 Advantages, as well as disadvantages, occur when working on 
a team (see Table 2.1 and Table 2.2). Advantages could be devel-
opment of relationships, increased shared information, or better 
development of ideas. Disadvantages include logistical scheduling 
problems, additional time to build the team, and longer time to 
reach a decision.  

 Often teams are task specifi c, and as a result there are trade-
offs, or pros and cons, that can occur among any of the associated 
personal or behavioral characteristics or communication. For in-
stance, consider in the practice setting the creation of a new team 
to be assembled for patient safety consisting of all members of 
patient care. At fi rst, individual team members do not know all the 

2.1 Twelve Advantages of Working in Teams

• More input leads to better ideas and decisions
• Higher quality output
• Involvement of everyone in the process
• Increased ownership and buy-in by members
• Higher likelihood of implementation of new ideas
• Widens the circle of communication
• Increased learning with shared information
• Increased understanding of other people’s perspectives
• Increased opportunity to draw on individual strengths
• Ability to compensate for individual weaknesses
• Provides a sense of security
• Develops personal relationships



18 Leadership and Management

rules and regulations governing patient safety law and the sanc-
tions imposed that are translated into working policy in the insti-
tution. While an advantage is that everyone on the unit (the patient 
care team) is involved, and buy-in is likely, in reality, team meet-
ings to learn all of the rules take so much time, are complex and 
overwhelming, and team members can get discouraged and disin-
terested in participation if a specialty role for each team member 
is not developed. This can lead to ineffective teams. 

 Selective Perception 
 Team effectiveness is complex and dependent upon many factors. 
One’s ability to communicate and work together cohesively on a 
team depends on our understanding of behavior—ours and other 
team members. Our past experiences, values, beliefs, and inter-
ests all shape our worldview to create our  selective perception fi lter  
(Senn, Childress, & Senn, 2000). We continually evaluate people and 
situations through this selective fi lter. We tend to either lock-in or 
lock-out things in the perceptual awareness of our  environment. 
For example, look at the Figures 2.1 and 2.2. A critical question is 
to ask yourself: “what do you see in the fi rst picture?”   

2.2   Twelve Disadvantages of Working in Teams

• Requires more time
• Can lead to many meetings
• Often diffi cult to schedule mutual time
• Requires individuals to give more of themselves
• May take longer to make a decision
• May be used as an excuse for a lack of individual effort
• Personality confl icts are magnifi ed
• Disagreements can cause strained relationships
• Potential for subgroups to form
• Teams can become exclusive rather than inclusive
• May lead to unclear roles
• “Group think” can limit innovation
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2.1
Perceptual 
Illusion: Young 
Woman/Old 
Woman

2.2
Perceptual 
Illusion: Young 
Woman/Skull
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 In Figure 2.1, people may initially see an old woman, but other 
people may see a beautiful young woman. If you tend to see the 
old woman fi rst, you probably will have to force yourself to see 
the young woman. In Figure 2.2, most people initially see a scary- 
looking face of a skull. But if you look closely, you will see the 
image of a beautiful Victorian young woman looking at herself in 
the mirror. In daily life, we have a tendency to do a similar kind of 
lock-in or lock-out due to our perceptual awareness and resulting 
inclination to “see” only what our  selective perception  has condi-
tioned us to see (Senn, Childress, & Senn, 2000). We all see the 
world differently. When we think about this example in relation 
to teams, team members, and how they function, we can see the 
relevance. Overall, our individual and unique  selective perception  
infl uences our ability to communicate and work with each other 
on a team. So, when we think about teams and how they are or 
are not functioning in the delivery of health care, we must fi rst 
critically think about each others perceptual awareness: what is 
it? how to elicit it? And then lastly, how to construct communica-
tion effectively so as to individually teach/reach each member of 
the team. 

 Behavioral Style Inventory for Teamwork 
  If you want to interact effectively with me, to infl uence me . . . 
you fi rst need to understand me. 

 —Stephen R. Covey 

 Because of selective perception and lock-in/lock-out, we see the 
world differently and therefore develop our own unique style. 
Problems arise, however, when we assume that people see the 
world the same way we do; if their style is different than ours, we 
assume there is something wrong with them (Senn, Childress, & 
Senn, 2000). It is diffi cult to work as a team unless we appreci-
ate the uniqueness of each person’s style. Often times, in order to 
understand the world from differing points of view, guidance can 
be obtained from tools, such as the behavioral style framework. It 
offers us a tool that builds on our strengths and works on our own 
weaknesses. Further, it helps us understand the strengths and 
weaknesses of others and helps us avoid judgments, improve com-
munications, and gain more respect for the differences of  others.   
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 Characteristics of Behavioral Styles 
 The four behavioral styles developed by Senn-Delaney Inc. ad-
dressed on this tool include: Controlling, Supporting, Promoting, 
and Analyzing (Senn, Childress, & Senn, 2000). Most people display 
elements of each style at different times. However, people tend to 
prefer one style and can generally be identifi ed by the characteris-
tics of that style. The following descriptions give you a brief picture 
of the four major behavioral styles. 

 Controlling Style 
 The controlling style places a big importance 
on goals and results. These people tend to like 
being in charge; they are strong willed, force-
ful, and work with a sense of urgency. They 
are seen as competent and determined, task 
oriented, business-like, and they are usually 
not looked to for encouragement or support. 
Their approach to work is focused on  results.  They are willing to 
confront others; they are decisive, concerned with effi ciency, and 
typically their drive for results limits their ability to cooperate and 
build a team. 

 The challenges of working with this behavioral style is that they 
can be offensive to others, autocratic, insensitive, impatient, over-
controlling, poor listeners, and poor delegators. When you analyze 
your own behavioral style, critically ask: Does this describe your 
behavioral style? And can you think of someone that you work 
with on your team who has elements of controlling style? If yes, 
how have you handled working with this type of behavioral style 
in the past? 

 A general management strategy when working with a con-
trolling behavioral style is for you to adapt your working style 
by: (1) getting to the point in a discussion, (2) being specifi c, and 
(3) keeping the conversation focused on business. Do not waste 
time. Speak and act quickly. Provide options for them to choose 
and an overview, but have details available if needed. Overall, be 
decisive and self-confi dent, and always let them make the fi nal 
decision. 

The controlling style places a 
big importance on goals and 
results. These people tend to 
like being in charge; they are 
strong willed, forceful, and 
work with a sense of urgency.
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 Supporting Style 
 The supporting style’s main concern is relationships and the feel-
ings of others. They are loyal, likeable, understanding, coopera-
tive, willing to be of service, patient, and often also empathetic. In 
general, the supporting style’s approach to work is that they are 
strong team builders, good at reconciling factions that might be in 
confl ict, and able to build quality relationships to get the job done. 

They tend to want to create win–win solutions 
versus a competitive approach. They are like-
able, inoffensive, and usually don’t impose 
on others. Although this style sounds like a 
perfect style for team effectiveness, beware; 
there are challenges with this style. 

 The supporting style has a hard time con-
fronting marginal performers, and they give 
in to more dominant personalities. Because 
they are not demanding enough and need ap-
proval, they don’t always get the results that 

are needed for the team. This behavioral style needs to be more 
results focused and to stand up for their ideas. 

 A general management approach when working with a support-
ing style is to: (1) show sincere interest in them and their feelings, 
(2) be cooperative rather than pushy, (3) be patient, (4) draw out 
their ideas and concerns, (5) gently explore areas of disagreement, 
and (6) avoid open confl ict. In general, it is helpful to be encourag-
ing and build their confi dence by spending time on your relation-
ship with them before jumping into a particular task. 

 Supporting style people tend to be good listeners who take time 
with people and help them relax and to be at ease. Do you think 
you have a supporting style? Do your coworkers demonstrate ele-
ments of this style? How do you think your team would function if 
all its members were a supportive style? 

 Promoting Style 
 The main focus of the promoting style is  excitement  and activity. 
They tend to be energetic and get excited easily. They are creative 
and get bored easily, enjoying new and varied challenges. 

 The promoting style’s approach to teamwork includes moti-
vating and inspiring others. They express their ideas and opin-
ions persuasively, and they are quick decision makers. But, they 
can easily change their decisions if they aren’t working. They 

The supporting style’s main 
concern is relationships 
and the feelings of others. 
They are loyal, likeable, 
understanding, cooperative, 
willing to be of service, 
patient, and often also 
empathetic.
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require minimal structure in order to maxi-
mize creativity. 

 The challenges of working with the pro-
moting style is that they tend to exaggerate, 
and they start more things than they can fi n-
ish. They often settle for less than the best in 
order to move on to the next exciting challenge, 
and they jump to conclusions too rapidly. They 
are poor at planning and follow-through. 

 Follow these general management strate-
gies when adapting your style to working with 
the promoting style: (1) allow time for explor-
ing mutually exciting possibilities, (2) let them 
do most of the talking, (3) avoid arguing, rather, look for alternative 
solutions, (4) try and look at the big picture and avoid bogging them 
down with details, and (5) make your presentation stimulating and 
exciting, and be open to their ideas. 

 The promoting style tends to get involved in active, rapidly 
moving situations. They are lively, personable, and stimulating to 
be around. Do you have a promoting style? Can you identify some-
one you know that has a promoting style? Do you like working 
with them? What do you fi nd most challenging? 

 Analyzing Style 
 The analyzing style tends to like structure and order. They have 
good planning skills and are conscientious, persistent, and steady. 
The analyzing style is good at follow-through and at setting up 
systems and structure. 

 The analyzing style’s approach to work is 
that their fi rst step in problem solving is to 
gather information. They tend to be cautious 
in decision making and rarely make big mis-
takes. They are relied on by others to main-
tain standards. They study and analyze before 
making a decision, and they make decisions 
based on factual information. 

 The challenges in working with the ana-
lyzing style are that they are  risk-averse  and 
overly cautious. They tend to procrastinate to 
avoid mistakes. They mistrust their feelings 
and intuitions and can be indecisive. The 

The challenges in working 
with the analyzing style are 
that they are risk-averse and 
overly cautious. They tend 
to procrastinate to avoid 
mistakes. They mistrust 
their feelings and intuitions 
and can be indecisive. The 
analyzing style becomes 
paralyzed and avoids taking 
action because of their need 
for data. Under stress they 
become noncommunicative 
and withdrawn.

The promoting style’s 
approach to teamwork 
includes motivating and 
inspiring others. They express 
their ideas and opinions 
persuasively, and they are 
quick decision makers. 
But, they can easily change 
their decisions if they aren’t 
working. They require 
minimal structure in order to 
maximize creativity.
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analyzing style becomes paralyzed and avoids taking action be-
cause of their need for data. Under stress they become noncom-
municative and withdrawn. 

 In general, some management strategies to work more effec-
tively with the analyzing style are: (1) avoid giving them surprises, 
(2) be patient, (3) cover each item thoroughly, and (4) be organized 
and logical. Try to avoid hype (if you have a promoting style). Give 
them time to get comfortable with the situation, and ask their help 
in fi nding the facts and minimizing the risks. 

 Can you think of someone on your unit that has an analyz-
ing style? This person is usually the person that everyone on the 
unit relies on to know the policy and procedures. They seem to be 
the “anchor of reality” because of their logical manner and their 
thorough approach to problem solving. Do you think you have the 
characteristics of the analyzing style? 

 In sum, there are four major behavioral styles, each with unique 
characteristics. As you form new teams in health care, it is helpful 
to analyze behavioral characteristics of potential team members 
and make appropriate selections accordingly. In general, managers 
will strive for balance with minimal confl icting behavioral styles 
when forming new teams. If confl icts do arise with the team, team 
leaders are charged with identifying and resolving these issues. 
Successful teamwork is contingent on a blend and balance of be-
havioral styles geared toward achieving a common goal. 

 Conclusion 
 Working on a team requires an understanding of each team mem-
ber’s strengths and weaknesses and an appreciation of the con-
tributions of each person. The behavioral style framework helps 
us better understand ourselves and others and how to adapt our 
behaviors and communication to the needs of our teams (Senn, 
Childress, & Senn, 2000). The three most important words in ef-
fective teamwork are  trust, trust,  and  trust.  In order to trust and 
be trusted, we must be tolerant of differences, respectful of oth-
er’s opinions, willing to compromise, and aware that not every-
one thinks like we do. Learning to understand different behavioral 
styles leads to better understanding and to trust (see Table 2.3). 
Teams are an important component of the delivery of effi cient and 
effective health care for all people. In Table 2.3   we highlight areas 
for geriatric care that can be especially relevant for care of older 
adults who rely on teams in long-term care to deliver coordinated 
and continuous types of health care.   



AACN Competency: Goals and critical questions to ask:

1. Critical Thinking:   Goals: Recognize one’s own and other’s 
attitudes, values, and expectations about 
aging and their impact on care of older adults 
and their families; adopt the concept of 
individualized care as the standard of practice 
with older adults.

   Examples of some critical questions to ask:

 A.  What is the selective perception fi lter of 
the health care organization? Of the team 
leader? Of team members and other 
support staff?

 B.  Do team members view old age positively? 
Negatively? And how does this view 
infl uence the function of the team, if at all?

 C.  Do team leaders and members acknowledge 
individualized care as the standard of 
practice?

2. Communication:  Goals: Communicate effectively, respectfully, 
and compassionately with older adults and 
their families; recognize the biopsychosocial, 
functional, and spiritual changes of old age. 

  Examples of some critical questions to ask:

  A.  How do team members communicate 
within teams and between teams?

 1. What is the process?
   -  Is communication verbal or written or 

both?
       -   Does it carry a positive intonation or is it 

overtly critical?
  -   Is communication goal-oriented? Patient-

centered? Age-appropriate?
  -   Is communication fl awed by issues related 

to likes or dislikes of team members?
    -     Is communication regular at set intervals 

or on demand when patient care problems 
arise?

2.3
Application of AACN’s Geriatric 
Competencies to Assist in Effective Team 
Building in Long-Term Care
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AACN Competency: Goals and critical questions to ask:

2. Communication 2.  What behavioral styles do team members 
    (Continued)   demonstrate, and how can you effectively 

communicate given these styles? (For 
example, are team members controlling? 
supporting?)

 3.  What is the process for identifying a break- 
down in communication? 
How is it identifi ed? Who is involved? 
 Has it infl uenced the older adults’ satisfac-
tion with care management?

 4.  How is communication failure 
managed? 

  -  Does a change in policy or practice 
occur?

  -  Does the change in procedure result in 
improvement in communication? If so, 
how do you know? 

  -  Are older adults and/or their 
families apprised of communication 
problems and their solutions? 

 B.  Does the team communicate directly with 
the older adult or family caregiver, if so, 
are age-appropriate teaching methods 
incorporated?

  1.  What are the methods of communication? 
Is communication verbal, or are 
written instructions in large bold print 
provided?

  2.  Does the team acknowledge each older 
adult’s style of learning or readiness for 
behavioral change? 

  3.  Is the speed of delivery of the 
message altered for older adults with 
cognitive or sensory impairment?

  4.  Are team recommendations tailored to 
the older adult who might experience 
sensory defi cits, such as visual or 
hearing loss? (for example, reduction of 
background noise due to presbycusis; 
use of large and bold printed materials 
for visual impairment)

26
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AACN Competency: Goals and critical questions to ask:

2. Communication  5.  How is communication delivered to the 
    (Continued)    older adult with transitory stages of 

cognitive impairment due to delirium or 
for those with dementia? 

  6.  Is adequate time allotted for older adult’s 
feedback and discussion?

3.  Assessment:  Goals: Incorporate into daily practice use of valid 
and reliable tools to assess biopsychosocial, 
functional, and spiritual status;  assess the older 
adults’ living environment with special 
awareness of their biopsychosocial and 
functional status; analyze community resource 
effectiveness for maintaining functional 
independence; assess family knowledge of 
skills needed to deliver care to older adults. 

  Examples of some critical questions to ask:

 A.  Is the team performing a clinical 
assessment of the older adult?

  1.  If so, do they utilize and communicate 
results from standard empirically tested 
measures of geriatric health, function, cog-
nition, psychological, and social function?

  2.  Do clinical assessments consider 
cultural issues? 

  3.  Are team members skilled in geriatric 
assessment? If not, are opportunities for 
continuing education provided?

 4.  Do teams include or outsource 
advanced-practice nurses and 
experts in geriatric care?

B.  What are the processes for communicating 
the results of the assessment to the older 
adult?

4. Technical Skill:  Goals: Adapt technical skills to meet the 
functional, biopsychosocial, and endurance 
capabilities of older adults; individualize care 
and prevent morbidity and mortality 
associated with the use of physical and 
chemical restraints in older adults.

2.3
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AACN Competency: Goals and critical questions to ask:

4. Technical Skill A.  Do team leaders and staff possess 
    (Continued)       knowledge and technical skill that is 

age-appropriate? For instance, are 
they aware of the age-related factors 
infl uencing the assessment and 
presentation of vital signs? Of physical 
assessment fi ndings? 

 B.  Do team leaders and staff possess 
knowledge of the harmful effects of 
physical or chemical restraints in an older 
adult? Can they identify appropriate 
behavioral intervention without use of 
 physical or chemical restraint?

 C.   Is care individualized for older adults 
within the health care organization? 
If so, how is this measured? 

5. Core Knowledge:  Goals: Prevent or reduce common risk 
factors that contribute to functional decline, 
health promotion, risk reduction, impaired 
quality of life, excess disability in older 
adults; follow standards of care disease 
prevention to recognize and report elder 
mistreatment; apply evidence-based 
standards to reduce risk, screen, immunize, 
and promote healthy lifestyles in older adults.

 Examples of some critical questions to ask:

 A.  Do health care providers and team 
members seek to identify risk factors for 
functional decline, geriatric syndromes (for 
instance, urinary incontinence, falls, and 
pressure sores?), polypharmacy, or elder 
abuse? Are plans of care individualized? 

6.  Core Knowledge: Goals: Recognize and manage geriatric 
 Illness and  syndromes common to older adults; recog-
 Disease  nize the complex interaction of acute and
 Management chronic comorbidities common to older adults.

2.3
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Competencies to Assist in Effective Team 
Building in Long-Term Care (Continued)
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AACN Competency: Goals and critical questions to ask:

 6.  Core Knowledge: Examples of some critical questions to ask:

 
Illness and

 A.  Do health care providers utilize national
 

Disease
      recommendations and clinical practice guide-

 
Management

      lines in their assessment and manage-
 

(Continued)
       ment of various health conditions affecting 

older adults? Is there overlap among 
various team members in assessment?

 B.  If so, are these guidelines referred to in 
the clinical practice protocols?

7.  Core Knowledge:  Goals: Use of technology to enhance older 
 Information and adults’ function, independence, and safety; 
 Health Care facilitate communication through transitions 
 Technology across and between various care settings.

   Examples of some critical questions to ask:

 A.  Does the health care organization, its 
team leaders and members promote use 
of adaptive aids to improve mobility, 
prevent contractures, pressure sores or 
sensory impairment?

       -   Are these adaptive aids current or 
state-of-the-art technology?

8.  Core Knowledge: Goals: Assist older adults, families, and
 Ethics  caregivers to understand and balance 

everyday autonomy and safety decisions; 
apply legal and ethical principles to the 
complex issues that arise in care of older 
adults.

  Examples of some critical questions to ask:

  A.  Do team members actively plan care that 
includes activities to maintain autonomy 
and independence in daily living?

  B.  What are the provisions at the health care 
organization to identify and discuss com-
plex issues that arise with regard to

2.3
Application of AACN’s Geriatric 
Competencies to Assist in Effective Team 
Building in Long-Term Care (Continued  )
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AACN Competency: Goals and critical questions to ask:

8.  Core Knowledge:  autonomous decision making and safety 
    Ethics (Continued) for the older adult resident?

9.  Core Knowledge: Goals: Appreciate the infl uence of attitudes,
Human Diversity  roles, language, culture, race, religion, 

gender, and lifestyle on how families and 
assistive personnel provide long-term care 
to older adults.

  Examples of some critical questions to ask:

  A.  Does the health care organization and its 
team leaders recognize human diversity 
among its older adult residents? If so, 
how is this demonstrated?

10.  Core Knowledge: Goals: Evaluate differing international
   Global Health Care  models of geriatric care.

  Examples of some critical questions to ask:

 A.  Does the health care organization actively 
promote transfer of care for older adults 
from long-term care settings to commu-
nity dwelling settings if appropriate?

 B.  Have facility policy guidelines been 
developed that promote early recognition 
of older adults who could be transitioned 
to less dependent situations?

11.  Core Knowledge: Goals: Analyze the impact of an aging society
         Health Care  on the nation’s health care system; evaluate
          Systems and  the infl uence of payer systems on access,
         Policy  availability, and affordability of health care.

  Examples of some critical questions to ask:

 A.  Are the current health care services 
affordable, accessible, and available to 
older adults?  

2.3
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AACN Competency: Goals and critical questions to ask:

11.  Core Knowledge: Are team members knowledgeable of such 
 Health Care services?
 Systems and
 Policy (Continued)

12. Core Knowledge: Goals: Recognize the benefi ts of
         Provider of Care  interdisciplinary teams in care of older 

adults; evaluate the utility of complemen-
tary and integrative health practice on 
health promotion and symptom 
management

   Examples of some critical questions to ask:

   A.  Does the facility incorporate use of 
interdisciplinary teams to carry out 
clinical care? 

        Are teams available for consultation 
purposes? 

13.   Core Knowledge: Goals: Facilitate older adults’ active partici-
         Designer/Manager pation in all aspects of their own health care;
         and Coordinator  involve, educate, and include signifi cant
          of Care  others in implementing best practices for

older adults; ensure quality of care com-
mensurate with older adults’ vulnerability 
and frequency/intensity of care needs.

  Examples of some critical questions to ask:

 A.  Does the team formerly assess or evaluate 
the older adults’ readiness to learn? or 
their ability to assimilate new information 
into their plan of care?

14.  Core Knowledge: Goals: Promote quality preventive and end-
         Member of a  of-life care for older adults as essential,
         Profession  desirable, and integral components of nursing

practice.

2.3
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Your ID _______ RN _____ Non RN _____
Today’s Date ____/____/____ Facility: ________________

 Team Building 
Post-test (circle one)

 Please circle the  best  answer among the items listed below. 

   Example: 

   This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 1. Senn Delaney describe four styles of behavior in their self-
scoring behavioral style/instrument. Which style is not de-
scribed by this inventory? 

 a. Controlling 
 b. Promoting 
 c. Judging 
 d. Analyzing 

 2. There are many characteristics of effective teamwork. What is 
the major requirement for effective teamwork? 

 a. Respect 
 b. Openness 
 c. Empowerment 
 d. Trust 

 3. A team is 

 a.  An individual who is working on his/her own to accom-
plish a goal 

 b.  A group of people who are independent of each other but 
work to achieve a common group goal. 

 c.  A group of people who are dependant on one another to 
achieve a common goal 

 d. None of the above 
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 4. When working with someone with a controlling style, all of the 
following behaviors are effective EXCEPT: 

 a.  Spend time on the relationship before jumping to the 
task 

 b. Make your presentation stimulating and exciting 
 c. Be decisive and self-confi dent 
 d. Let them do most of the talking 

 6. Describe your behavioral style. (2 points) 
 7. Identify the strengths and weaknesses of your style. (4 points)   
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Participant Evaluation Form
Team Building

Please take the necessary time to respond to each item on this 
evaluation. Your candid and complete responses are important so 
that we may improve these educational activities to better meet 
your learning needs. Thank you.

Module Evaluation

Circle the number that indicates your level of agreement on this 
form.

A. Objectives: 

By the end of this module the learner will be able to:

 Strongly Strongly 
 Disagree Agree

1.  Describe your typical behaviors
as a team member using the
behavioral inventory assessment 
tool (Senn-Delaney, 2000). 1 2 3 4 5

2.  Discuss the importance of
understanding the strengths and 
weaknesses of different behavioral 
styles to improve team effectiveness. 1 2 3 4 5

3.  Develop a plan to capitalize on
one’s strengths. 1 2 3 4 5

4.  Create a plan to address one’s  
developmental needs. 1 2 3 4 5

B. Overall Purpose: 

The purpose of this module is to identify the characteristics of 
most successful teams and to learn how to achieve these within a 
team of your choice.

5.  Do the above objectives of this
module relate to the overall 
purpose of the program? 1 2 3 4 5

C. Facilities:

     The physical facilities were
conducive to learning. 1 2 3 4 5
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D. Faculty/Teaching Methods:

Speaker _____________ [Insert name] 
(Team  Building)

     Very                              Very
Ineffective                     Effective

Speaker 
Comments

Expertise in 
topic area   1  2  3  4  5 

 

Appropriateness 
of teaching 
strategies   1  2  3  4  5
Ability to make 
points clear   1  2  3  4  5
Attitude toward 
learner   1  2  3  4  5

E.  Miscellaneous:

  Are you familiar with the content in this module? If so, 
where did you learn it?

  What changes, modifi cations, or improvements would you 
suggest before subsequent offering of this module?

  Identify specifi cally what you intend to do in your profes-
sional career with what you learned from this module.

  Comments and suggestions for other programs related to 
leadership.
Have you ever taken a leadership course in the past? If so, 
where, and what were the topics and level (undergraduate, 
graduate, doctoral, continuing education) of material?
How long ago did you take this course?___________________
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 Your ID _______ RN _____ Non RN _____
Today’s Date ____/____/____ Facility: ________________

  Directing and Delegation in Long-Term Care 
 Pre-test (circle one) 

 Please circle the    best  answer among the items listed below. 

 Example 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 1. If you have delegated a task, you have momentarily transferred 
the responsibility of the task to __________? 

 a. The delegatee 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator 

 2. If someone has delegated a task, _________ hold(s) the account-
ability of the task. 

 a. The delegatee 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator 

 3. What must the delegator do for a new patient before assigning 
tasks to the delegatees? 

 a.  The delegator can assign any task to the delegatee if they 
are good friends and the delegator has been working with 
the delegatee for a long time. 

 b.  The delegator must assess the patient and make sure the 
task falls within the practice scope of the delegatee. 
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 c.  The delegator can assign any task to the direct care worker 
as long as the delegator trusts the direct care worker’s 
judgment. 

 d.  When it is very busy, the RN delegator can ask the charge 
nurse (LPN) to carry out any nursing task, because the RN 
cannot be in two places at the same time. 

 4. Choose the letter that constitutes the fi ve (5) rights of delega-
tion from the information below: 

 1. Right person 
 2. Right thinking 
 3. Right task 
 4. Right circumstance 
 5. Right shift 
 6. Right supervision 
 7. Right nursing home 
 8. Right direction 

 a. 1, 2, 4, 5, and 7 
 b. 1, 3, 5, 7, and 8 
 c. 1, 3, 4, 6, and 8 
 d. 1, 2, 5, 6, and 7 

 5. May the RN delegate the initial assessment of a patient with 
chest pain to an LPN? 

 a.  Yes, if the LPN has been working in the nursing home for 
10 years. 

 b.  Yes, if the LPN is attending classes to become a registered 
nurse. 

 c.  No, because the patient is experiencing chest pain and ini-
tial assessment of chest pain must be done by an RN. 

 d.  Yes, if the LPN has been taking care of the patient longer 
than any other worker. 

 6. The direct care worker is responsible for the initial assess-
ment of the patient needs and must report fi ndings to the RN 
as soon as possible. 

 a.  Yes, the direct care worker knows the long-term care resi-
dent the best. 

 b.  No, the RN or LPN who is in charge has the responsibility 
of the initial assessment of the resident. 
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 c.  No, because the patient may be having a chest pain, and 
initial assessment of chest pain must be done by an RN. 

 d.  Yes, if the direct care worker is certifi ed and attends a 
community college nursing program. 

 7. The direct care worker is allowed to make nursing judgments 
if she has watched an LPN or RN care for another patient with 
similar experience in the past at the same facility. 

 a.  Yes, because the direct care worker knows what is right for 
the residents. 

 b.  No, because the RN or LPN is the only professional who 
can make nursing judgments. 

 c.  No, because the resident may be having a chest pain, and 
initial assessment of chest pain must be done by an RN. 

 d.  Yes, if the direct care worker has been taking care of the 
resident for the longest amount of time. 

 8. Does the RN need to supervise the direct care worker who has 
been working in the facility for a long time if the RN delegates 
a new task to that direct care worker ? 

 a.  No, because the direct care worker is usually certifi ed. 
 b.  No, because the RN or charge nurse is responsible for 

other services for the residents. 
 c.  Yes, the direct care worker must be supervised for all tasks. 
 d.  Yes, the RN or charge nurse must always supervise the 

direct care worker when delegating a new task that the 
direct care worker has not done before. 

 9. In an urgent situation, in addition to assessing the patient, is the 
RN/LPN required to also assess the skill of the delegatee be-
fore delegation ?

 a.  Yes, because the direct care worker must be assessed to 
ensure competency. 

 b.  No, if the RN heard that the direct care worker is an ex-
ceptional performer. 

 c.  No, because there is no time to do such assessment. 
 d. No, if the direct care worker is certifi ed. 

 10. As long as the task falls within the job description of the del-
egatee, the delegator is not accountable for the task. 

 a.  Yes, because the responsibility has been transferred. 
 b.  No, because the delegator will always be accountable even 

after delegating responsibility. 
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 c.  Yes, otherwise the purpose of delegation is defeated. 
 d. Yes, especially if the delegatee is certifi ed. 

 11. Confl ict should always be avoided because it stops teamwork. 
(circle true or false) 

 True False 

 12. Principal causes of confl ict within organizations include which 
of the following: 

 a. Misunderstandings, value and goal differences 
 b. Age differences 
 c. Fluctuating leadership 
 d. Level of education 

 13. Which of the following is not an appropriate confl ict manage-
ment mode (select one): 

 a. Competing 
 b. Collaborating 
 c. Lying 
 d. Compromising 
 e. Avoiding 

 14. When giving constructive feedback which of the following ap-
proaches is wrong (select one): 

 a.  Convey your positive intent. 
 b.  Make broad general statements rather than focus on spe-

cifi cs. 
 c. State the impact of the behavior or action. 
 d. Ask the person to respond. 

 15. List two (2) action steps necessary to move from confl ict to 
collaboration. 

 a. ________________________________________________ 

 b. ________________________________________________ 



 Rita K. Adeniran 

and Linda A. Carrick 

 Today’s changing health care environment demands creativity and 
innovation to accomplish the necessary skills and tasks that will 
ensure that the National Patient Safety Goals (NPSG) for qual-
ity patient care as recommended by the Joint Commission for Ac-
creditation of Healthcare Organizations ( JCAHO, 2007). Patient 
care delivery in long-term care (LTC) requires a multiskilled team 
approach. For each of these important team members to deliver 
safe, effi cient, and effective health care services, effective human 
resource utilization and collaboration with adherence to legal 
boundaries for their respective scope of practice is required. 

3
Directing and 
Delegation in 
Long-Term Care 
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 Registered nurses (RNs) must be able 
to employ various leadership skills, in-
cluding effective direction and delega-
tion, to creatively utilize all health care 
team members to provide optimal care 
to patients. Navigating regulatory, pro-
fessional, and organizational boundar-
ies can create confusion and concern for 

RNs regarding their own liability as it relates to what, when, and 
how practice can be safely delegated. 

 Long-Term Care Services 
 Although LTC is typically concerned with care of adults over age 
65, in fact, all age groups receive long-term care services. In 1994, 
of the 9 million people receiving LTC, 6.5 million (67%) were 65 
years or older (Institute of Medicine [IOM], 2001). Long-term care 
encompasses services that meet minimal personal assistance, 
such as basic activities of daily living, to total care needs. It includes 
a variety of services not limited to medical, social, personal, and 
other supportive and specialized care. The primary focus of LTC 
is to support clients to maintain optimal level of functioning—a 
core function of nursing. Registered nurses and LPNs provide 
leadership and management in most long-term care settings. Wun-
derlich and Kohler (2001) reported that in 1998, of the more than 

1 million caregivers practicing in nursing 
homes and personal care facilities, 64.5% 
were nursing assistants, 18.6% LPNs, and 
only 14.2% were RNs, with physical ther-
apists and social workers accounting for 
2.8%. This chapter will focus on under-
standing and utilizing the principles of 
effective directing and delegation to pro-
vide optimal care. The chapter objectives 
include: 

 Defi ne directing and delegation. 
  Identify the factors that challenge the RN in effective del-
egation. 
 Describe the purpose and importance of delegation. 
  Describe legal regulations and professional practice code 
guidelines about delegation. 

Navigating regulatory, professional, 
and organizational boundaries can 
create confusion and concern for 
RNs regarding their own liability as 
it relates to what, when, and how 
practice can be safely delegated.

Wunderlich and Kohler (2001) 
reported that in 1998, of the more 
than 1 million caregivers practicing 
in nursing homes and personal 
care facilities, 64.5% were nursing 
assistants, 18.6% LPNs, and only 
14.2% were RNs, with physical 
therapists and social workers 
accounting for 2.8%.
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 Identify barriers to effective delegation. 
 Discuss the process and principle of effective delegation. 

   Importance of Terms 
 In discussing directing and delegation and the process of delega-
tion, it is important that professional nurses and other members of 
the health care team familiarize themselves with the defi nition of 
some of the frequently used terms. Table 3.1 provides defi nitions 
of frequently used terms in delegation.   

 Directing 
 Directing is an act of nursing manage-
ment. It has been referred to as the lead-
ing function of nursing management; 
the process by which nursing person-
nel accomplish the objectives of nursing 
(Marquis & Huston, 2006; Swansburg & 
Swansburg, 2002). The directing pro-
cess includes human resource respon-
sibilities, such as motivating, facilitating collaboration, coordi-
nating, delegating, and effectively managing confl ict (Marquis & 
Huston, 2006). Delegating is a major element of the directing pro-
cess of nursing management; it is an effective management com-
petency by which nurse managers ensure work objectives and 
accomplishments through employees (Swansburg and Swansburg, 
2002). The nurse director or administrator’s management style will 
determine the type of directing that takes place in that organi-
zation. For instance, this could either be democratic or autocratic 
directing. Effective directors inspire subordinates to contribute to 
organizational goals by coaching and creating harmony between 
subordinates’ roles and the organizational mission. 

 Delegation 
 Delegation is the act of empowering one to act on the behalf of an-
other. Delegation is an important nursing function that facilitates 
timely patient access to selected health care and nursing activi-
ties. It is anticipated that when delegation takes effect within the 
boundaries established by the National Council of State Boards of 
Nursing (NCSBN) and the American Nurses Association (ANA) 

The directing process includes 
human resource responsibilities, 
such as motivating, facilitating 
collaboration, coordinating, 
delegating, and effectively 
managing confl ict.
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3.1 Terminology in Delegation

Term Description or Meaning

Accountability Accountability is when one is responsible and li-
able for actions and inactions of self and others. 

Assignment Assignment is the transfer of responsibility and 
accountability of an activity, work from one indi-
vidual to another. It can also mean a position, post, 
duty, or offi ce to which one has been designated. 

Critical thinking Critical thinking is the foundation of the reasoning 
process that involves the application of 
knowledge and skills, attitudes and values for 
the purpose of making the best decision that 
affects patient care. 

Decision Decision is the outcome or determination arrived 
at after considering different options.

Delegatee Delegatee refers to the person taking orders in 
the delegation process, meaning accepting re-
sponsibility and authority for the task to be done.

Delegation Delegation is the act of empowering one to act on 
the behalf of another.

Delegator Delegator is the person making the decision to 
delegate.

Evaluation Evaluation is the last and probably the most 
important step of the nursing process. This is 
when the outcome intervention is reviewed to 
determine effectiveness of the assessment and 
implementation actions.

Judgment Judgment is the formation of an opinion or 
evaluation by discerning and comparing a formal 
utterance of an authority’s opinion.

Responsible The responsible person is the individual who is 
liable to be called on to answer or give 
explanation for the event or action.

Supervision Supervision encompasses the critical watching 
and guiding, directing, and infl uencing the 
outcome of an individual performance.

Direct care 
worker 

Direct care worker is any personnel who practices 
without a license, regardless of title. This individual 
at most times has been trained to function in an 
assistive role to the licensed practitioner.
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organizational policies, it can improve patient safety and quality 
of care, while containing the cost of care. In 2006, the NCSBN and 
the ANA issued a joint statement on nursing delegation (NCSBN, 
2006) to emphasize that “all decisions related to delegation are 
based on the fundamental principles of protection of the health, 
safety and welfare of the public” (p. 1). Accordingly, most states 
authorize RNs to delegate as defi ned within the state practice act. 
Delegation is a critical skill that may be essential to ensure safe and 
effective care in an arena of staff shortages, technological advances, 
and changing infrastructures of care, particularly as hospitals 
transfer patients with greater acuity of care needs to long-term 
care services (NCSBN, 2006).  According to the ANA (2005), delega-
tion is the “transfer of responsibility for the performance of a task 
from one individual to another while retaining accountability for 
the outcome” (p. 4). 

 The RN Challenge to Effective Delegation 
 Delegation is a necessity in today’s health care environment where 
resources are scarce. Some evidence suggests that delegation 
of patient care activities challenges the average RN, specifi cally 
those who practice in the long-term settings. According to Parsons 
(1999), RNs are challenged in particular because they were never 
taught delegation skills in basic preparation programs at any level. 
In addition, within the nursing team, there are areas of shared 
competencies and overlapping roles further complicating delega-
tion to members of the health care team. Moreover, RNs in long-
term care are challenged in regards to delegation as scope of prac-
tice evolves for health care professionals and because a lack of 
consistency in organizational and regulatory policies exists across 
different levels of the care continuum. 

 In examining characteristics of settings where delegation oc-
curs, nurses may be more likely to delegate in long-term care than 
acute care (Blegen, Gardner, & McCloskey, 1992). Also, the U.S. 
Department of Health and Human Services and ASPE (2003) re-
ported to Congress that 

 After 2010, the demand for direct care workers in long-term care 
settings becomes even greater as the baby boomers reach age 
85, beginning in 2030 . . . This increase in demand will be occur-
ring at a time when the supply of workers who have traditionally 
fi lled these jobs is expected to increase only slightly. (p. v) 
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 Factors that challenge or prevent registered nurses from dele-
gating effectively present the need for ongoing educational efforts 
and continuing education on ways to effectively manage teams to-
ward quality care. In long-term care, registered nurses direct care 
of residents with licensed practical nurses (LPNs), licensed voca-
tional nurses (LVNs), and direct care workers. Direct care work-
ers are critical to the provision of care that is individualized and 
focused on optimal function. One of the challenges in long-term 

care is the best way to recognize and 
value the direct care worker. Titles for 
direct care workers may include nursing 
assistants (some certifi ed), nursing aides, 
and in some venues, unlicensed assistive 
personnel, although this term may evoke 
a negative response because it empha-
sizes the lack of a license. In this chapter, 
we will use the term  direct care worker  
to include all of these categories of indi-
viduals who provide care under the di-
rection of an RN. 

 Parsons (1998), in her research, iden-
tifi ed that RNs who attended a structured 
teaching class about delegation were more 
satisfi ed with their jobs. In LTC, job satis-
faction is an important component of the 
health care organization given the high 
rates of staff turnover and attrition. High 
turnover, vacancy rates, and diffi culty re-

cruiting and retaining skilled nursing professionals are reported 
across the spectrum of long-term service providers (Castle & Eng-
berg, 2006). 

 Legal Regulations, Professional Guidelines, 
and Codes About Delegation 
 Nursing practice is governed by regulatory, professional, and or-
ganizational guidelines as well as codes of ethical conduct. Nurses 
must delegate functions of care within the boundaries set by these 
standards. While delegation is not a new strategy that can be used 
to expand access to selected nursing services, it has become a skill 
that is critical to effective nursing practice due to constraints of re-
sources and shortage of registered and licensed nurses in long-term 

Direct care workers are critical 
to the provision of care that is 
individualized and focused on 
optimal function.

In LTC, job satisfaction is an 
important component of the health 
care organization given the high 
rates of staff turnover and 
attrition. High turnover, vacancy 
rates, and diffi culty recruiting 
and retaining skilled nursing 
professionals are reported across 
the spectrum of long-term service 
providers.
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care. Most state Nurse Practice Acts (NPA) specifi cally provide guide-
lines for the process of assignment, delegation, and supervision, as 
well as the legal restrictions for delegation; but no single model of 
the NPA exists within the United States. Each state defi nes their 
own NPA, hence, RNs must practice within the boundaries set by 
the NPA in their respective state of practice. It is the responsibil-
ity of the professional nurse to be knowledgeable of the NPA in 
their state of practice because variations exist among states in the 
guidelines for delegation. Lack of awareness of the practice act 
is not an excuse and cannot serve as a defense. Some Boards of 
Nursing are empowered to pass rules and regulations that provide 
specifi c details not contained in the NPA, about the task and the 
level that both licensed practitioners and direct care workers can 
perform. 

 When directing or delegating, the ANA Code of Ethics for Nurses 
and its interpretative statements (ANA, 2001) provides guidance 
for nursing conduct that is consistent with the ethical obligations 
of the profession as well as high quality nursing care. The Code 
of Ethics for Nurses informs both the 
nurse and the public of the profession’s 
expectations and requirements in ethical 
matters. A code of ethical conduct offers 
general principles to guide and evalu-
ate nursing action. It is important to note 
that the Code for Nurses is not open to 
negotiation in employment settings, and 
the requirements of the Code may often 
exceed that of the law. Some states have 
incorporated the ANA Code for Nurses, 
in part or in total, into state NPAs, thus 
the nurse has both an ethical and a legal 
obligation to report certain types of conduct (ANA, 2001). 

 Some specifi c codes for nurses that are relevant when direct-
ing or delegating from the ANA’s Code of Ethics for Nurses (ANA, 
2001) include: 

  “strives to protect the health, safety, and rights of the pa-
tient” (p. 4) 
  “responsible and accountable for individual nursing prac-
tice and determines the appropriate delegation of tasks 
consistent with the nurse’s obligation to provide optimum 
patient care” (p. 4) 

It is important to note that the Code 
for Nurses is not open to negotiation 
in employment settings, and the 
requirements of the Code may often 
exceed that of the law. Some states 
have incorporated the ANA Code 
for Nurses, in part or in total, into 
state NPAs, thus the nurse has both 
an ethical and a legal obligation to 
report certain types of conduct.
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 Section 4.4 of the ANA Code of Ethics for Nurses (ANA, 2001) 
stipulates that: “the nurse must make reasonable efforts to as-
sess individual competence when assigning selected components 
of nursing care to other health care workers”(ANA, 2001, p. 17). 
Therefore, the nurse should not delegate to any member of the 
nursing team a function for which that person is not prepared or 
qualifi ed. Employer policies or directives do not relieve the nurse 
of accountability for making judgments about the delegation of 
nursing care activities. The complexity of the delivery of nursing 

care is such that only professional nurses 
with appropriate education and experi-
ence can provide nursing care. Upon em-
ployment with a health care facility, the 
nurse contracts or enters into an agree-
ment with that facility to provide nursing 
services in a collaborative practice en-
vironment. The ANA also outlines nurs-
ing care standards that serve to guide 

nursing practice. For example, the ANA suggests nurses consider 
these factors in determining appropriate utilization of direct care 
workers: 

 Assessment of the patient condition 
 The capability of the direct care worker 
 The complexity of the task to be delegated 
  The amount of supervision needed and amount the RN will 
be able to provide 
  Number of staff available and workload. 

 What RNs Can or Cannot Delegate 
 Registered nurses can only delegate health-related activities that 
do not require professional nursing skill or judgment. The nurse 
cannot delegate activities or tasks outside the scope of practice of 
another skilled health care team member who is not a registered 
nurse. See Table 3.2 for some functions that can and cannot be 
delegated to direct care workers.    

 Risk Associated With Delegation 
 The RN who delegates still assumes primary responsibility for the 
patient. Malpractice may occur if the RN inappropriately delegates 

“The nurse must make reasonable 
efforts to assess individual 
competence when assigning 
selected components of nursing 
care to other health care workers” 
(ANA Code, Section 4.4, p. 17).
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an activity to a direct care worker and does not supervise the direct 
care worker appropriately. The RN or direct care worker employer 
and Board of Nursing are responsible for taking disciplinary ac-
tion against any identifi ed negligence. 

 The Process and Principles of Effective Delegation 
 Any step in the process of delegation must take into account the 
fundamental principle of protecting health, ensuring safety, and 
providing quality health care for all persons who received nursing 
care. The authority for the practice of nursing is based on a social 
contract that acknowledges the professional rights and responsi-
bilities, as well as the mechanism for public accountability (ANA, 
2003). Barter (2002) reported that delegation is both an art and 
a science, involving cognitive, affective, and intuitive dimensions. 

3.2    Examples of TASKS That May or May not Be 
Delegated to the LPNs and Direct Care Workers

Task That May Be 
Delegated to the Direct 
Care Workers

Task That CANNOT Be 
Delegated to Direct Care 
Workers

  Basic personal care 
duties such as: bathing,
grooming, mouth care, 
comfort measures 
positioning, making un- 
occupied bed, and 
feeding patients
  Basic informational 
gathering such as vital 
signs and daily weights
  Collect, measure, record, 
and report specifi c 
intake and output
  Other related activities 
such as: equipment 
cleaning and storage, 
stocking of and restocking 
of unit supplies, 
removal of meal trays

  Initial nursing assess-
ment of the patient

  Assessment requiring 
pro fessional nursing 
knowledge, judgment, 
and professional nurse 
competencies

  Nursing intervention 
requiring professional 
nursing knowledge and 
judgment

  Already delegated task
  Task requiring the 
formulation of nursing 
diagnosis and develop-
ment of a nursing care plan

 Administering medications 
Providing patient education
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Barter maintains that leaders who delegate effectively synchronize 
the cognitive, affective, and intuitive dimension into a seamless 
performance. Although delegation is often discussed in isolation 
or just as a management skill, delegation is actually an integral 
part of the nursing process that provides an effective framework 
for how nurses can effectively delegate. 

 The Nursing Process 
 Assessment 
 Barter (2002) notes that assessment of the patient’s condition al-
lows the registered nurse to examine and understand the needs of 
the patient and determine possible outcomes of interventions. As-
sessment by the nurse will illuminate the complexity of the patient 

care needs, including the dynamics of the 
patient status, the acuity level, the tech-
nology needed, risk for infection, and the 
patient’s psychological needs. This as-
sessment will also help identify which 
other health professionals need to be in-
volved in the patient’s care and the de-
gree of supervision needed for activities 
that may be delegated, as well as other 
environmental factors, such as patient 
location. Following the nursing assess-
ment, the RN can then identify the com-
ponent of care that the direct care worker 
is competent and capable of performing 
prior to delegating the care. Accurate as-
sessment of the patient condition, as well 
as the knowledge and competence of the 

direct care worker, is key to determine whether the task can be 
safely delegated. See Table 3.2 for information regarding tasks 
that can be assigned to direct care workers. 

 Planning 
 The next step in the nursing process of effective delegation is the 
planning phase. The RN is responsible for the development of 
the plan of care. Understanding the desirable goal for the client 
can assist the RN in prioritizing tasks that will be delegated and 

Assessment by the nurse will 
illuminate the complexity of the 
patient care needs, including the 
dynamics of the patient status, 
the acuity level, the technology 
needed, risk for infection, and the 
patient’s psychological needs. This 
assessment will also help identify 
which other health professionals 
need to be involved in the patient’s 
care and the degree of supervision 
needed for activities that may 
be delegated, as well as other 
environmental factors, such as 
patient location.
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ensuring that patients receive optimal care. The RN must under-
stand roles and responsibilities using the fi ve rights of delegation 
as stipulated by the NCSBN (1995). The fi ve rights of delegation 
can serve as a tool to guide nurses in effectively planning and del-
egating appropriately. They are: 

 The right task 
 The right circumstances 
 The right person 
 The right direction/communication 
 The right supervision 

 After assigning the task to the direct care worker, the RN should 
also instruct the direct care worker to call for support if they are 
uncertain or unsure about any aspect of care. The direct care 
worker must feel assured that bringing uncertainty to a supervisor 
or raising questions and asking for help is acceptable and without 
threat of reprisal by supervisors or coworkers. 

 Implementation 
 For effective implementation of assigned tasks to occur, the direct 
care worker must have specifi c information and a formal assign-
ment to guide them in the delegated task. Registered nurses must 
describe the particular task in detail. See Table 3.3 for positive 
strategies to implement delegation. Utilizing the four Cs of com-
munication can help to ensure that the direct care worker accu-
rately understands the intervention/implementation task:   

  Clear:   Does the direct care worker understand what needs to 
be done? 

  Concise:   Does the direct care worker have enough information 
to perform the task? 

  Correct:   Is the task within the direct care worker’s scope of 
practice? If yes, is the direct care worker competent? 

  Complete:   What is the desired outcome? Are times and param-
eters clear? 

 Evaluation 
 This is the last stage and a vital aspect of the delegation process. 
It is an ongoing process requiring the RN to provide and obtain 
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feedback from the direct care workers. Effi ciency can be mea-
sured if the direct care worker was able to successfully complete 
the task as delegated, and effectiveness can be measured if the 
patient reached the defi ned goal of care. Other considerations for 
effectiveness are the time frame used by the direct care worker to 
complete the task and whether the direct care worker accurately 
reported fi ndings during the task and upon completion of the task. 
The evaluation process provides an opportunity for the RN to mon-
itor the outcome for delegated tasks and provide feedback to the 
direct care worker. Discussing the outcome of the delegated task 
in a safe environment free from reprisals and focused on quality 
of care with the direct care worker will encourage the direct care 
worker to ask questions. According to Tappen (1995), supervision 
and feedback can improve self-confi dence. 

3.3  Positive Power Strategies to Facilitate 
Effective Delegation 

• Positive self image
• Careful grooming
•  Appropriate 

speech
•  Recognizes 

individual 
contributions

•  Accepts 
constructive 
criticism

•  Assertive verbal 
and nonverbal 
language

• Honesty
• Courteousness
• Friendliness
• Responsibility
• Risk-taking

•  Acceptance of 
wins/losses 
gracefully

•  Ensures that the 
task meets the 
legal scope of 
practice as deter-
mined by the State 
Board of Nursing 
in the state where 
the delegation is 
taking place

•  The task should 
be part of the job 
description of the 
organization 

•  The task must fall 
within the education 
of the worker

•  The task must 
meet the policy 
and procedure 
description of 
the organization

•  The delegatee 
must be under 
the supervision 
of the delegator 
as stipulated by 
the organiza-
tional chart. 

•  The delegatee 
must be 
competent and 
comfortable 
in performing 
the task to be 
delegated
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 Guidelines for Effective Delegation 
 The ANA and NCSBN (2005) joint statements of effective delega-
tion can further provide guidelines to RNs. These are: 

  The RN takes responsibility and accountability for the pro-
vision of nursing practice. 
  The RN directs care and determines the appropriate utiliza-
tion of any assistant involved in providing direct patient care. 
  The RN may delegate components of care but does not del-
egate the nursing process itself. The practice functions of 
assessment, planning, evaluation, and nursing judgment 
cannot be delegated. 
  The decision of whether or not to delegate or assign is based 
upon the RN’s judgment concerning the condition of the pa-
tient, the competence of all members of the nursing team, 
and the degree of supervision that will be required of the 
RN if a task is delegated. 
  The RN delegates only those tasks for which they believe 
the other health care worker has the knowledge and skill to 
perform, taking into consideration training, cultural compe-
tence, experience, and facility policies and procedures. 
  The RN individualizes communication regarding the delega-
tion to the nursing assistive personnel and client situation, 
and the communication should be clear, concise, correct, and 
complete. The RN verifi es comprehension with the nursing 
assistive personnel and that the assistant accepts the del-
egation and the responsibility that accompanies it. 
  Communication must be a two-way process. Nursing assis-
tive personnel should have the opportunity to ask questions 
and request clarifi cation of expectations. 
  The RN uses critical thinking and professional judgment 
when following the fi ve rights of delegation outlined previ-
ously. 
  Directors of Nursing in long-term care are accountable for 
establishing systems to assess, monitor, verify, and commu-
nicate ongoing competence requirements in areas related to 
delegation. 

 Barriers to Effective Delegation 
 Some barriers to delegation include a perceived lack of time, lack 
of confi dence in direct care workers, insecurity of the RN, and fear 
of ridicule from direct care workers. 
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 Delegation takes time, and it is easy 
for RNs to believe that it is safer and 
quicker to do the task alone, even when 
overwhelmed by other responsibilities. 
This may undermine trust by team mem-
bers. Registered nurses may be unaware 
of the clinical competencies of the di-
rect care worker and their legal power to 

use delegation for safe care. They may avoid the responsibilities 
of delegation and supervision in an effort to be liked by all team 
members. This can undermine the RNs ability to focus on the more 
critical care needs of the patients and interfere with earning the 
respect of the full team as well as persons and families under the 
care of the RN. 

 Conclusion 
 Meeting current health care challenges and benchmarks for qual-
ity, cost, and effi ciency in long-term care requires effective use 
of teams. Table 3.4 provides a guide to incorporate geriatric care 
guidelines when using delegation. Delegating to licensed person-
nel and direct care workers to carry out selected nursing tasks has 
been one of the ways that health care facilities, specifi cally long-
term care facilities, have been able to meet the increasing need for 
accessible, affordable, quality health care services.  Delegation is 
an indispensable skill for professional nursing practice. For nurs-
ing to continue to play a key leadership role in long-term care, it is 
essential that we develop health care teams that work together to 
provide optimal patient outcomes.   

Delegation takes time, and it is 
easy for RNs to believe that it is 
safer and quicker to do the task 
alone, even when overwhelmed 
by other responsibilities. This may 
undermine trust by team members.

AACN Competency: Goals and critical questions to ask:

1. Critical Thinking  Goals: Recognize one’s own and other’s 
attitudes, values, and expectations about 
aging and their impact on care of older adults 
and their families; adopt the concept of 
individualized care as the standard of practice 
with older adults.

3.4
 Application of AACN’s Geriatric 
Competencies in Relation to Directing 
and Delegation in Long-Term Care

(Continued)



AACN Competency: Goals and critical questions to ask:

1. Critical Examples of some critical questions to ask:

  A.  What are your own, the providers’ and 
team members’ style of directing?

  B.  Do the health care organization and team 
leaders support delegation of nursing 
activities?

  C.  Does use of delegation in the workplace 
allow for the provision of individualized 
care for older adults?

2. Communication  Goals: Communicate effectively, respectfully, 
and compassionately with older adults and 
their families; recognize the biopsychosocial, 
functional, and spiritual changes of old age. 

  Examples of some critical questions to ask:

   A.  Is the health care organization, its staff and 
team leaders sensitive, knowledgeable and 
skilled in directing and delegation of activi-
ties? If delegation is used within the team 
approach, is individual competency for 
selected delegated tasks assessed? Moni-
tored? What are the channels of communi-
cation between staff and team members?

3. Assessment  Goals: Incorporate into daily practice valid and 
reliable tools to assess the biopsychosocial, 
functional, and spiritual status of older adults; 
assess the living environment with special 
awareness of the biopsychosocial and func-
tional changes common in old age; analyze the 
effectiveness of community resources in assist-
ing older adults and their families to maintain 
independence; assess family knowledge of 
skills necessary to deliver care to older adult.

  Examples of some critical questions to ask:

     A.  Do health care organizations, their team lead-
ers and members delegate unlicensed staff 
to use assessment tools in the physical as-
sessment process (for routine assessment 
or for acute emergencies)? Are unlicensed

Thinking
(Continued)
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 Application of AACN’s Geriatric 
Competencies in Relation to Directing and  
Delegation in Long-Term Care (Continued)
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3. Assessment  personnel supervised in this process? Moni-
    (Continued)   tored? Or educated about use of such tools? 

How are older residents safeguarded from 
inappropriate use of assessment tools? 

    B.  Do team leaders and/or team members 
and staff encourage unlicensed personnel 
to perform activities beyond an acceptable 
scope of practice? 

4. Technical Skill  Goals: Adapt technical skills to meet the 
functional, biopsychosocial, and endurance 
capabilities of older adults; individualize care 
and prevent morbidity and mortality associ-
ated with the use of physical and chemical 
restraints in older adults.

    Examples of some critical questions to ask:

    A.  Are staff capable of performing particular 
technical skills?

    B.  Does the degree of complexity of the task 
infl uence who it is delegated to? 

    C.  Is health care for the older adult patient frag-
mented? Non-comprehensive or not individ-
ualized when technical skills are assumed or 
performed by unlicensed personnel?

5. Core Knowledge:  Goals: Prevent or reduce common risk
    Health Promotion, factors that contribute to functional decline, 
    Risk Reduction,  impaired quality of life, excess disability in
    Disease Prevention older adults; follow standards of care 
     to recognize and report elder mistreatment; 

apply evidence-based standards to reduce
     risk, screen, immunize, and promote healthy 

lifestyles in older adults.

  Examples of some critical questions to ask:

    A.  Does the health care organization, its team 
leader or members utilize delegation in 
their routine assessment and management 
of various geriatric conditions? (for exam-
ple, assessment of type 2 diabetes, elder 
mistreatment, injury prevention, urinary 
incontinence and polypharmacy?)

3.4
 Application of AACN’s Geriatric 
Competencies in Relation to Directing and  
Delegation in Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask:
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6. Core Knowledge:   Goals: Recognize and manage geriatric 
    Management   syndromes common to older adults; 

recognize the Illness and Disease complex 
interaction of acute and chronic co-
morbidities common to older adults.

  Examples of some critical questions to ask:

    A.  Do the team leader and health care 
providers educate all staff and unlicensed 
personnel about various presentations and 
the management of geriatric syndromes 
among older adults?

    B.  Are team members and unlicensed person-
nel educated to recognize the excess morbid-
ity and mortality associated with diseases?

7. Core Knowledge:   Goals: Use of technology to enhance older 
    Information and  adults’ function, independence, and safety;
    Health Care facilitate communication through transi -
    Technology   tions across and between various care 

settings.

    Examples of some critical questions to ask:

    A.  Do the team leader and team members 
educate unlicensed personnel about the 
various technologies to improve sensory, 
communication or functional impairment, 
such as eyeglasses, use of hearing aids, 
canes, walkers or use of wheelchair and 
other adaptive devices?

8. Core Knowledge:   Goals: Assist older adults, families, and 
    Ethics caregivers to understand and balance 
     ‘everyday’ autonomy and safety decisions; 

apply legal and ethical principles to the com-
plex issues that arise in care of older adults.

  Examples of some critical questions to ask:

    A.  In the health care organization or community 
setting, do unlicensed personnel participate in 
ethics meetings, care plans, and discussions 
related to the older adults’ maintenance of 

3.4
 Application of AACN’s Geriatric 
Competencies in Relation to Directing and  
Delegation in Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask

(Continued)
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 8. Core Knowledge: autonomous decision making? safety? secu-
      Ethics (Continued) rity or ability to live independently?

 9. Core Knowledge:   Goals: Appreciate the infl uence of attitudes, 
      Human Diversity  roles, language, culture, race, religion, 

gender, and lifestyle on how families and 
assistive personnel provide long-term care to 
older adults.

    Examples of some critical questions to ask:

    A.  Do all team members including unlicensed 
personnel appreciate each and every older 
adult’s diversity?

10. Core Knowledge:  Goals:  Evaluate differing international models 
      Global Health Care of geriatric care.

    Examples of some critical questions to ask:

    A.  What types of health care models have 
older adult residents experienced from 
various countries and cultures? How are 
these acknowledged by health care 
providers? How are differences addressed 
or managed?

11. Core Knowledge:   Goals: Analyze the impact of an aging society 
      Health Care on the nation’s health care system; evaluate 
      Systems and the infl uence of payer systems on access, 
      Policy  availability and affordability of health care.

    Examples of some critical questions to ask:

    A.  Are the health care services available to 
the older adult provided by teams, indi-
vidual health care providers, or family 
caregivers?

12. Core Knowledge:  Goals: Recognize the benefi ts of 
      Provider of Care  interdisciplinary teams in care of older adults; 

 evaluate the utility of complementary and 
integrative health practice on health 
promotion and symptom management.

3.4
 Application of AACN’s Geriatric 
Competencies in Relation to Directing and  
Delegation in Long-Term Care (Continued)
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12. Core Knowledge: Examples of some critical questions to ask:
      Provider of Care  
      (Continued) A.  Do the health care organization, team 

leaders, and health care providers recognize, 
utilize, or explore use of complementary 
and integrative health care practices when 
caring for older adults?

13. Core Knowledge:   Goals: Facilitate older adults’ active 
  Designer/Manager participation in all aspects of their own
  and Coordinator health care; involve, educate and include
  of Care signifi cant others in implementing best 
     practices for older adults; ensure quality of 

care commensurate with older adults’ vulner-
ability and frequency/intensity of care needs.

    Critical questions to ask:

    A.  What role do various team members 
assume in providing health care to older 
adults? Do unlicensed personnel 
participate in the education of patients or 
family caregivers? 

    B.  Do unlicensed personnel assist in the 
identifi cation of frail, vulnerable, or at risk 
older adult populations?

14. Core Knowledge:   Goals: Promote quality preventive and 
   Member of a end-of-life care for older adults as essen-
   Profession  tial, desirable, and integral components of 

nursing practice. 

    Critical questions to ask:

    A.  Do team members and unlicensed 
personnel promote quality preventive and 
end-of-life care for older adult patients?

3.4
 Application of AACN’s Geriatric 
Competencies in Relation to Directing and  
Delegation in Long-Term Care (Continued)

Note : Table developed by D. Gray-Miceli.
Source : American Association of Colleges of Nursing. The John A. Hartford Founda-
tion Institute for Geriatric Nursing. (2000). Older adults: Recommended baccalaureate 
competencies and curricular guidelines for geriatric nursing care. Washington, DC: 
Author.
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 Your ID ________   RN _________  Non RN _________ 
 Today’s Date ____/____/____ Facility:  _______________________  

 Directing and Delegation in Long-Term Care 
 Post-test (circle one) 

 Please circle the  best  answer among the items listed below. 

 Example 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 1. If you have delegated a task, you have momentarily transferred 
the responsibility of the task to __________? 

 a. The delegatee 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator 

 2. If someone has delegated a task, _________ hold(s) the account-
ability of the task. 

 a. The delegatee 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator 

 3. What must the delegator do for a new patient before assigning 
tasks to the delegatees? 

 a.  The delegator can assign any task to the delegatee if they 
are good friends and the delegator has been working with 
the delegatee for a long time. 

 b.  The delegator must assess the patient and make sure the 
task falls within the practice scope of the delegatee. 
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 c.  The delegator can assign any task to the direct care worker 
as long as the delegator trusts the direct care worker’s 
judgment. 

 d.  When it is very busy, the RN delegator can ask the charge 
nurse (LPN) to carry out any nursing task, because the RN 
cannot be in two places at the same time. 

 4. Choose the letter that constitutes the fi ve (5) rights of delega-
tion from the information below: 

 1. Right person 
 2. Right thinking 
 3. Right task 
 4. Right circumstance 
 5. Right shift 
 6. Right supervision 
 7. Right nursing home 
 8. Right direction 

 a. 1, 2, 4, 5, and 7 
 b. 1, 3, 5, 7, and 8 
 c. 1, 3, 4, 6, and 8 
 d. 1, 2, 5, 6, and 7 

 5. May the RN delegate the initial assessment of a patient with 
chest pain to an LPN? 

 a.  Yes, if the LPN has been working in the nursing home for 
10 years. 

 b.  Yes, if the LPN is attending school to become a registered 
nurse. 

 c.  No, because the patient is experiencing chest pain and ini-
tial assessment of chest pain must be done by an RN. 

 d.  Yes, if the LPN has been taking care of the patient longer 
than any other worker. 

 6. The direct care worker is responsible for the initial assess-
ment of the patient needs and must report fi ndings to the RN 
as soon as possible. 

 a.  Yes, the direct care worker knows the long-term care resi-
dent the best. 

 b.  No, the RN or LPN who is in charge has the responsibility 
of the initial assessment of the resident. 
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 c.  No, because the patient may be having a chest pain, and 
initial assessment of chest pain must be done by an RN. 

 d.  Yes, if the direct care worker is certifi ed and attends a 
community college nursing program. 

 7. The direct care worker is allowed to make little nursing judg-
ments if she has watched an LPN or RN care for another pa-
tient with similar experience in the past at the same facility. 

 a.  Yes, because the direct care worker knows what is right for 
the residents. 

 b.  No, because the RN and LPN are the only professionals who 
can make nursing judgments. 

 c.  No, because the patient may be having a chest pain, and 
initial assessment of chest pain must be done by an RN. 

 d.  Yes, if the direct care worker has been taking care of the 
resident for the longest amount of time. 

 8. Does the RN need to supervise the direct care worker who has 
been working in the facility for a long time, if the RN delegates 
a new task to that direct care worker? 

 a.  No, because the direct care worker is usually certifi ed. 
 b.  No, because the RN or charge nurse is responsible for 

other services for the resident. 
 c.  Yes, the direct care worker must be supervised for all tasks. 
 d.  Yes, the RN or charge nurse must always supervise the 

direct care worker when delegating a new task that the 
direct care worker has not done before. 

 9. In an urgent situation, in addition to assessing the patient, the 
RN/LPN is required to also assess the skill of the delegatee 
before delegation. 

 a.  Yes, because the direct care worker must be assessed to 
ensure competency. 

 b.  No, if the RN heard that the direct care worker is an ex-
ceptional performer. 

 c.  No, because there is no time to do such assessment. 
 d. No, if the direct care worker is certifi ed. 

 10. As long as the task falls within the job description of the del-
egatee, the delegator is not accountable for the task. 

 a.  Yes, because the responsibility has been transferred. 
 b.  No, because the delegator will always be accountable even 

after delegating responsibility. 
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 c. Yes, otherwise the purpose of delegation is defeated. 
 d. Yes, especially if the delegatee is certifi ed. 

 11. Confl ict should always be avoided because it stops teamwork. 
(circle true or false) 

  True False 

 12. Principal causes of confl ict within organizations include which 
of the following: 

 a. Misunderstandings, value and goal differences 
 b. Age differences 
 c. Fluctuating leadership. 
 d. Level of education 

 13. Which of the following is not an appropriate confl ict manage-
ment mode (select one): 

 a. Competing 
 b. Collaborating 
 c. Lying 
 d. Compromising 
 e. Avoiding 

 14. When giving constructive feedback, which of the following ap-
proaches is wrong (select one): 

 a. Convey your positive intent. 
 b.  Make broad general statements rather than focus on 

specifi cs. 
 c. State the impact of the behavior or action. 
 d. Ask the person to respond. 

 15. List two (2) action steps necessary to move from confl ict to 
collaboration. 

 a. ________________________________________________ 

 b. ________________________________________________ 
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 Participant Evaluation Form 
Directing and Delegation in Long-Term Care

 Today’s Date ____/____/____ Facility: ______________________ 

 Please circle the best response. 

  Example:  Strongly Disagree Disagree Agree Strongly Agree 
   1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the importance of delegating to LPNs and UAPs (Un-
licensed Assistance Personnel). 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  2.  Explain the PA statuary and regulatory provisions for the del-
egation of nursing task to LPNs and UAPs. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  3.  Discuss the fi ve rights of delegation. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  4.  Guide others in learning or applying the principles of effective 
delegation in their daily practice. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  5.  Identify the personal and organizational benefi ts and draw-
backs related to confl ict management. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 
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  6.  Analyze one’s confl ict style using the fi ve modes of managing 
confl ict. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  7.  Discuss strategies for moving from confl ict to collaboration. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  8.  Identify ways to build trust. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  9.  This program will help me work better with other staff. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 Overall, I rate: 

  10.  This program 

 Poor Fair Good Excellent 
  1 2 3 4 

  11.  The case scenario 

 Poor Fair Good Excellent 
  1 2 3 4 

  12.  Speaker 1 ______________  [insert name]

 Poor Fair Good Excellent 
  1 2 3 4 

  13.  Speaker 2 ______________ [insert name] 

 Poor Fair Good Excellent 
  1 2 3 4 
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  14.  This program would be better if: 

  15.  What other management and leadership topics would be help-
ful to you in the future? 
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Your ID _______ RN _____ Non RN _____
Today’s Date ____/____/____ Facility: ________________

  Power and Negotiation 
 Pre-test (circle one) 

 Please circle the  best  answer among the items listed below. 

 Example 

 This is a test.

a.    No, this is not a test.
b.     Yes, this is a test.
c.   No, this is a joke.

  The answer is  b  so it will be circled. 

 Power 

 1. Power is: 

 a. A characteristic that cannot be learned or acquired. 
 b.  Viewed by many nurses to be immoral, corrupting, and 
 contradictory to the caring nature of nursing. 
 c. Strongest when it is given to an individual. 
 d. Not infl uenced by the situation. 

 2. Nurses may seek out another nurse who possesses expert 
knowledge about a clinical procedure. This is an example of 
what type of power? 

 a. Legitimate power 
 b. Referent power 
 c. Reward power 
 d. Expert power 

 3. Middle power groups may do all of the following EXCEPT: 

 a. Mediate between high and low groups 
 b.  Don’t take risks in order to keep the favor of high power 
 groups 
 c. Withhold information and control communication 
 d. Get bought out by one or both groups 
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 4. A strategy a nurse can use to develop a powerful image 
 includes: 

 a. Use a phrase such as, “We have a problem.” 
 b. Take responsibility for communication. 
 c. Don’t be fl exible. 
 d. Give little feedback to staff. 

 5. Describe how you plan to use power as an effective strategy in 
your workplace setting. 

 Negotiation 

 1. Negotiation is the art and science of: 

 a. Creating agreements between two groups. 
 b. Establishing strategic alliances. 
 b. Facilitating the participation of others in decisions. 
 c. Pretending to be responsive to other’s needs. 

 2. There are three approaches to negotiation, in the soft posi-
tional approach, the individual or group  __________ . 

 a. Concede stubbornly 
 b. Commit early; draft late 
 c. Focus on interests, not positions 
 d. Make threats 

 3. Positions and interests are important to identify in negotia-
tions. The following are interests EXCEPT: 

 a. Needs and concerns 
 b. Terms and conditions 
 c. Fears and aspirations 
 d. Underlying motivations 

 4. In negotiation, one needs to separate the process of  inventing  
possible options for agreement from the process of  deciding 
among  those options. All of the following would be used as you 
try to  invent  possible options EXCEPT: 

 a. Judging 
 b. Improving 
 c. Generating 
 d. Brainstorming 

 5. Give one example of effective use of negotiation strategies in 
your workplace setting. 
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4

 Kathleen G. Burke 

 Some people really have almost a distaste for the word [power]. 
They feel it is alien to conscience. Power for power sake, no. But 
the positive use of power for positive purposes is very impor-
tant. You have to understand that. You’ve got to have a seat at 
the policy table if you want to make a difference. 

 —Elizabeth Dole 

 The concept of  power  is a complex, elusive, and almost paradoxi-
cal one (Lewicki, Saunders, & Minton, 1999). Effective negotiation 
in the health care organization requires an understanding of the 
sources of power and how power is used as an effective strategy 
in negotiation. In their everyday practice, nurses need and utilize 

Power and
Negotiation 
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power in order to infl uence patients, 
physicians, and other health care pro-
fessionals (Manojlovich, 2007). This is 
an important aspect of nursing leader-
ship that in today’s changing health care 
environment becomes a quintessential 
aspect of effective health care delivery. 
As such, nurse leaders need to under-
stand the use(s) of power and how to ef-
fectively negotiate agreements so as to 
continually improve the quality of health 

care delivered to the older adult in long-term care. Effective use 
of power transcends all of the 14 core competencies for geriatric 
nursing care as identifi ed by the American Association of Colleges 
of Nursing (AACN). In all practice areas, effective use of power is 
evident through improved communication, assessment, technical 
skill, and illness and disease management, as well as providing, 
designing, managing, and coordinating care to older adults. 

 Purpose 
 The purpose of this chapter is to examine the major forms and 
styles of power and negotiation. In this chapter you will become 
aware of your own power, the power of others, and the negotiation 
process, and you will learn how to negotiate to be effective leaders 
in today’s health care environment. Further, a critical analysis of 
this concept is essential to effective strategy negotiations in both 
one’s personal as well as professional life. 

 By the end of this chapter the learner will be able to: 

 Discuss the various types of power, 
 Describe the sources of power, 
  Describe how to use power as an effective strategy in your 
workplace environment, 
 Discuss the process of negotiation, 
 Identify and describe your own negotiation style, 
  Describe the effective use of negotiation strategies to achieve 
personal and professional goals, and 
  Utilize power effectively in the workplace to assist in the 
provision of AACN’s essential core competencies for care of 
the older adult. 

Effective negotiation in the health 
care organization requires an 
understanding of the sources of 
power and how power is used as 
an effective strategy in negotiation. 
In their everyday practice, nurses 
need and utilize power in order to 
infl uence patients, physicians, and 
other health care professionals.
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 Power 
 Many defi nitions of  power  have been used in nursing, but for our 
purposes, power is the ability to infl uence others to achieve goals 
(French & Raven, 1960).  Empowerment  is the process by which we 
facilitate the participation of others in decision making and tak-
ing action within an environment where there is equitable distri-
bution of power (Manojlovich, 2007). 

 Several characteristics exemplify the concept of power. First, 
it is an acquired characteristic often learned throughout life ex-
periences. Second, use of power is strongest when it is given or 
acquired by a group. By example, groups tend to accomplish more 
than single individuals because delega-
tion is often part of the sharing of power. 
Third, power is infl uenced by the situa-
tional context. People use different types 
of power depending on the situation. 
Knowing when and how to use power is 
an important aspect when one anticipates 
outcomes such as effective negotiation in 
the workplace. Sometimes, nurses view 
power as if it were something immoral, 
corrupting, or totally contradictory to the  caring  nature of nursing; 
but the use of power is essential for nurses if they are going to be 
effective in their roles (Manoj lovich, 2007). 

 Bases of Power 
 According to French and Raven (1960), there are fi ve common 
bases of power; these include:  coercive, reward, expert, legitimate,  
and  referent.  Each of these bases of power increases a person’s 
capacity to infl uence the attitudes or behaviors of others. The fol-
lowing section describes each base, or type, of power. 

  Coercive power  is based on fear and the ability to punish. It is 
use of power in a negative sense to achieve desired outcomes. Fear 
of being fi red from your job, fear of loss in salary, or manipulation 
of a schedule are examples of how use of coercive power manipu-
lates the work environment. The use of coercive power may get 
some people to do what you want them to do, but it will not work to 
infl uence people for the common goal when fear or the ability to 
punish is no longer present. A critical thinking point is to identify 

Sometimes, nurses view power 
as if it were something immoral, 
corrupting, or totally contradictory 
to the caring nature of nursing; 
but the use of power is essential 
for nurses if they are going to be 
effective in their roles.
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examples in your work setting where coercive power was used, 
and then identify how one feels when this type of power is used. 

  Reward power  is the ability to grant awards and favors. It is use 
of power in a positive sense to achieve desired outcomes. Oppo-
site of coercive power, reward power is a strong motivator to infl u-
ence people to do things using positive reinforcement. In general, 
people like to be rewarded with positive comments, favors, gifts, 

and so forth. This makes people feel good 
about a job well done or about them-
selves. Most everyone needs encourage-
ment in daily life. Nurse managers often 
utilize reward power when they give for-
mal recognition to a staff member who 
did something special or outstanding for 
a patient or family member. Recognition 
of staff who perform their job over and 
beyond status quo or expectation is a re-
ward for achieving a positive outcome. A 

critical thinking point is to identify how you may or may not use 
reward power in your everyday work. How effective do you think 
giving rewards and favors works with your staff and peers in your 
ability to infl uence them? Typically, reward power is very effective 
if given in appropriate dosages and time intervals. Care must be 
taken to avoid overuse of reward power. 

  Expert power  results from utilization of knowledge and skills 
possessed by an expert that are needed by others. Expert power 
is based on the perception of someone’s competence. Possession 
of selected information that is needed by others is a form of ex-
pert power. Nurses utilize expert power everyday with their pa-
tients, families, and with physician providers. Nurses provide 
care for patients 24 hours a day. Nurses maintain the requisite 
knowledge as an expert of their patient’s health status, response 
to treatment, and medication. In this sense, nurses maintain ex-
pert power because they know foremost the patient’s individual 
needs, strengths, desires, and goals. As such, physician care pro-
viders often seek nurses for input on patient care. Nurses are also 
the most knowledgeable on the standards of care. As described in 
Table 4.1, nurses can exhibit professional attributes of power in 
many ways including using business cards, networking for high 
visibility, or simply taking responsibility for communication with 
others.   

Reward power is the ability to 
grant awards and favors. It is use 
of power in a positive sense to 
achieve desired outcomes. Opposite 
of coercive power, reward power 
is a strong motivator to infl uence 
people to do things using positive 
reinforcement.
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 In units that employ various levels of nursing care, for instance, 
units with advance practice nurses (APNs), use of expert power is 
evident. Evidence-based literature supports the use of APNs be-
cause they promote positive health care outcomes, improved and co-
ordinated care, and better utlilization of resources (Bourbonnierre & 
Evans, 2002). As a critical thinking point, can you list some examples 
of how you use expert power in your everyday work? How effective 

4.1  Professional Attributes

•  Belief in value of nursing: Be passionate about your profession and 
your work. Leaders must have passion for what they do!

•  Career commitment/developing expertise: Knowledge is power—
ongoing career development is needed for all professional nurses

• Accepting responsibilities
• Taking risks
• Capable of winning and losing gracefully: “Be fl exible”
• Be comfortable with confl ict and ambiguity
• Give credit when credit is due
• Use constructive criticism not destructive criticism
• Use business cards
• Follow through on promises
•  Avoid phrases such as, “We have a problem.” Better to say “I have a 

problem, and I need your help.” Ask for help!
• Give recognition, praise, thanks, gratitude, and appreciation
• Get the boss’s endorsement and support
• Take responsibility for communications
• Networking/high visibility
• Goal setting: Develop 1-year and 5-year goals for yourself
•  Organizational savvy: Know your organization’s mission; strategic 

plan and know how your systems work
•  Collegiality and collaboration/empowering attitude: Encourage 

others to accomplish things in your unit
•  Developing negotiation skills: Learning how to negotiate will help 

you to achieve your goals
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do you think expert power works with your staff and peers in your 
ability to infl uence them? Have you observed that nurses who uti-
lize expert power work collaboratively and cohesively as an ef-
fective team compared to situations in which expert power is not 
utilized? 

  Legitimate power  is based on one’s position in an organization 
or group. Typically, it is associated with having formal job author-
ity or a position of infl uence on the unit. The nurse manager, nurs-

ing supervisor, and nursing director all 
have legitimate power by virtue of their 
positions. Registered nurses (RNs) have 
legitimate power by their formal licenses 
as RNs. Under ideal circumstances, use of 
legitimate power by nurses in leadership 
positions can foster positive outcomes. 
However, there are also situations to the 
contrary, where legitimate power can re-
sult in adverse outcomes. For example, 
consider a situation where the unit man-
ager utilizes legitimate power to reframe 
clinical practice guidelines and how they 

are utilized on a particular unit. In this case, negative health out-
comes can be realized when legitimate power substitutes inappro-
priately for expert power. A critical thinking point for consideration 
is: How does your nurse manager use legitimate power on your 
unit? Can you think of an example where you have used legitimate 
power as an RN? 

  Referent power  results from followers’ desire to identify with a 
powerful person or power gained by association with people who 
are perceived as powerful. In any health care organizational sys-
tem, use of this type of power can be benefi cial or detrimental. 
Nurses frequently use this type of power. Consider these examples: 
A nurse manger who is liked or admired by his/her staff commands  
greater follow-through on tasks assigned to subordinate staff than 
a nurse manager who is not liked. The novice practicing RN ad-
mires and may mimic the experienced nurse to achieve positive 
outcomes in patient care. Besides these examples, can you think of 
an example on your unit where referent power has been used? 

 In organizations there are two major kinds of power: position 
and personal power. Power that a person derives from a position, 
title, or rank in the formal organization, such as nurse manager, 
supervisor, or director, is known as  position power.  Position power 

The nurse manager, nursing 
supervisor, and nursing director all 
have legitimate power by virtue of 
their positions. Registered nurses 
(RNs) have legitimate power 
by their formal license as RNs. 
Under ideal circumstances, use 
of legitimate power by nurses in 
leadership positions can foster 
positive outcomes.
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includes legitimate reward and coercive power.  Personal power  is 
the infl uence capacity a person derives from being seen by fol-
lowers as likable and knowledgeable (Northouse, 2007). For exam-
ple, some nurses have power because other staff members think 
of them as good role models. Other nurses have power because 
the staff thinks of them as highly competent and knowledgeable. 
Personal power includes referent and expert power (Northouse, 
2007). 

 A case example of the use of different types of power: A head 
nurse/unit manager has been in charge of the geriatric unit for the 
past 10 years in a hospital on this subacute, “geriatric step down 
unit. She is a ‘rule oriented person,’ ” and she makes unilateral de-
cisions with no input from others. She makes all clinical decisions 
and is the only person who notifi es the physician if an emergency 
arises. As the newly hired RN on the unit, you take a temporary 
position on the skilled nursing unit until a position opens up for 
you as the clinical nurse specialist in geriatrics hospital wide. The 
hospital supervisor asks you to deliver some in-services about ge-
riatric care to that unit to freshen the staff up, and you do so. One 
day, as you are working as the RN on the unit, several patients 
develop acute, life-threatening illnesses that are vague in pre-
sentation, but obvious to the master’s prepared geriatric nurse 
practitioner (GNP) RN, who is also the only RN on the unit doing 
assessments. The RN/GNP reports these fi ndings to the head nurse 
(HN) who discounts their occurrence as unimportant. She calls 
for monitoring the patient further. One patient has an acute chole-
cystitis with n/v/d, no fever, and so forth. The Head Nurse argues 
with the RN and refuses to call the medical doctor (MD). The RN 
calls the MD anyway (despite policy), and the patient goes to sur-
gery and survives. The MD and surgical staff commend the RN, 
but the HN gives her a demerit and a write-up saying she went 
against policy to call the MD. The following week it happens again, 
but this time, the RN is caring for a 45-year-old woman transferred 
post-op to the geriatric fl oor until a bed opens up. The patient has 
a sudden pulmonary embolism (PE) that is immediately detected 
by the RN. The RN reports to the HN, but the HN refuses to call 
the MD, citing not enough clinical evidence. Within 15 minutes of 
this decision, the patient spikes a 104 fever and has mild wheezing. 
Soon after, the patient goes into respiratory arrest and dies. There 
are several issues and types of power related to status and position 
here: A person in charge with inadequate clinical knowledge in 
geriatrics and an expert with an underutilized role. The HN used 
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the legitimate power that came with her position as HN to refuse 
to call the MD, and she used coercive power by giving a demerit 
and a write up to the RN for calling the physician. The RN used her 
expert knowledge in recognizing the clinical problem and calling 
the physician, but in the second example the RN did not use her 
expert power because she was not empowered to do so by the HN. 
How do you think this situation could have been handled differ-
ently by the HN? And by the RN? How do you manage in a diffi cult 
situation like this when the RN’s ability to care for their patient is 
eroded and rendered powerless? How can RNs at the bedside be 
empowered to provide the best care to their patients? Nurses need 
to be empowered to use their expert power to provide safe, quality 
care. Nurses in management positions need to empower their staff 
to use their expert knowledge and not be tied to rules so that the 
big picture is lost. 

 Power Strategies 
 There are several types of power strategy groups that individu-
als use in their everyday life and in the workplace. These types 
of strategies include low power strategies, high power strategies, 
and mediators. At some point in time, we have all been a member 
of one or more of these groups. It is important for the nurse to 
recognize these groups’ behaviors so that they can be most effec-
tive in infl uencing groups and individuals toward achievement of 
a common goal. 

 Power Groups 
 Low Power Groups 
 Individuals in low power groups may demonstrate a number of 
techniques in an attempt to use power. They may try to use  ex-
posure,  for instance, by “telling others” inside and outside the or-
ganization about others’ inappropriate behavior. Another example 
is the threat of chaos: “You keep this up and we will raise havoc 
here!” Another example is that of moral outrage: “We have justice 
on our side.” Confrontation is sometimes disruptive and some-
times not. Nurses and other health care professionals may engage  
in these types of behaviors and use of power when they feel out 
of control of their environment. Analyzing the behavior associ-
ated with low power groups can usually identify common patterns. 
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When nurses in leadership positions 
recognize these common behaviors and 
patterns, they may choose to alter previ-
ous forms of communication, reporting, 
and so forth, so as to advert any potential 
problems created. Channeling negative 
behavior into positive behavior is there-
fore an important skill for nurses in practice in leadership posi-
tions to acquire. 

 High Power Groups 
 People or individuals ascribing to high power groups often use 
titles, formality, and social distance as a means of achieving power 
or control of the situation. These groups tend to be highly regu-
lated or rule-oriented and often control who is at the table and the 
agenda of the group. Some members or leaders ascribing to high 
power groups may give power away to middle-level or low power 
groups especially if they feel guilty or awkward about exercising 
power. 

 While high power groups are vital to establish and regulate 
important tasks, the downside is that members may be overcon-
trolled in the sense that they monopolize or control scarce re-
sources. Characteristic behaviors of members of this high power 
group range from pretending to challenge and to be responsive 
while covertly maintaining status quo. 

 Other recognizable behavior includes use of stalling, or delay 
(to use up time), while others may withhold information or control 
communication. Still other behaviors include use of depersonal-
ization and stereotyping low power groups by statements such as 
“they” aren’t like “us.” Pattern recognition of these types of behav-
iors among high power group members can further empower the 
nurse leader to create counter-strategies. 

 Middle Power Groups 
 Middle power groups and individuals don’t take risks, so they 
conserve what power is left or they tend to keep the favor of the 
high power group. They mediate, or fl uctuate, between high and 
low groups. These groups’ members will often insist that the high 
group “recognize” the low group, or become the low risk groups 

Channeling negative behavior 
into positive behavior is therefore 
an important skill for nurses in 
practice in leadership positions to 
acquire.
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“friend in court.” At times, while waiting for one or both groups 
to act, group members may become paralyzed. In other instances, 
ambiguity and insecurity about one’s position or role may surface, 
making decision making challenging. Nurse managers are often in 
this middle power group. 

 Strategies for Developing Powerful Image 
 Given all of the various types of power and ranges of group mem-
bers’ behaviors, nurse leaders must be able not only to recognize 
the behavior through critical analysis and assessment, but to be 
poised to do something about it. When management strategies 
change because of heightened awareness, then effective positive 

health care outcomes for the organization 
and the patients served within that orga-
nization can be achieved. This requires 
the nurse to use several strategies to cre-
ate a powerful image for themselves and 
their staff. 

 Nurses can use several strategies to 
create a powerful image for themselves 
and their staff (see Table 4.2). 

 Negotiation 
 Negotiation is the art and science of creating agreements between 
two parties. Nursing refl ects a series of effective, successful ne-
gotiations, and effective nurse leaders require successful nego-

tiation. Nurses negotiate with patients 
to help deliver their care, they negotiate 
with physicians on how to deliver care, 
and they negotiate with their peers and 
with nursing administration. Skills in 
negotiation are essential in infl uencing 

people and facilitating constructive positive relationships in the 
complex health care environment. 

 Negotiating Process 
 The negotiating process begins at the so-called  bargaining table.  
Each person presents an opening position, and the process moves 

When management strategies 
change because of heightened 
awareness, then effective positive 
health care outcomes for the 
organization and the patients served 
within that organization can be 
achieved.

Negotiation is the art and science of 
creating agreements between two 
parties.



81

Personal Attributes
 Personal 
 Demeanor Speech Style

Overall Behaviors and 
Mannerisms

Belief in power as a 
positive force

Be fl exible —
the health 
care system 
is a very 
complex, fl uid 
environment

Speech: use of 
voice tone and 
infl ection 
are important 
aspects 
of effective 
communication 
to peer staff as 
well as patients

Grooming
and dress

Always be courteous and 
respectful of staff and 
patients

Honesty and trust 
are the most 
important things 
needed to build a 
team

Learn how 
to deal with 
change

How individuals 
perceive and 
receive the 
information 
delivered, ver-
bally and non-
verbally, shapes 
whether or 
not the com-
munication is 
received posi-
tively or nega-
tively

Wear clean, 
professional,
appropriate 
attire

Body language/use of 
touch

(Continued)

4.2   Strategies for Developing a Powerful Image 



Personal Attributes
Personal 
Demeanor Speech Style

Overall Behaviors and 
Mannerisms

Create a positive self 
image through 
caring for yourself

Don’t take 
things 
personally; 
problems are 
never about 
you; look for 
the real 
issues/
concerns

Ideally, clear, 
positive 
communication 
strategies are 
the gold 
standard

Smile

Keep a balance be-
tween work, 
family, and social 
life
Improve on 
strengths; don’t 
concentrate on 
weaknesses

4.2   Strategies for Developing a Powerful Image (Continued)
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on until they reach a mutually agreeable 
result, or until both parties walk away 
from the unsuccessful process. There 
are several approaches to negotiation: 
the soft position, the hard position, and 
the problem-solving approach. Each ap-
proach may be used in a variety of differ-
ent settings and in different contexts. 

 Soft Positional.   The use of the soft positional approach includes 
avoidance of confl ict, and the people in the negotiation are viewed 
as friends. The negotiator tends to change their position easily to 
avoid a contest of wills and make concessions for the relationship. 
They may back down to ultimatums and commit early. 

 Hard Positional.   The use of the hard positional approach includes 
the position that winning is the most important result. The people 
in the negotiation are adversaries. They dig into their positions, and 
if they need to concede, they do so stubbornly. In this approach, 
winning is a contest of will. There is a demand for concessions to 
have a relationship, they make threats, and commit early. 

 Problem Solving.   In the use of the problem-solving approach, the 
negotiator attempts to solve the problem; treats parties like pro-
fessionals; focuses on interests, not positions; and does not con-
cede anything. The negotiator invents options and uses standards 
of independence of will outside evidence of practice. The negotia-
tor separates the people from the problem and knows each side’s 
best walkway alternative. To reach closure in a problem-solving 
approach, you draft as you go, and you commit only to a solution 
at the end. This is a very effective approach to negotiation for the 
nurse to use with their patients and staff. It uses critical thinking 
as a strategy for effective problem solving. 

 Two important things to point out about negotiation are the 
differences between someone’s position and someone’s interests. 
A person’s position is the thing they want or demand, that is, their 
terms and conditions. They are the things the person says they will 
or won’t do. A person’s interests are the underlying motivations, 
needs, concerns, fears, and aspirations. It is important to focus on 

There are several approaches to 
negotiation: the soft position, the 
hard position, and the problem-
solving approach. Each approach 
may be used in a variety of different 
settings and in different contexts.
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the party’s interest and not their position 
when you are negotiating. 

 There are two possible approaches 
in the development of an agreement that 
can be utilized in a negotiation: inventing 
or deciding options. When you are  decid-
ing  options, you choose among options 
and commit to one of those options. In 

using this option, the negotiator tends to focus on judging, nar-
rowing, arguing, and evaluating the options. 

 When you are  inventing  options during a negotiation you are 
not committing, you are looking for improving options, gener-
ating new options, brainstorming, and suspending judgment on 
all options. When you are generating options there is no criti-
cism and no commitment. You are inventing many options so that 
you can meet the interests of both sides. The negotiator does not 
evaluate during brainstorming and dovetails differing interest 
for mutual gain. 

 In the negotiation process, there are two ways to talk about 
an issue: (1) talk  at  the other side by focusing on the past, talk-
ing about who is right, blaming them for the problem, and try-
ing to score points; or (2) talk  with  the other side by focusing on 
the future, talking about what is to be done, tackling the problem 
jointly, clarifying the interests, and inventing new options. This is 
the more productive way to negotiate in the complex health care 
environment. 

 Can you think of a recent example where you needed to nego-
tiate for something for your patient? See Table 4.3 for approaches 
relevant to geriatric care. What approach did you use? How ef-
fective was that approach? Did you know what the party’s posi-
tion and interests were? Did you develop new options? Would you 
change the way you negotiated? 

 Conclusion 
 The purpose of this chapter was to examine the major forms and 
styles of power and negotiations. In this chapter we discussed the 
types of power, the power of others, and how to use power and ne-
gotiations to effect quality patient care. Power is complex, power is 
relational, and negotiations skills are essential for nurses. Knowl-
edge really is power, and the use of knowledge to effect change is 
essential in the complex environment of long-term care. 

A person’s interests are the 
underlying motivations, needs, 
concerns, fears, and aspirations. It 
is important to focus on the party’s 
interest and not their position when 
you are negotiating.
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(Continued)

AACN Competency: Goals and critical questions to ask:

1. Critical Thinking  Goals: Recognize one’s own and others’ 
attitudes, values, and expectations about aging 
and their impact on care of older adults and 
their families; adopt the concept of individualized 
care as the standard of practice with older 
adults.

  Examples of some critical questions to ask:

  A.   What are your own, the providers’, and team 
members’ concepts of power, and how is it 
used as an effective strategy in the 
workplace?

  B.   How can power be used to identify attitudes 
about aging? How can power (for instance 
reward, expert, legitimate, or referent) be 
used to infl uence others’ attitudes or 
behaviors about aging in the workplace?

  C.   Is there sharing of power within the team? 
How do you know?

2. Communication  Goals: Communicate effectively, respectfully, 
and compassionately with older adults and 
their families; recognize the biopsychosocial, 
functional, and spiritual changes of old age. 

  Examples of some critical questions to ask:

  A.  Are the health care organization, its staff, and 
team leaders sensitive, knowledgeable, and 
skilled in their communication to older adults 
and their families without use of coercive 
power or forms of communication?

3. Assessment  Goals: Incorporate into daily practice valid and 
reliable tools to assess the biopsychosocial, 
functional, and spiritual status of older adults; 
assess the living environment with special 
awareness of the biopsychosocial and 
functional changes common in old age; 
analyze the effectiveness of community 
resources in assisting older adults and their 
families to maintain independence; assess

4.3
Application of AACN’s Geriatric 
Competencies in Relation to Power and 
Negotiation in Long-Term Care 
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AACN Competency: Goals and critical questions to ask:

3. Assessment family knowledge of skills necessary to
    (Continued) deliver care to older adults.

 Examples of some critical questions to ask:

  A.  Do health care organizations, their team 
leaders, and members utilize personal or 
position power to teach about use of 
assessment tools and techniques for history 
taking among older adults? 

  B.  Are barriers created by team members or 
their approach (due to use of coercive power) 
that prohibit effective teaching to family 
members or patients about their condition 
and its management? If so, how can this 
barrier be eliminated?

4. Technical Skill  Goals: Adapt technical skills to meet the func-
tional, biopsychosocial, and endurance capabili-
ties of older adults; individualize care and prevent 
morbidity and mortality associated with the use of 
physical and chemical restraints in older adults.

 Examples of some critical questions to ask:

  A.  Are staff knowledgeable, and can they be 
trained on technical skills unique to caring 
for older adults? 
 Are staff resistant to change behavior or to 
adapt technical skills needed to provide qual-
ity care to older adults? If so, how can this 
barrier be effectively managed? What sort 
of power would you use? What are the steps 
in the negotiation process for change in this 
practice? 

5. Core Knowledge: Goals: Prevent or reduce common risk factors
    Health Promotion, that contribute to functional decline, 
    Risk Reduction, impaired quality of life, excess disability in 
    Disease Prevention  older adults; follow standards of care to 

recognize and report elder mistreatment; apply 
evidence-based standards to reduce risk, 
screen, immunize, and promote healthy 
lifestyles in older adults.

4.3
Application of AACN’s Geriatric 
Competencies in Relation to Power and 
Negotiation in Long-Term Care (Continued) 

(Continued)



87

AACN Competency: Goals and critical questions to ask:

5. Core Knowledge: Examples of some critical questions to ask:

    Health Promotion, A.  Does the health care organization, its team
    Risk Reduction,    leader or members utilize established 
    Disease Prevention    national clinical guidelines for the assess-
    (Continued)    ment and management of various condi tions 

unique to care of older adults? (For example, 
 assessment of type 2 diabetes, elder 
mistreatment, injury prevention, urinary 
incontinence and polypharmacy?) If not, how 
do nurse leaders negotiate for such a change 
in policy and practice?

6. Core Knowledge: Goals: Recognize and manage geriatric syn-
    Illness and Disease  dromes common to older adults; recognize
    Management  the complex interaction of acute and chronic 

comorbidities common to older adults. 

 Examples of some critical questions to ask:

  A.  Does each team member recognize various 
presentations and the management of 
geriatric syndromes among older adults? 
If not, as the nurse leader, what strategies 
would you negotiate so that health care team 
members are knowledgeable?

7. Core Knowledge:   Goals: Use of technology to enhance older
    Information and  adults’ function, independence, and safety;
    Health Care  facilitate communication through transitions 
    Technology across and between various care 
 settings.

 Examples of some critical questions to ask:

  A.  Do the team leader and team members rec-
ognize the meaning, value, and beliefs held 
by older adults who utilize various technolo-
gies to improve sensory, communication, or 
functional impairment, such as eyeglasses, 
use of hearing aids, canes, walkers, or use of 
wheelchair and other adaptive devices? If not, 
as team leader, what strategies would you 
negotiate with upper-level management?

4.3
Application of AACN’s Geriatric 
Competencies in Relation to Power and 
Negotiation in Long-Term Care (Continued) 

(Continued)
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AACN Competency: Goals and critical questions to ask:

 8. Core Knowledge:   Goals: Assist older adults, families, and 
       Ethics  caregivers to understand and balance everyday 

autonomy and safety decisions; apply legal and 
ethical principles to the complex issues that 
arise in care of older adults.

 Examples of some critical questions to ask:

  A.  In the health care organization or 
community setting, does use of coercive 
power exist and pose a threat to the older 
adults’ autonomous decision making? 
Safety? Security or ability to live 
independently? If so, as team leader, how 
would you advocate for the rights of the older 
adult? What strategies would you employ? 

 9. Core Knowledge: Goals: Appreciate the infl uence of attitudes,
     Human Diversity  roles, language, culture, race, religion, gender, 

and lifestyle on how families and assistive 
personnel provide long-term care to older adults.

  Examples of some critical questions to ask:

  A.  Does the health care facility take the 
necessary steps to ensure delivery of quality 
health care to all residents equally? What 
guidelines or protocols are used if any?

10. Core Knowledge: Goals: Evaluate differing international models
      Global Health Care  of geriatric care.

 Examples of some critical questions to ask:

  A.  Does the facility incorporate state-of-the-
science programs and models for delivery of 
high-quality care to older adults? If not, why 
not? And, as team leader, what steps could 
you take to explore these possibilities?

11. Core Knowledge: Goals: Analyze the impact of an aging
      Health Care Systems  society on the nation’s health care system;
      and Policy   evaluate the infl uence of payer systems on ac-

cess, availability, and affordability of health care.

4.3
Application of AACN’s Geriatric 
Competencies in Relation to Power and 
Negotiation in Long-Term Care (Continued) 

(Continued)
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AACN Competency: Goals and critical questions to ask:

11. Core Knowledge: Examples of some critical questions to ask:

    Health Care Systems A. Are the health care services available to 
      and Policy      the older adult utilized? Are they 
  (Continued)       affordable? Accessible? And are they 

appropriate for older adults? If not, as 
team leader, how would you negotiate for 
this change?

12. Core Knowledge:   Goals: Recognize the benefi ts of interdisciplin-
       Provider of Care ary teams in care of older adults; evaluate the 
   utility of complementary and integrative health 

practice on health promotion and symptom 
management.

 Examples of some critical questions to ask:

  A.  Do the health care organization, team 
leaders, and health care providers 
recognize, utilize, or explore use of 
complementary and integrative health care 
practices when caring for older adults of 
diverse cultures? If not, why not? What 
types of power and negotiation strategies 
would you utilize as team leader and 
provider of care?

13. Core Knowledge: Goals: Facilitate older adults’ active partic-
      Designer/Manager  ipation in all aspects of their own health
      and Coordinator  care; involve, educate, and include signifi cant
      of Care  others in implementing best practices for older 

adults; ensure quality of care commensurate 
with older adults’ vulnerability and frequency/
intensity of care needs.

 Critical questions to ask:

   A.  Are there barriers infl uencing the older 
adults’ participation or education about 
health care activities? If so, as team 
leader, how can you negotiate for 
change?

4.3
Application of AACN’s Geriatric 
Competencies in Relation to Power and 
Negotiation in Long-Term Care (Continued) 

(Continued)
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AACN Competency: Goals and critical questions to ask:

14. Core Knowledge:  Goals: Promote quality preventive and
      Member of a  end-of-life care for older adults as essential,
      Profession  desirable, and integral components of nursing 

practice.

 Critical questions to ask:

   A.  Does the health care organization and team 
members provide quality preventive and 
end-of-life care for older adults? If not, as 
team leader, what strategies would you 
negotiate to ensure that quality patient care 
occurred?
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Your ID _______ RN_____ Non RN_____
Today’s Date ____/____/____ Facility: ________________

 Power and Negotiation 
 Post-test (circle one) 

 Please circle the  best  answer among the items listed below. 

 Example 

 This is a test.

a.   No, this is not a test.
b.     Yes, this is a test.
c.   No, this is a joke.

  The answer is  b so it will be circled. 

 Power 

 1. Power is: 

 a. A characteristic that cannot be learned or acquired. 
 b.  Viewed by many nurses to be immoral, corrupting, and 
 contradictory to the caring nature of nursing. 
 c. Strongest when it is given to an individual. 
 d. Not infl uenced by the situation. 

 2. Nurses may seek out another nurse who possesses expert 
knowledge about a clinical procedure. This is an example of 
what type of power? 

 a. Legitimate power 
 b. Referent power 
 c. Reward power 
 d. Expert power 

 3. Middle power groups may do all of the following EXCEPT: 

 a. Mediate between high and low groups 
 b.  Don’t take risks in order to keep the favor of high power 
 groups 
 c. Withhold information and control communication 
 d. Get bought out by one or both groups 
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 4. A strategy a nurse can use to develop a powerful image 
includes: 

 a. Use a phrase such as, “We have a problem.” 
 b. Take responsibility for communication. 
 c. Don’t be fl exible. 
 d. Give little feedback to staff. 

 5. Describe how you plan to use power as an effective strategy in 
your workplace setting. 

 Negotiation 

 1. Negotiation is the art and science of: 

 a. Creating agreements between two groups. 
 b. Establishing strategic alliances. 
 c. Facilitating the participation of others in decisions. 
 d. Pretending to be responsive to other’s needs. 

 2. There are three approaches to negotiation, in the soft posi-
tional approach, the individual or group  __________ . 

 a. Concede stubbornly 
 b. Commit early; draft late 
 c. Focus on interests, not positions 
 d. Make threats 

 3. Positions and interests are important to identify in negotia-
tions. The following are interests EXCEPT: 

 a. Needs and concerns 
 b. Terms and conditions 
 c. Fears and aspirations 
 d. Underlying motivations 

 4. In negotiation, one needs to separate the process of  inventing  
possible options for agreement from the process of  deciding 
among  those options. All of the following would be used as you 
try to  invent  possible options EXCEPT: 

  e. Judging 
  f. Improving 
  g. Generating 
 h. Brainstorming 

 5. Give one example of effective use of negotiation strategies in 
your workplace setting. 
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 Participant Evaluation Form
Power & Negotiation

Please take the necessary time to respond to each item on this 
evaluation. Your candid and complete responses are important so 
that we may improve these educational activities to better meet 
your learning needs. Thank you.

Module Evaluation

Circle the number that indicates your level of agreement on 
this form.

A. Objectives:

By the end of this module the learner will be able to:

 Strongly Strongly
   Agree Disagree
1.  Discuss the various types 

of power. 1 2 3 4 5
2.  Describe the sources 

of power. 1 2 3 4 5
3.  Describe how to use power as

an effective strategy in your 
workplace environment. 1 2 3 4 5

4.  Discuss the process of 
negotiation. 1 2 3 4 5

5.  Describe your own 
negotiation style. 1 2 3 4 5

6.  Describe the effective use of 
negotiation strategies to achieve 
personal and professional goals. 1 2 3 4 5

B. Overall Purpose: 

The overall purpose of this project is to develop and strengthen 
RN skills in leadership, management, cultural competency, adult 
education, and geriatric care excellence in geriatric and long-term 
care settings 

1.  Do the objectives of this module 
relate to the overall purpose 
of the program?  1 2 3 4 5
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E. Miscellaneous:

 Are you familiar with the content in this module? If so, 
where did you learn it?
 What changes, modifi cations, or improvements would you 
suggest before subsequent offering of this module?
 Identify specifi cally what you intend to do in your profes-
sional career with what you learned from this module.
 Comments and suggestions for other programs related to 
leadership.
 Have you ever taken a leadership course in the past? If so, 
Where and what were the topics and level (undergraduate, 
graduate, doctoral, continuing education) of material?
How long ago did you take this course?___________________

2.  Will the information be useful 
in your professional career?   __  Yes     __  No

Comments:
C. Facilities:
The physical facilities were 
conducive to learning. 1 2 3 4 5

D. Faculty/Teaching Methods:

Speaker _____________ [Insert name] 
(Team  Building)

     Very                              Very
Ineffective                     Effective

Speaker 
Comments

Expertise in 
topic area   1  2  3  4  5 

 

Appropriateness 
of teaching 
strategies   1  2  3  4  5
Ability to make 
points clear   1  2  3  4  5
Attitude toward 
learner   1  2  3  4  5
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 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:   _______________  

 Change Theory and Process 
 Pre-test (circle one) 

 Please circle T if the statement is True and F if the statement 
is False. 

 1. Everyone’s initial response to change is anger. 

 T F 

 2. Two requirements for effective individual change are willing-
ness and anxiety related to potential job loss. 

 T F 

 3. It is important for a leader to spend energy and time on all 
employees, especially those most resistant to change. 

 T F 

 4. Individual responses to change can progress from denial to 
resistance to exploration and then commitment. 

 T F 

 5. When individuals are in a resistant mode, it is important for 
the leader to continue to give them information and direction. 

 T F 

 6. During times of change, resilience is perceived as a negative 
attribute. 

 T F 

7. To lead change a leader must be passionate, have a vision, and 
accept stumbles, falls, and move forward.

 T F 

 Please circle the item that is not a characteristic. 

 8. Characteristics of change include all of the following EXCEPT: 

 a. Evokes multiple responses 
 b. It’s inevitable and ever-present 
 c. Slow paced and requires consensus 
 d. Can be disruptive, intrusive, and upsets status quo 
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 Linda A. Carrick 

 Change is inevitable; growth is optional. Change is a process of 
moving from one state or condition to another. Change is not a sin-
gle event, it is a process. There is planned and unplanned change. 
In today’s health care environment, employees are experiencing 
tremendous changes in practice, workfl ow, patient expectations, 
organizational strategies, and how teams work together. 

 Utilization of the process of change in practice allows nurses to 
integrate the American Association of Colleges of Nursing (AACN) 
core competency in their delivery of quality health care to older 
adults (AACN, 2000). For example, in order to meet the health 
care needs of older adults in long-term care, nurse leaders and 

Change Theory 
and Process 
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Ability refers to knowledge 
and skills necessary to adopt 
the new behavior. Willingness 
refers to attitudes and 
feelings one holds regarding 
the required or actual change.

managers constantly upgrade educational programs and services 
by integrating the infl ux of new knowledge and technical skill 
in each and every patient encounter. This allows for the delivery 
of state-of-the-science knowledge and evidence-based practice. 
Without such a change represented by integration of new knowl-
edge into practice, health care becomes outdated and stagnate and 
can lead to adverse health care outcomes. 

 In order to understand change as it relates to the health care 
organization, this chapter will address planned and unplanned 
change theorists, the processes of change, as well as leading and 
managing change. 

 Overview of Change 
 There are fi ve unique characteristics of change: (1) It is inevita-
ble and ever-present; (2) it is more rapid-paced than ever before; 
(3) it evokes multiple responses; (4) it offers excitement, opportu-
nity, and challenge; and (5) it can be disruptive and intrusive, and 
it upsets the status quo (Karp, 1996). Overall, we cannot control 
change, but we can control our responses to change. 

 Every individual change effort requires both the ability and the 
willingness to change to be successful.  Ability  refers to knowledge 
and skills necessary to adopt the new behavior.  Willingness  refers 
to attitudes and feelings one holds regarding the required or actual 
change. Often we assume staff is resisting change when in fact they 
may not have the ability or preparation necessary to implement 
the required change. For example, if there is a practice change re-
quired, but the staff seem resistant or unwilling to changing their 
practice, a confl ict exists. The fi rst step in resolving this confl ict is 
to explore if the staff has had the education and training necessary 
to change practice. If not, steps must be taken to increase the staff 
members’ ability to adopt the new behavior, for instance, by the 
educational process. If staff is observed to have acquired the tech-
nical skill following the educational seminar, but they continue to 

be resistant or unwilling to change their prac-
tice, then the confl ict may reside with issues 
related to their willingness to be part of the 
team. Typically, when one critically analyzes 
the situation by considering if it is a willing-
ness issue or an ability issue, solutions for 
change become evident. Let’s consider some 
of the major change theorists and their work. 
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 Change Theories /  Theorists 
 For the past 40 years, change theorists studied types of change, 
watched people change over time, and followed the leaders of 
change. Planned change theory dominated the 1950s, ’60s and ’70s. 
In planned change theory, there is a deliberate decision made to 
change. Planned change says that if you follow some modifi cation of 
the problem-solving process you can implement change and move 
forward, and you will get from point A to point B. To understand 
how this is applicable requires knowledge of the problem-solving 
process. In all, the problem-solving process includes four discrete 
stages: (1) Defi ne the problem; (2) develop strategies; (3) imple-
ment strategies; and (4) evaluate outcomes, and then begin again if 
necessary. Planned change is deliberate and usually affects a con-
fi ned group of people. According to this theory, it is recommended 
to have a change agent. The role of the change agent is to help 
people change, help them understand change is needed to get by, 
and help people get comfortable with the change anticipated. Use 
of a change agent facilitates the process of change. 

 Initially, change theorists focused on change as a planned pro-
cess. Kurt Lewin (1951) defi ned the planned 
change process as unfreezing, moving, and 
refreezing. According to Lewin, change oc-
curs based on driving forces and resisting 
forces and is exemplifi ed when the driving 
forces exceed the restraining forces (Yoder-
Wise, 1999). 

 In 1958, Lippitt, Watson, and Westley ex-
panded the work of Lewin (1951) to fi ve 
phases of change: (1) unfreezing, (2) creating 
a change relationship, (3) moving, (4) refreez-
ing, and (5) ending the change contract. Havelock   (1973) also ex-
panded these theories to create change by following a seven-step 
process: (1) build relationships, (2) gain acceptance, (3) diagnose 
the problem, (4) acquire needed resources, (5) choose a solution, 
(6) stabilization, and (7) self-renewal (Yoder-Wise, 1999). Planned 
change is good, but it has to be simple and doesn’t require a lot of 
buy in. In today’s health care environment, things are often not 
simple; therefore an organization may follow this seven-step ap-
proach and still not be able to reach sustainable change. 

 Rogers (1995) is the more contemporary planned change theo-
rist. He defi ned the process of change as awareness, interest, eval-
uation, trial, and then adoption of change. 

The role of the change agent 
is to help people change, help 
them understand change is 
needed to get by, and help 
people get comfortable with 
the change anticipated. Use of 
a change agent facilitates the 
process of change.
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 Taking all of the elements combined, planned change consti-

tutes these attributes/characteristics: 

Deliberately engineered with predetermined goals 
Linear process (directional and sequential) 
Occurs in groups, using change agent to lead 
 Alters ways of doing things in social systems using problem-
solving methods 
Effective for low-level complexity changes 

 Unplanned Change 
 Unplanned change is reactive to its environment. For example, I’m 
watching the environment, and I see an opportunity, and I make a 
change to follow the vision. 

 Characteristics of unplanned change include the following: 

 Change is a nonlinear process that is reactive to the 
environment. 
Change is dynamic, responsive, and fl exible. 
Change is effective with complex realities. 
 Change is based on shared values and vision (you have to 
be passionate). 
Change places an emphasis on relationships. 
Change requires information and communication. 

 A well-known unplanned change theorist is Peter Senge (1990). 
Senge believes in the learning organization, where you have sys-
tems thinking, personal mastery, mental models, building shared 
vision, and team learning. Maybe the most relevant in unplanned 
change theorist is McDaniel’s (1996) chaos theory. McDaniel be-
lieves organizations are open systems operating in complex, fast-
changing environments with order emerging through fl uctuation 
and chaos, but never the same form. McDaniel states that “health-

care organizations cannot control long term 
outcomes.” The challenge of the leaders in 
health care is to make sense of the chaos. 

 The value of change theory is to help us 
understand. It helps us develop an under-
standing of what is happening around us; it 
helps us compare similarities and differences 
of planned and unplanned change; it helps us 

McDaniel states that 
“healthcare organizations 
cannot control long term 
outcomes.” The challenge of 
the leaders in health care is to 
make sense of the chaos.



Change Theory and Process 101
decide whether to respond or lead change; and it helps us assess 
ways to lead change based on understanding how change occurs 
(bag of tricks). Realistically in daily life, we often use the concepts 
of both planned and unplanned change depending on what the 
desired change entails. 

 Responses to Change 
 People react to change in different ways. Examples of responses 
to change can be positive, negative, or neutral as illustrated by 
the statement, “What’s in it for me?” All in all, one cannot control 
change, but we can control our response to change. How we re-
spond to change is entirely up to us. We can decide to react posi-
tively or negatively to change introduced from external forces. We 
could also wait for others to tell us what is going on and whether it 
is safe to change. Another option is to decide to lead change. 

 When change is implemented individuals can go through four 
phases, beginning with denial, which can include anger, bargain-
ing, and a sense of loss (Tiffany & Lutjens, 1998). Resistance is 
the second phase, during which individuals experience confusion 
and hopelessness. If individuals are capable of moving out of the 
resistance phase, they can then move into exploration. During ex-
ploration individuals are open to a level of acceptance and ad-
justment. It is in this phase that the leader must reach out and 
encourage involvement and participation in the change process. 
The last phase is commitment, during which there is acceptance 
and a renewed sense of commitment. Moving people through each 
phase requires active participation from the leader. All people will 
not move through these phases at the same time. Therefore the 
leader must develop interventions to move individuals through 
the stages of change (Tiffany & Lutjens, 1998, Ch. 2). 

 Change is a process, and everyone goes through the process 
differently. Transition does not just happen. We all go through 
the stages of change, but our timelines are different based on our 
own personal experiences with change. Transformational  leaders 
must create a shared vision that provides direction, motivation, 
and commitment toward a common goal (Table 5.1). Communica-
tion is one of the most important components of change. Not com-
municating to employees during a major organizational change 
is a mistake. Communication should include the facts, be done 
face-to-face, and utilize frontline managers. It is important to 
communicate values through actions, not words. The leader must 
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5.1  Transition Process and What Leaders 
Should Do

Transition Phase: Leaders’ Response:

Denial Give information and empathize
Resistance Listen and communicate
Exploration Encourage and help people 

focus their energy
Commitment Validate, reward, celebrate

“walk the walk and talk the talk.” The nurse leader is responsi-
ble for establishing and communicating the vision. Usually it’s 
the chief nursing offi cer who passionately articulates the vision 
and demonstrates unwavering commitment. The nurse manag-
ers and  directors must be willing to embrace the vision and effec-
tively communicate the vision and strategies to the staff and other 
members of the health care team (Marley & Reck, 2006). Mid-level 
managers have the ability to strongly infl uence and support the 
staff during the change process.    

 The role of senior management is to 
communicate and empower the frontline 
supervisors with the information needed 
to promote a positive change. The litera-
ture supports that employees would rather 

receive information from their immediate supervisor than from 
senior management (Larkin & Larkin, 1996). Communication is 
perceived as more credible from someone they interact with on a 
regular basis and may trust. 

 As mentioned earlier,  ability  and  willingness  are needed for 
change. Resilience is also an important component. Resilience is 
the ability to readjust one’s expectations to the new reality. Resil-
ient people are able to stay focused, be fl exible, remain organized, 
engage in change, and see change as positive. A positive attitude 
and resilience are linked (Coutu, 2002). During times of change, 
it is important to take care of yourself; identify and use tools and 
techniques to help you transition. Table 5.2 illustrates ways of 
facilitating change. Overall, there are seven basic strategies that 

Communication is one of the most 
important components of change.
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make change easier for employees and persons in management. 
Adherence to these principles can help to facilitate the change 
process (Table 5.2). 

 In Johnson’s book  Who Moved My Cheese ? (1998), he identifi ed 
animated characters (mice and little people) and their responses 
to change—someone moved their cheese. This analogy allows us to 
look at our behavior as it relates to our reaction to change. Do we 
accept change and move into action, or do we wait and complain 
about the change and hope that it never occurs? Table 5.3 illus-
trates some of the reactions of the characters in the book.   

5.2  The Seven Interventions to Make the 
Change Process Easier

1.  Take time to understand what the change is about.
2.  Think before you react.
3.   Recognize what you can take with you to make the transition more 

comfortable.
4.  Explore the positive side of change.
5.  Find someone to talk to.
6.  Explore what is waiting in the new beginning.

7.  Use transitions as an impetus to learn and grow.

5.3  Characters and Their Reactions in 
Who Moved My Cheese? (Johnson, 1998) 

Character presented: Possible reactions:

SNIFF? Who can smell change in the air?
SCURRY? Who goes into action immediately?
HEM? Who does not want to change? 

“It’s not fair”
HAW? Who is startled by change, but 

then laughs at himself, changes, 
and moves forward?
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 Johnson asks the readers to think of a change they are involved 

in and assess what their reaction has been. He also identifi es ques-
tions we should ask as we are dealing with change: 

What are you holding on to? 
 What do you need to let go of if you want to succeed in a 
changing situation? 
 Can you change quickly enough to succeed in a rapidly 
changing world? 
What is keeping you from changing now? (Johnson, 1998) 

 To successfully initiate a change process, the nurse leader 
must have a vision that is consistent with the values and prin-
ciples of the organization. The leader must be passionate to gain 
support for a shared vision and also be committed to the long 
haul. When implementing a change, 30% of the staff will usually 
support the change, 50% will be undecided, and the other 20% will 
resist change. Leaders often make the mistake of focusing on the 
resisting 20% rather than focusing on infl uencing the 50% who are 
undecided. The leader will be more successful if they can gain 
support from 80% of the staff rather than dwelling on the resistors 
to change. 

 Conclusion 
 Whether you are leading change or participating in change, you 
must remember that it is a process, not an event. When approach-
ing change, leaders must be clear on the vision and make strategic 
choices regarding the speed of the effort, the amount of preplan-
ning, the involvement of others, and the methods of communicat-
ing. In long-term care, strategies that address change innovation 
need to be implemented within a context of limited resources or 
culture of change. Table 5.4 outlines some ways to apply change in 
relation to geriatric nurse competencies in long-term care. Failure 
is often associated with the lack of vision, undercommunicating 
the vision, and failure to remove obstacles to change. A success-
ful change takes time, communication, and involvement at all lev-
els of the organization. It is important to remember that although 
change may be diffi cult, during times of change we may fi nd our 
true direction.   



5.4
 Application of AACN’s Geriatric 
Competencies in Relation to Change Theory 
and Process in Long-Term Care

AACN Competency: Goals and critical questions to ask:

1. Critical Thinking Goals:  Recognize one’s own and others 
attitudes, values and expectations about 
aging and their impact on care of older adults 
and their families; adopt the concept of 
individualized care as the standard of practice 
with older adults.
Examples of some critical questions to ask:

A.  What are the health care organizations, 
your own, the providers and team 
members’ attitudes and beliefs about 
aging? If ageist stereotypes exist are 
individuals and/or teams able and willing 
to change and adopt positive attitudes 
about aging and care of older adults?

B.  Is the health care organization and its 
staff responsive, fl exible and reactive to 
the needs of the older adult and the 
environment? Does it place emphasis on 
shared values/vision?

2. Communication Goals: Communicate effectively, respectfully, 
and compassionately with older adults and 
their families; recognize the biopsychosocial, 
 functional and spiritual changes of old age.
Examples of some critical questions to ask:

A.  Is the health care organization, its staff and 
team leaders sensitive, knowledgeable 
and skilled in their communication to older 
adults and their families?  If not, are they 
willing and able to change in order to meet 
the needs of the older adult?

B.  Does the health care organization and its 
staff emphasize the importance of com-
munication and maintaining trustworthy 
relationships?

(Continued)
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5.4
 Application of AACN’s Geriatric 
Competencies in Relation to Change Theory 
and Process in Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask

3. Assessment Goals: Incorporate into daily practice 
valid and reliable tools to assess the 
biopsychosocial, functional and spiritual 
status of older adults; assess the living 
environment with special awareness 
of the biopsychosocial and functional 
changes common in old age; analyze the 
effectiveness of community resources in 
assisting older adults and their families 
to maintain independence; assess family 
knowledge of skills necessary to deliver care 
to older adult.
Examples of some critical questions to ask:

A.  Do health care organizations, its team leaders 
and members utilize assessment tools and 
techniques for history taking and or physical 
assessment that take into consideration age-
related changes, special considerations such 
as altered communication due to sensory 
impairment from associated comorbidities? 
If not, are they willing to adopt assessment 
tools that do?

4. Technical Skill Goals: Adapt technical skills to meet the 
functional, biopsychocosial and endurance 
capabilities of older adults; individualize 
care and prevent morbidity and mortality 
associated with the use of physical and 
chemical restraints in older adults.
A.  Are staff able and willing to incorporate in 

their practice use of practical assessment 
tools, techniques and skills that 
individualize the assessment of the older 
adult and /or family caregiver?

5.  Core Knowledge: 
Health Promotion, 
Risk Reduction, 
Disease Prevention

Goals: Prevent or reduce common risk factors 
that contribute to functional decline, impaired 
quality of life, excess disability in older adults; 
follow standards of care to recognize and report 
elder mistreatment; apply evidenced-based 
standards to reduce risk, screen, immunize 
and promote healthy lifestyles in older adults.

(Continued)
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(Continued)

AACN Competency: Goals and critical questions to ask

5.  Core Knowledge: 
Health Promotion, 
Risk Reduction, 
Disease Prevention
(Continued)

Examples of some critical questions to ask:
A.  Does the health care organization, its team 

leader or members utilize established 
national clinical guidelines for the assess-
ment, management of various conditions 
unique to care of older adults and those of 
various cultures (example for assessment 
of type 2 diabetes, elder mistreatment, 
injury prevention, urinary incontinence 
and polypharmacy)? If not, are they willing 
and able to change the protocol by utilizing 
these guidelines and documents?

B.  Does the health care organization, its team 
leader or members refer to Health People 
2010’s guidelines for the prevention and 
management of diseases and conditions 
effecting older adults? If not, are they 
willing and able to change the protocol and 
use this document?

6.  Core Knowledge:
Illness and Disease 
Management

Goals: Recognize and manage geriatric syn-
dromes common to older adults; recognize 
the complex interaction of acute and chronic 
comorbidities common to older adults.

Examples of some critical questions to ask:

A.  Does the team leader empower team 
members to acquire the necessary state of 
the science knowledge in illness manage-
ment and/or detection of important geriatric 
conditions? 

7.  Core Knowledge: 
Information and 
Health Care 
Technology

Goals: Use of technology to enhance older 
adults’ function, independence and safety; 
facilitate communication through transitions 
across and between various care settings.

Examples of some critical questions to ask:

A.  Does the team leader, its members utilize 
various technologies when working with
an  older clientele to improve sensory, 
communication or functional  impairment, 

5.4  

Application of AACN’s Geriatric 
Competencies in Relation to Change Theory 
and Process in Long-Term Care (Continued)
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AACN Competency: Goals and critical questions to ask:

7.  Core Knowledge: 
Information and 
Health Care 
Technology
(Continued)

such as eyeglasses, use of hearing aids, 
canes, walkers or use of wheelchair and 
other adaptive devices? If not, are they able 
and willing to change this practice at 
the institution?

8.  Core Knowledge: 
Ethics

Goals: Assist older adults, families and care-
givers to understand and balance ‘everyday’ 
autonomy and safety decisions; apply legal 
and ethical principles to the complex issues
that arise in care of older adults.
Examples of some critical questions to ask:

A.  In the health care organization or commu-
nity setting, are older adults empowered 
by staff to make their own decisions about 
health care? Are safety issues discussed 
openly with older adults and/or their family 
caregivers? 

B.  In the health care organization or commu-
nity setting, are older adults empowered 
by staff to maintain independence in daily 
living? To achieve optimal functioning? If 
not, are staff willing and able to make this 
change in the practice environment?

9.  Core Knowledge: 
Human Diversity

Goals: Appreciate the infl uence of attitudes, 
roles, language, culture, race, religion, 
gender and lifestyle on how families and 
assistive personnel provide long-term care to 
older adults.

Examples of some critical questions to ask:

A.  Does the health care facility recognize 
human diversity among the population 
served? If not, is the facility able and 
willing to make the necessary changes to 
do so?

(Continued)

5.4  

Application of AACN’s Geriatric 
Competencies in Relation to Change Theory 
and Process in Long-Term Care (Continued)
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AACN Competency: Goals and critical questions to ask:

10.  Core Knowledge: 
Global Health Care

Goals:  Evaluate differing international 
models of geriatric care.

Examples of some critical questions to ask:

A.  Does the older adult’s place of residence 
within long-term care recognize and or 
utilize  health care models of geriatric 
care? If not, are they able and willing to 
take the necessary steps to do so?

11.  Core Knowledge: 
Health Care 
Systems and 
Policy

Goals: Analyze the impact of an aging soci-
ety on the nation’s health care system; evalu-
ate the infl uence of payer systems on access, 
availability and affordability of health care.

Examples of some critical questions to ask:

A.  Are the health care services available to the 
older adult utilized? Are they affordable? 
Accessible? And are they appropriate for 
older adults of diverse cultures? If not, is 
the organization and/or its staff able and 
willing to take the necessary steps to make 
this change?

12.  Core Knowledge: 
Provider of Care

Goals: Recognize the benefi ts of inter-
disciplinary teams in care of older adults; 
evaluate the utility of complementary and 
integrative health practice on health 
promotion and symptom management.

Examples of some critical questions to ask:

A.  Does the health care organization, team 
leaders and health care providers 
recognize, utilize or explore use of 
complementary and integrative health care 
practices when caring for older adults

(Continued)

5.4  

Application of AACN’s Geriatric 
Competencies in Relation to Change Theory 
and Process in Long-Term Care (Continued)
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Note: Table developed by D. Gray-Miceli.
Source: American Association of Colleges of Nursing. The John A. Hartford Founda-
tion Institute for Geriatric Nursing. (2000). Older adults: Recommended baccalaure-
ate competencies and curricular guidelines for geriatric nursing care. Washington, 
DC: Author.

AACN Competency: Goals and critical questions to ask:

12.  Core Knowledge: 
Provider of Care 
(Continued)

of diverse cultures?  If not, are they able and 
willing to take the steps to make this neces-
sary change? 
Are structures, policy and resources avail-
able for health promotion activities such as 
screening and/or symptom management?

13.  Core Knowledge: 
Designer/Manager 
and Coordinator 
of Care

Goals: Facilitate older adults active participation 
in all aspects of their own healthcare. Involve, 
educate and include signifi cant others in 
implementing best practices for older adults; 
ensure quality of care commensurate with older 
adults vulnerability and frequency/intensity of 
care needs.

Critical questions to ask:

A.  Are there barriers infl uencing the older 
adults participation or education about 
health care activities? If so, how does the 
health care organization and/or its team 
assess and manage these barriers?

14.  Core Knowledge: 
Member of a 
Profession

Goals: Promote quality preventive and end- 
of-life care for older adults as essential, 
desirable, and integral components of 
nursing practice.

Critical questions to ask:

A.  A. What cultural values and beliefs 
exist for older adults facing end-of-life 
care decisions? Are these values and 
beliefs supported within the health care 
organization? Within the state or territory 
of care? in accordance to state health 
policy? If not, is the health care organization 
able and willing to take the steps to make 
this change in practice/policy?

5.4  

Application of AACN’s Geriatric 
Competencies in Relation to Change Theory 
and Process in Long-Term Care (Continued)
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 Your ID _______        RN _____ Non RN _____ 
 Today’s Date ____/____/____  Facility:   _______________  

 Change Theory and Process 
 Post-test (circle one) 

 Please circle T if the statement is True and F is the statement 
is False. 

 1. Everyone’s initial response to change is anger. 

 T F 

 2. Two requirements for effective individual change are willing-
ness and anxiety related to potential job loss. 

 T F 

 3. It is important for a leader to spend energy and time on all 
employees, especially those most resistant to change. 

 T F 

 4. Individual responses to change can progress from denial to 
resistance to exploration and then commitment. 

 T F 

 5. When individuals are in a resistant mode, it is important for 
the leader to continue to give them information and direction. 

 T F 

 6. During times of change, resilience is perceived as a negative 
attribute. 

 T F 

7. To lead change a leader must be passionate, have a vision, and 
accept stumbles, falls, and move forward.

 T F 

 Please circle the item that is not a characteristic. 

 8. Characteristics of change include all of the following EXCEPT: 

 a. Evokes multiple responses 
 b. It’s inevitable and ever-present 
 c. Slow paced and requires consensus 
 d. Can be disruptive, intrusive, and upsets status quo 
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   Participant Evaluation Form 
Change Theory and Process

 Today’s Date ____/____/____   Facility: ______________________ 

 Please circle the best response. 

  Example:  Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the importance of the change process in health care 
services. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  2.  Discuss the positive and negative human responses to change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  3.  Be more aware of the impact of change and your personal re-
sponse to change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  4.  Understand the role of the leader in facilitating change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  5.  Discuss the concepts of leadership and change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 
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   6.  Identify some of the barriers to implementing effective change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   7.  Understand the concept of resilience and its importance dur-
ing change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   8.  This program will help me work better with other staff. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 Overall, I rate: 

   9.  This program 

 Poor Fair Good Excellent 
 1 2 3 4 

  10.  The case scenario 

 Poor Fair Good Excellent not applicable 
 1 2 3 4   n/a 

 11. Speaker _____________ [insert name] 

 Poor Fair Good Excellent 
 1 2 3 4 

  12.  This program would be better if: 

  13.  What other leadership topics would be helpful to you in the 
future?         



II
Principles of 
Education
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  Your ID _______ RN _____ Non RN ______ 
 Today’s Date ____/____/____ Facility:  _______________  

 Developing Cultural Competence in Long-Term Care Nursing 
 Pre-test (circle one) 

 Please circle the  best  answer among the items listed below. 

 1. Culturally competent care is best defi ned as: 

 a.  The use of one’s personal experience to treat patients and 
staff. 

 b.  Using the institution’s cultural staff to meet the needs of 
the patients and other staff. 

 c.  Understanding another culture that is different from one’s 
own culture and using that knowledge to treat everyone 
else the same way. 

 d.  A set of skills, knowledge, and attitudes that respect the 
values of others when rendering care, even when it con-
fl icts with one’s own personal beliefs or values. 

 2. Health care organizations need to provide culturally compe-
tent care because: 

 a. It is documented in the Constitution of the United States. 
 b.  Many people cannot speak English or have limited profi -

ciency in English. 
 c.  Of changing demographics, reports of health disparities, 

current legislative protocols, and evidence of positive pa-
tient outcomes. 

 d.  Organizations will be able to receive more money from the 
government. 

 3. Cultural sensitivity is best described as: 

 a.  Being sensitive and respectful of the values and beliefs of 
others, which may or may not confl ict with one’s own val-
ues and beliefs. 

 b.  Knowing that cultural differences and similarities exist 
within and between groups without assigning value to the 
differences. 
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 c.  A process of changing one’s personal values to those of 
others. 

 d.  Trying to learn another language so one can help the 
patients. 

 4. What is the fi rst step to becoming a culturally competent health 
care provider? 

 a. Talking with someone from another culture all the time. 
 b. Self-appraisal of one’s own cultural values and beliefs. 
 c. Listening and learning languages other than English. 
 d.  Taking classes to learn all the possible cultures in the 

world. 

 5. Choose the fi ve strategies for bridging the cultural health gap, 
as outlined by Berlin and Fowkes. 

 a.  Assess, Explain, Evaluate, Implement, and Observe 
(AEEIO) 

 b. Explain, Negotiate, Decide, Overcome, and Sign (ENDOS) 
 c.  Listen, Explain, Acknowledge, Recommend, and Negotiate 

(LEARN) 
 d. Assess, Decide, Implement, Evaluate, and Report (ADIER) 

 6. Which one of the following would not be an effective strategy 
for cross-cultural communication? 

 a. Having respect for the values of others 
 b. Seeing differences in others as primarily weaknesses 
 c. Seeing differences as strengths rather than weaknesses 
 d.  Recognizing unfamiliar situations as interesting instead of 

annoying 

 7. Communication about health beliefs and practices of  residents/
patients requires that culturally competent providers: 

 a.  Discuss the meaning of health and illness, its etiology, and 
cultural-specifi c concerns. 

 b.  Provide opportunity for patients to describe their symp-
toms and approaches for coping with stressors. 

 c. Discuss the role of the family during sickness. 
 d. All of the above 
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 Match the following terms on the  left  to the correct defi nitions 
on the  right.  

 Term Defi nition 

  8.  Ethnicity  _____ A.  Belief that race is the primary 
determinant of human traits and 
capabilities and the inherent su-
periority of a particular race. 

  9.  Stereotype _ ____ B.  Intentional or unintentional ac-
tions against a group or indi-
viduals based on gender, racial 
groups, ethnicity, sexual orien-
tation, or education. 

 10.  Racism  _____ C.  Self-defi ned affi liation with a 
specifi c group or subgroup that 
shares common cultural heri-
tage due to history, customs, and 
language passed on from gen-
eration to generation. 

 11.  Discrimination  _____ D.  A fi xed picture or set mental 
image that is used to represent 
all people from a group. 

 12.  Cultural _____  E.  Familiarization with cultural 
       Knowledge      history, values, and belief sys-

tems of the members of another 
group. 
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 Changing demographics in a pluralistic society of multiethnic 
 racial groups is a daunting challenge for providers throughout the 
spectrum of health care delivery systems. In long-term care set-
tings, registered nurses in leadership positions are challenged to 
advance the agenda for the delivery of culturally competent health 
care. The comprehensive report of the Institute of Medicine (2003) 
clearly documented that unequal treatment in health care persists 
for racial and ethnic minorities. The U.S. Department of Health 
and Human Services (2001) has outlined the national standards 
for the delivery of the Culturally and Linguistically Appropriate 
Services (CLAS). The notion of the word  competence  implies the 
ability to function effectively. Thus, cultural competence does not 
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occur in isolation or just within the context of the provider–patient 
clinical encounter. It involves the vision of the leadership group, 
organizational commitment, and defi nitive strategies to eliminate 
systemic barriers in health care delivery for multicultural vulner-
able patients. When professional nurses and support staff, such 

as LPNs and certifi ed nursing assistants 
(CNAs) or direct care workers, begin the 
process of developing greater sensitivity, 
knowledge, and skill about the dimensions 
of cultural diversity in their patient pop-
ulations, it is anticipated that these pro-
viders are more likely to respond in an 
appropriate manner during the clinical 
scenario thereby bridging the provider–
patient cultural gap. 

 Purpose 
 The purpose of this chapter is to provide a framework for cul-
tural competence education for professional nurses who work in 
long-term care facilities. It is anticipated that these individuals in 
leadership positions will develop the requisite cultural sensitivity, 
knowledge, and skills to disseminate this information to other RNs, 
LPNs, CNAs, and those providing care in extended care settings. 
By the end of this module these nurses should be better able to: 

     Describe the characteristics of cultural competence in 
nursing, 
   Outline evidence of the need for delivery of culturally com-
petent care health, 
   Identify strategies for facilitating cross-cultural communi-
cation with patients and families, 
   Identify tools to support the delivery of culturally compe-
tent health care services, and 
   Apply the principles of cultural competence with analyses 
of case scenarios in long-term care. 

 What Is Cultural Competence in Nursing? 
 The expert panel of the American Academy of Nursing defi nes 
cultural competence as “having the knowledge, understanding and 

 . . . cultural competence does not 
occur in isolation or just within 
the context of the provider–patient 
clinical encounter. It involves the 
vision of the leadership group, 
organizational commitment, and 
defi nitive strategies to eliminate 
systemic barriers in health care 
delivery for multicultural vulnerable 
patients.
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skills about a diverse cultural group that allows the health care 
provider to provide culturally acceptable care” (Giger et al., 2007, 
p. 100). Theorists and clinicians describing this phenomenon fully 
recognize that cultural competence is a multidimensional construct 
consisting of cultural awareness, knowledge, and skill acquisition 
(Campinha-Bacote, 2002; Giger & Davidhizar, 2004; Leininger, 
2002; Purnell, 2002; Spector, 2004). For the providers, cultural com-
petence is not an end point or single event but a developmental 
process of becoming (Campinha-Bacote, 2002). There are various 
defi nitions for cultural competence in the relevant literature, even 
though none has been accepted as the “gold standard” defi nition. 
Some common themes evident in most defi nitions include: 

  Assessing and understanding one’s own cultural values and 
beliefs. In other words,  provider’s self-refl ection.  
  Acknowledging and respecting the patient’s culture, value 
systems, beliefs, and behavioral standards. In other words, 
 respect  for the patients different cultures. 
  Recognizing that cultural difference is not synonymous with 
cultural inferiority but rather identifying with cultural dif-
ference as a relationship between two cultural perspectives. 
In other words,  awareness  of the existence of diverse cultures 
and value systems. 
  A willingness to learn about other cultures including the 
patient’s culture. In other words, practice of  humility and the 
craving for knowledge about different cultures.  
  Adapting optimal health care delivery services to an accept-
able cultural framework. In other words, utilizing  skill  to 
successfully navigate through the different patient cultures 
resulting in optimal outcomes. 

 In the simplest terms, cultural competence can be defi ned as 
the ability of the nurse or health care provider to deliver health 
care services using a framework that is congruent with the patient’s 
cultural health beliefs. During the clinical encounter, cultural com-
petence can be achieved by the provider’s ability to create an envi-
ronment where the patient will be comfortable in sharing important 
information about cultural health beliefs. In the long run, the pro-
vider will be able to present appropriate care planning and inter-
ventions, ultimately improving adherence to treatment and health 
outcomes. It is left for the provider to understand the unique needs 
of the patient and provide care congruent with the patient health 
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beliefs. Research and expert reports in-
dicate that patients are more likely to 
adhere to a provider’s plan of care when 
the care is congruent with the patient’s 
cultural health beliefs and patient input 
is included when designing the plan of 
care (Betancourt, Green, & Carrillo, 2002; 
Campinha-Bacote, Betancourt, Carrillo, & 
Green, 1999; Di Clemente & Wingwood, 

1995; Ngo-Metzger, Telfair, & Sorkin, 2006). 
 It would be naïve to assume that culturally competent care 

can be achieved once a provider is willing and has acquired the 
knowledge and skill necessary to deliver culturally competent 
care. Variables that affect patient outcomes expand beyond just 
the provider’s willingness, knowledge, and skill. Organizational 
structures, leadership, and the environment where the provider 
practices all have a major role in ensuring that patients receive 
culturally competent care. Organizations that recognize, embrace, 
and value the importance of culturally competent health care ser-
vices set the stage for their clinicians to deliver care that is cul-
turally appropriate. Structures, policies, procedure arrangements, 
and resources to support the practice of culturally competent care 
must be in place to sustain appropriate clinician practice. There-
fore, it is no wonder that one of the most widely used and ap-
plicable defi nitions of cultural competence includes the role of 
the health care organization. The HHS Offi ce of Minority Health 
(OMH) Web site defi nes cultural competency as: 

 Cultural and linguistic competence is a set of congruent be-
haviors, attitudes, and policies that come together in a system, 
agency, or among professionals that enables effective work in 
cross-cultural situations. “Culture” refers to integrated patterns 
of human behavior that include the language, thoughts, com-
munications, actions, customs, beliefs, values, and institutions of 
racial, ethnic, religious, or social groups. “Competence” implies 
having the capacity to function effectively as an individual and 
an organization within the context of the cultural beliefs, be-
haviors, and needs presented by consumers and their commu-
nities. (U.S. Department of Health and Human Services, n.d.) 

 This defi nition has been adopted by the HHS and OMH in 
launching the Cultural and Linguistic Appropriate Services (CLAS) 
standards in March 2001 (U.S. Department of Health and Human 

During the clinical encounter, 
cultural competence can be 
achieved by the provider’s ability 
to create an environment where 
the patient will be comfortable 
in sharing important information 
about cultural health beliefs.
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Services, 2001). Adoption of a culturally competent approach fur-
ther allows professional nurses to deliver all of the essential core 
competencies for providing high-quality care to older adults and 
their families outlined by the American Association of Colleges of 
Nursing (AACN). 

 Need for Delivery of Culturally 
Competent Care 
 Changing Demographics in America 
 As the U.S. demographics continues to change, with ethnic minor-
ity populations growing at rates surpassing the rest of the popu-
lation, cultural competence has become an essential tool for all 
clinicians, specifi cally nurses, who are the single largest providers 
of health care services. As such, professional nurses provide con-
tinuous care to older adult patients 24 hours daily. In this practice 
setting, it is fi tting and appropriate that culturally competent care 
be delivered by professional nurses to their patients. According to 
the U.S. Census Bureau, by 2050, the U.S. population distribution 
will be as follows: White, 52.5%; Hispanic, 22.5%; African Ameri-
can, 14.4%; Asian/Pacifi c Islander, 9.7%; and Native American, 0.9% 
(U.S. Census Bureau, 2000). This data shows that current minority 
groups increase in size and will become the majority in the near 
future. Of note, strong evidence exists about the long-standing dis-
parities that exist against racial and ethnic minorities. 

 Evidence of Disparities in Health Care 
 The Institute of Medicine (IOM) reports  Unequal Treatment: Con-
fronting Racial and Ethnic   Disparities in Health Care  (2003), which 
also appears in  Crossing the Quality Chasm: A New Health Sys-
tem for the 21st Century  (Institute of Medicine, 2001), illustrates 
the issue of lower quality of care experienced mainly by minority 
patients across a wide range of conditions, even after adjusting 
for health insurance coverage and socioeconomic status. In this 
report, the defi nition of disparity, either health status disparity or 
health care disparity, is further explicated. 

 Health status disparities occur when different racial groups suf-
fer disproportionately from a number of health issues because of 
genetic and society reasons. For instance, African Americans are 
more prone to suffer disproportionately from obesity than their 
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White counterparts, and Caucasians are 
more likely to suffer illnesses such as cys-
tic fi brosis. Health care disparities, on the 
other hand, are defi ned as “racial or ethnic 
differences in the quality of health care 
that are not due to access-related factors 
or clinical needs, preferences, and appro-
priateness of intervention” (Institute of 
Medicine, 2003, pp. 3–4). Health care dis-

parities, in a simple language, mean some people get better treat-
ment than others just because of their racial or ethnic background. 

 An unimaginable crisis awaits the health care delivery system 
if appropriate attention is not directed to eliminating the current 
health care disparities. According to the U.S. Department of Com-
merce, Minority Business Development Agency (1999), the U.S. 
population is projected to increase from 263 million in 1995 to 394 
million by 2050. With racially and ethnically diverse populations 
accounting for 90% of the growth, one can only imagine the eco-
nomic and human loss to society if health care disparities continue 
in the health care system. 

 Burden of Disparities in Health Care 
 Health care disparities are burdensome and costly to both indi-
viduals and society in general. Even though the economic implica-
tions of disparities are yet to be quantifi ed, the cost of providing 
health care will be greatly infl uenced by the effectiveness of care 
that growing minority populations receive. 

 Factors contributing to health disparities are complex: compris-
ing societal factors, environmental factors, and structural factors, 
including the lack of knowledge and skill on the part of the clini-
cian in providing culturally appropriate care. In their research, Be-
tancourt, Green, and Carrillo (2002) reported three levels of social 
cultural barriers that signifi cantly contribute to racial and ethnic 
disparities. The following paragraphs discuss in detail each type of 
barrier that exists at the various levels: organizational, structural, 
and clinical. 

  Organizational Barriers.  The availability and acceptability of 
health care services for racial and ethnic minorities correlates with 
the degree to which health care leadership and workforce refl ect 

Health care disparities, on the 
other hand, are defi ned as “racial 
or ethnic differences in the quality 
of health care that are not due 
to access-related factors or 
clinical needs, preferences, and 
appropriateness of intervention.”
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the racial composition of the general population. In other words, 
the health care workforce should refl ect a microcosm of the gen-
eral population. Currently, the U.S. health care workforce does not 
mirror the patient population served. As an example, according 
to the U.S. Census Bureau (2005), minorities represent 33% of the 
U.S. population, yet African Americans comprise only 4.2% of the 
RN population, Hispanic/Latinos only 1.7%, and Asians only 3.1% 
(U.S. Department of Health and Human Services, 2004). This evi-
dence illustrates one of the organizational barriers contributing to 
health care disparities in the workplace. 

    Structural Barriers.    Vulnerable populations, such as the ethnic 
populations, and economically disadvantaged populations suf-
fer in an environment where economic forces alone may domi-
nate health care delivery. Examples of such are lack of health care 
insurance for any reason, or lack of interpreters for limited En-
glish profi ciency patients. Additionally, navigating the bureaucratic 
intake and referral process for patients with limited English is a 
challenge that also contributes to health care disparities. 

   Clinical Barriers.   Effective communication between the pro-
vider and patient is critical for the delivery of safe effective health 
care services. A clinical barrier occurs when sociocultural differ-
ences exist between the provider and the patient. If these differ-
ences are not fully explored or understood, or when there is a 
communication gap due to language difference, ineffective com-
munication occurs. Further, clinical practices solely based on the 
provider’s illness explanatory model, in addition to unconscious 
stereotypes or bias, can lead to less than optimal health outcomes 
(Cooper & Powe, 2004; Institute of Medicine, 2003, 2004; Klein-
man, Eisenberg, & Good, 1978; Leah, Jacobs, Chen, & Sunita, 2007; 
Wynia & Matiasek, 2006). 

 Solutions to Minimize the Effects of Barriers 
That Exist in Health Care 
 Culturally competent health care services have been identifi ed as 
one of the major strategies to eliminate health care disparities. This 
is a promising solution whose origin is refl ected in various nursing 
position statements and recommendations by the AACN for core 
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competencies in geriatric health care. According to Anderson and 
colleagues, “When clients do not understand what their  healthcare 
providers are telling them, and providers either do not speak the 
client’s language or are insensitive to cultural differences, the qual-
ity of health care can be compromised” (2003, p. 1). 

  The American Nurses Association (ANA) position statement 
on cultural diversity in nursing practice underscores the impor-
tance of cultural competence in health care delivery with this po-
sition statement: 

 Knowledge of cultural diversity is vital at all levels of nursing 
practice. Ethnocentric approaches to nursing practice are inef-
fective in meeting health and nursing needs of diverse cultural 
groups of clients. Knowledge about cultures and their impact on 
interactions with health care is essential for nurses, whether they 
are practicing in a clinical setting, education, research or admin-

istration. Cultural diversity addresses ra-
cial and ethnic differences, however, these 
concepts or features of the human experi-
ence are not synonymous. The changing 
demographics of the nation as refl ected in 
the 1990 census will increase the cultural 
diversity of the U.S. population by the year 
2000, and what have therefore been called 
minority groups will, on the whole consti-
tute a national majority. (ANA, 1991) 

 Imperatives for Better Health Outcomes: 
Excellence and Cost of Care 
 Cultural competence is an essential ingredient in quality health 
care. Providers’ cultural competence has been closely linked to 
better health outcomes, higher quality of health care services, in-
creased access to health care services, and more satisfi ed health 
care consumers. In their analysis of evidence-based research 
studies, Goode, Dunne, and Bronheim (2006) reported three stud-
ies that used comparison or control groups utilizing patient educa-
tion approaches designed with and for the intended audience and 
consistent with the audience’s values, beliefs, and preferred ways 
of getting information. These studies demonstrated signifi cantly 

According to Anderson and 
colleagues, “When clients do not 
understand what their healthcare 
providers are telling them, and 
providers either do not speak the 
client’s language or are insensitive 
to cultural differences, the quality of 
health care can be compromised” 
(2003, p. 1).
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increased behavior changes compared with either no  intervention 
or interventions that were not culturally competent (Goode, 
Dunne, & Bronheim, 2006). Additionally, in the same report, three 
other studies that had pre- and post-intervention data on the ef-
fects of culturally competent interventions reported signifi cantly 
improved outcomes in terms of physiologic measures associated 
with better long-term outcomes in diabetes. 

 The culturally competent clinician is also more satisfi ed with 
their job and able to work more effi ciently and effectively in cross-
cultural situations. Health care organizations have never been chal-
lenged to increase their market share until fairly recently. In an era 
of capitation, technology, enhanced consumerism, and outcome-
based payor systems, health care organizations are now challenged 
to attract and gain loyalty of patients as well as health care profes-
sionals. Older adult consumers “shop” for health care services just 
as they do for other services. As recipients of health care, older 
adult patients are more likely to return for care or refer other peers 
to the health care organization where they received satisfactory 
health care services. Health care organizations can also leverage 
their market share (patient volume), clinicians’ level of expertise, 
and the “organizational cultural competence” in negotiating pay-
ments by third-party insurance providers. There is evidence that 
culturally competent clinicians are less likely to be litigated, a fact 
that appeals to third-party insurance providers and organizations. 
Some studies indicate that the patients of physicians who are 
frequently sued had the most complaints about communication 
(Levinson, Roter, Mullooly, Dull, & Frankel, 1997; Virshup, Oppen-
berg, & Coleman, 1999). Furthermore, mandates exist for health 
care organizations and health care providers to communicate with 
limited English profi ciency patients and non-English speaking 
patients in the patient primary language CLAS (U.S. Department 
of Health and Human Services, 2001). The Language Assess Ser-
vices (LAS), the second theme of the three themes of the CLAS 
standards, mandates organizations and 
providers to communicate with patients 
in their primary language. Those provid-
ers and organizations who fail to comply 
with these mandates are at greater risk 
for litigation in addition to losing federal 
funding. These are strong incentives for 
change in current practice patterns. 

As recipients of health care, older 
adult patients are more likely to 
return for care or refer other peers 
to the health care organization 
where they received satisfactory 
health care services.
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 Legislative, Regulatory, and Accrediting Imperatives 
 Different regulatory legislatives and creditor imperatives serve as 
incentives to encourage and empower health care organizations 
and providers to provide cultural competence services to their in-
creasingly diverse patient population. The bullet points highlight 
some of these imperatives: 

  Title VI of the Civil Rights Act of 1964 legislation mandates 
“no person in the United States shall, on ground of race, 
color, or national origin, be excluded from participation in, 
be denied the benefi ts of, or be subjected to discrimination 
under any program or activity receiving federal fi nancial 
assistance.” 

    The Joint Commission of Accreditation of Healthcare Orga-
nizations (JCAHO) necessitates health care organizations to 
demonstrate practices that incorporate the patients’ culture 
into their plan of care. 
  The American Nurses Credentialing Center (ANCC) re-
quires that health care organizations recognize and respect 
the cultural values of their patients and workforce in order 
to obtain magnet status. 

 Above and beyond the economic and legal rationales, cultur-
ally competent health care service is the right thing to do from 
an ethical perspective. Patients interface with clinicians at a time 
of potential vulnerability and clinicians must focus on the ways 
that patients can be in the best position to respond to care and 
treatment. Culturally competent care creates the context in which 
vulnerabilites due to language or cultural differences can be mini-
mized for the benefi t of the patient (Meleis, 2005). 

 Provider Strategies for Providing Culturally 
Competent Care 
 Conceptual Models as Framework for Cultural 
Competence Practice 
 Different theories, models, and frameworks exist to guide clini-
cians and organizations to facilitate the practice of and delivery 
of culturally competent health care services.  Although we will pri-
marily discuss Campinha-Bacote’s Process of Cultural  Competence 
in this chapter, Table 6.1 briefl y discusses some of the other mod-
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Model Brief Description of the Model

Purnell, L. 
(2002)

Larry Purnell presents his model of cultural com-
petence as an organizing framework for guiding 
cultural competence development among multi-
disciplinary health care professionals. He reported 
that a culturally competent health care provider 
develops awareness of their existence, sensations, 
and environment without letting these factors have 
an undue effect on the care that is provided (Pur-
nell, 2002). The model challenges health care profes-
sionals to continuously “raise awareness” through 
consciousness. Increasing one’s consciousness 
of cultural diversity improves the possibilities for 
providers to provide culturally competent care. The 
model identifi ed four stages in the continuum of 
cultural competence, and that the provider’s level 
of awareness or consciousness regarding interac-
tions with diverse cultural groups determines what 
stage that provider can function at as well as the 
level of competence. The four stages are not con-
cretely linear because providers may be at any of 
the stages in any clinical encounter. He claims that 
providers are always in the process for “becoming” 
culturally competent because the process is not 
necessarily linear nor an endpoint. Providers pro-
gress from unconscious incompetence to uncon-
scious competence. Following are the four Purnell 
stages of cultural competence: 

els and framework guiding clinicians in delivering culturally ap-
propriate care. Campinha-Bacote’s model (2002) titled  The Pro-
cess of Cultural Competence in the Delivery of Healthcare Services  
provides an excellent framework for clinical practice. It views cul-
tural competence as an ongoing process in which the health care 
professionals continuously strive to achieve the ability to work 
effectively within the cultural context of the client, individual, 
family, and community. This model requires health care profes-
sionals to see themselves as  becoming  culturally competent rather 
than  being  culturally competent.   

6.1 Examples of Cultural Competence Models

(Continued)



Model Brief Description of the Model

Unconsciously Incompetent: This is the stage 
where the provider lacks knowledge and aware-
ness of the differences that exist in value and cul-
tures between themselves and the patient due to 
ethnocentric beliefs. Ethnocentric beliefs force pro-
viders to use their knowledge and culture as the 
standard for treating their patients. The provider 
may be thinking that they are doing the right thing 
to help the patient, because they are providing the 
best possible care. Even though the clinician is 
making the best biomedical decision possible for 
the patient’s situation, the intervention or choice 
of treatment may disgust the patient because it is 
out of line with the patient’s cultural health beliefs, 
which may lead to no adherence. Culture is largely
unconscious and has powerful infl uences on 
health and illness. Health care providers must 
recognize, respect, and integrate clients’ cultural 
beliefs and practices into health care planning and 
interventions. Thus, the provider must be cultur-
ally aware, culturally sensitive, and have some 
degree of cultural competence to be effective.

Consciously Incompetent: Conscious incompetence 
is being aware that one is lacking knowledge about 
another culture; the provider understands and 
knows that the patient culture plays a major role in 
whether the patient follows through with planned 
intervention. At this level, the providers just do not 
know how to assess the patient’s cultural values or 
plan appropriate culturally competent interventions.

Consciously Competent: Conscious competence 
occurs when the provider has acquired some 
knowledge and skills about caring for patients  
from different cultures. The provider uses gener-
alization as the beginning point of assessment, 
verifying the patient’s unique culture, and provid-
ing culturally specifi c intervention. This is the point 
where the clinician is cautious and does the best 
to provide care that is congruent with the patient’s 
cultural values. The provider sometimes may feel

6.1  Examples of Cultural Competence Models 
 

(Continued)
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Model Brief Description of the Model

Leininger, 
M. (2002)

the need to say the right thing. Please note that 
politically correct statements without honest com-
mitments to the principles of cultural competence 
are NOT synonymous with competence. 

Unconsciously Competent: Unconscious compe-
tence occurs when the provider is able to auto-
matically provide culturally competent care to 
clients of diverse cultures. Unconscious compe-
tence is diffi cult to accomplish and potentially 
dangerous because individual differences exist 
within specifi c cultural groups, and there are more 
variations within a group than across groups. 
Providers cannot assume that because they come 
from the same ethnic background as a client, that 
they and the patient share similar cultural values.

Leininger’s Sunrise Model suggests the world-
view and social structure of the client are impor-
tant areas to explore using the following seven 
dimensions:

(1) Cultural values and life-ways; (2) Religious, 
philosophical, and spiritual beliefs; (3) Economic 
factors; (4) Educational factors; (5) Technological 
factors; (6) Kinship and social ties; and (7)  Political 
and legal factors. Leininger informed that the 
Western medical model fails to explore cultural 
patterns of illness, and request health care pro-
fessionals to develop the skills, knowledge, and 
patience to explore and validate what the patient 
cultural health care values and beliefs. Information 
obtained about each of the dimensions can guide 
plan of treatment and interventions. The Sunrise 
Model advised providers to base their intervention 
on information gathered from the assessment. 
Suggesting that this guidance can occur in a 
variety of ways: cultural care preservation and/or 
maintenance, cultural care accommodation and/or 
negotiation, and cultural care repatterning and/or 
restructuring. She declares that the Sunrise Model 
for assessing patients can provide comprehensive 
information for providing culturally sensitive care.
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Model Brief Description of the Model

Giger & 
Davidhizar 
(2004)

Giger and Davidhizar present a transcultural as-
sessment model to assist health care profession-
als in assessing patients from diverse cultures 
that focuses on six factors: 

(1) Communication, (2) Space, (3) Time, (4) Social 
organization, (5) Environmental control, and
(6) Biological variations.

Giger and Davidhizar asserts that health care 
professionals should receive training on how to 
use these factors to assess the health beliefs and 
practices because health care values and beliefs 
may impact on how an individual responds to 
follow-through with treatment plans and 
 education. Appropriate use of the model is be-
lieved to have the capability of helping health care 
professionals provide culturally competent care.

Cross, 
Bazron, 
Dennis, & 
Isaccs 
(1989)

Cross, et al. offer a theoretical approach in which 
cultural competence is seen as a process or 
continuum whereby an individual’s view of other 
cultures is along a six-level continuum, from de-
structive to profi cient. Cross, et al. also identifi ed 
conditions that must be in place for individuals 
to progress along the six possible points on this 
 continuum: 

(1) Cultural destructiveness, (2) Cultural incapacity, 
(3) Cultural blindness, (4) Cultural pre-competence, 
(5) Cultural competence, and (6) Cultural profi -
ciency. The conditions that must exist in order 
for professionals to move along this continuum 
are: Valuing diversity, understanding one’s own 
culture, consciousness of the dynamics that occur 
when cultures interact, internalizing cultural 
knowledge, and developing adaptations to diver-
sity. According to Cross, et al., each of the condi-
tions must function at every level of the health 
care system in order for that system to provide 
culturally competent care.

6.1  Examples of Cultural Competence Models 
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 Assumptions of Campinha-Bacote Model of 
Cultural Competence 
 Dr. Campinha-Bacote identifi ed the following as fundamentals 
that can serve to guide clinicians in the delivery of culturally com-
petent care: 

  Cultural competence is a process, not an event; a journey, 
not a destination; dynamic, not static; and involves the para-
dox of knowing. 
  Cultural competence is an essential component in providing 
effective and culturally responsive nursing care to all clients. 
  All encounters are cultural encounters. 
  There is more variation within cultural groups than across 
cultural groups. 
  There is a direct relationship between health care profes-
sionals’   level of cultural competence and their ability to 
provide culturally responsive health care services. 
  The process of cultural competence consists of fi ve inter-
related constructs: cultural desire, cultural awareness, cul-
tural knowledge, cultural skill, and cultural encounters. The 
key pivotal construct is cultural desire. 

 The following paragraphs further discuss each of these constructs 
in detail: 

  Cultural Desire:  Cultural desire is defi ned as the motivation of the 
health care provider to “want to, rather than have to, engage in the 
process of becoming culturally aware, culturally  knowledgeable, cul-
turally skillful, and familiar with cultural encounters” (Campinha-
Bacote, 2002, p. 182). The motivation is genuine and authentic with 
no hidden agendas because the goal is not to offer comments that 
are politically correct; rather it refl ects the provider’s inner experi-
ences, thoughts, and willingness to care in a culturally competent 
manner. 

  Cultural Awareness:  Cultural awareness is the self-examination and 
in-depth exploration of one’s own cultural background (Campinha-
Bacote, 2002, p. 182). It is the conscious cognitive and emotional pro-
cess of getting to know yourself: your personality, your values, your 
beliefs, your professional knowledge standards, your ethics, and the 
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impact of these factors on the various roles 
played when interacting with individuals 
who are different from yourself. The  ability 
to understand one’s self sets the stage for 
integrating new knowledge related to cul-
tural differences into the professional’s 
knowledge base and perceptions of health 
interventions. Even then, traces of ethno-
centrism may unconsciously pervade one’s 
attitudes and behavior. 

  Cultural Knowledge:  Cultural knowledge “is the process of seeking 
and obtaining a sound educational foundation about diverse cultural 
and ethnic groups” (Campinha-Bacote, 2002, p. 182). Lavizzo-Mourey 
and Mackenzie (1996) suggest that health care professionals must 
focus on the integration of three specifi c issues in obtaining cul-
tural knowledge: (1) health-related beliefs, practices and cultural 
values; (2) disease incidence and prevalence; and (3) treatment ef-
fi cacy. It is unrealistic to expect health care providers to have in-
depth knowledge of all cultures, but it is realistic to expect a broad 
perspective. It is possible to have a broad understanding of the 
patient’s unique cultural beliefs and values and adjust your be-
havior accordingly. Acquiring cultural knowledge encompasses 
the understanding that behaviors and responses may be viewed 
by different cultures in many ways. Examples of such are: inter-
pretation of illness, death rituals, role of family in care, effective-
ness and values of different types of interventions, and religious 
beliefs. Additionally, providers can enhance their skill in providing 
culturally competent care through their understanding of cultural 
bound illnesses or syndromes to help maintain diagnostic clarity. 
Leff   (1981) defi nes  cultural bound syndrome  as features of an ill-

ness that vary from culture to culture. For 
example, Suto (fright) and Mal ojo (evil 
eye) are cultural bound syndromes noted 
in the Hispanic / Latino population of how 
specifi c cultural groups respond to cer-
tain medication due to genetic mappings. 

  Cultural Skill:  According to Campinha-
Bacote (2002, p. 182), cultural skill “is the 

The ability to understand one’s 
self sets the stage for integrating 
new knowledge related to cultural 
differences into the professional’s 
knowledge base and perceptions 
of health interventions. Even 
then, traces of ethnocentrism 
may unconsciously pervade one’s 
attitudes and behavior.

Additionally, providers can enhance 
their skill in providing culturally 
competent care through their 
understanding of cultural bound 
illnesses or syndromes to help 
maintain diagnostic clarity. Leff 
(1981) defi nes cultural bound syndrome as 
features of an illness that vary from 
culture to culture.
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ability to collect relevant cultural data regarding the clients’ pre-
senting problem as well as accurately perform a culturally based 
physical assessment.” Dr. Campinha-Bacote (2002) discussed an 
integrated model of conducting cultural assessments. She asked 
clinicians to: 

   Review several cultural assessment tools. 
   Consider the provider’s discipline or practice area in con-
ducting the assessment. 
   Consider personal assets and liabilities as an interviewer. 
   Incorporate selected questions from specifi c cultural as-
sessment tools to augment the provider’s skills in obtaining 
cultural relevant data. 

 Some of the assessment tools that can be used to enhance cli-
nicians’ skills in collecting cultural relevant data are further dis-
cussed in the “Clinical Guidelines for Obtaining a Cultural Specifi c 
History” section of this chapter. 

  Cultural Encounter:  Cultural encounter “is the process that en-
courages the health care provider to directly engage in cross-
cultural interactions with clients from culturally diverse back-
grounds” (Campinha-Bacote, 2002, p. 182).  Dr. Campinha asserts that 
every encounter is cross cultural, and she encourages health care 
professionals to interact with patients from diverse cultures because 
these experiences will expose them to diverse cultural belief sys-
tems and increase their understanding and confi dence in planning 
care intervention. 

 Campinha-Bacote (2002, p. 181) model assumptions are: 

 1. Cultural competence is a process, not an event. 
 2.   Cultural competence consists of fi ve constructs: cultural aware-

ness, cultural knowledge, cultural skill, cultural encounters, and 
cultural desire. 

 3.  There is more variation within ethnic groups than across ethnic 
groups (intra-ethnic variation). 

 4.  There is a direct relationship between the level of competence 
of health care providers and their ability to provide culturally 
responsive health care services. 

 5.  Cultural competence is an essential component in rendering ef-
fective and culturally responsive services to culturally and eth-
nically diverse clients. 
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 In her model, Dr. Campinha-Bacote (2002) emphasizes the impor-
tance of seeing cultural competence as a journey in which the clini-
cian is always in the process of becoming culturally competent and 
never reaching a destination. This is because of the very dynamic 
nature of culture as well as the many variables that exist about cul-
tures. No two individuals will exhibit the same culture at all times. 

 Clinical Guidelines for Obtaining a Cultural Specifi c History 
 Berlin and Fowkes (1983) utilize the mnemonic LEARN as a guide 
to clinicians in appropriately assessing patients to deliver cultur-
ally competent health care services. They suggest using a mne-
monic can help the clinician understand the patent illness model 
of explanation as well as support them in designing appropriate 
intervention. Table 6.2 highlights each letter of the mnemonic and 
what it means in the processes.   

 The RESPECT mnemonic was developed by the Boston Uni-
versity Residence Program in Internal Medicine, Diversity Cur-
riculum Task Force, but it was published by Bigby (2003), who 
describes how clinicians can reach out to provide culturally compe-
tent care to their patients. Details of this mnemonic are explained 
in Table 6.3.   

 Tools to Support Culturally Competent Health Care Services 
 Health care professionals can equip themselves with the following 
recommendations as tools to help them provide culturally compe-
tent services to diverse consumers of health care services. 

 Clinicians should strive to understand how residents, espe-
cially older adults: 

  Defi ne life processes; 
  Defi ne health, illness, and its etiology; 
  Maintain wellness; 
  Defi ne pain, get motivated, and cope; 
  Make health care decisions; and 
  Defi ne respect. 

 Clinicians should also strive to: 

  Acquire knowledge about and understand other cultures, 
  See unfamiliar situations as interesting instead of annoying, 



6.2    The LEARN Mnemonic

The LEARN 
Mnemonic Description of Use

“L” The “L” portion of the mnemonic stands for “Listen,” with sympathy and understand the patient’s perception 
of the problem. It emphasizes the need for clinicians to listen to the patient’s concept of the causes, progno-
sis’ expected outcomes, as well as the healing modalities that the patient considers appropriate.

“E” The “E” portion of the mnemonic stands for “Explain.” At this point, the clinician explains their perception of 
the problem. This section stresses the importance of clinician just communicating the biomedical under-
standing of the cause, not necessarily imposing their understanding. The patient should be given the oppor-
tunity to understand the biomedical explanation

“A” The “A” portion of the mnemonic stands for “Acknowledge.” Clinicians should acknowledge and discuss the 
differences and similarities of both models of illness explanation. The clinician at this point acknowledges 
the patient explanation of the illness while discussing treatment. Additionally, the patient and clinician have 
the opportunity to learn the potential confl ict that may arise due to the planned treatments and have oppor-
tunity to discuss and sort out things.

“R” The “R” portion of the mnemonic stands for “Recommend Treatment.” The providers’ understanding of the 
patient cultural health beliefs allows the provider to be able to recommend treatments that the patient is 
most likely to adhere to. 

“N” The “N” portion of the mnemonic stands for “Negotiate Agreement.” The patient may not always agree to the 
clinicians’ recommendations, but the clinician can negotiate agreement within the boundaries of the bio-
medical model in order to incorporate the patient cultural need.
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6.3    The RESPECT Mnemonic

The RESPECT 
Mnemonic Description

R. Rapport  Connect on a social level  See the patient point of view  Consciously attempt to suspend 
judgment  Recognize and avoid making assumptions

E. Empathy  Remember that the patient has come to you for help  Seek out and understand the patient’s 
rationale for his/her behaviors or illness  Verbally acknowledge and legitimize the patient’s 
feelings

S. Support  Ask about and try to understand barriers to care and compliance  Help the patient overcome 
barriers  Involve family members if appropriate  Reassure the patient that you are and will be 
available to help

P. Partnership  Be fl exible with regard to issues of control  Negotiate roles when necessary  Stress that 
you will be working together to address medical problems

E. Explanations  Check often for understanding  Use verbal clarifi cation techniques

C.  Cultural 
Competence

 Respect the patient and his/her culture and beliefs  Understand that the patient’s view of you 
may be defi ned by ethnic and cultural stereotype  Be aware of your own biases and preconcep-
tions  Know your limitations in addressing medical issues across cultures Recognize your 
personal styles and recognize when it may not be working with a given patient

T. Trust  Self disclosure may be an issue for some patients who are not accustomed to Western  medical 
approaches  Take the necessary time and consciously work to establish trust
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  Practice fl exible thinking and active listening, and 
  See differences as strengths rather than weaknesses. 

 Clinicians should strive to also identify and become aware of some 
generic barriers to providing culturally competent care, including: 

  Ethnocentrism: the belief that one’s own cultural values and 
beliefs are superior and better than others; 
  Prejudice: prejudging the patient. 
  Stereotyping: a fi xed mental picture about certain cultural 
groups, often negative, not considering individual differences; 
  Discrimination: biased against an individual or group on the 
basis of their cultural group such as race, ethnicity, class, 
sexual orientation, age, or disabilities; 
  Racism: actions and decisions based on the superiority of 
a specifi c cultural group over another. Often the privileged 
group excising superiority over the disadvantage group; and 
  Ignorance: making decisions, hypothesizing due to lack of 
knowledge. 

 Conclusion 
 The realities of the current U.S. demographical incidence and 
projections coupled with the current health care disparities un-
derscore the importance of providing culturally competent health 
care services. Improving the effectiveness and effi ciency of health 
care to racial and ethnic minorities will ultimately improve care 
for all patients alike. Implications extend to fi nancial incentives 
for decreasing the staggering costs of health care. Considerable 
resources are available and invested in the U.S. system of health 
care. Not addressing avoidable disparities in health care delivery 
risks minimizing the returns on investments for economic, indi-
vidual, and societal levels. The structure of the current U.S. health 
care system and the fact that there is a gap in the growing racial 
and ethnic minorities population in relation to minority providers 
of health care services, in addition to the long-standing dispari-
ties in health care, makes cultural competence a necessary man-
date for all providers of health care services in any setting. Of 
importance, accrediting and regulatory bodies as well as govern-
mental and payor organizations now request culturally compe-
tent health care services. Health care organizations that  embrace 
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and promote culturally competent health services are not only 
doing the right thing, but they are leading the way toward meet-
ing regulatory and accreditory requirements, which one day will 
have enormous ben efi t to the consumer and the overall health 
care delivery system. Any of the models presented in this chap-
ter, in addition to the tools presented, can support providers to 
deliver optimal care. Although the fundamental inequalities that 
exist in society (including social, economic, and environmental 
factors) are important contextual contributors to health care dis-
parities, health care professionals have both the professional and 
ethical mandates to deliver care that will result in optimal out-
comes for all patients. 

 Case Scenarios in Long-Term Care 
 In order to fully understand the value of culturally competent 
health care, consider the following two clinical case examples and 
questions for critical thinking and refl ection. Group discussion 
with staff can follow. 

Case Study 6.1: Home Health Care Agency

Joy James, a fi eld nurse RN, works for the Carters Home Health Care Agency 
and supervises the Home Health Aides (HHA). Joy received a complaint from 
Mrs. Abraham, a Muslim patient, for whom she has been managing pain 
caused by Multiple Myeloma. Mrs. Abraham informed Joy that she no longer 
wants the HHA Tammy, because every time Tammy visits her she complains 
about the need to take off her shoes at the doorstop. She also forgets to 
replace her pain relief soap under her pillows; this causes her to suffer 
severe pain until there is someone available to replace the soap under her 
pillows. Joy asked Tammy about the complaint she received. Tammy stated 
that Mrs. Abraham is very superstitious and must be confused. Tammy did 
not replace the soap because she knows it is superstitious, and she does 
not understand how soap under Mrs. Abraham pillows will relieve her pain. 
Tammy stated: “I gave her a good back rub with lotion that should help her 
pain more than a soap under her pillows.” Joy concluded, “I am tired of all 
this, I just have to discharge her, or consult the Psychiatrist.”
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 Useful Critical Thinking Points to Shape Discussions With Nurs-
ing Staff for Home Health Care: Case 1 

  1.  What did we note regarding cultural beliefs? 

 Recall that cultural beliefs of the client infl uence the extent 
to which an individual will accept or reject a recommended 
treatment. Clinicians must be cognizant of the cultural unique-
ness of the client, specifi cally as it relates to treatment options. 

  2.  What was Tammy trying to do to Mrs. Abraham? What does 
Tammy need to learn to help her understand patients like Mrs. 
Abraham? 

 As indicated by her behavior, the Home Health Aide 
Tammy is not sensitive to the cultural beliefs and practices of 
her patient. It may be helpful for the aide to have a conversa-
tion about the cultural specifi c needs and preferences of the 
client. Tammy must determine from the client’s perception 
what works or does not work for relief of her pain. Tammy 
must also respect the wishes of the client with removal of 
shoes prior to entering the house. 

  3.  Do you think Joy could have handled the situation in a better 
way? 

 In her supervisory role, Joy has the responsibility of pro-
viding optimal levels of culturally congruent care for a cadre 
of patients. She must strive to increase awareness, knowledge, 
and sensitivity of the cultural health beliefs and practices 
of all patients, and in this case a Muslim patient. Thus, she 
must work with the aide in helping her to begin the process 
of developing knowledge and sensitivity to this client. Refer-
ring the client to a psychiatrist when not needed wastes scarce 
economic resources. Thus, RNs must accurately assesses their 
patients’ cultural health beliefs and design appropriate in-
terventions that will ultimately improve client adherence to 
treatment and improve and contain cost. 

  4.  What do you think about placing soap under a patient’s pil-
low? Will it relieve her pain or serve as a pain management 
technique? 

 In bridging the clinician–client cultural gap, the clinician 
must learn about the client’s cultural belief (assessment) about 
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the effi cacy of soap under a pillow. Such a practice may not 
exist in Western medicine, or may be interpreted as not hav-
ing biomedical bearing. The lesson is, however, that clinicians 
should do their best to accommodate client’s requests, espe-
cially if accommodating the patient’s cultural health beliefs 
does not place the patient at risk or result in potential harm 
to the patient. In certain situations, the clinician can use the 
patient’s choice of intervention to complement the Western 
intervention. If the patient believes that it is helpful to com-
plement conventional therapy, then it is alright to be included 
as a part of the plan treatment. 

  5.  Give examples of practices you thought were ridiculous that 
patients have requested you to implement to help with their ill-
ness. How did you react then? Will you react differently now? 

 The journey of becoming a culturally competent provider 
is a process of developing sensitivity, knowledge, and requi-
site skill when providing care for those different from you. 
With frequent clinical encounters, the clinician progresses 
from being a novice to becoming more profi cient in cultur-
ally sensitive situations. 

  6.  How do your own personal beliefs contradict with those of the 
patients? 

 It is essential for providers to “know thyself” and develop 
greater awareness about biases, prejudices, and stereotypical 
ideas of the “other.” During the clinical encounter, the clini-
cian must obtain culturally specifi c information about the cli-
ent. In some situations, the personal beliefs of the clinician 
and patient will differ, but this should not be a barrier for 
providing culturally congruent care. 

 Useful Critical Thinking Points to Shape Discussions for the 
Nursing Home: Case 2 

  1.  What do you think of Casey? How can we help her do her job 
better? 

 In this situation, the CNA perceives herself as being quite 
experienced and competent in her practice. She resents the 
interference and knowledge expertise and lacks respect for 
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Case Study 6.2: The Nursing Home

Casey has been working at Boomers NH as a Certifi ed Nursing Assistant (CNA) 
for 13 years and knows her duties very well. Anna is the nursing supervisor 
of the NH and has worked as an RN in several countries. She received her 
basic nursing education in India and recently emigrated from Ireland. Lisa is 
the LPN in charge of the 4-west wing of the NH. The patient, Mrs. Yu, newly 
admitted to the NH because of Cerebral Vascular Accident (CVA) complicated 
with right-sided paralysis, hails from China. During supervisory rounds, Anna 
noticed Casey making her best effort to feed Mrs. Yu through the side of the 
mouth where there is some muscle weakness and paralysis. Mrs. Yu would 
not eat the food.

Anna yelled, “Casey! Stop! What are you doing?” She then approached 
Lisa, the charge nurse, and warned her to take responsibility for the safety 
of her patients by appropriately supervising Casey. Casey intercepted, “I know 
how to feed patients, and no one needs a lesson on feeding people. You cannot 
come from another country to run this place.” Casey now turned to Lisa stating, 
“These Indian nurses are trifl ing!” Lisa stated, “I know why Mrs. Yu is not eat-
ing; it is not us . . . it is the Yin-Yang thing. . . . She is waiting for her daughter. 
She only eats when her daughter brings the food.”

the professional nurse and her racial, ethnic, and country 
identities. Lisa, the LPN charge nurse, must confront the Certi-
fi ed Nursing Assistant (CNA) about the clinical issues related 
to “force feeding” of the stroke patient on the side of the mouth 
with muscle weakness. It is a teachable moment! This cul-
tural clash of providers provides the opportunity for the unit 
to schedule cultural sensitivity sessions and address issues of 
bias and prejudice in the workplace with emphasis on respect-
ing the other and ensuring patient safety. In the long run, if 
not properly addressed, such stress-provoking situations will 
negatively infl uence the quality of care. 

  2.  How would you interpret Casey’s comment about Indian 
nurses? Is this type of comment acceptable? If no, why? 

 Casey’s comment about the Indian nurse supervisor 
clearly demonstrated that she is prejudiced toward an en-
tire ethnic group of nurse professionals whom she perceives 
as outsiders and perhaps not knowledgeable and informed 
about the client population. Such behavior is not acceptable 
in clinical practice, if not morally reprehensible. 
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  3.  Why was Mrs. Yu not eating? Does Lisa give us any lead from 
her assessment of her patient’s cultural behavior? What is the 
Yin-Yang thing? 

 It appears as if the patient is more comfortable with the 
food her daughter brings and perhaps prefers her daughter 
feeding her. Culturally diverse patient populations may not 
be familiar with some of the Western food often served in 
NH. They may also not fi nd Western food appetizing. Addi-
tionally, in certain cultures, such as the Chinese culture, ill-
ness interpretation is based on a balance between “cold” (yin) 
and “hot” (yang); imbalance   implies a diseased state. Patients 
who attribute the cause of their illness to too much heat in 
the body will not eat any food that the culture interprets as 
hot. This does not literally mean hot or cold as in tempera-
ture, it has less to do with the actual temperature or mois-
ture of the food and more to do with its “energy.” Examples 
of yin foods are: bananas, broccoli, grapes, lemon, cabbage, 
barley, toasted bread, baked tofu, and boiled spinach. Exam-
ples of yang foods are: roast beef, smoked fi sh, garlic, ham, 
onions, peanut butter, and potatoes. As such, health care pro-
viders should assess their patients to understand their unique 
interpretations of illness in order to design appropriate in-
terventions. Further, health care organizations should have 
infrastructures and policies that support providers to accu-
rately intervene. In this case, visiting hours could be made 
fl exible to allow the daughter to visit as much as necessary 
and bring home-cooked foods if the patient is not on a spe-
cial diet, and if so, educate the family member to that effect. 
Or, the NH kitchen could serve food that meets the patient’s 
culture. 

  4.  What are some of the practices of Western medicine that may 
seem ridiculous to culturally diverse patient populations? 

 In many traditional cultures, health care providers are 
viewed as the experts having the knowledge, power, and 
authority to advise and make all health care–related deci-
sions on behalf of their patients. Asking the patient for their 
input or opinion in making health care decisions may be 
distressful and seen as ridiculous because it places a burden 
on the patient and the family who do not have the expertise 
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or background knowledge to make the best possible deci-
sion. Other situations that may seem ridiculous to cultur-
ally diverse patient populations include asking for advance 
directives or end-of-life decisions, such as “do not resusci-
tate,” on behalf of their loved ones. Some traditional cultures 
believe that their end of life has already been determined 
prior to birth, and they have no control over what is going to 
happen. Asking this patient or family about advance direc-
tives or making “do not resuscitate” decisions could distress 
and also sound ridiculous. That being said, it is important 
for health care providers to understand that due to accul-
turation and individual differences, not all culturally diverse 
patients will be fatalistic in their thought process. This reit-
erates the importance of individual patient assessment and 
care planning! 

  5.  Discuss culturally diverse (traditional) and the biomedical 
(Western) ways of illness interpretation and causes. 

 Many traditional patient populations hold different 
views about the causes and meanings of illness, which is 
very different from the Western biomedical view. Biomedi-
cine explanatory models of illness focus on abnormalities 
in the structure and function of body organs and systems. 
For example, tuberculosis in the lung is explained to be due 
to Tuberculin bacilli and requires specifi c antibiotic treat-
ment over a long period of time. Traditional cultures tend 
to interpret the cause of illness in a much different way. As 
an example, in some cultures, a healthy body is seen to be 
in harmony or balance and thus able to resist any disease 
because the forces or energy of yin and yang (cold and hot) 
are balanced in the body. Disharmony results in diseases, 
and this happens when the forces or energy of yin and yang 
are unbalanced in the body. Another explanation of illness 
is the “Evil Eye.” This is the belief that some people can 
intentionally or unintentionally bring illness upon you by 
expressing certain feelings, such as envy, or giving a com-
pliment. The person being envied or complimented stands 
the risk of getting sick, having bad luck, or even dying. See 
Table 6.4 for a discussion of assessing geriatric nursing 
competencies.    



AACN Competency: Goals and critical questions to ask:

1. Critical Thinking   Goals: Recognize one’s own and others’ atti-
tudes, values, and expectations about aging 
and their impact on care of older adults and 
their families; adopt the concept of individu-
alized care as the standard of practice with 
older adults.

   Examples of some critical questions to ask:

 A.  What are your own, the providers’, and 
team members’ self-refl ection of cultural 
values and beliefs about aging? What 
are the providers expectations for older 
adults from diverse cultures and cultural 
groups?

 B.  How is aging valued among various cul-
tures and cultural groups?

 C.  Are the health care organization, its team 
leaders, and team members culturally 
competent?

2. Communication Goals: Communicate effectively, respectfully,  
   and compassionately with older adults and 

their families; recognize the biopsychosocial, 
functional, and spiritual changes of old age.

  Examples of some critical questions to ask:

  A.  Are the health care organization, its staff, 
and team leaders sensitive, knowledge-
able, and skilled in their communication to 
older adults and their families of diverse 
cultures?

  1.  Is written and verbal communication 
accessible and available in non-English 
languages?

    2.  Are language interpreters accessible 
when needed?

     3.  Are various cultural languages acknowl-
edged in the health care setting? 

6.4
Application of AACN’s Geriatric Compe-
tencies in Relation to Developing Cultural 
Competence in Long-Term Care 

(Continued)
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AACN Competency: Goals and critical questions to ask:

2. Communication B.  Do the health care organization, its 
    (Continued)  staff, and team leaders recognize or take 

into consideration the impact of sensory 
age-related changes for culturally diverse 
groups?

 C.  Are the health care organization, its team 
leaders, and team members culturally 
competent?

3. Assessment  Goals:  Incorporate into daily practice valid 
and reliable tools to assess the biopsychoso-
cial, functional, and spiritual status of older 
adults; assess the living environment with 
special awareness of the biopsychosocial 
and functional changes common in old age; 
analyze the effectiveness of community re-
sources in assisting older adults and their 
families to maintain independence; assess 
family knowledge of skills necessary to de-
liver care to older adult.

  Examples of some critical questions to ask:

 A.  Do health care organizations, their team 
leaders, and members utilize assessment 
tools and techniques for history taking and 
physical assessment that take into consid-
eration language barriers and knowledge 
about different cultures? 

 B.  Are there existing language or cultural 
barriers that prohibit effective teaching to 
family members or patients about their 
condition and its management? If so, how 
can this barrier be eliminated?

4. Technical Skill  Goals: Adapt technical skills to meet the 
functional, biopsychosocial, and endurance 
capabilities of older adults; individualize care 
and prevent morbidity and mortality associ-
ated with the use of physical and chemical 
restraints in older adults.

6.4
Application of AACN’s Geriatric Compe-
tencies in Relation to Developing Cultural 
Competence in Long-Term Care (Continued  )

(Continued)
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AACN Competency: Goals and critical questions to ask:

4. Technical Skill Examples of some critical questions to ask:
 (Continued) A.  Are staff culturally sensitive and aware of      

 technical skills that may or may not be cul-
turally acceptable to older adults?

 B.  Has a language or cultural barrier infl u-
enced staff’s consideration of use of physi-
cal or chemical restraints in an older adult?

 C.  How is care individualized for older adults 
of diverse cultures and languages? 

5.  Core Knowledge: Goals: Prevent or reduce common risk
 Health Promotion,  factors that contribute to functional decline,
 Risk Reduction, impaired quality of life, excess disability in  
 Disease Prevention  older adults; follow standards of care to rec-

ognize and report elder mistreatment; apply
 evidence-based standards to reduce risk, 
screen, immunize, and promote healthy life-
styles in older adults.

  Examples of some critical questions to ask:

 A.  Does the health care organization, its team 
leader, or members utilize established 
national clinical guidelines for the assess-
ment and management of various condi-
tions unique to care of older adults and 
those of various cultures? (For example, 
assessment of type 2 diabetes, elder mis-
treatment, injury prevention, urinary incon-
tinence and polypharmacy?) If not, is there 
access to these guidelines and documents?

 B.  Does the health care organization, its team 
leader, or members refer to Healthy People 
2010’s guidelines for the prevention and 
management of diseases and conditions 
affecting older adults?

6. Core Knowledge: Goals: Recognize and manage geriatric
 Illness and Disease syndromes common to older adults;
 Management  recognize the complex interaction of acute and 

chronic comorbidities common to older adults.

6.4
Application of AACN’s Geriatric Compe-
tencies in Relation to Developing Cultural 
Competence in Long-Term Care (Continued  )

(Continued)
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AACN Competency: Goals and critical questions to ask:

6. Core Knowledge: Examples of some critical questions to ask:
 Illness and Disease A.  Does the team leader and its members  Management  recognize various presentations and the  (Continued)   management of geriatric syndromes 

among older adults of culturally diverse 
backgrounds?

 B.  Do team members recognize the excess 
morbidity and mortality associated with 
diseases as they occur among culturally 
diverse age-groups?  

7. Core Knowledge: Goals: Use of technology to enhance older 
 Information and  adults’ function, independence, and safety; 
 Health Care  facilitate communication through transitions
 Technology across and between various care settings.

 Examples of some critical questions to ask:

 A.  Do the team leader and team members 
recognize the meaning, value, and beliefs 
held by older adults who utilize various 
technologies to improve sensory, commu-
nication, or functional impairment, such 
as eyeglasses, use of hearing aids, canes, 
walkers, or use of wheelchair and other 
adaptive devices?

8. Core Knowledge: Goals: Assist older adults, families, and
 Ethics  caregivers to understand and balance every-

day autonomy and safety decisions; apply 
legal and ethical principles to the complex 
issues that arise in care of older adults.

  Examples of some critical questions to ask:

  A.  In the health care organization or 
community setting, do language or 
cultural barriers exist that pose threats 
to the older adults autonomous decision 
making? Safety? Security or ability to live 
independently?  

6.4
Application of AACN’s Geriatric Compe-
tencies in Relation to Developing Cultural 
Competence in Long-Term Care (Continued  )

(Continued)
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AACN Competency: Goals and critical questions to ask:

 9. Core Knowledge: Goals: Appreciate the infl uence of attitudes,
  Human Diversity   roles, language, culture, race, religion, gender, 

and lifestyle on how families and assistive per-
sonnel provide long-term care to older adults.

 Examples of some critical questions to ask:

 A.  Is there a cultural gap between the 
provider–patient? If so, how is it identifi ed 
and managed? 

 B.  Does the cultural gap between provider–
patient infl uence patient satisfaction 
with care? 

 C.  Does the health care facility take the neces-
sary steps to identify the cultural gaps and 
to provide for culturally appropriate solu-
tions for effective delivery of health care?

10. Core Knowledge: Goals:  Evaluate differing international 
  Global Health Care models of geriatric care.

  Examples of some critical questions to ask:

 A.  What types of health care models have 
older adult residents experienced from 
various countries and cultures? How has 
their experience infl uenced, if at all, their 
understanding and value of the current 
model of delivery of health care?

11. Core Knowledge:  Goals: Analyze the impact of an aging society 
  Health Care  on the nation’s health care system; 
  Systems  evaluate the infl uence of payer systems on 

access, availability, and affordability of health 
and policy care.

 Examples of some critical questions to ask:

 A.  Are the health care services available to 
the older adult utilized? Are they afford-
able? Accessible? And are they appropri-
ate for older adults of diverse  cultures?

6.4
Application of AACN’s Geriatric Compe-
tencies in Relation to Developing Cultural 
Competence in Long-Term Care (Continued  )

(Continued)
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12. Core Knowledge: Goals:  Recognize the benefi ts of inter-
  Provider of Care  disciplinary teams in care of older adults; 

evaluate the utility of complementary and 
integrative health practice on health 
promotion and symptom management.

 Examples of some critical questions to ask:

 A.  Do the health care organization, team lead-
ers, and health care providers recognize, 
utilize, or explore use of complementary 
and integrative health care practices when 
caring for older adults of diverse cultures? 
If not, why not?

 B.  Are structures, policy, and resources 
available to support culturally competent 
care in the health care setting?

13. Core Knowledge: Goals: Facilitate older adults’ active 
  Designer/Manager participation in all aspects of their own
  and Coordinator  health care; involve, educate, and include 
  of Care  signifi cant others in implementing best 

practices for older adults; ensure quality of 
care commensurate with older adults’ 
vulnerability and frequency/intensity of 
care needs.

 Critical questions to ask:

 A.  Are there cultural barriers infl uencing the 
older adults’ participation or education 
about health care activities?

14. Core Knowledge: Goals: Promote quality preventive and
  Member of a end-of-life care for older adults as essential, 
  Profession desirable, and integral components of nursing  
 practice.

6.4
Application of AACN’s Geriatric Compe-
tencies in Relation to Developing Cultural 
Competence in Long-Term Care (Continued  )

(Continued)
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AACN Competency: Goals and critical questions to ask:

14. Core Knowledge: Critical questions to ask:

  Member of a A.  What cultural values, beliefs exist for older 
  Profession  adults facing end-of-life care decisions? 
  (Continued)  Are these values and beliefs supported 

within the health care organization? Within 
the state or territory of care? In accordance 
to state health policy?

6.4
Application of AACN’s Geriatric Compe-
tencies in Relation to Developing Cultural 
Competence in Long-Term Care (Continued  )

Note: Table developed by D. Gray-Miceli.
  Source:  American Association of Colleges of Nursing. The John A. Hartford Founda-
tion Institute For Geriatric Nursing. (2000).  Older adults: Recommended baccalaureate 
competencies and curricular guidelines for geriatric nursing care.  Washington, DC: 
Author. 
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 Your ID _______ RN_____ Non RN_____ 
 Today’s Date ____/____/____ Facility: _______________ 

 Developing Cultural Competence in Long-Term Care Nursing 
 Post-test (circle one) 

 Please circle the  best  answer among the items listed below. 

 1. Culturally competent care is best defi ned as: 

 a.  The use of one’s personal experience to treat patients and 
staff. 

 b.  Using the institution’s cultural staff to meet the needs of 
the patients and other staff. 

 c.  Understanding another culture that is different from one’s 
own culture and using that knowledge to treat everyone 
else the same way. 

 d.  A set of skills, knowledge, and attitudes that respect the 
values of others when rendering care, even when it con-
fl icts with one’s own personal beliefs or values. 

 2. Health care organizations need to provide culturally compe-
tent care because: 

 a. It is documented in the Constitution of the United States. 
 b.  Many people cannot speak English or have limited profi -

ciency in English. 
 c.  Of changing demographics, reports of health disparities, 

current legislative protocols, and evidence of positive pa-
tient outcomes. 

 d.  Organizations will be able to receive more money from the 
government. 

 3. Cultural sensitivity is best described as: 

 a.  Being sensitive and respectful of the values and beliefs 
of others, which may or may not confl ict one’s own values 
and beliefs. 

 b.  Knowing that cultural differences and similarities exist 
within and between groups without assigning value to the 
differences. 
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 c.  A process of changing one’s personal values to those of 
others. 

 d.  Trying to learn another language so one can help the 
patients. 

 4. What is the fi rst step to becoming a culturally competent health 
care provider? 

 a. Talking with someone from another culture all the time. 
 b. Self-appraisal of one’s own cultural values and beliefs. 
 c. Listening and learning languages other than English. 
 d.  Taking classes to learn all the possible cultures in the 

world. 

 5. Choose the fi ve strategies for bridging the cultural health gap, 
as outlined by Berlin and Fowkes? 

 a.  Assess, Explain, Evaluate, Implement, and Observe 
(AEEIO) 

 b. Explain, Negotiate, Decide, Overcome, and Sign (ENDOS) 
 c.  Listen, Explain, Acknowledge, Recommend, and Negotiate 

(LEARN) 
 d. Assess, Decide, Implement, Evaluate, and Report (ADIER) 

 6. Which one of the following would not be an effective strategy 
for cross-cultural communication? 

 a. Having respect for the values of others 
 b. Seeing differences in others as primarily weaknesses 
 c. Seeing differences as strengths rather than weaknesses 
 d.  Recognizing unfamiliar situations as interesting instead of 

annoying 

 7. Communication about health beliefs and practices of  residents/
patients requires that culturally competent providers: 

 a.  Discuss the meaning of health and illness, its etiology, and 
cultural-specifi c concerns. 

 b.  Provide opportunity for patients to describe their symp-
toms and approaches for coping with stressors. 

 c. Discuss the role of the family during sickness. 
 d. All of the above 
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 Match the following terms on the  left  to the correct defi nitions 
on the right.   

 Term  Defi nition 

  8.  Ethnicity  _____ A.  Belief that race is the primary 
determinant of human traits and 
capabilities and the inherent su-
periority of a particular race. 

  9.  Stereotype  _____ B.  Intentional or unintentional ac-
tions against a group or indi-
viduals based on gender, racial 
groups, ethnicity, sexual orien-
tation, or education. 

 10.  Racism  _____ C.  Self-defi ned affi liation with a 
specifi c group or subgroup that 
shares common cultural heri-
tage due to history, customs, and 
language passed on from gen-
eration to generation. 

 11.  Discrimination  _____ D.  A fi xed picture or set mental 
image that is used to represent 
all people from a group. 

 12.  Cultural  _____ E.  Familiarization with cultural 
  knowledge       history, values, and belief sys-

tems of the members of another 
group. 
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 Participant Evaluation Form 
Principles of Education

 Today’s Date ____/____/____ Facility: _______________ 

 Please circle the best response. 

  Example:   Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the importance of cultural competence health care 
services 

 Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

   2.  Discuss strategies for effective cross-cultural communication 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  3.  Discuss some health beliefs and practices of diverse cultural 
groups 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  4.  Be more aware of my own cultural values and beliefs 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  5.  Discuss legislative and regulatory mandates about cultural 
competence 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  6.  Discuss strategies to bridge cultural gaps 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4
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   7.  Identify some of the barriers to providing cultural competent 
care 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

   8.  This program will help me work better with the clients/
patients 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

   9.  This program will help me work better with other staff 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  Overall, I rate:  

  10.  This program 

Poor Fair Good Excellent
1 2 3 4

  11.  The case studies 

Poor Fair Good Excellent
1 2 3 4

  12.  Speaker 1 ______________ [insert name] 

Poor Fair Good Excellent
1 2 3 4

  13.  Speaker 2 ______________ [insert name] 

Poor Fair Good Excellent
1 2 3 4

  14.  This program would be better if: 

  15.  What other cultural competence topics would be helpful to you 
in the future?     
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  Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:  ________________  

 Leading Through Education in Long-Term Care Nursing 
 Pre-test (circle one) 

 1. Name two characteristics of adult learners. 

 a. ____________________ 

 b. ____________________ 

 Please circle the  best  answer among the items listed below. 

 Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 2. The education development process consists of: 

 a. Needs assessment, objectives, design, and evaluation 
 b. Needs assessment, teaching, reinforcement, and feedback 
 c. Planning, delivery, and evaluation 
 d. Planning, teaching objectives, delivery, and evaluation 

 3. Objectives are behavioral when they: 

 a. Address behavior on the job 
 b. Identify what the teacher will do 
 c. Target what learners will be able to do 
 d. Specify the domain of learning addressed 

 4. Needs assessment data appropriately include: (circle all that 
apply) 

 a. Identifi ed competencies/job description 
 b. Focus groups 
 c. Survey data 
 d. Organization policies 
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 e. Course outlines from professional meetings 
 f. Supervisor observations/reports 
 g. Quality Improvement data 

 5. Assumptions about adult learners include: (circle all that apply) 

 a. Self-concept 
 b. Experience 
 c. Job level/position 
 d. Readiness 
 e. Motivation 

 6. The domains of learning include: 

 a. Motivation, readiness, and self-concept 
 b. Attitude, self-concept, and experience 
 c. Skill, attitude, and readiness 
 d. Knowledge, skill, and attitude 

 7. Teaching and learning experiences that might involve modify-
ing a learner’s attitudes include: (circle all that apply) 

 a. Experiential or refl ective 
 b. Role play 
 c. Crossword puzzles 
 d. Perception exercise 
 e. Exposing myths and stereotypes 
 f. Demonstration 

 8. An example of an objective that involves learners mastering 
new information (knowledge) is: 

 a.  Manage personal feelings while caring for persons with 
dementia. 

 b.  Use a range of assessment strategies to identify the mean-
ing of behavior. 

 c.  Individualize care to older adults with dementia to pre-
vent and respond to behaviors. 

 d. Discuss behavior as a form of communication. 

 9. Formative evaluation: (circle all that apply) 

 a. Is when the cook tastes the soup. 
 b.  Sums up the program (person) with the aim of making 

decisions. 
 c.  Takes place while the program (person) is being formed 

with the aim of improvement. 
 d. Is when the guests taste the soup. 
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 10. The four levels of evaluation get progressively more challeng-
ing. Level 1: Reaction, measures the following: 

 a.  The impact of the educational program in relation to orga-
nizational needs and goals 

 b.  The ability of the learner to demonstrate acquisition of the 
knowledge, skills, or attitudinal objectives at the time of 
the program 

 c.  The ability of the learner to perform the cognitive, skill, 
and other objectives in the work 

 d.  How the learner felt about the program, how it met needs, 
and opinions about components of the program 
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Leading Through 
Education in 
Long-Term Care 
Nursing 

 Kathleen L. Egan 

 Registered nurses (RNs) in the expanding range of long-term care 
settings demonstrate their leadership by educating other nursing 
and direct care staff. Yet, when confronted with the need to de-
velop an education program, nurses often realize that their own 
experience as learners is their primary preparation for this role. 
Few have received formal education as educators. This chapter 
is intended to provide the nurse with a framework for develop-
ing education for adult learners in long-term care. One might ask, 
“Why not simply pick up a general text on nursing education?” 
Some of the major reasons for this chapter are listed here. In short, 
there are challenges particular to the long-term care environment 
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Staff members come to the work 
environment with preconceived 
ideas and beliefs about health care, 
patient care, and education. Their 
level of education achieved may also 
infl uence the value or importance 
placed on educational programs in 
the workplace.

and to the learners found in those settings that will not be found 
in the pages of a general text on nursing education. Consider the 
interplay of these reasons in the context of the workplace: 

  Resources for on-the-job education in long-term care are typ-
ically limited.  Frequently there is little or no budget support 
for program development, faculty, or educational technol-
ogy, and staff shortages and overload are common, making it 
diffi cult to release staff for education time. Even when staff 
members can attend, the time available is limited, often to 
an hour, half-hour, or even less. This signifi cantly limits 
the amount and depth of content that can be covered. Staff 
barely have the time to transition into a learning mode and 
may be preoccupied with the work left behind or yet to be 
completed. 
  It can be diffi cult to motivate and interest learners.  There are 
many reasons why direct care staff may not be responsive to 
invitations to in-service education, such as external require-
ments, prior negative experiences with education, and their 
own perceptions of what they need, which may be different 
from the instructor’s. Staff members come to the work envi-
ronment with preconceived ideas and beliefs about health 
care, patient care, and education. Their level of education 
achieved may also infl uence the value or importance placed 
on educational programs in the workplace. 
  The environment is highly regulated.  In many settings, the in-
service education programs required each year, such as fi re 
safety or infection control, become repetitive, and nurses are 
challenged to fi nd interesting and innovative ways to pre-
sent the material differently each year so as to stimulate the 
learner. In addition, regulation dictates staff functions and 
leaves little time or opportunity for learning for its own sake. 

 These reasons all substantiate the asser-
tion that staff education in long-term care and 
other practice settings is a challenging and 
complex role to execute effectively. RN staff 
members providing education effectively and 
effi ciently have learned important strategies 
to overcome the competition between two 
very important deliverables: providing qual-
ity patient care and educating staff about how 
to provide quality patient care. 
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 Within this context, nurses who care for older adults by pro-
viding quality patient care utilize many of the essential geriatric 
competencies outlined by the American Association of Colleges 
of Nursing (AACN) in their document  The Essentials of Bacca-
laureate Education for Professional Nursing Practice.  Relative to 
AACN’s document, we recognize that this teaching and learning 
module integrates all of the 14 core competencies outlined. In par-
ticular, effective educational modules utilize and promote critical 
thinking among educators and learners; effective communication; 
state-of-the-science knowledge related to assessment, technical 
skills, health promotion, and disease prevention; illness and dis-
ease management; information and health care technology; ethics 
and human diversity; global health care; health care systems and 
policy; and issues germane to providers of care. 

 Purpose 
 The intent of this chapter is to give you some tools for planning 
and delivering education whether it is through in-service educa-
tion, orientation, giving a presentation, or coaching/mentoring an-
other staff member. It is also intended that this module be useful 
across a variety of sites where care is delivered—nursing homes, 
PACE (Programs for All-Inclusive Care of the Elderly), home care, 
day care, and similar settings. Increasingly, long-term care is mov-
ing into community practice settings, and staff training needs to be 
responsive and adaptable to an increasing range of environments. 
The principles of sound staff education are the same, irrespective 
of the practice setting, and are general enough to be useful across 
settings. So let’s take a look at what will help the most as you begin 
planning an educational program. 

 What Should You Be Able to Do at the End of This Chapter? 
 There will still be much left to your creativity, but at the end of this 
module you should be better able to: 

 1. Describe a process for developing staff education programs; 
 2.  Describe the principles of adult education and their application 

to staff development; 
 3.  Describe the domains of learning and the levels of evaluation; 

and 
 4.  Identify strategies to apply the model, principles, and domains 

of learning into the long-term care setting. 
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 Let us look at a common scenario in staff development. You 
are asked to develop an in-service education program on falls and 
their prevention. This request comes after several elders in your 
program’s care have fallen, and the quality improvement (QI) com-
mittee is looking into factors associated with the falls. So, a com-
mon clinical problem, for instance fall prevention, is to be taught, 
but there is no formal content developed and little staff interest. 
You do not have good educational materials at hand, and you have 
no budget or outside expert to call. Furthermore, staff members at 
your facility seem to dislike in-service education programs, and it 
is diffi cult to attract staff to participate. How do you address these 
seemingly insurmountable barriers to creating a successful fall 
prevention education program? 

 Where Do You Start? 
 Critically  think  for a moment, and list the thoughts and questions 
that initially come to you as you anticipate developing this edu-
cation program. Your list might include any of the following or a 
number of others: 

 How is fall prevention accomplished at your program? 
 What do staff members know about falls? Critically ask your-
self, how do I know or measure the staff’s current knowledge? 
Who else may need education about falls and prevention, for 
example, patients and caregivers? 
 Do staff members perceive the need for more education on 
falls? 
 What will result in less frequent falls? Is there any new lit-
erature or evidence-based practice for falls prevention that 
must be included in order to provide quality patient care? 
 Where and when can education be scheduled so it is conve-
nient for staff to attend? 
 What can you do to make it interesting? Critically  think:  How 
can the program appeal to a diverse audience who learn by 
different mechanisms? If I choose to incorporate interactive 
learning strategies, what do I choose, and how do I choose 
this? 
 Who will teach it? Critically  think:  Should the adult learner 
audience be mixed from various disciplines, for instance, 
should I include the dietary departments or physical ther-
apy and various levels of nursing staff (licensed and unli-
censed staff)? 
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 Education Development Process 
 It can be diffi cult to know where to start. How can you sort through 
the issues, gather information you need and develop a plan of action 
that’s going to be effective? Consider the following Education De-
velopment Process as a mechanism to give you a logical framework 
for designing any education program, including staff development. 

 Figure 7.1 shows the elements of the education development 
process. 

 Needs Assessment: The First Step 
 The fi rst and critical step in developing an education program is 
to identify the education needs of your learners. Like many nurs-
ing processes, the education process begins with assessment, in 
this case, of your learners. Educational needs assessment can be 
defi ned as a systematic process for identifying the gap between 
learners’ existing knowledge, skills, and attitudes and the needed 
knowledge, skills, and attitudes. In staff development, we might 
add “to do their work effectively.” How do you go about such an as-
sessment, especially when time is limited? What are the sources 
you can use for identifying the needs of your learners? You might 
start with the following list: 

 Required competencies (job description) for your setting 
 In our example of an in-service education on falls, you 
might look at the roles of various staff in fall prevention, 
assessment, and post-fall review. Do various levels of staff  

7.1
Education
Development 
Process
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perform distinctly different aspects of the role, and if so, 
what are the educational needs based on these roles? 
 Quality data or improvement projects 
 As staff gather data on the fall history at your program, the 
QI committee may help you to identify where education is 
needed, for example, documenting the circumstances of the 
fall that have occurred or gaps in practice or knowledge. 
Analysis of the fall reports on the unit may reveal that envi-
ronmental factors are the cause of a fall, thus requiring fur-
ther focused educational programs in this particular area. 
 Supervisor or team observations and reports 
 Conversations with supervisors or team members may be 
helpful in interpreting or supplementing QI data. In this case, 
effective communication skills can reveal important areas 
that continue to surface in review of fall events, such as that 
performed by facilities that perform a root-causes analysis. 
Learners’ self-assessment 
 Likewise, conversations with or surveys of your target audi-
ence can suggest where they feel education would help most. 
Learners’ characteristics 
 What do you know about your learners’ interests, ambitions, 
reading levels, educational history, or learning styles? Any 
of these can help you to design effective education. 
Literature and research, including adult education 
 If you have access to the Internet, multiple resources are 
available online. Otherwise, you may need to seek out an ad-
vanced practice nurse or administrator with access to jour-
nals and guidelines from national organizations. 
 You probably don’t have time to tap all of these sources for 
every in-service, but the more of them you use overtime, the 
better framework you will have for your work. As a general 
rule, however, do use more than one source so that you have 
an appropriate balance in your needs assessment. Multiple 
sources usually give you the most reliable indicators of needs. 

 Table 7.1 is an outline of helpful resources starting with the learn-
ers and progressing through facility administrators, agency per-
sonnel, and professional sources. Consider all of these sources 
and methods as you complete the First Step: Needs Assessment. 
As a practice exercise, it is also wise to critically analyze your own 
learning needs, style, and approaches to teaching. For instance, 
consider the following exercise. 
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  Exercise: What are your learning needs?  Ask yourself: Where are 
your challenges as an educator? What knowledge or skill do you 
hope to gain for this module? 

 Some staff development nurses have identifi ed the need for 
approaches to deal with learners who are variously described as 
being fearful of tests, anxious about being “back in school,” resent-
ful of being taught, and resistant to change. Of course, some di-
rect care staff are open to education and eager to learn, but those 
who are described by the list above create a genuine challenge. Let 
us look to the principles of adult education as a tool for thinking 
about this learner population. 

  Adult Education and Andragogy.  When they were fi rst articu-
lated in the 1960s and ’70s, the principles of adult education shed 
new light on the ways in which learning is different for adults as 
compared with children. Adult education was described as  andra-
gogy,  or the “art and science of helping adults learn” (Knowles, 
1968), as opposed to  pedagogy,  or the teaching of children. Adult 
education as a distinct approach makes several assumptions about 
adult learners: 

  Self-concept:  Adults, as they mature, move from the dependency 
of childhood to self-direction. 

  Experience:  Over time individuals accumulate an increasing 
reservoir of experiences that are valuable resources. 

7.1 Sources and Methods

Learners Interviews, surveys, suggestion box, 
focus group

Supervisors, others in 
contact with learners

Interviews, reports, HR, surveys, focus 
group, information discussion

Facility/agency Quality improvement, annual plan, 
management needs

Professional sources Review literature on long-term care, 
nursing, reports on workforce
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  Readiness:  Adults are ready to learn when real-life tasks or 
problems require new skills and knowledge. 

  Problem centered:  Adults want to be able to apply what they 
learn immediately and in real-life situations. 

  Motivation:  As a person matures, the motivation for learning 
becomes more internal. 

 These assumptions about adult learners 
help guide us to develop education that is cen-
tered more on the learners than on the con-
tent, and to frame it in a way that shows its 
relevance to their roles and immediate prob-
lems, for instance, when taking their experi-
ence into account. Individual learners may 
not live up to all of these assumptions, how-

ever. We all know of adults who are very dependent on others for 
direction, or whose experiences seem to be barriers rather than 
facilitators of learning. Further, mandated or required education 
does not fi t well with the self-direction of adults or the internal 
versus external motivation. The challenge is to shape education 
programs so they serve the individual as well as organizational 
needs. 

 The Pennsylvania Intra-Governmental Council on Long-Term 
Care (2001) surveyed long-term care workers from a variety of 
settings in Pennsylvania. Table 7.2 refl ects what they offered when 
asked what is important to them in in-service education.   

Adult education was 
described as andragogy, or 
the “art and science of helping 
adults learn” (Knowles, 1968), 
as opposed to pedagogy, or 
the teaching of children.

7.2 “In Their Own Words” 2001

Use dedicated trainers 
who want to train

Use a “buddy” system

Provide more time Ensure there is a long-term coach
Develop more realistic 
training

Provide consistency in setting and 
trainer

First watch, understand, 
then do

Provide feedback

Key in on understanding residents and clients
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7.3 Needs and Learning Objectives

 Learning Objectives:
Needs “Participants will be able to . . .”

Staff need to understand the 
progression of dementia

Accurately describe the stages 
of dementia

Staff need to deal better 
with challenging behaviors 
associated with dementia

Name appropriate and 
inappropriate responses to 
specifi c behaviors

 Do you see any of the assumptions about adult learners re-
fl ected here? What do your trainees tell you are important to 
them? 

 In summary, the process of needs assessment identifi es the 
gaps in knowledge, skills, and attitudes by ideally using multiple 
sources of information and considering the assumptions about 
adult learners. 

 Setting Learning Objectives: The Second Step 
 With at least a preliminary understanding of your learners’ needs 
in hand, you are ready to plan for the outcomes of your education 
program. Rather than statements of what teachers intend to do 
(inputs), learning objectives are best set as statements of what 
learners will be able to do (outcomes). This is because what the 
learner can do as a result of the education is a better test of the edu-
cation than what the teacher does. As much as possible, the objec-
tives should describe behaviors and be measurable, which makes 
them valuable for evaluation of your learners’ progress and your 
program’s effectiveness (see Figure 7.1). Let us look at an example 
of how some identifi ed needs lead to behavioral objectives. As-
sume you have identifi ed the needs in Table 7.3 and think about 
whether the objectives meet the criteria of being behavioral and 
measurable.   

 The objectives are stated in terms of behaviors, that is, what 
the participants will be able to do, such as describe or name. They 
could readily be measured in a pre- post-test assessment. 
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    Domains of Learning.    When developing your objectives, it is use-
ful to consider the three major domains of learning—knowledge, 
skill, and attitude—and whether you need objectives in each of them 
(Bloom, 1956, pp. 201–207). Knowledge is almost always important, 
but will it be enough for learners to “know that” something is true 
(e.g., after any fall there should be an assessment)? Such knowl-
edge will be relatively useless if they do not “know how” to request 
or to perform an assessment. Are you confi dent that staff members 
accept the importance of a post-fall assessment? Identifying ob-
jectives by these domains is also helpful because each learning do-
main requires different types of learning activities, which in turn 
require different teaching strategies and resources. When setting 
your objectives, it is also useful to have in mind the resources avail-
able to meet those objectives. Following are examples, continuing 
to use our falls prevention issue as the focus. Objectives might look 
like the following: 

 Knowledge: The learner will be able to describe fi ve interven-
tions that nursing can do to prevent falls. 

 Skill: The learner will be able to demonstrate a proper foot ex-
amination or gait assessment. 

 Attitude: The learner will show appreciation for the impact of a 
fall on the older person’s confi dence in walking. 

 In summary, your objectives should be based on identifi ed 
needs, focused on outcomes rather than inputs, refl ect behaviors, 
shaped by the available resources, and keyed to the domains of 
learning: knowledge, skill, and attitude. 

 Teaching and Learning Experiences: The Third Step 
 The needs and the objectives you have identifi ed then guide the 
learning activities you plan (see Figure 7.1). There are typically 
multiple approaches to effective teaching and learning of infor-
mation, skill, and attitude, and which approach you choose may be 
dictated by your learners, your objectives, your teachers, or other 
environmental factors, such as the time available, the layout of 
space and seating (lecture, classroom, round table), and so forth. 

 Opening and closing the in-service or workshops are important 
elements as well. If a group of individuals do not know each other, 
a quick introduction in the form of an icebreaker can help to set 
the climate you want. If there is not much time, a simple question 
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of “What’s your favorite color and why?” can work well. Having 
individuals introduce themselves to each other in pairs and then 
to the whole group can be an effective way of helping people feel 
connected, reduce anxiety, and engage your learners. 

 In terms of content, a pre-test and a review of learning objec-
tives will orient learners to the focus of the session. 

 Table 7.4 sorts various learning activities in relation to the do-
mains of learning discussed earlier.   

 In the knowledge domain, lecture can be a very effi cient way 
of presenting information. Because people often retain only a 
small proportion of what they hear, it helps to outline what you 
are going to cover at the beginning, present the information and 
then review what you have said, pausing to ask or receive ques-
tions and verify if your audience is following the content. If you 
provide readings in advance of a program, they orient the learn-
ers, raise questions in their minds, and prime them for the learn-
ing to come. Assigning reading after the program as a reference 
can reinforce what has been taught. Games can make old content 
seem newer and introduce an element of fun, and case examples 
provide a context for information while brainstorming ideas stim-
ulates the audience. Beginning the session with a knowledge quiz 
or other validated instrument can help to reinforce important 
points to the learner while also offering an interactive medium 

7.4 Teaching and Learning Experiences

Knowledge Skill Attitude

Lecture reading 
(text, articles)

Demonstration 
(positive or negative)

Experiential or 
refl ective

Games
•  “Jeopardy/Geropardy”
•  Crossword case 

studies
•  Brainstorming

Feedback practice 
again
Case studies
Brainstorming

Role play
Perception 
exercise
Simulations
Case studies
Brainstorming
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for presenting content to a learning group who actually work to-
gether in health care. 

 In the skill domain, the key learning experiences are: (1) seeing 
a skill demonstrated correctly, (2) having the opportunity to prac-
tice the skill, and (3) receiving feedback and repeating practice 
and feedback until the learner can demonstrate the skill. It can be 
useful to demonstrate the wrong way to perform a skill, especially 
when that wrong way is common and easily recognized, but then 
it is important to demonstrate the skill correctly and point out the 
differences and reasons why one is correct and the other is not. 

 Simulations can be excellent ways of demonstrating and practic-
ing complex skills such as doing a full assessment of a patient after 
a fall. Courses teaching CPR use a lot of simulation with models. 
The opportunity to practice such skills in a setting where patients 
cannot be harmed is clearly a must. For these patient safety reasons 
and others, staff may learn using peer-exemplars for learning. 

 In the domain of attitude, experiential exercises that involve 
self-refl ection are critical. Role play, especially taking roles differ-
ent from one’s own, can provide the opportunity for refl ection from 
a new view point. Often a change in perspective is what is needed 
to surface and consider one’s attitude. Direct care staff may be fa-
miliar with exercises that simulate the experience of sensory and 
other losses in aging. Also, the use of graphics that can be seen 
in more than one way are helpful to illustrate the possibility of 
varying perspectives on a given reality. Video clips illustrating sce-
narios in which attitudes play an important role can also be useful 
(Delaware Valley Geriatric Education Center of the University of 
Pennsylvania, 2008). When this is done within a group context, a 
skilled facilitator should lead the exercise (see Figure 7.1).   

 In summary, develop teaching and learning experiences that 
address the objectives and the learning domain of knowledge, 
skill, or attitude. 

 Evaluate Achievement of Objectives: The Fourth Step 
 Nearly everyone involved in an educational program is interested 
in its evaluation. These include at least those who provided the re-
sources, those involved in planning and teaching the program, and 
the learners themselves. At the start, it is useful to think of two types 
of evaluation: learner evaluation and program evaluation. Individual 
learners are interested in measures of their own success, which may 
be shown by pre- and post-test scores on a paper and pencil test 
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or by skill demonstration. Improved confi dence in their skill and 
knowledge is also a positive outcome.   

 The evaluation of the program is, in part, a grouping of individ-
ual responses to the program. It asks whether, on average, learners 
gained in knowledge, skill, and attitudinal response (see Table 7.5). 
Among other important measures are: 

Learner satisfaction 
Improved performance on the job 
Improved job satisfaction 

 Program evaluation can be thought of as having four increasingly 
rigorous measures: 

 Level 1: Reaction—measures how the learner felt about the 
program, how it met needs, opinions about components of 
the program 

 Level 2: Learning—measures the ability of the learner to dem-
onstrate acquisition of the knowledge, skills, or attitudinal 
objectives at the time of the program 

 Level 3: Behavior—measures the ability of the learner to per-
form the cognitive, skill, and other objectives in the work 
setting 

 Level 4: Impact—measures the impact of the educational pro-
gram in relation to organizational needs and goals 

7.5 Evaluation: Learner or Program

How well did individual learners meet the objectives?
 Pre/post-test scores (paper or demonstration)
 Improved confi dence in role

How well did the program meet its objectives?
 Average or overall gains in knowledge, skill, and attitude
 Learner satisfaction
 Improved performance on the job
 Improved job satisfaction
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 Some of the evaluation methods used at 
the different levels are refl ected in Table 7.6.   

 In summary, evaluation in the context of an 
education program can be focused at the level 
of the learner or the program as a whole. There 
are multiple levels of program evaluation that 
can be summarized as measures of reaction to 
the program, learning of participants, improved 
behavior or performance on the job, and im-

pact on clients or the clinical setting as a whole.  (See Table 7.7.)

 Conclusion 
 In long-term care of the elderly, programs and facilities often turn 
to education as a remedy for problems in quality of care as well as 
a recruitment and retention approach to staffi ng. The RN in long-
term care can provide leadership through education by using a 
systematic process for identifying learning needs, setting objec-
tives, designing learning interventions, and evaluating the program. 
Careful planning can be used to advocate for greater resources for 
education with the likelihood of improved outcomes. When com-
paring the pre-analysis with the post-analysis of the educational 
program, with positive results (i.e. knowledge and skill improved 
and possibly attitude changes), then there is increased likelihood 
that the educational program will be received positively so that 
staff and patient care will benefi t. 

 Effective teaching and learning promotes the 14 essential 
competencies for providing quality care to older adults in long-
term care. While the educational program in itself should foster 

7.6 Evaluation Methods

Reaction Questionnaire, interview
Learning Pre/post-test

Behavior Follow-up with Trainee or Supervisor; chart review
Impact Improved care, reduced problems (Quality 

 Improvement/Minimum Data Set)

The evaluation of the program 
is, in part, a grouping of 
individual responses to the 
program. It asks whether, 
on average, learners gained 
in knowledge, skill, and 
attitudinal response.
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critical thinking and improved communication as well as state-of-
the-science knowledge about health care, education also provides 
a wonderful forum for teaching about ethics, human diversity, cul-
tural issues, information and technological advances that impact 
within the health care system, and ultimately shape policy consid-
erations in the global health care arena. 

 Now, it is time to ask whether the objectives of this chapter 
were met for you. Are you now able to: 

 Describe a process for developing staff education programs? 
 Describe the principles of adult education and their appli-
cation to staff development? 
 Describe the domains of learning and the levels of evaluation? 
 Identify strategies to apply the model, principles, and do-
mains of learning into the long-term care setting? 

7.7
 Application of AACN’s Geriatric 
Competencies to Assist in Effective 
Teaching and Learning in Long-Term Care

AACN Competency: Goals and critical questions to ask:

1. Critical thinking  Goals: Recognize one’s own and others 
attitudes, values, and expectations about 
aging and their impact on care of older adults 
and their families; adopt the concept of 
individualized care as the standard of practice 
with older adults.

  Examples of some critical questions to ask:

  A.  Does the health care organization 
participate or promote its health care 
management team to participate in 
educational initiatives directed at care of 
the older adult? For example, are guest 
lectures invited to conduct educational in-
services or are staff members encouraged 
to attend local educational conferences? 
How is that knowledge disseminated and 
shared with other team members?

(Continued)



7.7
 Application of AACN’s Geriatric Competencies 
to Assist in Effective Teaching and Learning 
in Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask:

1. Critical thinking B.  How do team members respond to 
    (Continued)  educational in-services about aging? 

Has the educational intervention been 
successful in that preconceived views have 
changed?

  C.  Do team leaders and members 
acknowledge the value of educational 
in-services directed at care of the older 
adult? Does the organization provide for 
release time to participate in educational 
interventions off-site?

2. Communication  Goals: Communicate effectively, respectfully, 
and compassionately with older adults and 
their families; recognize the biopsychosocial, 
functional and spiritual changes of old age.

  Examples of some critical questions to ask:

  A.  Do educational materials provide 
health care staff with written guidelines 
for communicating effectively, respectfully 
and compassionately with older adults and 
their families?

  B.  Are educational materials patient-
centered? Age-appropriate?

  C.  Do educational materials recognize the 
biopsychosocial, functional and spiritual 
changes of old age?

  D.  Does the team communicate directly with 
the older adult or family caregiver, if so, 
are age-appropriate teaching methods 
incorporated?

   1.  What are the methods of 
communication?

      Is communication verbal or are 
written instructions in large bold print 
provided?

   2.  Does the team acknowledge each 
older adult’s style of learning or 
readiness for behavioral change?

(Continued)
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7.7
 Application of AACN’s Geriatric Competencies 
to Assist in Effective Teaching and Learning in 
Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask:

2. Communication  3.  Is the speed of delivery of the 
    (Continued)  message altered for older adults with 

cognitive or sensory impairment?
   4.  Are team recommendations tailored 

to the older adult who might 
experience sensory defi cits such as 
visual or hearing loss? (for example, 
reduction of background noise due 
to presbycusis; use of large and 
bold printed materials for visual 
impairment)

   5.  How is communication delivered 
to the older adult with transitory 
stages of cognitive impairment due to 
delirium or for those with dementia?

   6.  Is adequate time allotted for older 
adult’s feedback & discussion?

3. Assessment  Goals: Incorporate into daily practice 
use of valid and reliable tools to assess 
biopsychosocial, functional and spiritual 
status; assess the older adults living 
environment with special awareness of 
their biopsychosocial and functional status; 
analyze community resource effectiveness for 
maintaining functional independence; assess 
family knowledge of skills needed to deliver 
care to older adults.

  Examples of some critical questions to ask:

  A.  Is the team performing a clinical 
assessment of the older adult?

   1.   If so, what do they know about 
standard empirically tested measures 
of geriatric health, function, cognition, 
psychological, social function? Has 
their knowledge about these issues 
been measured? 

   2.  Do staff feel they need more education 
on these topics?

(Continued)

183183183



7.7
 Application of AACN’s Geriatric Competencies 
to Assist in Effective Teaching and Learning in 
Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask:

4. Technical Skill  Goals: Adapt technical skills to meet the 
functional, biopsychocosial and endurance 
capabilities of older adults; individualize 
care and prevent morbidity and mortality 
associated with the use of physical and 
chemical restraints in older adults.

  A.  Do team leaders and staff possess 
knowledge and technical skill that is age-
appropriate? For instance, are they aware 
of the age-related factors infl uencing 
the assessment and presentation of vital 
signs? Of physical assessment fi ndings? If 
not, are there educators available to teach 
this content and how can they make it 
interesting?

  B.  Do team leaders and staff possess 
knowledge of the harmful effects of physical 
or chemical restrains in an older adult? 
Can they identify appropriate behavioral 
intervention without use of physical 
or chemical restraint? If not, are there 
educators available to teach this content 
and how can they make it interesting?

  C.  Is care individualized for older adults within 
the health care organization? If so, how is 
this measured? If not, are there educators 
available to teach this content and how can 
they make it interesting?

5. Core Knowledge:   Goals: Prevent or reduce common risk factors 
    Health Promotion, that contribute to functional decline, impaired
    Risk Reduction   disease prevention quality of life, excess 

disability in older adults; follow standards 
of care to recognize and report elder 
mistreatment; apply evidenced-based 
standards to reduce risk, screen, immunize 
and promote healthy lifestyles in older adults.

  Examples of some critical questions to ask:

  A.  Are educational in-services and 
educational media available to health care

(Continued)184
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 Application of AACN’s Geriatric Competencies 
to Assist in Effective Teaching and Learning in 
Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask:

5. Core Knowledge:  that  identify risk factors for functional 
    Health Promotion,  decline, geriatric syndromes (for instance, 
    Risk Reduction urinary  incontinence, falls and pressure 
    (Continued) sores?) polypharmacy or elder abuse? Are 
  plans of  care individualized with current 

state of the science knowledge and clinical 
protocols  to manage these conditions?

6. Core Knowledge: Goals: Recognize and manage geriatric
    Illness and Disease  syndromes common to older adults;
    Management  recognize the complex interaction of acute 

and chronic comorbidities common to older 
adults.

  Examples of some critical questions to ask:

  A.  Do health care providers know about and 
utilize national recommendations and/or
clinical practice guidelines in their assess-
ment and management of various health 
conditions effecting older adults? What are 
the learner needs in reference to this?

7. Core Knowledge:  Goals: Use of technology to enhance older
    Information and  adults function, independence and safety;
    Health Care  facilitate communication through transitions 
    Technology across and between various care settings.

  Examples of some critical questions to ask:

  A.  Does the health care organization, its team 
leaders and members promote and receive 
regular in-service educational programs 
on the safety issues related to use of 
adaptive aides to improve mobility, prevent 
contractures, pressure sores or sensory 
impairment?

   - Are these adaptive aides current or state 
of the art technology?

   - Are there efforts to identify learner needs?

8. Core Knowledge:  Goals: Assist older adults, families and
    Ethics  caregivers to understand and balance 

‘everyday’ autonomy and safety decisions; 

(Continued)
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 Application of AACN’s Geriatric Competencies 
to Assist in Effective Teaching and Learning in 
Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask:

8. Core Knowledge: apply legal and ethical principles to the 
    Ethics complex issues that arise in care of older 
    (Continued) adults.

  Examples of some critical questions to ask:

  A.  Do team members possess knowledge 
about the differences between maintaining 
autonomy and independence in daily 
living for old adults? Have you conducted 
interviews or surveys to ascertain their 
knowledge, values, and beliefs?

  B.  Does the health care organization perform 
quality improvement interventions relative to 
safety?

 9. Core Knowledge:  Goals: Appreciate the infl uence of attitudes,
      Human Diversity  roles, language, culture, race, religion, gender, 

and lifestyle on how families and assistive 
personnel provide long-term care to older 
adults.

  Examples of some critical questions to ask:

  A.  Does the health care organization and its 
team leaders provide for educational in-
services on human diversity for health 
care staff? If so, how are learner needs 
recognized and measured?

10. Core Knowledge:  Goals: Evaluate differing international models
      Global Health Care of geriatric care.

  Example of a critical question to ask:

  A.  Does the health care organization educate 
its staff about the early recognition of older 
adults who could be transitioned to less 
dependent situations?

11. Core Knowledge  Goals: Analyze the impact of an aging society
      Health Care  on the nation’s health care system;
 evaluate the infl uence of payer 
      

Systems and
 systems on access, availability and      Policy

 affordability of health care.

(Continued)186



7.7
 Application of AACN’s Geriatric Competencies 
to Assist in Effective Teaching and Learning in 
Long-Term Care (Continued)

AACN Competency: Goals and critical questions to ask:

11. Core Knowledge Example of a critical question to ask:
      Health Care A. Are team members knowledgeable of 
      Systems health care resources for the older adult?
      Policy (Continued)

12. Core Knowledge:  Goals: Recognize the benefi ts of
      Provider of Care  interdisciplinary teams in care of older 

adults; evaluate the utility of complementary 
and integrative health practice on health 
promotion and symptom management

  Example of a critical question to ask:

  A.  Are educational programs offered to 
health care staff about complementary and 
integrative health care for care of older 
adults?

13. Core Knowledge:  Goals: Facilitate older adults active
      Designer/Manager  participation in all aspects of their own
      and Coordinator health care; involve, educate and include 
      of Care   signifi cant others in implementing best 

practices for older adults; ensure quality 
of care commensurate with older adults 
vulnerability and frequency/intensity of care 
needs.

  Examples of some critical questions to ask:

  A.  Does the team formerly assess or evaluate 
the older adults readiness to learn? or their 
ability to assimilate new information into 
their plan of care?

14. Core Knowledge:  Goals: Promote quality preventive and end-of-
      Member of a life care for older adults as essential, desirable,
      Profession  and integral components of nursing practice.

  Example of a critical question to ask:

  A.  Does the health care organization and 
team leaders educate its staff about illness 
prevention and/or how to provide quality 
end-of-life care?
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 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility: ________________ 

 Leading Through Education in Long-Term Care Nursing 
 Post-test (circle one) 

 1. Name two characteristics of adult learners 

 a. ____________________ 

 b. ____________________ 

 Please circle the best answer among the items listed below. 

 Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 2. The education development process consists of: 

 a. Needs assessment, objectives, design, and evaluation 
 b. Needs assessment, teaching, reinforcement, and feedback 
 c. Planning, delivery, and evaluation 
 d. Planning, teaching objectives, delivery, and evaluation 

 3. Objectives are behavioral when they: 

 a. Address behavior on the job 
 b. Identify what the teacher will do 
 c. Target what learners will be able to do 
 d. Specify the domain of learning addressed 

 4. Needs assessment data appropriately include: (circle all that 
apply) 

 a. Identifi ed competencies/job description 
 b. Focus groups 
 c. Survey data 
 d. Organization policies 
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 e. Course outlines from professional meetings 
 f. Supervisor observations/reports 
 g. Quality Improvement data 

 5. Assumptions about adult learners include: (circle all that 
apply) 

 a. Self-concept 
 b. Experience 
 c. Job level/position 
 d. Readiness 
 e. Motivation 

 6. The domains of learning include: 

 a. Motivation, readiness, and self-concept 
 b. Attitude, self-concept, and experience 
 c. Skill, attitude, and readiness 
 d. Knowledge, skill, and attitude 

 7. Teaching and learning experiences that might involve modify-
ing a learner’s attitudes include: (circle all that apply) 

 a. Experiential or refl ective 
 b. Role play 
 c. Crossword puzzles 
 d. Perception exercise 
 e. Exposing myths and stereotypes 
 f. Demonstration 

 8. An example of an objective that involves learners mastering 
new information (knowledge) is: 

 a.  Manage personal feelings while caring for persons with 
dementia. 

 b.  Use a range of assessment strategies to identify the mean-
ing of behavior. 

 c.  Individualize care to older adults with dementia to pre-
vent and respond to behaviors. 

 d. Discuss behavior as a form of communication. 

 9. Formative evaluation: (circle all that apply) 

 a. Is when the cook tastes the soup. 
 b.  Sums up the program (person) with the aim of making 

decisions. 
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 c.  Takes place while the program (person) is being formed 
with the aim of improvement. 

 d. Is when the guests taste the soup. 

 10. The four levels of evaluation get progressively more challeng-
ing. Level 1: Reaction, measures the following: 

 a.  The impact of the educational program in relation to orga-
nizational needs and goals 

 b.  The ability of the learner to demonstrate acquisition of the 
knowledge, skills, or attitudinal objectives at the time of 
the program 

 c.  The ability of the learner to perform the cognitive, skill, 
and other objectives in the work 

 d.  How the learner felt about the program, how it met needs, 
and opinions about components of the program 
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 Participant Evaluation Form 
Leading Through Education in Long-Term Care Nursing

 Today’s Date ____/____/____ Facility: _______________________ 

 Please circle the best response. 

  Example:  Strongly Disagree Disagree Agree Strongly Agree 
   1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the education development process: needs assess-
ment, objectives, design and delivery, and evaluation. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  2.  Discuss assumptions about adult learners in the long-term 
care workplace. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  3.  Be more aware of how to conduct a needs assessment to gain 
a clear understanding of gaps in knowledge, desired skills, and 
shifts in attitudes. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  4.  Discuss translation of needs into setting behavioral objectives. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  5.  Discuss the domains of learning and different kinds of teach-
ing and learning activities associated with each. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 
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   6.  Discuss the differences between formative evaluation and 
summative evaluation. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   7.  Identify strategies to apply the model, principles, and domains 
of learning into the long-term care setting. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   8.  This program will help me work better with clients/patients. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   9.  This program will help me work better with other staff. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 Overall, I rate: 

  10.  This program: 

 Poor Fair Good Excellent 
 1 2 3 4 

  11.  The interactive discussions: 

 Poor Fair Good Excellent 
 1 2 3 4 

  12.  Speaker ______________ [insert name] 

 Poor Fair Good Excellent 
 1 2 3 4 

  13.  This program would be better if: 

  14.  What other education-related topics would be helpful to you 
in the future?  
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Appendix

 Pre- and Post-Test Answer Keys 

 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:  ________________  

 Team Building 
 Pre/Post-Test Answer Key 

 Please circle the  best  answer among the items listed below. 

 Example: 

 This is a test. 

 a.    No, this is not a test. 
 b.   Yes, this is a test. 
 c.    No, this is a joke. 

 The answer is b so it will be circled. 

 1. Senn, Childress, and Senn   describe four styles of behavior in 
their self-scoring behavioral style/instrument. Which style is 
not described by this inventory? 

 a. Controlling 
 b. Promoting 
 c. Judging* 
 d. Analyzing 

 2. There are many characteristics of effective teamwork. What is 
the major requirement for effective teamwork? 

 a. Respect 
 b. Openness 
 c. Empowerment 
 d. Trust* 
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 3. A team is 

 a.  An individual who is working on his/her own to accom-
plish a goal 

 b.  A group of people who are independent of each other but 
work to achieve a common group goal 

 c.  A group of people who are dependent on one another to 
achieve a common goal* 

 d. None of the above 

 4. When working with someone with a controlling style, all of the 
following behaviors are effective EXCEPT: 

 a.  Spend time on the relationship before jumping to the task* 
 b. Make your presentation stimulating and exciting 
 c. Be decisive and self-confi dent 
 d. Let them do most of the talking 

 5. Describe your behavioral style. (2 points) 

 6. Identify the strengths and weaknesses of your style. (4 points) 

 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:  _______________  

 Directing and Delegation in Long-Term Care 
 Pre/Post-Test Answer Key 

 Please circle the  best  answer among the items listed below. 

 Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c.  No, this is a joke. 

 The answer is  b so it will be circled. 

 1. If you have delegated a task, you have momentarily transferred 
the responsibility of the task to __________? 

 a. The delegatee* 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator 



197Appendix

 2. If someone has delegated a task, _________ hold(s) the account-
ability of the task. 

 a. The delegatee 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator* 

 3. What must the delegator do for a new patient before assigning 
tasks to the delegatees? 

 a.  The delegator can assign any task to the delegatee if they 
are good friends and the delegator has been working with 
the delegatee for a long time. 

 b.  The delegator must assess the patient and make sure the 
task falls within the practice scope of the delegatee.* 

 c.  The delegator can assign any task to the direct care worker 
as long as the delegator trusts the direct care worker’s 
judgment. 

 d.  When it is very busy, the RN delegator can ask the charge 
nurse (LPN) to carry out any nursing task, because the RN 
cannot be in two places at the same time. 

 4. Choose the letter that constitutes the fi ve (5) rights of delega-
tion from the information below: 

 1. Right person 
 2. Right thinking 
 3. Right task 
 4. Right circumstance 
 5. Right shift 
 6. Right supervision 
 7. Right nursing home 
 8. Right direction 

 a. 1, 2, 4, 5, and 7 
 b. 1, 3, 5, 7, and 8 
 c. 1, 3, 4, 6, and 8* 
 d. 1, 2, 5, 6, and 7 

 5. May the RN delegate the initial assessment of a patient with 
chest pain to an LPN? 

 a.   Yes, if the LPN has been working in the nursing home for 
10 years. 

 b.  Yes, if the LPN is attending classes to become a registered 
nurse. 
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 c.  No, because the patient is experiencing chest pain and 
initial assessment of chest pain must be done by an 
RN.* 

 d.  Yes, if the LPN has been taking care of the patient longer 
than any other worker. 

 6. The direct care worker is responsible for the initial assess-
ment of the patient needs and must report fi ndings to the RN 
as soon as possible. 

 a.  Yes, the direct care worker knows the long term care resi-
dent the best. 

 b.  No, the RN or LPN who is in charge has the responsibility 
of the initial assessment of the resident.* 

 c.  No, because the patient may be having a chest pain, 
and initial assessment of chest pain must be done by an 
RN. 

 d.  Yes, if the direct care worker is certifi ed and attends a 
community college nursing program. 

 7. The direct care worker is allowed to make nursing judgments 
if she has watched an LPN or RN care for another patient with 
similar experience in the past at the same facility. 

 a.  Yes, because the direct care worker knows what is right for 
the residents. 

 b.  No, because the RN or LPN are the only professionals who 
can make nursing judgments.* 

 c.  No, because the residents may be having a chest pain, 
and initial assessment of chest pain must be done by an 
RN. 

 d.  Yes, if the direct care worker is good and has been taking 
care of the resident for the longest amount of time. 

 8. Does the RN need to supervise the direct care worker who has 
been working in the facility for a long time if the RN delegates 
a new task to that direct care worker? 

 a.  No, because the direct care worker is usually certifi ed. 
 b.  No, because the RN or charge nurse is responsible for 

other services for the residents. 
 c.  Yes, the direct care worker must be supervised for all tasks. 
 d.  Yes, the RN or charge nurse must always supervise the 

direct care worker when delegating a new task that the 
direct care worker has not done before.* 
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  9. In an urgent situation, in addition to assessing the patient, the 
RN/LPN is required to also assess the skill of the delegatee 
before delegation. 

 a.  Yes, because the direct care worker must be assessed to 
ensure competency.* 

 b.  No, if the RN heard that the direct care worker is an ex-
ceptional performer. 

 c. No, because there is no time to do such assessment. 
 d. No, if the direct care worker is certifi ed. 

 10. As long as the task falls within the job description of the del-
egatee, the delegator is not accountable for the task. 

 a. Yes, because the responsibility has been transferred. 
 b.  No, because the delegator will always be accountable even 

after delegating responsibility.* 
 c. Yes, otherwise the purpose of delegation is defeated. 
 d. Yes, especially if the delegatee is certifi ed. 

 11. Confl ict should always be avoided because it stops teamwork. 
(circle true or false) 

 True False* 

 12. Principal causes of confl ict within organizations include which 
of the following: 

 a. Misunderstandings, value and goal differences* 
 b. Age differences 
 c. Fluctuating leadership 
 d. Level of education 

 13. Which of the following is not an appropriate confl ict manage-
ment mode (select one): 

 a. Competing 
 b. Collaborating 
 c. Lying* 
 d. Compromising 
 e. Avoiding 

 14. When giving constructive feedback which of the following ap-
proaches is wrong (select one): 

 a. Convey your positive intent. 
 b.  Make broad general statements rather than focus on 

specifi cs.* 
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 c. State the impact of the behavior or action. 
 d. Ask the person to respond. 

 15. List two (2) action steps necessary to move from confl ict to 
collaboration. 

 a. ________________________________________________ 

 b. ________________________________________________ 

 Mutual involvement; understand other person’s point of view; 
keep conversation relevant; state the problem and its impact from 
your perspective; develop an appropriate plan of action; express 
appreciation of other person’s point of view 

 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:  ________________  

 Power and Negotiation 

 Pre/Post-Test Answer Key 

 Please circle the  best  answer among the items listed below. 

 Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b so it will be circled. 

 Power 

  1. Power is: 

 a. A characteristic that cannot be learned or acquired. 
 b.  Viewed by many nurses to be immoral, corrupting, and 

contradictory to the caring nature of nursing.* 
 c. Strongest when it is given to an individual. 
 d. Not infl uenced by the situation. 
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 2. Nurses may seek out another nurse who possesses expert 
knowledge about a clinical procedure. This is an example of 
what type of power? 

 a. Legitimate power 
 b. Referent power 
 c. Reward power 
 d. Expert power* 

 3. Middle power groups may do all of the following EXCEPT: 

 a. Mediate between high and low groups 
 b.  Don’t take risks in order to keep the favor of high power 

groups 
 c. Withhold information and control communication* 
 d. Get bought out by one or both groups 

 4. A strategy a nurse can use to develop a powerful image 
includes 

 a. Use a phrase such as, “We have a problem.” 
 b. Take responsibility for communication.* 
 c. Don’t be fl exible. 
 d. Give little feedback to staff. 

 5. Describe how you plan to use power as an effective strategy in 
your workplace setting. 

 Negotiation 

 1. Negotiation is the art and science of: 

 a. Creating agreements between two groups.* 
 b. Establishing strategic alliances. 
 c. Facilitating the participation of others in decisions. 
 d. Pretending to be responsive to other’s needs. 

 2. There are three approaches to negotiation, in the soft posi-
tional approach, the individual or group  __________ . 

 a. Concede stubbornly 
 b. Commit early; draft late 
 c. Focus on interests, not positions 
 d. Make threats 
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 3. Positions and interests are important to identify in negotia-
tions. The following are interests EXCEPT: 

 a. Needs and concerns 
 b. Terms and conditions* 
 c. Fears and aspirations 
 d. Underlying motivations 

 4. In negotiation, one needs to separate the process of  inventing  
possible options for agreement from the process of  deciding 
among  those options. All of the following would be used as you 
try to  invent  possible options EXCEPT: 

 a. Judging* 
 b. Improving 
 c. Generating 
 d. Brainstorming 

 5. Give one example of effective use of negotiation strategies in 
your workplace setting. 

 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:   _______________  

 Change Theory and Process 
 Pre/Post-Test Answer Key 

 Please circle T if the statement is True and F if the statement 
is False. 

 1. Everyone’s initial response to change is anger. 

 T F* 

 2. Two requirements for effective individual change are willing-
ness and anxiety related to potential job loss. 

 T F* 

 3. It is important for a leader to spend energy and time on all 
employees, especially those most resistant to change. 

 T F* 
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 4. Individual responses to change can progress from denial to 
resistance to exploration and then commitment. 

 T* F 

 5. When individuals are in a resistant mode it is important for 
the leader to continue to give them information and direction. 

 T* F 

 6. During times of change, resilience is perceived as a negative 
attribute. 

 T F* 

 Please circle the item that is not a characteristic. 

7 . To lead change a leader must be passionate, have a vision, and 
accept stumbles, falls, and move forward. 

 T* F 

 8. Characteristics of change include all of the following EXCEPT: 

 a. Evokes multiple responses 
 b. It’s inevitable and ever-present 
 c. Slow paced and requires consensus* 
 d. Can be disruptive, intrusive, and upsets status quo 

 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:   _______________  

 Developing Cultural Competence in Long-Term Care Nursing 
 Pre/Post-Test Answer Key 

 Please circle the  best  answer among the items listed below. 

 1. Culturally competent care is best defi ned as: 

 a.  The use of one’s personal experience to treat patients and 
staff. 

 b.  Using the institution’s cultural staff to meet the needs of 
the patients and other staff. 
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 c.  Understanding another culture that is different from one’s 
own culture and using that knowledge to treat everyone 
else the same way. 

 d.  A set of skills, knowledge, and attitudes that respect the 
values of others when rendering care, even when it con-
fl icts with one’s own personal beliefs or values.* 

 2. Health care organizations need to provide culturally compe-
tent care because: 

 a.  It is documented in the Constitution of the United States. 
 b.  Many people cannot speak English or have limited profi -

ciency in English. 
 c.  Of changing demographics, reports of health disparities, 

current legislative protocols, and evidence of positive pa-
tient outcomes.* 

 d.  Organizations will be able to receive more money from the 
government. 

 3. Cultural sensitivity is best described as: 

 a.  Being sensitive and respectful of the values and beliefs of 
others, which may or may not confl ict with one’s own values 
and beliefs.* 

 b.  Knowing that cultural differences and similarities exist 
within and between groups without assigning value to the 
differences. 

 c.  A process of changing one’s personal values to those of 
others. 

 d.  Trying to learn another language so one can help the 
patients. 

 4. What is the fi rst step to becoming a culturally competent health 
care provider? 

 a. Talking with someone from another culture all the time. 
 b. Self-appraisal of one’s own cultural values and beliefs.* 
 c. Listening and learning languages other than English. 
 d.  Taking classes to learn all the possible cultures in the 

world. 

 5. Choose the fi ve strategies for bridging the cultural health gap, 
as outlined by Berlin and Fowkes. 

 a.  Assess, Explain, Evaluate, Implement, and Observe (AEEIO) 
 b. Explain, Negotiate, Decide, Overcome, and Sign (ENDOS) 
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 c.  Listen, Explain, Acknowledge, Recommend, and Negotiate 
(LEARN)* 

 d. Assess, Decide, Implement, Evaluate, and Report (ADIER) 

  6. Which one of the following would not be an effective strategy 
for cross-cultural communication? 

 a. Having respect for the values of others 
 b. Seeing differences in others as primarily weaknesses* 
 c. Seeing differences as strengths rather than weaknesses 
 d.  Recognizing unfamiliar situations as interesting instead of 

annoying 

  7. Communication about health beliefs and practices of residents/
patients requires that culturally competent providers: 

 a.  Discuss the meaning of health and illness, its etiology and 
cultural-specifi c concerns. 

 b.  Provide opportunity for patients to describe their symp-
toms and approaches for coping with stressors. 

 c. Discuss the role of the family during sickness. 
 d. All of the above* 

 Match the following terms on the  left  to the correct defi nitions 
on the  right.  

 Term Defi nition 

  8.   Ethnicity  __C__  A.  Belief that race is the primary 
determinant of human traits and 
capabilities and the inherent su-
periority of a particular race. 

  9.   Stereotype _ _D__  B.  Intentional or unintentional ac-
tions against a group or indi-
viduals based on gender, racial 
groups, ethnicity, sexual orien-
tation, or education. 

 10.   Racism  __A__  C.  Self-defi ned affi liation with a 
specifi c group or subgroup that 
shares common cultural heri-
tage due to history, customs, and 
language passed on from gen-
eration to generation. 
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 11.   Discrimination  __B__  D.  A fi xed picture or set mental 
image that is used to represent 
all people from a group. 

 12.   Cultural __ E __   E.  Familiarization with cultural his-
 knowledge   tory, values, and belief systems 

of the members of another 
group. 

 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:  ________________  

 Leading Through Education in Long-Term Care Nursing 
 Pre/Post-Test Answer Key 

  1. Name two characteristics of adult learners. 

 a.  self-concept, experience, readiness, problem-centered, 
motivation 

 b. ____________________ 

 Please circle the  best  answer among the items listed below. 

 Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b so it will be circled. 

  2. The education development process consists of: 

 a. Needs assessment, objectives, design, and evaluation* 
 b. Needs assessment, teaching, reinforcement, and feedback 
 c. Planning, delivery, and evaluation 
 d. Planning, teaching objectives, delivery, and evaluation 

  3.  Objectives are behavioral when they: 

 a. Address behavior on the job 
 b. Identify what the teacher will do 
 c. Target what learners will be able to do *
 d. Specify the domain of learning addressed 
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 4. Needs assessment data appropriately include: (circle all that 
apply) 

 a. Identifi ed competencies/job description* 
 b. Focus groups* 
 c. Survey data* 
 d. Organization policies* 
 e. Course outlines from professional meetings 
 f. Supervisor observations/reports* 
 g. Quality Improvement data* 

 5. Assumptions about adult learners include: (circle all that apply) 

 a. Self-concept* 
 b. Experience* 
 c. Job level/position 
 d. Readiness* 
 e. Motivation* 

 6. The domains of learning include: 

 a. Motivation, readiness, and self-concept 
 b. Attitude, self-concept, and experience 
 c. Skill, attitude, and readiness 
 d. Knowledge, skill, and attitude* 

 7. Teaching and learning experiences that might involve modify-
ing a learner’s attitudes include: (circle all that apply) 

 a. Experiential or refl ective* 
 b. Role play* 
 c. Crossword puzzles 
 d. Perception exercise* 
 e. Exposing myths and stereotypes* 
 f. Demonstration 

 8. An example of an objective that involves learners mastering 
new information (knowledge) is: 

 a.  Manage personal feelings while caring for persons with 
dementia. 

 b.  Use a range of assessment strategies to identify the mean-
ing of behavior. 

 c.  Individualize care to older adults with dementia to pre-
vent and respond to behaviors. 

 d. Discuss behavior as a form of communication.* 



208 Appendix

  9. Formative evaluation: (circle all that apply) 

 a. Is when the cook tastes the soup.* 
 b.  Sums up the program (person) with the aim of making 

decisions. 
 c.  Takes place while the program (person) is being formed 

with the aim of improvement.* 
 d. Is when the guests taste the soup. 

 10. The four levels of evaluation get progressively more challeng-
ing. Level 1: Reaction, measures the following: 

 a.  The impact of the educational program in relation to orga-
nizational needs and goals 

 b.  The ability of the learner to demonstrate acquisition of the 
knowledge, skills, or attitudinal objectives at the time of 
the program 

 c.  The ability of the learner to perform the cognitive, skill, 
and other objectives in the work 

 d.  How the learner felt about the program, how it met needs, 
and opinions about components of the program* 

  



209

Index 
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of Colleges of Nursing 

 Acceptance, 99, 101 
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Assessment (continued)
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delegating, 48 
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 Change, 95–95 
 ability to, 98, 102 
 adoption of, 99 
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 excitement from, 98 
 fi ve characteristics of, 98 
 inevitability of, 95, 98 
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 unplanned change, 100–101 
 value of, 100 
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 behavior as form of, 207 
 caregivers, 15–16 
 change related to, 101 
 change theory and process 
related to, 105 
 clear, 51 
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applying, 55 



212 Index

Communication (continued)
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Your ID _______ RN _____ Non RN 
Today’s Date ____/____/____ Facility: ________________

 Team Building 
Pre-test/Post-test (circle one)

Please circle the  best  answer among the items listed below.

   Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 1.  Senn, Childress, and Senn describe   four styles of behavior in 
their self-scoring behavioral style/instrument. Which style is 
not described by this inventory? 

 a. Controlling 
 b. Promoting 
 c. Judging 
 d. Analyzing 

 2.  There are many characteristics of effective teamwork. What is 
the major requirement for effective teamwork? 

 a. Respect 
 b. Openness 
 c. Empowerment 
 d. Trust 

 3. A team is 

 a.  An individual who is working on his/her own to accom-
plish a goal 

 b.  A group of people who are independent of each other but 
work to achieve a common group goal 

 c.  A group of people who are dependent on one another to 
achieve a common goal 

 d. None of the above 



 4. When working with someone with a controlling style, all of the 
following behaviors are effective EXCEPT: 

 a.  Spend time on the relationship before jumping to the 
task 

 b. Make your presentation stimulating and exciting 
 c. Be decisive and self-confi dent 
 d. Let them do most of the talking 

 4. Describe your behavioral style. (2 points) 
5. Identify the strengths and weaknesses of your style. (4 points)



Participant Evaluation Form
Team Building

Please take the necessary time to respond to each item on this 
evaluation. Your candid and complete responses are important so 
that we may improve these educational activities to better meet 
your learning needs. Thank you.

Module Evaluation

Circle the number that indicates your level of agreement on this 
form.

A. Objectives: 

By the end of this module the learner will be able to:

 Strongly Strongly 
 Disagree Agree

1.  Describe your typical behaviors
as a team member using the
behavioral inventory assessment 
tool (Senn-Delaney, 2000). 1 2 3 4 5

2.  Discuss the importance of
understanding the strengths and 
weaknesses of different behavioral 
styles to improve team effectiveness. 1 2 3 4 5

3.  Develop a plan to capitalize on
one’s strengths. 1 2 3 4 5

4.  Create a plan to address one’s  
developmental needs. 1 2 3 4 5

B. Overall Purpose: 

The purpose of this module is to identify the characteristics of 
most successful teams and to learn how to achieve these within a 
team of your choice.

5.  Do the above objectives of this
module relate to the overall 
purpose of the program? 1 2 3 4 5

C. Facilities:

     The physical facilities were
conducive to learning. 1 2 3 4 5



D. Faculty/Teaching Methods:

Speaker _____________ [Insert name] 
(Team  Building)

     Very                              Very
Ineffective                     Effective

Speaker 
Comments

Expertise in 
topic area   1  2  3  4  5 

 

Appropriateness 
of teaching 
strategies   1  2  3  4  5
Ability to make 
points clear   1  2  3  4  5
Attitude toward 
learner   1  2  3  4  5

E.  Miscellaneous:

 Are you familiar with the content in this module? If so, 
where did you learn it?
 What changes, modifi cations, or improvements would you 
suggest before subsequent offering of this module?
 Identify specifi cally what you intend to do in your profes-
sional career with what you learned from this module.
 Comments and suggestions for other programs related to 
leadership.
Have you ever taken a leadership course in the past? If so, 
where, and what were the topics and level (undergraduate, 
graduate, doctoral, continuing education) of material?
How long ago did you take this course?___________________

 



Your ID _______ RN _____ Non RN _____
Today’s Date ____/____/____ Facility: ________________

 Directing and Delegation in Long-Term Care 
 Pre-test/Post-test (circle one) 

 Please circle the    best  answer among the items listed below. 

 Example 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 1. If you have delegated a task, you have momentarily transferred 
the responsibility of the task to __________? 

 a. The delegatee 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator 

 2. If someone has delegated a task, _________ hold(s) the account-
ability of the task. 

 a. The delegatee 
 b. All the people on duty 
 c. The charge nurse or nursing supervisor 
 d. The delegator 

 3. What must the delegator do for a new patient before assigning 
tasks to the delegatees? 

 a.  The delegator can assign any task to the delegatee if they 
are good friends and the delegator has been working with 
the delegatee for a long time. 

 b.  The delegator must assess the patient and make sure the 
task falls within the practice scope of the delegatee. 



 c.  The delegator can assign any task to the direct care worker 
as long as the delegator trusts the direct care worker’s 
judgment. 

 d.  When it is very busy, the RN delegator can ask the charge 
nurse (LPN) to carry out any nursing task, because the RN 
cannot be in two places at the same time. 

 4. Choose the letter that constitutes the fi ve (5) rights of delega-
tion from the information below: 

 1. Right person 
 2. Right thinking 
 3. Right task 
 4. Right circumstance 
 5. Right shift 
 6. Right supervision 
 7. Right nursing home 
 8. Right direction 

 a. 1, 2, 4, 5, and 7 
 b. 1, 3, 5, 7, and 8 
 c. 1, 3, 4, 6, and 8 
 d. 1, 2, 5, 6, and 7 

 5. May the RN delegate the initial assessment of a patient with 
chest pain to an LPN? 

 a.  Yes, if the LPN has been working in the nursing home for 
10 years. 

 b.  Yes, if the LPN is attending classes to become a registered 
nurse. 

 c.  No, because the patient is experiencing chest pain and ini-
tial assessment of chest pain must be done by an RN. 

 d.  Yes, if the LPN has been taking care of the patient longer 
than any other worker. 

 6. The direct care worker is responsible for the initial assess-
ment of the patient needs and must report fi ndings to the RN 
as soon as possible. 

 a.  Yes, the direct care worker knows the long-term care resi-
dent the best. 

 b.  No, the RN or LPN who is in charge has the responsibility 
of the initial assessment of the resident. 



 c.  No, because the patient may be having a chest pain, and 
initial assessment of chest pain must be done by an RN. 

 d.  Yes, if the direct care worker is certifi ed and attends a 
community college nursing program. 

 7. The direct care worker is allowed to make nursing judgments 
if she has watched an LPN or RN care for another patient with 
similar experience in the past at the same facility. 

 a.  Yes, because the direct care worker knows what is right for 
the residents. 

 b.  No, because the RN or LPN is the only professional who 
can make nursing judgments. 

 c.  No, because the resident may be having a chest pain, and 
initial assessment of chest pain must be done by an RN. 

 d.  Yes, if the direct care worker has been taking care of the 
resident for the longest amount of time. 

 8. Does the RN need to supervise the direct care worker who has 
been working in the facility for a long time if the RN delegates 
a new task to that direct care worker ? 

 a.  No, because the direct care worker is usually certifi ed. 
 b.  No, because the RN or charge nurse is responsible for 

other services for the residents. 
 c.  Yes, the direct care worker must be supervised for all tasks. 
 d.  Yes, the RN or charge nurse must always supervise the 

direct care worker when delegating a new task that the 
direct care worker has not done before. 

 9. In an urgent situation, in addition to assessing the patient, is the 
RN/LPN required to also assess the skill of the delegatee be-
fore delegation ?

 a.  Yes, because the direct care worker must be assessed to 
ensure competency. 

 b.  No, if the RN heard that the direct care worker is an ex-
ceptional performer. 

 c.  No, because there is no time to do such assessment. 
 d. No, if the direct care worker is certifi ed. 

 10. As long as the task falls within the job description of the del-
egatee, the delegator is not accountable for the task. 

 a.  Yes, because the responsibility has been transferred. 
 b.  No, because the delegator will always be accountable even 

after delegating responsibility. 



 c.  Yes, otherwise the purpose of delegation is defeated. 
 d. Yes, especially if the delegatee is certifi ed. 

 11. Confl ict should always be avoided because it stops teamwork. 
(circle true or false) 

 True False 

 12. Principal causes of confl ict within organizations include which 
of the following: 

 a. Misunderstandings, value and goal differences 
 b. Age differences 
 c. Fluctuating leadership 
 d. Level of education 

 13. Which of the following is not an appropriate confl ict manage-
ment mode (select one): 

 a. Competing 
 b. Collaborating 
 c. Lying 
 d. Compromising 
 e. Avoiding 

 14. When giving constructive feedback which of the following ap-
proaches is wrong (select one): 

 a.  Convey your positive intent. 
 b.  Make broad general statements rather than focus on spe-

cifi cs. 
 c. State the impact of the behavior or action. 
 d. Ask the person to respond. 

 15. List two (2) action steps necessary to move from confl ict to 
collaboration. 

 a. ________________________________________________ 

 b. ________________________________________________ 



 Participant Evaluation Form 
Directing and Delegation in Long-Term Care

 Today’s Date ____/____/____ Facility: ______________________ 

 Please circle the best response. 

  Example:  Strongly Disagree Disagree Agree Strongly Agree 
   1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the importance of delegating to LPNs and UAPs (Un-
licensed Assistance Personnel). 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  2.  Explain the PA statuary and regulatory provisions for the del-
egation of nursing task to LPNs and UAPs. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  3.  Discuss the fi ve rights of delegation. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  4.  Guide others in learning or applying the principles of effective 
delegation in their daily practice. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  5.  Identify the personal and organizational benefi ts and draw-
backs related to confl ict management. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 



  6.  Analyze one’s confl ict style using the fi ve modes of managing 
confl ict. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  7.  Discuss strategies for moving from confl ict to collaboration. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  8.  Identify ways to build trust. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  9.  This program will help me work better with other staff. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 Overall, I rate: 

  10.  This program 

 Poor Fair Good Excellent 
  1 2 3 4 

  11.  The case scenario 

 Poor Fair Good Excellent 
  1 2 3 4 

  12.  Speaker 1 ______________  [Insert name]

 Poor Fair Good Excellent 
  1 2 3 4 

  13.  Speaker 2 ______________ [Insert name] 

 Poor Fair Good Excellent 
  1 2 3 4 



  14.  This program would be better if: 

  15.  What other management and leadership topics would be help-
ful to you in the future? 



Your ID _______ RN _____ Non RN _____
Today’s Date ____/____/____ Facility: ________________

 Power and Negotiation 
Pre-test/Post-test  (circle one) 

 Please circle the  best  answer among the items listed below. 

 Example 

 This is a test.

a.    No, this is not a test.
b.     Yes, this is a test.
c.   No, this is a joke.

  The answer is  b  so it will be circled. 

 Power 

 1. Power is: 

 a. A characteristic that cannot be learned or acquired. 
 b.  Viewed by many nurses to be immoral, corrupting, and 
 contradictory to the caring nature of nursing. 
 c. Strongest when it is given to an individual. 
 d. Not infl uenced by the situation. 

 2. Nurses may seek out another nurse who possesses expert 
knowledge about a clinical procedure. This is an example of 
what type of power? 

 a. Legitimate power 
 b. Referent power 
 c. Reward power 
 d. Expert power 

 3. Middle power groups may do all of the following EXCEPT: 

 a. Mediate between high and low groups 
 b.  Don’t take risks in order to keep the favor of high power 
 groups 
 c. Withhold information and control communication 
 d. Get bought out by one or both groups 



 4. A strategy a nurse can use to develop a powerful image 
 includes: 

 a. Use a phrase such as, “We have a problem.” 
 b. Take responsibility for communication. 
 c. Don’t be fl exible. 
 d. Give little feedback to staff. 

 5. Describe how you plan to use power as an effective strategy in 
your workplace setting. 

 Negotiation 

 1. Negotiation is the art and science of: 

 a. Creating agreements between two groups. 
 b. Establishing strategic alliances. 
 b. Facilitating the participation of others in decisions. 
 c. Pretending to be responsive to other’s needs. 

 2. There are three approaches to negotiation, in the soft posi-
tional approach, the individual or group  __________ . 

 a. Concede stubbornly 
 b. Commit early; draft late 
 c. Focus on interests, not positions 
 d. Make threats 

 3. Positions and interests are important to identify in negotia-
tions. The following are interests EXCEPT: 

 a. Needs and concerns 
 b. Terms and conditions 
 c. Fears and aspirations 
 d. Underlying motivations 

 4. In negotiation, one needs to separate the process of  inventing  
possible options for agreement from the process of  deciding 
among  those options. All of the following would be used as you 
try to  invent  possible options EXCEPT: 

 a. Judging 
 b. Improving 
 c. Generating 
 d. Brainstorming 

 5. Give one example of effective use of negotiation strategies in 
your workplace setting. 



Participant Evaluation Form
Power & Negotiation

Please take the necessary time to respond to each item on this 
evaluation. Your candid and complete responses are important so 
that we may improve these educational activities to better meet 
your learning needs. Thank you.

Module Evaluation

Circle the number that indicates your level of agreement on 
this form.

A. Objectives:

By the end of this module the learner will be able to:

 Strongly Strongly
   Agree Disagree
1.  Discuss the various types 

of power. 1 2 3 4 5
2.  Describe the sources 

of power. 1 2 3 4 5
3.  Describe how to use power as

an effective strategy in your 
workplace environment. 1 2 3 4 5

4.  Discuss the process of 
negotiation. 1 2 3 4 5

5.  Describe your own 
negotiation style. 1 2 3 4 5

6.  Describe the effective use of 
negotiation strategies to achieve 
personal and professional goals. 1 2 3 4 5

B. Overall Purpose: 

The overall purpose of this project is to develop and strengthen 
RN skills in leadership, management, cultural competency, adult 
education, and geriatric care excellence in geriatric and long-term 
care settings 

1.  Do the objectives of this module 
relate to the overall purpose 
of the program?  1 2 3 4 5



2.  Will the information be useful 
in your professional career?   __  Yes     __  No

Comments:
C. Facilities:
The physical facilities were 
conducive to learning. 1 2 3 4 5

D. Faculty/Teaching Methods:

Speaker _____________ [Insert name] 
(Team  Building)

     Very                              Very
Ineffective                     Effective

Speaker 
Comments

Expertise in 
topic area   1  2  3  4  5 

 

Appropriateness 
of teaching 
strategies   1  2  3  4  5
Ability to make 
points clear   1  2  3  4  5
Attitude toward 
learner   1  2  3  4  5

E. Miscellaneous:

 Are you familiar with the content in this module? If so, 
where did you learn it?
 What changes, modifi cations, or improvements would you 
suggest before subsequent offering of this module?
 Identify specifi cally what you intend to do in your profes-
sional career with what you learned from this module.
 Comments and suggestions for other programs related to 
leadership.
 Have you ever taken a leadership course in the past? If so, 
Where and what were the topics and level (undergraduate, 
graduate, doctoral, continuing education) of material?
How long ago did you take this course?___________________



 Your ID _______ RN _____ Non RN _____ 
 Today’s Date ____/____/____ Facility:   _______________  

 Change Theory and Process 
Pre-test/Post-test  (circle one) 

 Please circle T if the statement is True and F if the statement 
is False. 

 1. Everyone’s initial response to change is anger. 

 T F 

 2. Two requirements for effective individual change are willing-
ness and anxiety related to potential job loss. 

 T F 

 3. It is important for a leader to spend energy and time on all 
employees, especially those most resistant to change. 

 T F 

 4. Individual responses to change can progress from denial to 
resistance to exploration and then commitment. 

 T F 

 5. When individuals are in a resistant mode, it is important for 
the leader to continue to give them information and direction. 

 T F 

 6. During times of change, resilience is perceived as a negative 
attribute. 

 T F 

7. To lead change a leader must be passionate, have a vision, and 
accept stumbles, falls, and move forward.

 T F 

 Please circle the item that is not a characteristic. 

 8. Characteristics of change include all of the following EXCEPT: 

 a. Evokes multiple responses 
 b. It’s inevitable and ever-present 
 c. Slow paced and requires consensus 
 d. Can be disruptive, intrusive, and upsets status quo 



   Participant Evaluation Form 
Change Theory and Process

 Today’s Date ____/____/____   Facility: ______________________ 

 Please circle the best response. 

  Example:  Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the importance of the change process in health care 
services. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  2.  Discuss the positive and negative human responses to change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  3.  Be more aware of the impact of change and your personal re-
sponse to change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  4.  Understand the role of the leader in facilitating change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  5.  Discuss the concepts of leadership and change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 



   6.  Identify some of the barriers to implementing effective change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   7.  Understand the concept of resilience and its importance dur-
ing change. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   8.  This program will help me work better with other staff. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 Overall, I rate: 

   9.  This program 

 Poor Fair Good Excellent 
 1 2 3 4 

  10.  The case scenario 

 Poor Fair Good Excellent not applicable 
 1 2 3 4   n/a 

 11. Speaker _____________ [Insert name] 

 Poor Fair Good Excellent 
 1 2 3 4 

  12.  This program would be better if: 

  13.  What other leadership topics would be helpful to you in the 
future?         



Your ID _______ RN _____ Non RN ______
 Today’s Date ____/____/____ Facility:  _______________  

 Developing Cultural Competence in Long-Term Care Nursing 
 Pre-test/Post-test (circle one) 

 Please circle the  best  answer among the items listed below. 

 1. Culturally competent care is best defi ned as: 

 a.  The use of one’s personal experience to treat patients and 
staff. 

 b.  Using the institution’s cultural staff to meet the needs of 
the patients and other staff. 

 c.  Understanding another culture that is different from one’s 
own culture and using that knowledge to treat everyone 
else the same way. 

 d.  A set of skills, knowledge, and attitudes that respect the 
values of others when rendering care, even when it con-
fl icts with one’s own personal beliefs or values. 

 2. Health care organizations need to provide culturally compe-
tent care because: 

 a. It is documented in the Constitution of the United States. 
 b.  Many people cannot speak English or have limited profi -

ciency in English. 
 c.  Of changing demographics, reports of health disparities, 

current legislative protocols, and evidence of positive pa-
tient outcomes. 

 d.  Organizations will be able to receive more money from the 
government. 

 3. Cultural sensitivity is best described as: 

 a.  Being sensitive and respectful of the values and beliefs of 
others, which may or may not confl ict with one’s own val-
ues and beliefs. 

 b.  Knowing that cultural differences and similarities exist 
within and between groups without assigning value to the 
differences. 



 c.  A process of changing one’s personal values to those of 
others. 

 d.  Trying to learn another language so one can help the 
patients. 

 4. What is the fi rst step to becoming a culturally competent health 
care provider? 

 a. Talking with someone from another culture all the time. 
 b. Self-appraisal of one’s own cultural values and beliefs. 
 c. Listening and learning languages other than English. 
 d.  Taking classes to learn all the possible cultures in the 

world. 

 5. Choose the fi ve strategies for bridging the cultural health gap, 
as outlined by Berlin and Fowkes. 

 a.  Assess, Explain, Evaluate, Implement, and Observe 
(AEEIO) 

 b. Explain, Negotiate, Decide, Overcome, and Sign (ENDOS) 
 c.  Listen, Explain, Acknowledge, Recommend, and Negotiate 

(LEARN) 
 d. Assess, Decide, Implement, Evaluate, and Report (ADIER) 

 6. Which one of the following would not be an effective strategy 
for cross-cultural communication? 

 a. Having respect for the values of others 
 b. Seeing differences in others as primarily weaknesses 
 c. Seeing differences as strengths rather than weaknesses 
 d.  Recognizing unfamiliar situations as interesting instead of 

annoying 

 7. Communication about health beliefs and practices of  residents/
patients requires that culturally competent providers: 

 a.  Discuss the meaning of health and illness, its etiology, and 
cultural-specifi c concerns. 

 b.  Provide opportunity for patients to describe their symp-
toms and approaches for coping with stressors. 

 c. Discuss the role of the family during sickness. 
 d. All of the above 



 Match the following terms on the  left  to the correct defi nitions 
on the  right.  

 Term Defi nition 

  8.  Ethnicity  _____ A.  Belief that race is the primary 
determinant of human traits and 
capabilities and the inherent su-
periority of a particular race. 

  9.  Stereotype _ ____ B.  Intentional or unintentional ac-
tions against a group or indi-
viduals based on gender, racial 
groups, ethnicity, sexual orien-
tation, or education. 

 10.  Racism  _____ C.  Self-defi ned affi liation with a 
specifi c group or subgroup that 
shares common cultural heri-
tage due to history, customs, and 
language passed on from gen-
eration to generation. 

 11.  Discrimination  _____ D.  A fi xed picture or set mental 
image that is used to represent 
all people from a group. 

 12.  Cultural _____  E.  Familiarization with cultural 
       Knowledge      history, values, and belief sys-

tems of the members of another 
group. 



 Participant Evaluation Form 
Principles of Education

 Today’s Date ____/____/____ Facility: _______________ 

 Please circle the best response. 

  Example:   Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the importance of cultural competence health care 
services 

 Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

   2.  Discuss strategies for effective cross-cultural communication 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  3.  Discuss some health beliefs and practices of diverse cultural 
groups 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  4.  Be more aware of my own cultural values and beliefs 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  5.  Discuss legislative and regulatory mandates about cultural 
competence 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  6.  Discuss strategies to bridge cultural gaps 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4



   7.  Identify some of the barriers to providing cultural competent 
care 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

   8.  This program will help me work better with the clients/
patients 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

   9.  This program will help me work better with other staff 

Strongly Disagree Disagree Agree Strongly Agree
 1 2 3 4

  Overall, I rate:  

  10.  This program 

Poor Fair Good Excellent
1 2 3 4

  11.  The case studies 

Poor Fair Good Excellent
1 2 3 4

  12.  Speaker 1 ______________ [insert name] 

Poor Fair Good Excellent
1 2 3 4

  13.  Speaker 2 ______________ [insert name] 

Poor Fair Good Excellent
1 2 3 4

  14.  This program would be better if: 

 15.  What other cultural competence topics would be helpful to you 
in the future?



Your ID _______ RN _____ Non RN _____
 Today’s Date ____/____/____ Facility:  ________________  

 Leading Through Education in Long-Term Care Nursing 
Pre-test/Post-test  (circle one) 

 1. Name two characteristics of adult learners. 

 a. ____________________ 

 b. ____________________ 

 Please circle the  best  answer among the items listed below. 

 Example: 

 This is a test. 

 a. No, this is not a test. 
 b. Yes, this is a test. 
 c. No, this is a joke. 

 The answer is  b  so it will be circled. 

 2. The education development process consists of: 

 a. Needs assessment, objectives, design, and evaluation 
 b. Needs assessment, teaching, reinforcement, and feedback 
 c. Planning, delivery, and evaluation 
 d. Planning, teaching objectives, delivery, and evaluation 

 3. Objectives are behavioral when they: 

 a. Address behavior on the job 
 b. Identify what the teacher will do 
 c. Target what learners will be able to do 
 d. Specify the domain of learning addressed 

 4. Needs assessment data appropriately include: (circle all that 
apply) 

 a. Identifi ed competencies/job description 
 b. Focus groups 
 c. Survey data 
 d. Organization policies 



 e. Course outlines from professional meetings 
 f. Supervisor observations/reports 
 g. Quality Improvement data 

 5. Assumptions about adult learners include: (circle all that apply) 

 a. Self-concept 
 b. Experience 
 c. Job level/position 
 d. Readiness 
 e. Motivation 

 6. The domains of learning include: 

 a. Motivation, readiness, and self-concept 
 b. Attitude, self-concept, and experience 
 c. Skill, attitude, and readiness 
 d. Knowledge, skill, and attitude 

 7. Teaching and learning experiences that might involve modify-
ing a learner’s attitudes include: (circle all that apply) 

 a. Experiential or refl ective 
 b. Role play 
 c. Crossword puzzles 
 d. Perception exercise 
 e. Exposing myths and stereotypes 
 f. Demonstration 

 8. An example of an objective that involves learners mastering 
new information (knowledge) is: 

 a.  Manage personal feelings while caring for persons with 
dementia. 

 b.  Use a range of assessment strategies to identify the mean-
ing of behavior. 

 c.  Individualize care to older adults with dementia to pre-
vent and respond to behaviors. 

 d. Discuss behavior as a form of communication. 

 9. Formative evaluation: (circle all that apply) 

 a. Is when the cook tastes the soup. 
 b.  Sums up the program (person) with the aim of making 

decisions. 
 c.  Takes place while the program (person) is being formed 

with the aim of improvement. 
 d. Is when the guests taste the soup. 



 10. The four levels of evaluation get progressively more challeng-
ing. Level 1: Reaction, measures the following: 

 a.  The impact of the educational program in relation to orga-
nizational needs and goals 

 b.  The ability of the learner to demonstrate acquisition of the 
knowledge, skills, or attitudinal objectives at the time of 
the program 

 c.  The ability of the learner to perform the cognitive, skill, 
and other objectives in the work 

 d.  How the learner felt about the program, how it met needs, 
and opinions about components of the program 



Participant Evaluation Form
Leading Through Education in Long-Term Care Nursing

 Today’s Date ____/____/____ Facility: _______________________ 

 Please circle the best response. 

  Example:  Strongly Disagree Disagree Agree Strongly Agree 
   1 2 3 4 

 At the end of the presentation I can: 

  1.  Discuss the education development process: needs assess-
ment, objectives, design and delivery, and evaluation. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  2.  Discuss assumptions about adult learners in the long-term 
care workplace. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  3.  Be more aware of how to conduct a needs assessment to gain 
a clear understanding of gaps in knowledge, desired skills, and 
shifts in attitudes. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  4.  Discuss translation of needs into setting behavioral objectives. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

  5.  Discuss the domains of learning and different kinds of teach-
ing and learning activities associated with each. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 



   6.  Discuss the differences between formative evaluation and 
summative evaluation. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   7.  Identify strategies to apply the model, principles, and domains 
of learning into the long-term care setting. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   8.  This program will help me work better with clients/patients. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

   9.  This program will help me work better with other staff. 

 Strongly Disagree Disagree Agree Strongly Agree 
  1 2 3 4 

 Overall, I rate: 

  10.  This program: 

 Poor Fair Good Excellent 
 1 2 3 4 

  11.  The interactive discussions: 

 Poor Fair Good Excellent 
 1 2 3 4 

  12.  Speaker ______________ [insert name] 

 Poor Fair Good Excellent 
 1 2 3 4 

  13.  This program would be better if: 

  14.  What other education-related topics would be helpful to you 
in the future? 
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