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Foreword

We claim nurses are everywhere but how can we be sure they are making the impact
we need for everyone, to promote health, prevent illness, respond in emergencies,
and deliver care to the ill, disabled, and dying? To achieve a culture of health for all?

The declaration of health as a human right is three quarters of a century old [1].
The World Health Organization, a specialized agency of the United Nations, in
1946, committed to a definition of health and principles of a human rights-based
framework in its Constitution preamble that asserts every human being should enjoy
the highest attainable standard of health void of any discrimination of race, religion,
political belief, economic or social condition (WHO Constitution preamble) [2—4].

One of the biggest steps forward in advancing this human right came in 1948
with the adoption by the United Nations’ General Assembly of the Universal
Declaration of Human Rights (claimed to be the most translated document in the
world) with 48 affirmative votes and 8 abstentions [2]. Then, in 1966, the UN
General Assembly adopted the International Covenant on Economic, Social and
Cultural Rights which stated in Article 12, “The States Parties to the present
Covenant recognize the right of everyone to the enjoyment of the highest attainable
standard of physical and mental health [5].” The Covenant, which required 10 years
to be in force, and another 11 years to reach ratification by 157 states, further
expands the understanding about the right to health as one that is an inclusive right
with underlying determinants such as safe drinking water and food, sanitation, ade-
quate nutrition, housing, healthy working environments, health-related education
and gender equality as well as freedom from coercion for unwanted care, entitle-
ment to prevention and treatment of conditions including medicines, and equal
access to good quality basic health services, including maternal, child, and repro-
ductive health, all free of discrimination. Unfortunately, we fall far short in some
countries or communities so these rights are only a dream and not reality.

The Future of Nursing 2020-2030; Achieving a Path to Health Equity (NAM
2021) made evident, the unparalleled opportunity for nurses to lead change and
advance health, in a sequel to the 2011 Future of Nursing report [6], by taking action
to address the social determinants of health and counteract the forces making health
equity elusive. Focusing on the future requires us to confront the flaws of the past,
most notably the generations of inequity perpetuated by systemic racism and bias.
Nurses were never blind to the health and social challenges of the poor, rather they
were poorly positioned to influence the power dynamic that could halt the continued
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practices that disadvantaged people who were already suffering from social and
economic deprivation.

Advancing the profession by building capacity, raising the level of education and
expertise, and increasing influence through advocacy efforts have situated nurses to
exert more power and deliver on the commitment to improve health outcomes
through a fair, just, and equitable public health and care system. These positive
accomplishments were in motion long before the catastrophic events of 2020 when
COVID-19 put its deathly grip on the world disproportionally taking the lives of
people of color, exposing the greater vulnerability of those who had historically
experienced health inequities. At the same time, violent deaths of people of color at
the hands of law enforcement individuals unmasked widespread racial injustice and
triggered worldwide outrage that would no longer be silenced. The convergence of
these two phenomena succeeded in rupturing the complacency of the masses who
had been complicit in accepting systemic racism in nursing, health care, and society
writ large.

The recommendations of the 2020-2030 report serve as catalysts for action. The
timeline for these actions also coincides with the due date for the United Nations’
Sustainable Development Goals. Goal #3, Ensure healthy lives and promote well-
being for all at all ages, focuses on preventing premature deaths and diseases that
erode health as well as ending epidemics of communicable diseases. Achieving this
goal is linked to pursuing universal health coverage (UHC), or ensuring that people
receive the care they need, have access to quality services that include prevention
and treatment across the lifespan, and guard against financial hardship from receiv-
ing healthcare services. The current state of the world is that half the people do not
receive the health services they need, the pandemic has stalled progress toward
UHC, there are 5 million excess deaths due to poor quality care, and 100 million
people are pushed into extreme poverty due to medical expenses (Kruk; WHO) [7,
8]. There are new and persistent humanitarian crises, more people are suffering
from poor mental health, many preventable noncommunicable diseases cause more
than two thirds of deaths, gender alone predisposes individuals to violence or lack
of care, and socioeconomic shifts may put new groups at risk such as increased
aging populations.

The enormity of these challenges calls for an oversized response. Nurses, who
comprise 59% of the world’s healthcare workforce, are an obvious solution, but
cannot be expected to take up the mantle on these issues without greater support
across all domains of nursing to advance health equity. The world is already facing
a shortage of six million nurses, primarily in low and low to middle income coun-
tries. Given the attrition from the workforce during the pandemic, and continued
lack of investment, the projected shortfall could double. The needed support includes
investment in jobs, leadership, education, and protection of nurses’ well-being as
stressed in the WHO Global Strategic Directions for Nursing Midwifery 2021-2025
report [9].

In the pages that follow, you will see the vision to advance health equity unfold.
As is often true, we know what must be done, but we may lack the will to act or the
information or resources about sow it should be done. The path to achieve health
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equity, laid out in the recommendations to achieve the 2030 goals, demands that
nurses be a social, economic, and political force. Multiple actors in all sectors—cli-
nicians, educators, scientists, leaders, associations, accreditors, regulators, employ-
ers, policy makers, and governments—are needed to step up and support nurses as
key partners for improving health outcomes.

Nurses have already been stepping up. US nurses care for many marginalized
populations such as the homeless, individuals with substance use disorders discour-
aged from seeking care by stigma and discrimination, and the poor who are unin-
sured and do not know how to access community resources. Nurses in South Africa
take a train into rural disadvantaged communities to perform vision screenings and
primary preventive screenings. Nurses in Australia board bush plains to bring men-
tal health services to remote communities. Public health nurses in India use a digital
platform to collect data and bring prevention, screening, and treatment for noncom-
municable diseases (hypertension, diabetes, and breast, cervical, and oral cancers)
to underserved communities. Nurses everywhere muster forces to vaccinate chil-
dren and adults and overcome vaccine inequities. There is no limit to nurses’ cre-
ativity and problem solving to provide care wherever it is needed. These are but a
few examples, but they give hope to a future that realizes nurses are the center of a
web of solutions [10]. Imagine the breadth and depth we can reach when nurses and
the profession are supported to transform health care and eliminate disparities.

While the recommendations to achieve health equity were framed in the context
of the US healthcare system, we live in a global society where both the enabling and
restraining forces affecting health are universal. Racism and discrimination hold all
of us back and demand multisectoral action in doses appropriate for each nation.
Ensuring support to diversify the nursing workforce, transform education to address
social determinants of health, remove barriers to full practice, assure the health and
well-being of nurses, and enhance the understanding of the economic value of
nurses to enact reforms that support greater delivery of nursing care is work we all
must do. With an eye to the future, there is urgency to minimize the threats of natu-
ral and man-made emergencies, utilize technological advances to address popula-
tion needs, build the evidence base, and work with communities to implement
practice models that advance health equity.

Developing an equity mindset and taking action to achieve health for all is an
agenda for hope. It is also an agenda that calls for courage to resist political push
back to embracing equity, diversity, and inclusion, and insist that our healthcare
organizations and leaders affirm a right to health equity and commit to eliminating
practices that perpetuate racism or discrimination. Without question, there are head-
winds but by using our collective strength we can try to defy gravity that has
restrained our efforts to elevate health for all. Read on for lessons that inspire,
inform, and invoke the passion, innovation, and strength we know are hallmarks of
nursing.

International Council of Nurses Pamela F. Cipriano
Geneva, Switzerland
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Introduction: The Goal for 2030—Health
Equity for All

Susan Hassmiller, Ashley Darcy Mahoney,
and Kenya Beard

The unrelenting COVID-19 pandemic exacerbated long-existing health dispari-
ties both within countries and between wealthier and lower-income nations. The
disease disproportionately affect the poor and vulnerable, who are less able to
recover economically, get vaccinated, and face increasing learning and wealth
gaps. The pandemic caused extreme poverty to increase for the first time in more
than 20 years, resulting in 100 million more people living on less than $2 a day,
according to the World Bank [1]. In fact, the International Council of Nurses
notes in a recent report that the United Nation’s Sustainable Development Goals
to promote long-term well-being and survival are unlikely to be achieved by
2030 unless world leaders make a renewed commitment and action to “ensure
that no one is left behind” [2]. Oxfam International cautions that as wealthier
nations recover from the pandemic, “the biggest rise in inequality since records
began” could materialize [3].

It does not have to be this way. World leaders can change this trajectory by priori-
tizing health equity, defined as giving everyone a fair and just opportunity to be as
healthy as possible. Health equity requires removing obstacles to health such as
poverty, discrimination, and their consequences, including powerlessness and lack
of access to good jobs with fair pay, quality education and housing, safe
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environments, and health care [4]. Prioritizing health equity will take unprecedented
collaboration and the formation of multisector partnerships from stakeholders both
within and outside of healthcare, including the nursing field. The nursing profession
is perfectly positioned to take leading roles in addressing the root causes of poor
health, reducing health disparities, and improving the health and well-being of peo-
ple throughout the world. As the largest and most trusted group of health profession-
als providing critical care around the world, nurses are everywhere people are, and
they have a grounding in the root causes of poor health [5]. They work at all levels
and across all settings to provide primary care, coordinate care, manage chronic
conditions, offer vaccinations, and promote health for individuals, families, and
communities. In many places throughout the world, they are the only health pro-
vider available. In fact, nurses in general deliver 80-90% of healthcare worldwide
[6]. Achieving universal health coverage, one of the World Health Organization’s
Triple Billion Targets, is contingent upon a sufficient number of highly-qualified
nurses who can provide primary care [7].

Nursing leaders throughout the world understand the potential for the field to
advance health equity. The International Council of Nurses” Nurses: A Voice to
Lead Invest in Nursing and Respect Rights to Secure Global Health [2], the
World Health Organization’s Global Strategic Directions for Nursing and
Midwifery 2021-2025 [8], and the National Academy of Medicine (NAM)
report, The Future of Nursing 2020-2030: Charting a Path to Achieve Health
Equity [9], call for systemic changes and clear policies to unleash the potential
for the nursing profession to improve people’s lives. All three sentinel reports
lay out comprehensive strategies to enable the nursing workforce to advance the
common good.

While The Future of Nursing 2020-2030: Charting a Path to Achieve Health
Equity focuses on the United States, we believe that many of the report’s recom-
mendations are applicable worldwide. Consequently, this book is intended for nurs-
ing leaders throughout the globe who are interested in applying the concepts and
recommendations of The Future of Nursing 2020-2030: Charting a Path to Achieve
Health Equity. Nurses throughout the world can adapt the recommendations to the
specific needs within their country to address the root causes of poor health, reduce
health disparities, and improve health and well-being.

1 The Priority Areas to Achieve Health Equity

The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity rec-
ommends that the systems that educate, pay, and employ nurses: (1) permanently
remove barriers to care; (2) value their contributions; (3) prepare nurses to tackle
health equity; and (4) diversify the workforce. The report emphasizes that nurse
well-being is crucial to advancing the recommendations. Each of these areas will be
discussed below, along with an explanation of how prioritizing these areas will
improve health throughout the world.
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2 Permanently Remove Barriers to Care

Far too many people throughout the world do not have universal health coverage
and cannot see a health provider when they need one. Timely access to healthcare is
inhibited because people cannot afford it; there is a lack of providers and services in
rural and underserved areas; there is a lack of health literacy; and in some countries,
a fundamental mistrust of the healthcare system and providers. Delays in seeking
care can cause people to experience worse symptoms and to be substantially sicker
when they do see a provider [10]. Nurses can be utilized to expand healthcare
access. In the United States, for example, the nurse practitioner field is growing
significantly, while the number of physicians entering primary care has remained
stagnant [11, 12]. Numerous studies show that nurse practitioners provide equiva-
lent care to physicians for common ailments [13, 14]. They are less expensive to
employ than physicians and more likely to care for marginalized populations, par-
ticularly in rural areas [15].

Yet, state and federal laws, institutional barriers, and restrictive health system
policies prohibit nurses—including registered nurses and licensed practical nurses—
from working to the full extent of their education and training and expanding access
to care [9]. Nor is scope of practice restrictions limited to the United States. Nearly
80% of nurses say that they are overqualified for the roles they are performing,
according to the Organization for Economic Cooperation and Development [16].
The International Council of Nurses notes that there will be an increased return on
investment by utilizing nurses to work to the full scope of their practice [2]. All
three reports call for nurses to be able to practice to the fullest extent of their educa-
tion and training. The Future of Nursing report recommends that all public and
private organizations remove regulatory and payment limitations, as well as restric-
tive policies and practices. Examples of restrictive policies and practices include
restrictions on providing telehealth services and workplace policies that inhibit
nurses from providing care. Enabling nurses to practice to the full extent of their
education and training is crucial to removing preventable gaps in access to care and
will further the World Health Organization’s goals of one billion more people ben-
efiting from universal health coverage by 2030; one billion more people enjoying
better health and well-being; and one billion more people better protected through
improved emergency preparedness and response [7].

3 Value Nurses’ Contributions

Nurses can advance health equity through their roles in care management and team-
based care; preventative care; public health and school nursing; and providing tele-
health services. School nurses, for example, are a lifeline in the United States for 56
million students, particularly children from low-income families. About one-third
of student health visits to school nurses were related to mental health before the
pandemic, a need that has expanded significantly. Students of color face more
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barriers to accessing mental health treatment than others, and structural racism can
exacerbate these conditions [17]. However, 25% of schools in the United States do
not employ a school nurse, and 35% of schools only employ one part-time [18]. The
United States government has also underfunded the public health system for over a
decade, which has undermined the ability of public health professionals to respond
to the pandemic as effectively as possible [19]. The NAM report calls for federal
and state governments to ensure sufficient funding for school and public health
nursing, including paying public health nurses competitive wages compared with
similar nursing positions in other healthcare organizations and sectors.

Beyond adequately funding public health and school nursing, the NAM report
calls for payment systems to support nurses in addressing social needs, the social
determinants of health, and health equity. The U.S. payment systems often reim-
burse physicians’ services and include the services of nurses and other team-based
care providers under generic facility charges. Nurses, with financial support, can
significantly expand efforts to advance health equity through their roles in preventa-
tive care; public health and school nursing; care management and team-based care;
and by offering telehealth services.

The International Council of Nurses Chief Executive Officer Howard Catton has
noted the importance of valuing nurses: “We can no longer afford to undervalue and
underfund the nursing profession, not only for the sake of nurses, but for the protec-
tion and sustainability of our entire global health system” [2]. ICN says that many
countries’ pay rates for nurses have either remained flat or decreased in real terms
[20]. The organization calls on governments to “incentivize the attractiveness of
nursing as a career option” [2].

4 Prepare Nurses to Tackle Health Equity

Nurses entering the field must be prepared to advance health equity and improve
the health and well-being of everyone. Nurses throughout the world will need to
understand and identify the social determinants of health, effectively care for an
aging and more diverse population, engage in new professional roles, use new
technology, collaborate with other sectors to address the root causes of poor health
and adapt to a changing policy environment. Broad and deep collaboration with
multisector partners, including groups focused on housing, transportation, social
isolation, climate change, and food insecurity, will be critical during the next
decade. Yet, a current and impending nursing shortage of up to 13 million nurses
worldwide (including 4.7 million nurses retiring from the profession in the next 10
years and 2.5 million nurses leaving the profession as a result of the COVID pan-
demic) will make educating and retaining the next generation critical [21]. The
departure of experienced nursing faculty from the workforce will result in an
unprecedented knowledge gap [22]. All three reports stress the importance of nurs-
ing education, with both the International Council of Nurses and the World Health
Organization calling for an investment in nursing education to meet the health
needs of populations.
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The NAM report recommends that schools of nursing revamp the curricula to
integrate content related to the social determinants of health, health inequities, and
population health. Content and competencies should be integrated throughout
coursework, and schools should expand community learning opportunities. Schools
should offer clinical education experiences that offer direct engagement with indi-
viduals and families from diverse backgrounds, as well as communities affected by
the social determinants of health [9]. These learning experiences can take place in
schools, workplaces, home health care, federally qualified health centers, public
health clinics, homeless shelters, prisons, public housing sites, public libraries, resi-
dential addiction programs, and telework settings. These student experiences should
offer opportunities for meaningful engagement with other health and non-health
professionals to address the social determinants of health. These clinical experi-
ences can build a strong foundation in health equity, teach students how to care for
diverse populations with compassion, and allow them to build the requisite compe-
tencies and skills to achieve health equity [23]. The NAM report also recommends
increasing the number of nurses with doctoral degrees to teach the next generation
of nurses and to build the evidence base around the connection between the social
determinants of health, health equity, and overall well-being.

The NAM report recommends that nursing schools and employers expand disas-
ter preparedness educational and training opportunities for nurses in all sectors and
at all levels, with particular attention to vulnerable populations. Disasters and other
public health emergencies are more likely to impact people of color, those with low
incomes, those experiencing housing insecurity, and those with limited access to
health care and transportation [24]. The ICN report notes that nurses provide the
bulk of humanitarian aid in crises worldwide and states that a record number of
people in 2022 will require humanitarian aid due to forced displacement, famine,
the concentration of vaccine inequity, an increase in conflict and violence, and the
growing intersection between climate, hunger, and conflict [2, 25]. As noted above,
the World Health Organization has a target of one billion more people being better
protected from health emergencies by 2030 [7]. Advancing the NAM recommenda-
tions could help to further the World Health Organization’s goal.

5 Diversify the Profession

Developing a more diverse nursing workforce in the United States is necessary to
achieve health equity. The NAM report urges the nursing profession to dismantle
systemic racism and bias within nursing education and practice and to prioritize
diversity and cultural humility, defined as a lifelong approach to learning about
diversity, and recognition of the role of individual bias and systemic power in
healthcare interactions [26].

The nursing profession must identify and address structural racism and systemic
barriers within the field that contribute to the profession remaining mostly white and
female. Despite calls to improve diversity, the nursing field remains roughly 80%
white, even though white people make up 60% of the U.S. population. The gap widens
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for nurses in academic and practice leadership positions. The American Association of
Colleges of Nursing determined in early 2021 that roughly 10% of nursing faculty and
4% of deans were people of color. The American Organization of Nurse Leaders stated
that under 10% of chief nursing officers were people of color [27].

The U.S. National Commission to Address Racism in Nursing released the
results in January 2022 from a survey of over 5600 nurses showing that racism is a
substantial problem within the profession. Sixty-three percent of nurses surveyed
said that they have personally experienced an act of racism in the workplace, with
the perpetrator being a peer (66%), patients (63%), or manager or supervisor (60%).
Over half of the nurses said that racism in the workplace affected their professional
well-being [28].

The nursing profession as a whole should undertake meaningful and sustained
efforts to ensure that nursing students and faculty reflect the diversity of the popula-
tion that everyone feels included and welcome and that barriers of structural racism
are removed from nursing education, including in the curricula, institutional poli-
cies and structures, and the formal and informal distribution of resources and power
[29]. Nurses in all practice settings must be able to connect and communicate effec-
tively with people of different backgrounds and be aware of how their own biases
affect the care they provide.

Diversifying and strengthening the student body—and eventually the nursing
workforce—requires cultivating an inclusive environment; recruiting and admitting
a diverse group of students using holistic admissions that evaluate applicants on
their academics, experiences, attributes, potential contributions, and the fit between
the applicant and the institutional mission; and providing students with support and
addressing barriers to their success throughout their academic career and into prac-
tice. Schools should offer economic, social and emotional, and academic and career
progression supports. Workplaces should similarly recruit, retain, mentor, and pro-
mote nurses from underrepresented backgrounds.

The NAM report offers several recommendations to diversify the profession.
They include: (1) identifying and eliminating policies, procedures, curricular con-
tent, and clinical experiences that perpetuate structural racism and discrimination
among faculty, staff, and students; (2) increasing academic progression for geo-
graphically and socioeconomically disadvantaged students through academic part-
nerships that include community and tribal colleges located in underserved areas;
and (3) recruiting diverse faculty with expertise in health equity and using evidence-
based training to develop the health equity skills of faculty.

Nursing leaders throughout the world could adapt these recommendations to
ensure that their workforce reflects the population and that all nurses can provide
culturally relevant care.

6 Fully Support Nurses

The past two-and-a-half years of the COVID pandemic have devastated the nursing
profession throughout the world. The World Health Organization estimated that
180,000 healthcare workers have died from the virus—a figure considered
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conservative [8]. Many nurses throughout the world have been without personal
protective equipment, vaccine access, and the support to perform their work in a
safe and healthy environment. Nurses are 16 times more likely to experience vio-
lence in the workplace compared with other service workers. Nurses are over-
whelmed, burned out, and facing moral injury. They have been forced to make
complicated decisions over an extended period and are experiencing high levels of
exposure to acute psychologically traumatic events [9]. A recent study in the
U.S. found that the total supply of registered nurses decreased by more than
100,000 in 2021—an unprecedented drop. Nurses left the workforce due to early
retirements, pandemic burnout and frustration, interrupted work patterns from fam-
ily needs such as childcare and elder care, COVID-19 infection and related staffing
shortages, and other disruptions throughout healthcare delivery organizations [30].
Patients suffer when nurses are unwell. Nurses who experience poor physical and
mental health are more likely to make medical errors, which harms patients [31].
Nurses cannot realize their potential to advance health equity unless policies are
implemented that prioritize the safety and well-being of nurses.

All three reports underscore the need to fully support nurses. The NAM report
states the need to address the systems, structures, and policies that result in work-
place hazards and stresses that lead to poor nurse well-being. It includes a number
of recommendations directed at improving nurse well-being. The main one is that
nursing education programs, employers, nursing leaders, licensing boards, and
nursing organizations should initiate the implementation of structures, systems, and
evidence-based interventions to promote nurses’ health and well-being, especially
as they take on new roles to advance health equity. Examples could include requir-
ing employers to realign their budgets to improve nurse well-being and redesigning
work so that nurses are supported with sufficient staffing levels, appropriate work-
loads, job control, a healthy physical environment, and peer and mental health sup-
port services. Healthcare organizations could limit staff time on site or specific
shifts to keep nurses from being overworked. They can reach out to their nursing
staff directly for feedback and recommendations about the types of resources and
structures that they may find most helpful in promoting their well-being.

7 Joining the Movement to Achieve Health Equity

The pandemic has shone a spotlight on widespread and unacceptable, long-existing
inequities in healthcare. The status quo cannot continue, and the nursing profession
should do its part to address inequities in healthcare and outcomes. Global
Application to Advance the Future of Nursing: Charting a Path to Achieve Health
Equity provides program and policy recommendations intended to empower nurses
throughout the world to understand and act to achieve health equity. The pages that
follow provide readers with an opportunity to clearly see the need for an equitable,
just, and fair society—one that promotes racial equity as well as equity across cir-
cumstances, communities, and abilities. The tools, tips, exemplars, and storytelling
that follow for each of the key recommendation areas are intended to inspire nurses
at all levels and from every country in the world to get involved in achieving health
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equity. As a strong and capable profession, nurses must step up now to address the
world’s greatest healthcare inequities. Indeed, there has never been a more urgent
call to action.
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Nursing’s Role in Advancing
Health Equity

Lorretta Lee, Dalmacio Dennis Flores, Katherine Tucker,
C. Ann Gakumo, and Martha A. Dawson

Future of Nursing 2020-2030: Recommendation 2

By 2023, state and federal government agencies, healthcare and
public health organizations, payers, and foundations should
initiate substantive actions to enable the nursing workforce to
address social determinants of health and health equity more
comprehensively, regardless of practice setting.

1 Introduction

Health equity means everyone has a fair and just opportunity to be as healthy as
possible, regardless of race, ethnicity, gender, sexual orientation, or physical loca-
tion [1, 2]. For many people across the globe, the opportunity to achieve a high level
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of health has been an unattainable goal at an unaffordable price. As a result, health-
care disparities continue to inflict devastation on populations across communities
from the poorest to the wealthiest nations. Too often, factors such as social determi-
nants of health (SDOH) informed by structural determinants of health can challenge
the ideals of health equity.

SDOH are “nonmedical factors influencing health, including health-related
knowledge, attitudes, beliefs, or behaviors” and contribute to economic instability,
poor education, lack of access to quality healthcare, under-resourced neighbor-
hoods, and environmental injustices ([2], p. 32). Structural racism contributes to
SDOH in racially marginalized communities and leads to healthcare disparities
among minority populations. The vision for 2030 is to achieve health equity, a chal-
lenging task. Affirming the right to health equity will require actions by stakehold-
ers internal and external to healthcare systems and an agenda that unmasks structural
racism as a barrier to health equity.

2 Inequities

Although the Patient Protection and Affordable Care Act helped many Americans
gain insurance coverage and increase access to health care, the COVID-19 pan-
demic illuminated the impact of social, structural, and political determinants of
health that produce healthcare disparities [3]. While the proportion of Americans
who received the COVID-19 vaccine was significant, a sizable number of under-
served Americans did not, due to inadequate access to health care, SDOH, and the
lack of vaccine confidence related to perceived racist health policies and mistrust of
healthcare providers [4]. While healthcare disparities exist for numerous chronic
diseases, the COVID-19 pandemic provides a glaring example of the devastating
effect of healthcare disparities among minority populations [3].

Diabetes mellitus is consistently one of the most common comorbidities in
patients with COVID-19 [3]. During the peak of the COVID-19 pandemic, non-
Hispanic blacks accounted for 52% of those infected and 58% of the deaths associ-
ated with the virus [3]. In 2020, the Centers for Disease Control and Prevention
reported that diabetes prevalence in non-Hispanic blacks was nearly 16.4% com-
pared with 11.9% for non-Hispanic Whites. Also, diabetes prevalence was higher in
men than in women across all races in the US [5]. The gap in diabetes prevalence
between minority and majority populations has not lessened significantly over the
last 8 years. If this disparate trend continues, particularly for non-Hispanic Black
men, by 2050, people with diabetes and its related complications will constitute the
sickest population [6, 7]. Despite the volume of evidence for healthcare disparities,
health systems continue to focus on downstream issues rather than the SDOH and
structural racism [8].

Diabetes is a chronic disease that lifestyle changes can manage. However, in
many racially marginalized communities, it is difficult to find fresh fruit and vege-
tables and clean air that supports a healthy exercise regimen. Some Native Americans
live in housing with no or incomplete plumbing [8, 9]. According to Pindus et al.
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[9], 10% of tribal area households had plumbing and kitchen deficiencies; “another
13.0% that did not have plumbing/kitchen had some mix of heating, electrical, and
condition problems” ([9], p. 67). Basic practices such as handwashing and having
means for safe storage and preparation of food are foundational to disease preven-
tion and improved health outcomes.

3 Nursing and the Future

National nursing organizations should develop a shared agenda for addressing
SDOH, eliminating structural racism, and achieving health equity. This agenda
should include explicit priorities across nursing practice, education, research, lead-
ership, and health policy engagement [2]. Using an antiracism lens, nurses could
make a significant difference in advancing health equity for all populations.

4 Strengthening Diversity in Nursing

Diversifying the workforce is a critical way to advance health equity. Diversity ini-
tiatives, although successful in some ways, have not significantly increased the
number of Black and Brown nurses. Whether programs lack sustainability when
funding ends or pipeline programs bring students in, only to have students depart
due to attrition, innovative recruitment and retention efforts are still needed. One of
the authors, a chief nursing officer (CNO) and faculty member designed a novel
program that has strengthened the racial diversity of the profession. The program,
The Black Nurse Recruitment Pledge, requires each nurse who is Black to commit
to recruiting, mentoring, and supporting at least one nurse who also identifies as
Black, until they graduate. The Black Nurse Recruitment pledge is a model that has
increased diversity exponentially and provides an illustration of an effective way to
recruit and retain minority nursing students.

5 Antiracism Efforts in Nursing: A Health
Equity Imperative

Based on a national Gallup poll released in January 2022, nursing was rated the
most trusted profession for the 20th year in a row [10]. Approximately 2 weeks
later, the National Commission to Address Racism in Nursing, launched by leading
professional nursing organizations across the United States, released their findings
from a landmark national study indicating widespread racism within the profession
[11]. The Commission defines racism as “assaults on the human spirit in the form of
actions, biases, prejudices, and an ideology of superiority based on race that persis-
tently causes moral suffering and physical harm of individuals and perpetuate sys-
temic injustices and inequities” ([10], p. 6). To maintain societal trust in an
increasingly racially and ethnically diverse society, the nursing profession must
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assert its commitment to identifying, dismantling, and transforming policies and
practices that have perpetuated healthcare inequities, especially for communities of
color. This work requires leveraging combined, large-scale efforts across sectors
toward achieving action-oriented goals in the nursing profession and with patients
and communities serving as a driving force.

When discussing efforts to identify and eliminate racism in nursing, the focus
must address structural, systemic, and interpersonal racism to get to the origins of
interconnected systems that work together to foster and reinforce inequities. Indeed,
structural racism and ideologies can be so deeply embedded in institutional policies
that they could persist in the absence of interpersonal racism [10]. In an integrative
review of institutional racism, Thurman and colleagues [12], indicated that of pub-
lished articles specifically addressing racism in nursing peer-reviewed journals, less
than 10% identified structural/systemic or institutional racism by name or listed it
as a secondary concept; scholars instead relied on individual-level solutions for
addressing larger and more complex structural racial issues [12]. Scally and col-
leagues [13] challenge those who lead in this area and pose that explicitly acknowl-
edging racism and racial inequity is essential to identifying root causes and driving
change on a structural level [13]. Of all the health professions, nurses are in the best
position to lead and influence the essential changes due to their direct contact with
patients, families, and colleagues. In addition, nurses are the largest healthcare
workforce in the US and work in all practice sites and specialties. Currently, it is
estimated that the US has 4.3-5.3 million licensed registered nurses, outnumbering
licensed physicians by 4-1 [14, 15].

In 2022, the American Nurses Association (ANA), the largest professional nurs-
ing organization representing the interests of all registered nurses in the US, issued
a statement apologizing to nurses of color and ethnic minority nursing organizations
for the organization’s role in contributing to systemic racism [16]. Furthermore, the
ANA outlined actionable steps moving forward to hold itself accountable in what
they refer to as their “Journey of Racial Reconciliation.” These actions include
advocating for established guidelines on reporting race and ethnicity in professional
journals and publications and supporting appropriate representation and inclusion
in textbooks and other educational material, among other actions. However, more
professional nursing organizations must follow suit, moving beyond diversity,
equity, and inclusion statements that lack concrete antiracism efforts and measur-
able outcomes [16]. Many academic and practice environments are responding to
this call to action by recruiting, hiring and/or appointing diversity, equity, and inclu-
sion (DEI) officers [17].

Advancing health equity includes establishing equitable work environments.
Nurse leaders must work and commit to creating work environments where equity
in recruitment, pay, and promotion serve as the norm. Leaders must also allow
nurses to have a voice, even if they agree to disagree. Examples of building an inclu-
sive workplace include involving staff in resource allocation discussions, including
staffing, pay and compensations, and review of hiring practices. Possibly one of the
most challenging leadership changes that are needed includes the leader’s ability to
self-evaluate their level of honesty, fairness, and openness to change and
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commitment to building better bi-directional relationships between the top and bot-
tom layers of their leadership teams and staff. Practice and education leaders cannot
resolve injustices by appointing DEI officers. Diversity issues are c-suite issues that
call for c-suite-level changes. DEI officers must have the independence and power
to make changes, even when necessary changes are painful and uncomfortable [17].

6 Unhealthy Work Environment

Beyond the hospital safety climate, emphasis must also be placed on bolstering the
nurse work environment to address health equity for all patients fully [18, 19]. Before
the COVID-19 pandemic, a meta-analysis revealed that better work environments are
associated with lower odds of adverse nurse outcomes, poor safety or quality ratings,
and adverse patient outcomes [20]. A poor or undesirable work environment includes
strong and pervasive feelings of burnout among many nurses. Burnout is the over-
whelming exhaustion, cynicism, and low self-efficacy that result from occupational
demands that outweigh resources [21]. Nurses who are burnt out feel less autonomy,
have strained relationships at the workplace, and do not feel supported by manage-
ment [20, 22-24]. Also, moral distress arises when nurses cannot perform in ways
that align with standards of care due to system constraints or resource limitations
[25]. Moral distress occurs when nurses are mandated to continue working in consid-
erably under-resourced or dangerous conditions, placing staff and patients at risk.
Also, increasing the patient-per-RN ratio is associated with nursing burnout, job dis-
satisfaction, and intent to leave. Similarly, adverse nurse schedules (e.g., working
overtime, longer working hours) have been associated with adverse patient outcomes
and working more than 12 h a day and more than 40 h a week had detrimental effects
on patients’ health. How these outcomes vary by nurses’ race, ethnicity, and other
demographic factors is not readily known, but it provides leaders and researchers
with opportunities to correct these practice environment issues.

During the early part of the pandemic, nurses appeared to assume a higher level
of risk than other health professionals. Race-based data revealed that non-white pop-
ulations were disproportionally contacting and dying from COVID-19 [26]. Deaths
in most states were greater for those who identified as Latino than the total popula-
tion [26]. In addition, Black and brown nurses that comprise a minority percentage
of the nursing population in the US, may have accounted for slightly higher work-
place morbidity and mortality among healthcare workers. During the height of the
pandemic, Asian Americans endured great incivility due to unfair labeling of
COVID-19 as a “Chinese Virus” [26]. Carthon and colleagues [27] reported that
Black registered nurses (RNs) had higher job dissatisfaction and intent to leave than
their white counterparts [28]. Further, non-Hispanic black nurses had higher odds of
being dissatisfied with job advancement opportunities. Nurses from minoritized
groups, in addition to living with stressors external to their place of employment, are
living with the impact of structural racism in the work environment. Intentional
efforts must be made to examine institutional factors that contribute to job dissatis-
faction and intent to leave, and the data should be disaggregated by race and ethnicity.
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7 Best Practice

Nursing’s recent spotlight on social justice has triggered multiple efforts to examine
the ways that nursing can support all nurses. Exemplars of thorough and far-reaching
nursing projects to advance health equity abound. At the national level, DEI efforts of
varying foci have been noted. The National League for Nursing (NLN), whose mis-
sion is to promote excellence in nursing education, has amplified the need to diversify
the nursing workforce and improve patient outcomes. In 2021, NLN released a living
document to guide equitable access to COVID-19 vaccine distribution [4].

A groundbreaking report, Racism in Nursing, was released in 2022 at the behest
of the American Nursing Association, the National Association of Hispanic Nurses,
the National Black Nurses Association (NBNA), and the National Coalition of
Ethnic Minority Nurse Associations [10]. The report provides a thorough account of
the history of racism within nursing, covers the exclusion of Black and brown nurses
in nursing’s origin, and details the subsequent minoritization of RNs from diverse
racial and ethnic groups in the US. From these leading minority organizations, there
have also been focused calls for nursing to become more involved in policies that
protect lives and the environment. For example, the NBNA conducts annual awak-
ening events at Capitol Hill that inform congressional representatives and their staff
about laws and regulations that impact underrepresented and underserved commu-
nities. For 35 years, NBNA’s Health Policy Committee has organized its Capitol
Day in Washington DC, and each year, a list of policy priorities is developed to
address healthcare disparities and health equity. NBNA members receive a health
policy toolkit, including a list of supporting resources. NBNA also has an active
resolution committee that includes writing op-eds, supporting congressional laws,
and advocating for health equity and community engagement [29].

Cognizant of policies that perpetuate power imbalances, NBNA leaders likewise
advocate for a true awakening in the public policy realm and demand meaningful
actions such as reallocating funds for research within Black communities, fixing
problems that cause injustices, and holding individuals accountable for their actions
[22]. Events such as the lead contamination in Flint, Michigan, poor plumbing
infrastructure and water issues in rural Alabama and Mississippi, and senseless
mass shootings/killings in schools and churches and unjust killings of Black indi-
viduals at the hands of police are examples that cause adverse health and trauma that
require continuous nursing vigilance and involvement.

The National Association of Hispanic Nurses (NAHN) is at the forefront of
eliminating barriers to healthcare and the root cause of healthcare disparities.
NAHN and many other national nursing organizations, through networks and
coalitions, are collaborating to update healthcare coverage for the medical treat-
ment of chronic diseases that disproportionately harm communities of color. Their
collective voices through the Health Equity Coalition for Chronic Disease and the
Nurses Obesity Taskforce are producing a paradigm shift in addressing and treat-
ing obesity.

DEI activities that promote health equity extend beyond the clinical arena.
Nursing schools have spearheaded DEI efforts to advance health equity. At a
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top-tiered University School of Nursing, faculty and staff banded together to create
a suite of initiatives ranging from awareness-raising podcasts to a health equity-
guided checklist that embedded principles of social justice throughout the research
life cycle [30]. Similarly, other universities and colleges have devoted resources to
transforming their work environment into more inclusive workspaces.

University and college initiatives also include creating inaugural Associate
Deans of DEI positions and the development of stakeholder counsels to focus solely
on health equity through the lens of DEI. However, these new roles must come with
the power to influence and measure change. Fields et al. discussed the scope of work
for DEI practitioners and their leaders and underscored that they must be able to
design policies and practices, interpret and conduct research, develop nursing cur-
ricula and address resource allocation [17]. These authors also suggested that lead-
ers must evaluate the type and level of support this emerging role will need to
become effective change agents. They noted that there are no quick fixes. DEI posi-
tions must be at the leadership level with allocated time to do the work, which could
mean a reduction in teaching workload [17].

8 Race-Based Health Disparities

Race-Based Health Disparities continue to be a significant focus in healthcare deliv-
ery. Race is a socio-political system of categorization designed to devalue people of
color without a biological basis [29]. There is a 0.1-0.5% variation between socially
constructed racial groups and is the greatest between members of the same racial
group [31]. Although widely debunked, race as a descriptive category continues to
be present in medical and nursing curricula without clarifying that race is poorly
associated with genetics [29, 32]. The use of race in medicine also positions non-
Hispanic whites as the control group, reinforcing the notion of superiority in this
group. The subgroups and variations within racial categories (black and white) are
seldom accounted for when generalizing the research results. The race and ethnicity
of an individual must clearly be understood concerning its impact on healthcare, not
because of biology, but instead from its association with racism and the impact of
social determinants [29, 32].

While some disease states may continue to be prevalent within racial groups, the
association between race and various disease states demonstrates how race and
genetics are often poorly correlated. The commonly used categories of race used by
the US Census Bureau’s Office of Management and Budget (OMB) have changed
over time, along with the subgroups that fit into these categories [32]. It is poor
practice to associate race, a socio-political construct, with genetic ancestry or to
base clinical decision-making on generalizations about race [29].

There is a need to educate all healthcare disciplines on the impact that racism and
SDOH have on the health of populations. In addition, evidence indicates that racial
discrimination is a risk factor for disease and contributes to racial health disparities
[29]. Implicit biases and care providers’ attitudes during clinical care delivery and
decision-making may also place patients at risk. Bias can lead to incorrect diagnosis
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and treatments, poor health outcomes, and perpetuate healthcare disparities. The
use of race to explain health differences is flawed and must be qualified from the
lens of racism and its impact on individuals [22]. Social determinants of health, like
the individual’s place of residence, remain more powerful indicators associated with
health than race [8, 33].

Many concepts have been applied to clinical care guidelines and are used in
algorithms that inform artificial intelligence and the associated logic without being
supported by evidence. Despite the lack of evidence, these concepts can be found to
have been codified into clinical practice guidelines with widespread use in clinical
decision-making. These concepts contribute to racial stereotypes and can lead to
misdiagnosis and incorrect treatment, negatively impacting minoritized populations
and perpetuating health disparities. One example is the use of the race multiplier in
calculating the estimated glomerular filtration rate (¢GFR) in non-Hispanic blacks
with chronic kidney disease (CKD). This approach to eGFR calculation assigns a
lower CKD stage for non-Hispanic blacks, which may delay dialysis. It may also
impact the criteria for transplantation priority, further perpetuating health disparities
for African Americans [34]. Transplantation listing and time affect the likelihood of
kidney allocation [35]. If this race multiplier were not used in the assessment of
CKD for African Americans, the eGFR would lead to a significantly greater number
of African Americans being classified with more severe stages of CKD, resulting in
more timely treatment [35].

9 Social Justice

Workforce diversification is critical for changing how healthcare is interpreted and
how individuals interact with the systems where they receive healthcare and those
who provide the care. Employers must hire leaders of color and diverse backgrounds
and ensure they have a voice and seat at the tables where decisions will impact the
who, what, when, where, why, and how of healthcare delivery and the associated
resource allocation. Acknowledging that race is a social construct is paramount to
changing how race is represented in education, research, clinical practice, clinical
decision-making, and health-related artificial intelligence. This acknowledgment is
important because it will shift the focus of the conversation from whether racism
and its structural nature are real to developing antiracist praxis environments.
Nursing and the approach to medical care should shift from race-based to race-
conscious approaches in clinical care [36]. Future research should include further
study on the impact of racism on the SDOH. Race-based tools should be recreated
without the race category but with greater emphasis on the associated impact
of racism.

Equity in the workplace means that every person has access to and receives the
resources they need to perform their job and achieve professional growth and career
progression. Equality and interactional justice address how leaders administer poli-
cies and laws that protect and treat employees and/students equally and fairly [37,
38]. For example, posting a position for 2 days when the decision has already been
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made on who will be placed in the position or the preselected candidate is already
hired, fails to meet the external legal requirements of the Equal Employment
Opportunity Commission relative to a job posting. There are three types of organi-
zational justice concepts that employees use to determine if the workplace is fair:
(1) distributive justice focuses on the perceived fairness of distribution of recogni-
tion and resources, (2) procedural justice focuses on how processes and procedures
are used to make resources and support allocation decisions, and (3) interactional
justice focuses on decision-makers and leaders’ behavior in making decisions [37].
Interactional justice infers that leaders’ practice of fairness is examined and mea-
sured using the lens of both equity and equality. These two constructs are not the
same. Organizational equality is a state of being treated equally in professional
status, progression in one’s career, promotional opportunities, salary, rights to share
in all the benefits and be heard [37]. Kuh [38] and other non-nursing academicians
have studied and written extensively about organizational theory in higher educa-
tion providing nurses with another opportunity to gain experience from non-
healthcare colleagues [38].

10 Recommendations

There are critical steps that nursing can take to advance health equity. Nurses should
not use old models that lead to high costs in health care with little or no change in
output to create healthy lives. Healthcare needs bold, transformative, and sustain-
able interventions that disrupt the status quo, and nurses can become leaders in this
space. Below are three recommendations to move the profession forward.

1. Do more than review the FON 2020-2030 and the Commission to Address
Racism in Nursing reports; use these groundbreaking reports to develop blue-
prints to assess, design, implement and evaluate nursing education, practice,
research, and advocacy roles.

2. Leaders and nurses in the profession need to lead the charge for a more diverse
and inclusive workforce by dismantling institutional and professional barriers
addressing diversity, equity, equality, and inclusion.

3. When building coalitions to advance health equity, develop interprofessional
research teams that focus on social justice, antiracist praxis, and political deter-
minants of health across healthcare and educational settings.

Case Study
Improving Access and Quality of Mental Health Care for Racially Marginalized
Individuals

The deep south is not immune to national mental healthcare challenges. A
shortage of mental healthcare providers and cultural norms for many racially
marginalized communities make access to quality mental health services
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increasingly challenging. This case study illuminates challenges to advancing
health equity.

Most of Alabama’s 67 counties are situated in a designated healthcare pro-
vider shortage area, including mental healthcare. In 2021, almost one million
adults in Alabama had mental health conditions, and more than half did not
receive treatment due to a lack of access to care. Lack of access to care coupled
with the stigma associated with mental healthcare can often end in little to no
mental health treatment, particularly for African Americans. Sammie lives in
rural Alabama, where mental health care is provided at one local health depart-
ment. Sammie has a history of arrests for misdemeanors, often acts irrationally,
and complains of abdominal pain. Sammie tells his mother that he often feels
sad, and his girlfriend said that he is depressed. His mother states that “Black
people do not have those problems.” His dad says, “you just need to toughen up,
boy, it’s time to be a man.” Twenty-three-year-old Sammie says, “okay,” but it is
not okay. Sammie is finally diagnosed with depression when he is 33 years old,
after his second divorce and losing three jobs. Lack of access to mental health-
care and cultural norms can contribute to poor outcomes and protracted physical
and behavioral health issues. Advanced Mental Health Nurse Practitioners given
full practice authority could help to address and reverse the mental crisis in rural
Alabama and other states.

Study Guide Questions

1. What assessment strategies should be used to determine resources needed in
rural communities to address health inequities?

2. Identify two examples of how SDOH are influenced by political systems and
describe how nurses could advocate for change in the above example?

3. What skills do nurses need to improve health equity and how can a diverse work-
force help to achieve better health outcomes?

4. How can DEI leaders demonstrate the impact of their role to advance organiza-
tional justice?

11 Conclusion

The Institute for Healthcare Improvement framework, coupled with the Future of
Nursing 2020-2030: Charting a Path to Achieve Health Equity Report were used to
guide the development of this chapter. Actionable steps to improve health equity for
racially marginalized groups were highlighted. The call to action along with exam-
ples is intended to move the profession forward in addressing upstream factors that
influence health and health outcomes. Strategies to improve the health of all
Americans were suggested and align with the FON 2020-2030 reports. It is recom-
mended that the US and global health systems refocus attention and resources from
an illness model of care to promotion, protection, and prevention across the life
span for all people. This chapter provides intentional actionable strategies to dis-
mantle structural injustices that translate to health inequities.
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Diversifying the Nursing Workforce

Sheldon D. Fields and Mitchell J. Wharton

Future of Nursing 2020-2030: Conclusion 3.1

A substantial increase in the number, types, and distribution of
members of the nursing workforce and improvements in their
knowledge and skills in addressing social determinants of
health are essential in filling the gaps of care related to
sociodemographic and population factors.

Future of Nursing 2020-2030: Recommendation 2.1

Rapidly increase both the number of nurses with expertise in
health equity and the number of nurses in specialties with
significant shortages, including public and community health,
behavioral health, primary care, long-term care, geriatrics,
school health, and maternal health.

1 Introduction

The nursing profession is largely a homogeneous group (globally 90% of all nurses
are identified as females, and in the United States, 80% are racially categorized as
white) that reflects neither the gender distribution of the global population nor the
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Table 1 Provisions of the Code of Ethics for Nurses with interpretive Statements®

Provision Interpretive statement

Provision 4 The nurse has authority, accountability, and responsibility for nursing
practice; makes decisions; and takes action consistent with the obligation to
promote health and to provide optimal care.

Provision 8 The nurse collaborates with other health professionals and the public to
protect human rights, promote health diplomacy, and reduce health
disparities.

Provision 9 The profession of nursing, collectively through its professional organizations,

must articulate nursing values, maintain the integrity of the profession, and
integrate principles of social justice into nursing and health policy.

* Adapted from the Code of Ethics for Nurses with Interpretive Statements (2015)

burden of health disparities experienced by persons of color [1]. Despite this fact,
organizations such as the World Health Organization (WHO) and the National
Academies of Science, Engineering and Medicine identified the nursing workforce
as having a central role in achieving Sustainable Development Goal 3 (ensure
healthy lives and promote well-being for all at all ages) and more broadly, health
equity [2, 3]. Achieving these goals across systems of health care requires a work-
force that is diverse and empowered to dismantle structures and practices that
undermine the principles of justice, equity, and inclusion [4].

Diversifying the nursing workforce is a moral and ethical obligation of the
nursing profession that is enshrined in the profession’s code of ethics. Provisions
4, 8, and 9 of the American Nurses Association Code of Ethics for Nurses, respec-
tively, outline the nurse’s authority, accountability, and responsibility for their
practice; responsibility to protect human rights and reduce health disparities; and
integrate principles of social justice into nursing and health policy [5] (see
Table 1).

Diversifying the nursing workforce is intertwined with how the nursing
profession (1) builds an adequate supply of nurses, (2) creates safe, empower-
ing, and healthy work environments for nurses, (3) develops public policy that
supports quality health care, and (4) enacts laws and regulations that enable
nurses to practice at the full extent of their education and licensure [6]. The
Future of Nursing (FON) 2020-2030 report recommends that employers and
nurse leaders must support diversity, equity, and inclusion across the nursing
workforce, and identify and eliminate policies and systems that perpetuate
structural racism, cultural racism, and discrimination in the nursing profes-
sion, recognizing that nurses are accountable for building an antiracist culture,
and employees are responsible for establishing an antiracist, inclusive work
environment. The capacity of the nursing workforce to effectively address the
SDOH will be greatly enhanced by increasing its diversity, thus, making the
goals of improving the health of the nation and achieving health equity
possible.
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2 Nursing Around the World

According to a report released by the World Health Organization [3], the nursing
workforce constitutes the largest occupation subset in the global healthcare sector.
This fact underscores the global importance and impact of the profession. It also
supports the needs as well as the commission’s recommendations to ensure that the
workforce is truly diversified in a myriad of ways that reflects its extensive reach
(see Table 2).

The configuration of the nursing workforce in the United States in many ways
resembles that of the global workforce in its size, importance, and impact. Nurses in
the United States outnumber physicians by a ratio of 3:1 and constitute the largest
segment of the healthcare workforce [7]. It is highly gendered and primarily made
up of those who identify as female. The domestic U.S. nursing workforce is not
significantly racially or ethnically diverse with the vast majority of nurses identify-
ing as White and non-Hispanic (See Table 3 for U.S. Nursing Workforce Statistics).
Thus, the nursing workforce in the United States currently does not reflect the gen-
der or growing racial/ethnic diversity of the country and diversity in nursing has
changed only incrementally over the past 10 years.

Table 2 The status of  Nursing status statement Statistic

nursing globally® Percentage of Nurses in the Global Health 59%
Sector
The Global Nursing Workforce 27.9 million
Number of Professional Nurses Globally 19.3 million (69%)
Number of Associate Professional Nurses 6 million (22%)
Globally
Number of other Classified Nurses Globally 2 million (9%)

* Adapted from the 2020 WHO State of the Worlds Nursing Report

Table 3 U.S. Nursing Workforce racial and gender distribution

U.S population Nursing workforce
Number of nurses/race/gender group 2010/2019 population®® 2010/2019
Population/number of nurses 308.4 M/331.4 M 3.5M/M42M
White 72%160.1% 83%/80%
Black/African American 13%/13.4% 6%16.2%
American Indian/Alaskan 0.9%/1.3% >1%/0.4%
Asian 5%15.9% 6%17.5%
Hispanic/Latino 16%/18.5% 3%15.3%
Native Hawaiian/Pacific Islander 0.2%/0.2% >1%/0.5%
Female identification 50.8%/50.5% 93%/90.6%
Male identification 49.2%/49.5% 7%19.4%

a USDHHS [8]
> Budden et al. [9], Smiley et al. [1]



26 S.D. Fields and M. J. Wharton

3 Why Diversify the Nursing Workforce

It is well documented and accepted that the healthcare disparities that dispropor-
tionately impact Black and other people of color communities can be mitigated by
increasing the racial as well as the ethnic diversity of the nursing workforce [10—-
12]. The landmark Sullivan Report (2004) spoke to the importance of racial concor-
dance with improved outcomes when black patients especially have black healthcare
providers. Glaring and persistent example of healthcare disparities are the rates of
Black maternal death in the United States which is one of the most concerning
health disparities. Black and other women of color die at 2.9 times the rate of non-
Hispanic White women [11]. In 2020, the overall maternal mortality rate was 23.8
deaths per 100,000 live births. In that same year, the maternal mortality rate for
non-Hispanic Black women was 55.3 deaths per 100,000 live births compared to
19.1 deaths per 100,000 live births for non-Hispanic White women [11].

To correct this most egregious healthcare disparity, direct intentional actions are
needed to dramatically diversify the maternal nurse workforce. Legislation and fund-
ing are needed to develop programs that will increase the number of trained Black
community-based nurse midwives and other Black nurse maternity care providers [2,
13]. This is especially important given all the research that has demonstrated that
patients respond to health care to a higher degree when delivered by providers of the
same race or ethnicity [14]. A more diversified nursing maternal care workforce will
be better equipped in rural, underserved, and low-resource areas with no obstetrical
providers to address the population’s social and cultural needs [15].

The FON 2020-2030 report centers on the achievement of health equity, and
increasing the diversity of the nursing workforce will do much to advance this goal
[2]. Additionally, in the wake of widespread civic protests in the United States after
the death murder of George Floyd on May 25, 2020 [16] in the United States, many
major corporations and institutions (including those in healthcare) reiterated their
commitment to diversity as a core value. Nursing schools and national nursing orga-
nizations have also issued position statements recognizing both the effects of racism
on health and their responsibility to support antiracist policies and practice. While
such statements enshrine institutional commitments to eliminating racism within
academic nursing and among nursing students, the nursing profession has more
work to do in this and many other areas.

Full implementation of the nursing workforce recommendations in the 2020-2030
report will require a multipronged, multi-year approach with intentional actions
such as (1) advocacy to increase funding for Title 8 nursing programs, (2) increased
involvement from ethnic minority nursing associations, (3) increased involvement
from male nursing organizations, (4) funded recruitment pathway plans focused on
historically under-represented gender and racial/ethnic minority groups, (5) student-
centered school policies that are more inclusive and foster a sense of belonging, and
(6) evidenced-based models with demonstrated effectiveness at diversifying spe-
cific segments or specialties of the nursing workforce that can be scaled up, and (7)
the incorporation of nursing antiracist action items in the strategic plans of all nurs-
ing schools, accrediting bodies, professional nursing organizations, and healthcare
work settings (Hospitals, clinics) that employ nurses.
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4 The Future of Nursing (FON) 2020-2030 Report

Recommendation 2 of the FON 2020-2030 report states that: “By 2023, state and
federal government agencies, health care and public health organizations, payers,
and foundations should initiate substantive actions to enable the nursing workforce
to address social determinants of health and health equity more comprehensively,
regardless of practice setting” ([2], p. 359). The actions and work needed to be done
to diversify the nursing workforce are further embedded in this recommendation.
Box 1 states those recommendations in the report related to diversifying the nursing
workforce, some of which will be highlighted in this chapter.

Box 1 Recommendations for Diversifying the Nursing Workforce

1. Rapidly increase both the number of nurses with expertise in health equity
and the number of nurses in specialties with significant shortages, includ-
ing public and community health, behavioral health, primary care, long-
term care, geriatrics, school health, and maternal health.

2. Provide major investments for nursing education and traineeships in pub-
lic health, including through state-level workforce programs; foundations;
and the U.S. Department of Health and Human Services’ (HHS’s) HRSA
(including nursing workforce programs and Maternal and Child Health
Bureau programs), CDC (including the National Center for Environmental
Health), and the Office of Minority Health.

3. State governments, foundations, employers, and HRSA should direct funds
to nurses and nursing schools to sustain and increase the gender, geographic,
and racial diversity of the licensed practical nurse (LPN), registered nurse
(RN), and advanced practice registered nurse (APRN) workforce.

4. In all relevant Title 8 programs, HRSA should prioritize longitudinal
community-based learning opportunities that address social needs, popu-
lation health, SDOH, and health equity.

5. Foundations, state government workforce programs, and the federal gov-
ernment should support the academic progression of socioeconomically
disadvantaged students by encouraging partnerships among baccalaureate
and higher-degree nursing programs and community colleges; tribal col-
leges; historically Black colleges and universities; Hispanic-serving col-
leges and universities; and nursing programs that serve a high percentage
of Asian, Native Hawaiian, and Pacific Islander students.

6. HHS should establish a National Nursing Workforce Commission or, alter-
natively significantly invest in and enhance the current capacity of HRSA’s
National Advisory Council on Nurse Education and Practice. The member-
ship of this body should comprise public and private healthcare payers,
employers, government agencies, nurses, representatives of other health
professions, and consumers, all from diverse backgrounds and sectors.

7. State and federal governments should provide sustainable funding to pre-
pare sufficient numbers of baccalaureate, APRN, and PhD-level nurses to
address SDOH, advance health equity, and increase access to primary care.
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5 The National Commission to Address Racism in Nursing

The National Commission to Address Racism in Nursing released the Racism in
Nursing report. Report #5, which addresses racism in nursing practice, offers some
guidance and recommendations for diversifying the workforce (see Box 2 for rec-
ommendations). The recommendations specifically outline ways to address diver-
sity, equity, and inclusion in the nursing workforce, the work environment, and
nursing schools [17].

Box 2 BIPOC Workforce Recruitment, Retention, and Career Progress

1. Establish a curriculum for the non-BIPOC leader that teaches management
skills needed for a multicultural workforce. This should include pointers
on antiracism practices, managing raced-based conversations to avoid
“tip-toeing” behavior, communication triggers in a diverse environment,
culture-based interpretations of valued organizational behaviors to increase
recognition of the BIPOC employee with potential.

2. Monitor and increase BIPOC hires from internships, fellowships, and
workforce development programs.

3. Designate a DEI officer to oversee strategy and serve as a specific employee
resource.

Racism in Nursing Practice (Report 5 of 6), Pg. 7.

It will be almost impossible to increase the diversity in the nursing workforce
without finding meaningful ways to address the issues of institutional and structural
racism that have led many to feel that they do not belong in the profession. The com-
mission found that over 60% of all nurses reported that they had personally experi-
enced racism in the workplace along with an alarmingly high 92% of back nurses
[17]. Racism has also affected the professional well-being of over 50% of nurses
(see Table 4 for commission rates of racism). The high rates of racism in the nursing
profession underscores the urgency of the workforce recommendations put forth by
the commission and dovetails synergistically with those in the FON 2020-2030report.

Table 4 Commission rates of racism in nursing

Percentage/
Racism experience in nursing number
Percentage of nurses that say racism in the workplace has negatively impacted 56%

their professional well-being
Percentage of nurses that have personally experienced racism in the workplace | 63%

Number of nurses have witnessed racism in the workplace 3 out of 4
Percentage of Black Nurses who have experienced racism in the workplace 92%
Percentage of Asian Nurses who have experienced racism in the workplace 73%
Percentage of Hispanic Nurses who have experienced racism in the workplace 69%

Percentage of white Nurses who have experienced racism in the workplace 28%
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Many colleges and schools of nursing have begun to implement the commis-
sion’s third recommendation and have hired a dedicated DEI officer (Director,
Assistant/Associate Dean) to lead its DEI strategic plans and initiatives. The results
of this hiring have yet to be codified as many schools struggle with several aspects
of standing up a DEI office [18].

6 The Role of Ethnic Minority Nurse Associations

Ethnic minority nursing associations such as the Asian American Pacific Islander
Nurses Association (AAPINA), National Association of Hispanic Nurses (NAHN),
Native American Native Alaskan Indian Nurses Association (NANAINA), National
Black Nurses Association, Inc. (NBNA), and Philippine Nurses Association of
America, Inc. (PNAA), all play important roles in the efforts to diversify the nursing
workforce. They do the necessary work of educating their key ethnic minority com-
munities about the benefits of pursuing a career in nursing. Thus, they have pro-
vided an essential bridge in the process of building pathways for ethnic minority
populations that have historically been under-represented in the nursing workforce.
The associations, all in some form or fashion, provide crucial resources such as
mentors and scholarships to directly support their members. They also provide a
sense of belonging, networking opportunities, and continuing education sessions
via their annual conferences, symposiums, and other gatherings (see Table 5 for
association descriptions).

Table 5 National Coalition of Ethnic Minority Nursing Associations (NCEMNA)

Group

Year founded Mission and website

NBNA Organization: National Black Nurses Association, Inc.

1971 Mission: To serve as the voice for Black nurses and diverse populations
ensuring equal access to professional development, promoting educational
opportunities and improving health.

Website: https://www.nbna.org/

NAHN Organization: National Association of Hispanic Nurses

1975 Mission: NAHN is committed to advancing the health in Hispanic
communities and to lead, promote, and advocate the educational,
professional, and leadership opportunities for Hispanic nurses.

Website: https://www.nahnnet.org/

PNAA Organization: Philippine Nurses Association of America, Inc.

1979 Mission: Uphold and foster the positive image and welfare of its
constituent members. Promote professional excellence and contribute to
significant outcomes to healthcare and society.

Website: https://www.mypnaa.org/
AAPINA Organization: Asian American Pacific Islander Nurses Association

(continued)
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Table 5 (continued)

Group
Year founded Mission and website
1992 Mission: AAPINA strives to positively affect the health and well-being of
AAPIs and their communities by:
1. Supporting AAPI nurses and nursing students around the world
through research, practice, and education.
2. Facilitating and promoting networking and collaborative partnerships.
3. Influencing health policy through individual and community actions.
Website: https://aapina.org/
NANAINA Organization: Native American Native Alaskan Indian Nurses
Association
1993 Mission: NANAINA unites American Indian/Alaska Native nurses and
those who care for AN/AI people to improve the health and well-being of
American Indian/Alaska Native people.
Website: https://nanaina.org/
NCEMNA Organization: National Coalition of Ethnic Minority Nursing
Associations

1997 Mission: Be the unified body advocating for equity and justice in
healthcare

Website: https://mncemna.org/

In the United States, the National Coalition of Ethnic Minority Nursing
Associations (NCEMNA) was formed in 1997 to combine the collective impact of
five national ethnic minority nursing associations. The NCEMNA’s initial directors
were Dr. Betty Smith Williams, Dr. Betty Keltner, Dr. Kem Louie, and Dr. Antonia
Villarruel. Early work of NCEMNA focused on increasing the cadre of ethnic
minority nurse researchers, preparing minority nurses to compete successfully for
NIH funding opportunities, and establishing a plan to increase health disparity
research conducted by nurses [19].

7 The Role of Male Nursing Associations

Since its founding in the early 1970s, the Association of Men in Nursing (AAMN)
has championed the inclusion of men in the nursing workforce (see Table 6 for
AAMN history). Its stated mission is “7To shape the practice, education, research,
and leadership for men in nursing and advance men’s health.” AAMN fosters the
involvement of those who identify as male in the nursing profession through its
scholarship fund, annual conference, and society of Luther Christman Fellows.
While these activities have most likely helped to increase the number of men in the
nursing profession, more does need to be done as men currently only account for
10% of the total nursing workforce [1, 8].
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Table 6 History of the American Association of Men in Nursing (AAMN)

Year AAMN historical note
1971 Steve Miller formed a group of male nurses in Michigan

1974 | Dr. Luther Christman convened a group of men nurses in Chicago, and the Men in
Nursing in Michigan group was reorganized as the National Male Nurses Association
(NMNA)

1977 | NMNA membership grows to 2300 nationally. Holds annual meeting

1980 | NMNA revitalized under the direction of Dr. Luthter Christman and Edward Halloran
adding new chapters in Wisconsin, Michigan, Illinois, Indiana, Ohio, New York, and
California

1981 | Name changed to the American Assembly for Men in Nursing (AAMN)

2018 | Name updated to be the American Association of Men in Nursing—still AAMN
2022 | AAMN currently has 70 chapters including 2 internationally in Canada and the
Philippines. Membership is over 3000

8 The Aging Nursing Workforce

The median age of a registered nurse (RN) in 2020 was 52, up from age 51 in 2017
[20]. RNs 65 and older make up 19% of the workforce and represent the largest age
category of RNs. This percentage is up from 14.6% in 2017 and from 4.4% in 2013.
According to the 2020 National Nursing Workforce Survey, one-fifth of all nurses
indicated that they intend to retire within the next 5 years [20]. As older generations
of nurses continue to retire, diversifying the workforce in terms of age will require
addressing the flexible work needs of generation Z (those born between 1995 and
2012), along with the training and compensation needs of millennials (those born
between 1980 and 1994) in an ever-changing healthcare delivery system [20].

9 The Role of Entry-Level Nursing Education Programs
in Diversifying the Nursing Workforce

Recommendation #4 of the original IOM future of nursing report 2010-2020 was to
“Increase the proportion of nurses with a baccalaureate degree to 80% by 2020 [6].
This recommendation was not achieved, and by 2020, 48.1% of RNs held the bac-
calaureate in nursing as their highest degree with a total of 65.1% holding a bacca-
laureate or higher degree overall [20]. This was an increase of 7.8 percentage points
between 2013 and 2020 [20]. In the United States, there are five entry-level pathway
programs (See Table 7) to initial licensure as a registered professional nurse: (1)
Diploma program, (2) Associates Degree program, (3) Traditional Baccalaureate
Degree program, (4) Accelerated Second-Degree Baccalaureate Degree program,
and (5) The Entry-Level Master’s Degree program (ELM). Some may look at these
various pathways as diversity in the types of entry-level programs, but the
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Table 7 Pre-licensure entry-level nursing programs

Percent first

Type of Length of U.S. degree for
program program Description of type of program RN 2013/2022
Diploma 20 months—3 | A program of study that is usually based in | 17.6%/11.1%
Program years a hospital setting. A diploma is awarded at

graduation. Graduates are eligible to take

the NCLEX-RN exam.
Associate 2-3 years A program of study in nursing that is based | 38.7%/37.7%
Degree in a community college. An associate
Program degree is awarded at graduation. Graduates

are eligible to take the NCLEX-RN exam.
Traditional 4 years A program of study based in a traditional 36%1/41.8%"
Baccalaureate college or university. A Bachelor’s degree is
Program awarded at graduation. Graduates are

eligible to take the NCLEX-RN exam.
Accelerated 15 months-2 | A program of study in nursing for those 36%1/41.8%"*
Second- years who are college graduates, typically with a
Degree bachelor’s degree in another field of study.
Baccalaureate A bachelor’s degree in nursing is awarded at
Degree graduation. Graduates are eligible to take
program the NCLEX-RN exam.
Entry-Level 3 years A program of study in nursing for those 2.9%13.6%
Master’s who are college graduates with a range of
Degree undergraduate and graduate degrees and
program many other disciplines. A Master’s degree

in nursing is awarded at graduation.

Graduates are eligible to take the

NCLEX-RN exam.

* The percentage for all Baccalaureate programs is combined

profession has struggled for a long time with the question of just what degree is the
optimal one for entry into initial licensure/practice. Amidst a growing body of evi-
dence as to the benefits of the baccalaureate degree in nursing [21-23], many have
advocated for setting it as the minimum standard level of education for entry to
practice. However, there are also many who believe that setting the baccalaureate as
the minimum standard for the preparation of RNs would actually decrease diversity
in the nursing workforce by eliminating the associate degree pathway [24].
Currently, there are more students enrolled in entry-level associate degree nursing
programs than baccalaureate nursing entry programs [25]. These programs tend to
enroll higher percentages of first-generation students and low-income students all of
whom tend to be more racially/ethnically diverse [24, 26]. Lastly, many cite the suc-
cess of associate to baccalaureate (RN to BSN) completion programs as further
evidence for not setting the baccalaureate as the only initial entry-level RN licensure
pathway [26, 27].

Even with the different types of entry-level pre-licensure programs in nursing,
according to the data released by the American Association of Colleges in Nursing
in 2021, there were 76,140 qualified applications not accepted at 4-year colleges
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and universities alone. This is despite a 3.3% overall increase in student enrollment
in entry-level baccalaureate nursing programs [28]. The following reasons are often
given for not being able to accept all applications, (1) budget cuts, (2) lack of fac-
ulty, (3) insufficient clinical placement sites, (4) insufficient preceptors, and (5) lack
of classroom space [28]. More efforts should be placed into finding innovative solu-
tions to overcome these obstacles as a direct means of increasing diversity in the
nursing workforce. A focus on increasing enrollment in accelerated second-degree
baccalaureate degree programs, and entry-level master’s degree programs, both of
which enroll higher numbers of non-traditional nursing students (older students,
more racial/ethnic diverse students, men) will potentially have a dual effect. Students
in these programs also come into the profession with a range of other professional
experiences that help us to innovate while integrating diversity of thought into the
nursing profession.

10 Case Study Exemplars in Diversifying
the Nursing Workforce

10.1 Case Study: Increasing Male Student Enroliment at
the University of Nevada Las Vegas

The school of nursing at the University of Nevada, Las Vegas (UNLV-School of
Nursing) began in 1965 with its first cohort of 27 students enrolled in an associate
degree program. There was one male student in that first cohort of nursing students.
Over the years, the percentage of men in the entry-level pre-licensure program at the
UNLV-School of Nursing has continued to grow averaging 25% a year between
2017 and 2022 (see Table 8 enrollment data). That average percentage is well above
most nursing programs in the country and represents intentional efforts on the part
of the school to actively recruit, retain, and graduate more men in nursing. The cur-
rent dean of the school, Dr. Angela Amar, PhD, RN, FAAN attributes the increased
male enrollments to the following efforts, (1) Targeted outreach efforts, (2) An
undergraduate student population that is 60% non-White allowing for designation
as a Hispanic serving institution (which requires a full-time equivalent (FTE) in
nursing undergraduate student enrollment that is at least 25% Hispanic), (3) Student
friendly nonrestrictive inclusive policies related to things like hair color/style simi-
lar to the CROWN act legislation [H.R. 2116] that works to ensure protection

Table8 UNLV-School of Nursing male nursing Total students percentage of
student enrollment Year males enrolled

2017 139/30.94%

2018 147/30.61%

2019 182/27.47%

2020 222/23.87%

2021 215/20.47%

2022 239/21.76%
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against discrimination based on race-based hairstyles by extending statutory protec-
tion to hair texture and protective styles such as braids, locs, twists, and knots in the
workplace and public schools, [29] that foster an open environment, and (4) an
impressive 20% male faculty that provides first-hand examples and role models of
successful men in nursing (Personal Communication, 2022).

Even with its success, the school is still facing challenges with how best to con-
tinue to increase its male enrollment in the same proportion to which it has been
able to increase its overall cohort size as is seen in the data in Table 8. The data show
what appears to be a decreasing trend in male enrollments as the overcohort num-
bers have grown signaling that there is still some work to be done around the admis-
sion of those who identify as male. It is also important to point out that this case
study with its focus on how to foster gender diversity in the nursing workforce is in
support of the FON 2020-2030 report recommendations regarding finding ways to
combat institutional racism as most of the men enrolled at UNLV are racial
minorities.

10.2 Case Study: The Imnmersion Model to Diversify the Nurse
Anesthesia Profession

One has only to look on the website (https://diversitycrna.org/) of “The Diversity in
Nurse Anesthesia Mentorship Program” (DNAMP) to begin to understand the
vision and mission of Dr. Wallena Gould, EdD, CRNA, FAANA, FAAN, the founder
and CEO of DNAMP, to diversify the Certified Registered Nurse Anesthetist
(CRNA) workforce. The program’s mission is driven by the fact that there are 124
nurse anesthesia programs in the United States, including Puerto Rico. However,
the majority of these graduate programs are housed in predominantly White institu-
tions; eight are in Hispanic-Serving Institutions (HSIs) and none are in Historically
Black Colleges & Universities (HBCUs). The lack of diversity in the Nurse
Anesthesia profession started in 1931 when the National Association of Nurse
Anesthesia was founded with an all-White membership and exclusion of Black
members as a matter of policy until 1944 [30]. This and other structural racism bar-
riers created a CRNA workforce that in 2008 was only 6% non-White among the
37,000 licensed CRNAs at the time [30]. To diversify the CRNA nursing workforce
directly and intentionally, Dr. Gould founded the DNAMP as a grassroots pathway
mentoring program targeting marginalized racially diverse nursing students, nurses,
nurse anesthesia students, and CRNAs. This program introduces nurse anesthesia
and PhD and subspecialty CRNA professions grounded by early professional social-
ization, access, and mentoring. Most nurse anesthesia programs still accept, matric-
ulate, and graduate predominantly white CRNA nurse cohorts, underscoring the
need for the DNAMP program. To date, the DNAMP program has mentored 658
racially diverse nurses who have successfully matriculated and graduated from 92
nurse anesthesia programs [30].

By 2021, due in no small part to the success of the DNAMP program, 12% of the
country’s 59,000 licensed CRNAs were non-White. That is double the percentage
since 2008. Dr. Gould attributes the success of the DNAMP program to
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implementing an immersion model that supports students for the long term (see Box
3 for key components of the model).

Box 3 Key Components of the CRNA Immersion Model
* Assigned mentors for each student
» Early professional socialization (Networking)
— Review of all application materials submitted, especially the personal
statement
* Diversity CRNA Information Session & Airway Simulation Lab
Workshops
— Admissions, clinical preparedness, and balancing family and finances
— Mock Interviews
— Hands on simulation
* Diversity CRNA Historically Black Colleges & Universities and
Hispanic-Serving Institutions (HBCU & HSI) Schools of Nursing Tour
— Inform nursing students earlier in their careers about the nurse anesthe-
sia profession
— Exposure to racially and ethnically diverse CRNAs
e Diversity CRNA Advanced Practice Nurse Doctorate Symposium
— Choosing the right Degree: PhD, EdD, DNP, or DNAP
— How to build a body of scholarly work
— Pathways to Fellowship in the various academies

It is important to note that in 2022, the American Academy of Nursing selected
the DNAMP CRNA Immersion Model as an evidenced-based initiative that could
be replicated for other nursing and Advanced Nursing Practice specialties [31].
Thus, this case study focused on a workforce program that has been developed
intentionally to combat historically racist admission, matriculation, and graduation
policies of a specific segment of the nursing workforce (CRNA) and is right in line
with the FON 2020-2030 report that recommends the development of innovative
workforce programs as a means to diversify the nursing workforce.

11 Conclusions

Diversifying the nursing workforce is a critical necessity to the goal of achieving
health equity through the nursing profession as proposed in the FON 2020-2030
report. Thus, it is of the utmost importance that nursing work together at all levels to
implement the host of recommendations found in the report. Full implementation of
the recommendations will take years, but nursing must remain dedicated and focused
on its goal and will need to work together. According to its code of ethics, nursing
has a moral and ethical obligation to diversify the workforce. The FON 2020-2030
report provides a unifying guideline in which to move this work forward. The use of
the National Commission to Address Racism in Nursing report as a companion
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guiding document will be central to this work especially given the need to combat the
long historical depths of structural and institutional racism in the United States.
Employers and nurse leaders must support innovative and emerging initiatives
that could assist with the challenges of diversifying the nursing workforce. They
will also need to work to identify and eliminate policies and systems that perpetuate
structural racism, cultural racism, and discrimination in the nursing profession.
Nurses are accountable for building an antiracist professional culture, and employ-
ers are responsible for establishing antiracist, inclusive work environments. If we
are successful in these endeavors, we will shift the notion of diversity away from
quantitative confinement that could dangerously reify tokenism and undermine its
ideals to something that is rooted in the affirmation of antiracism policies and prac-
tices that uphold the principles of justice, equity, and inclusion. Illuminating how
employers and nurse leaders eradicate policies and practices that have fueled struc-
tural racism and systemic inequities and the metrics used to determine progress will
be critical to producing a workforce that is prepared to advance health equity.
Finally, sustained financial and human resources will be needed at multiple levels to
enact the recommendations that will lead to a more diversified nursing workforce.

12 Call to Action

It will be encumbered upon all in our society but especially all nurses, nursing students,
and social health justice advocates, to heed a call to action for doing intentional work
to diversify the nursing work. This call to action might include but is not limited to:

1. Actively advocating for increased resources to support all Title 8 nursing pro-
grams in the annual federal budget.

2. Collaborating with ethnic minority and male nursing organizations to support
their programs and initiatives that focus on increasing the diversity of the nurs-
ing workforce.

3. Educating yourself and others on the FON 2020-2030 workforce diversity rec-
ommendations along with the recommendations from the national commission
to address racism in nursing.

4. Supporting the implementation of antiracist and inclusive nursing school admis-
sion policies.

5. Committing to serve as a mentor for racial/ethnic minorities and men who have
historically been under-represented in the nursing workforce.

6. Committing to foster antiracist hiring policies in your institutions.

7. Support plans to hire dedicated DEI nursing experts at all levels with the
resources to enact sustained programs that are designed to intentionally disman-
tle long-standing institutional racist hiring and promotion policies.

Study Guide Questions
1. What antiracist actions do you think are reflected in the FON 2020-2030 report
that you can use to increase diversity in the nursing workforce?
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2.

The journey to diversifying the nursing workforce is going to take a multi-prong,
multi-year approach. What financial and human resources at the local, state, and
federal levels do you think will need to be enacted in order to achieve the goals
of nursing workforce diversity?

All nursing must work together to develop, cultivate, and disseminate effective edu-
cational and workforce programs that have proven to increase the diversity of the
nursing workforce. What specific policies do you believe your program or institu-
tion will need to change in order to increase diversity in the nursing workforce?
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Strengthen and Protect Nurses
Well-Being

Georgina Willetts and Kylie Ward

Future of Nursing 2020-2030: Recommendation 3

By 2021, nursing education programs, employers, nursing
leaders, licensing boards, and nursing organizations should
initiate the implementation of structures, systems, and
evidence-based interventions to promote nurses’ health and
well-being, especially as they take on new roles to advance
health equity.

1 Introduction

The health and well-being of the nursing profession is in crisis. To start to under-
stand what health and well-being in the nursing profession looks like, we first need
to understand the context of working nurses and their day-to-day pressures. This
chapter will explore the current challenges nurses experience in maintaining their
health and well-being. The authors discuss an Australian context that translates
globally. Health and well-being will be discussed considering the heterogeneity of
the profession, limitations to the scope of practice, the complexities of enabling
psychologically safe working environments, and compassion fatigue/satisfaction.
This will also include a discussion of appropriate models of care and a call to
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empowerment of the most significant healthcare profession globally. Solutions are
proposed and finally a call to action. Throughout this chapter we have included
vignettes of what has and is being done by the Australian College of Nursing to
address the health and well-being of our nursing profession.

There are almost 24 million nurses and midwives in the world, and 400,000 reg-
istered nurses in Australia. Nursing [1] is one of the oldest and most commonly
known professions, dominated by the participation of women, and the most
geographically dispersed clinical profession. Nurses work across at least 52
specialist areas, requiring tertiary education as an entrance point, and bringing a
professional perspective that spans across health systems including preventative,
primary, and community health systems.

Nurses are consistently rated the most “trusted and ethical” profession by the
public [2] but nursing is not a homogenous group, rather a profession who
understands the power of standing together for the common cause and goals for
individual and societal well-being.

Nurses are at the front line of the issues facing society and are impacted daily by
discrepancies in education, socioeconomic status, income, family structures, health
policy, research, public health directions, science, research and more. The COVID-19
pandemic has thrown into the spotlight that nurses are at the axis of where society,
medicine, social and health policy, and government intervention meet.

The traditional notion of a nurse is one that is a female whose practice is second-
ary to that of the doctor, hospital bound, subservient, quiet, and self-less. Nurses are
not always consulted for their opinions or seated at the decision-making table—
despite their hands on, “front-row-seat” to modern health care. In fact, nurses even
today in 2022 tell of working in cultures in which they are expected to deal with
patient scenarios without concern for their own health and safety [3]. This depiction
of nursing could be rooted in a Western culture that plays directly into what nurses
perceive they have a right to ask for regarding their own health and well-being.

Furthermore, the perception of nursing and nurses has translated into systemic
barriers; scope of practice limitations; a professional culture that inhibits paid time
to undertake research, leadership training, mentoring (giving and receiving), clinical
supervision and education in many areas [4, 5]. In fact, many nurses report that one
of the greatest stressors in their professional careers is having to fight to be heard,
included in decision-making, and valued across the entire health service [6].

Vignette 1

The need to address the health and well-being of the nursing profession has long
been acknowledged by the Australian College of Nursing (ACN). ACN has taken a
multi-pronged approach to address the concerns that continue to plague the nursing
profession in the twenty-first century—at both an individual level and a national and
system-wide level. It should no longer be tolerated that the system does not protect
nurses, and instead lets them give so much personally that they run empty. Through
initiatives started long before the COVID-19 pandemic there are examples of ACN
addressing the health and well-being of nurses. Most significantly has been the rais-
ing of the nursing profile in the public arena whilst also focussing on nurse’s well-
being at an individual level.
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The ENL initiative is one example of this:

The ACN Emerging Nurse Leader (ENL) program has been designed to sup-
port the recognition and development of leadership skills in early career nurses
from third year undergraduate students through to sixth year registered nurses.
The ACN ENL Program is a career kick-starter for up-and-coming nurse leaders
to fast-track their leadership journeys. Participants receive invaluable opportuni-
ties to develop and profile themselves, building connections with senior nurse
leaders through mentoring, career coaching, leadership workshops, and webinars.
Fifty Registered Nurses and ten Enrolled Nurses are selected each year nationally
and places are also specified only for Aboriginal and Torres Strait Islander nurses
to further support the development of First Nations nurses. This leadership jour-
ney of personal and professional development is celebrating 10 years with great
success. Not only has it been invaluable in profiling leadership at every stage of a
nurse’s career, but it has also challenged preconceived notions of hierarchy and
leadership intrinsically only in senior nursing positions. Dispelling this myth has
been key to the professions ability to advance and challenge our own cultures,
behaviours, and limitations. The vision of this remodelled program in 2017 is to
invest in early career nurses with the belief and expectation that the graduates will
go on to be key leaders and significant influencers of health reform throughout
their careers.

With the success of the ENL program it became apparent that other groups of
nurses also required investing in. This had become evident with the shift through
the past two decades of nursing leaders in organisations throughout Australia
loosing operating budgets and responsibilities of financial resources to more
generic general and operation management positions, leaving the most senior
nurses in professional advisory roles inherent within their position descriptions
with significant accountability but no responsibility for budgets—and it is no
secret that those who hold the money hold the power. An Executive Director of
Nursing and Midwifery and Chief Nursing and Midwifery Officers are the only
positions in their organisations and jurisdictions, making it difficult and lonely to
be constantly advocating for the nursing profession in competitive executives
and governments. Moreover these positions require exceptional skills and under-
standing of what nursing professionalism is and how to demonstrate this leader-
ship—but with these positions reporting to Chief Executives and government
officials who are predominantly non-nursing and non-clinical the ability of nurs-
ing leaders to passionately advocate for the integrity of the profession, as well as
patient outcomes—could easily be eroded. This inspired the ACN to develop the
Nurse Executive Capability Framework so that every nurse executive could
understand what their role requires, compared to health care executives that are
not nurses. It has also been a tool to educate CEOs and employers as to the
expectation ACN has nationally of these positions that are embedded in the
industrial award, and hence may not always be perceived as valuable. In 2019 the
ACN established the ACN Institute of Leadership which would come to house
the ENL program and the Nurse Executive Capability Framework, as well as
develop, design, and deliver bespoke programs for leaders at every stage of their
career. The ACN Institute of Leadership now delivers the Mid-Career Leadership
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Program, the Nurse Executive Leadership Program, and has this year launched
the Nurse Unit Manager Leadership Program—all with an intense residential
module, mentoring, and ongoing development to consolidate required skills.

2 Heterogeneity of Nursing as a Complex
Diverse Profession

With our profession deeply entrenched in a traditional image and with our gendered
history, nursing in Australia often exhibits the pathology of socio oppressed groups,
where we have the numbers but don’t have the power and often don’t unite in a way
that would give us that power [7, 8]. Whilst we have our own cultures and social
environments, we are not a homogenous group and we do not exist in a vacuum
from our societies.

Boundaries both professionally and industrially have not been well established
through the modern history of nursing as we have had to fight consistently and
persistently for equity and equality [9]. This could contribute to nurses feeling the
need to compromise. Current examples of this are scope of practice limitations, no
time allocated during paid work for research, reflection, and variable allocation of
time for education.

In recent years, never-before demands have been placed on healthcare systems
and people [4, 9]. Together with unsustainable working conditions, and major
workforce shortages, nursing is in fierce competition with other professions to
attract, recruit, and retain nurses. The challenges of the health and well-being of
nurses sit within the context of trying to engage people in a highly driven and
purposeful service industry that is struggling with its day-to-day practice in disaster-
like conditions with minimal or inappropriate funding. The nursing landscape is
complex, multi-faceted, and multi-layered and exists between all health systems,
operating at the federal and state level, and in the context of the burgeoning and
strained aged care industry. The development of solutions to address the health and
well-being of nurses needs to take into consideration the complexities of context to
ensure solutions are effective and sustainable.

Nurse health and well-being is the hub of the health system. It requires proper
resourcing to affect systemic inefficiencies that include lack of resources and
training for staff. One of the major pressures on nurses is workforce shortages, and
nurse well-being has been linked to workforce retention, as cited in the “Fit for the
Future” survey of Australian nurses and midwives report [10]. The report revealed
that 22.1% of nurses intended to leave their jobs within the next year due to quality-
of-life factors impacted by their job [10].

But further still, the system needs to understand and acknowledge all that a nurse
can and does do in a shift—regardless of context—and the complexities and
ramifications of doing multiple things at once. This is the starting block for the
design of solutions to make a difference, through systems, digital and workforce
innovations.
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Vignette 2

Through its work with policy and Government the ACN has tackled issues across
the spectrum of the profession acknowledging complexities and heterogeneity of
nursing and the many environments in which we work, always looking to raise the
voice of nursing as a whole and improving healthcare outcomes.

Since the launch of this first White Paper in Parliament House in 2016 the ACN
has significantly invested in nursing policy leadership in Australia. We held our
inaugural annual Policy Summit in 2017, introduced Policy Chapters since 2018
and in 2020 launched a Nurse Policy Fellows Program to invest in developing future
careers for nurses in policy leadership, funded through the ACN Foundation. These
initiatives have created national opportunities for nursing experts in industry and
academia in Australia to take leadership roles developing policy and position
statements to present to governments that can influence and shape policy reform,
health service delivery, and nurse-led models of care and service delivery. To further
invest in the nursing profession all those who contribute to policy paper development
are acknowledged and ACN issues ISBN numbers, creating another channel for
nurses to gain publications for their personal professional development and
exposure. We cannot continue to rely on the world only knowing the name of
Florence Nightingale as the only nurse of influence. We want industry, governments,
and the public to know and understand thousands of nurses are impacting the health
and well-being of all Australians, every day, every shift, everywhere. This promotion
and exposure has been remarkable in lifting the esteem of the profession and role
modelling to nurses at every level of their career of what a nurse today, and in the
future, should be.

Policy papers have offered governments an alternative to more effective usage of
taxpayer dollar whilst improving access and equity to health care. Demonstrating
that nurses are essential to health equity has been foundational in our work. Nurses
have always been efficient and effective at the service delivery level and are known
for doing “work arounds” to ensure this works, but this has not translated to being
seen as essential in delivering health policy, or for our opinion to be sought without
lobbying, advocacy, or media attention. This often results in nurses needing to
implement government initiatives that have lacked the nursing profession’s input,
influence, and co-design.

Some papers have been launched in Parliament with key politicians including
the Federal Minister for Health endorsing recommendations. Others have been
used as key evidence documents in Royal Commission inquiries, Senate and
Parliamentary inquiries. Having these evidence-based policy documents
launched with media attention and key leader’s endorsement has both a con-
scious and unconscious effect on the nursing profession, especially millennials
and new graduate nurses in understanding our worth, and thus contributing to
wellness at a macro, responsible level. Understanding and observing our profes-
sional opinion and voice deserves to be heard—and can only have a positive
impact considering diversity and inclusion. Appendix 1 is a list of the ACN
white papers.
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3 Scope of Practice

Globally, nursing is the largest health profession [4]. There is a nurse in almost
every healthcare context. However it has been identified that “80% of all nurses
worldwide are only accessible to 50% of the global population” [11, p. 9]. This of
course needs to change, there is however another issue that if addressed will
undoubtably improve accessibility to nurses. That is, enabling nurses to do all that
they can do by working to their full scope of practice. Enabling nurses to work at
their full scope is determined in part by legislative frameworks that support the
dominance and control held by the medical profession. This is clearly exemplified
in the differing legislative frameworks pertaining to nursing scopes of practice in
the USA. There is also increasing evidence to support that enabling full scope of
practice has a direct correlation with job satisfaction [12].

Understanding the scope of practice in nursing is complex. However, put simply,
it refers to the actions and procedures that by law are permitted to be undertaken
based on specific professional experience and appropriate educational qualifications
[13]. The scope or parameters of practice of both nurses and midwives can be quite
fluid due the dynamic nature of their practice, and the many and varying contexts
and environments in which practice occurs [14]. ICN has long recognised that if
educated, competent, and authorised to perform, nurses can meet many of the
increasingly complex needs of patients/clients and community and the influences on
enabling full scope of practice are the result of political, social, and environmental
issues [15]. “Decision-making frameworks are increasingly being used to assist the
individual nurse to make decisions about their own scope of practice” [15, p. 23].
Over the last four decades, scope of practice has been changing and expanding due
to specialisation, diversity, and increasing acuity of the population. This has
naturally and gradually expanded nursing practice, but it has also caused some
blurring of roles between health professions and challenged the traditional
understanding of what a nurse does.

“Nurses hold a professional responsibility to practice safely and within their scope of prac-
tice. In determining one’s scope of practice, the nurse must make a judgement as to whether
they are competent to carry out a particular role or function. They must also take measures
to develop and maintain the competence necessary for professional practice” (ICN 2005
[15, p. 25D).

The challenges to ensuring that the full scope of practice is authorised and supported
need to be addressed as we move forward into the twenty-first century, this will
improve efficiencies, accessibility, and effectiveness in health care, whilst also
ensuring job satisfaction within the nursing profession [12].

The way forward in enabling nurses to fulfil their scope of practice is complex
and will require changes to legislative regulatory bodies [16] and strong visible
nursing leadership through policy development [17]. It has been evidenced that
when legislation is restrictive it creates an artificial barrier to effective care and there
is no evidence to show that enabling nurses to work to their full scope of practice is
harmful to healthcare outcomes [18].
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The ongoing opposition by the medical profession to changes or perceived
expansion to nurses scope of practice needs to be addressed within the context of a
values-based healthcare approach looking at the population’s healthcare needs and
better patient outcomes [16]. Mobilising the support of the community, the key
stakeholders of health care, will be important. Important also will be a more
comprehensive debate inclusive of lower-income countries and groups who are
significantly disadvantaged when nurses cannot perform to their full scope of
practice. Nursing needs to articulate their needs by leading the debate in scope of
practice to improve both healthcare outcomes and their own job satisfaction. Nurses
also need to ensure they are prepared to inform required change to evidence-based
policy where appropriate [15].

“Optimizing nurses’ enacted scope of practice to its full potential is an important integrated
strategy for improving organizational performance, patient care and nurses’ satisfaction and
well-being” [12, p. 206].

Vignette 3

Affecting sustainable systemic change has required a significant focus on devel-
oping capacity and capability within the nursing profession, as well as opportu-
nity. The ACN is determined to make transformational change to the Australian
landscape; this needed to occur at several levels. Firstly, it involves influencing
politicians, politics, and policy. In 2016 we set out to challenge the amount of
medical representation on government national committees, in comparison to the
underrepresentation, disproportionate representation, or in fact no representation
of the nursing profession. ACN developed a white paper called “Nurses are
Essential to Health and Aged Care Reform” and in an Australian first it was
released at a breakfast function in Parliament. We secured the then Prime Minister,
the Honourable Malcolm Turnbull, to release the White Paper, along with the
Health Minister, the Shadow Minister, the Leader of the Greens Party, and other
prominent politicians. This was an Australian first and an important moment in
our modern history to secure so many influential leaders all discussing the value
of the nursing profession. ACN secured media coverage, including television; this
was again another first. It was time the public heard from nurses that we had
solutions.

4 Compassion Fatigue Versus Compassion Satisfaction

Compassion Fatigue (CF) can be described as the convergence of “secondary trau-
matic stress, and cumulative burnout, a state of physical and mental exhaustion
caused by a depleted ability to cope with one’s everyday environment” [19, p. 1].
Healthcare, emergency, and community workers are susceptible to developing
compassion fatigue, which can directly impact patient care and outcomes,
relationships, and lead to more serious conditions such as “posttraumatic stress dis-
order, anxiety or depression” [19, p. 1].
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CF is distinct from Burnout (BO), which results from ‘assertiveness-goal
achievement response and occurs when an individual cannot achieve his or her
goals and results in ‘frustration, a sense of loss of control, increased wilful efforts,
and diminishing morale’ [19, p. 1]. However, burnout and secondary trauma stress
(STS) which is the result of a rescue-caretaking response and occurs when an indi-
vidual cannot rescue or save someone from harm and results in guilt and distress
[19] can lead to Compassion Fatigue. More needs to be done to create healthy nurs-
ing workforces that can return quickly to “high-functioning behaviours” at home
and work, after exposure to traumatic experiences.

Whilst nursing comes with the inherent risk of exposure to trauma, interventions
that promote individuals’ coping strategies such as clinical supervision and
colleague support are “likely to have significant health and economic benefits, as
they reduce not only STS, BO, and CF, but also the risk of more serious mental
health disorders such as anxiety and depression” [19, p. 3]. With nursing becoming
front and centre to the sustained impact of the COVID-19 pandemic, combined with
compassion fatigue and burnout due to inherent challenges of dealing with the
pandemic, and a lack of resources, nurses are leaving the profession in unprecedented
numbers [20].

To support the health and well-being of nursing, much can and should be done at
the individual level to immediately address the collective trauma experienced.
Clinical supervision is very much needed for all nurses, understanding how
important it is for every nurse to have access to this by 2030. Managers need to be
trained and resourced to allow for staff to have access to clinical and professional
supervision, regular debriefing and mentoring for every nurse, regardless of where
they are working. Managers need to have debriefing for stress management, and
coaches to support their leadership journeys.

Vignette 4
It was becoming more apparent that whilst nurses took care of the health and well-
being of the nation, they were putting their own self-care needs aside. The ACN
recognised this long before the COVID pandemic. It took up initiatives to address
the then increasing fatigue. One initiative was in 2017 the ACN launched
NurseStrong on national TV. This initiative was designed solely for nurses to
prioritise themselves and ACN secured 1000 free 12-week online fitness programs
to announce at the launch. Complimentary places in this offering were taken up in
24 h which showed the desire for personal investment by nurses. A further 500
nurses took up a discounted offer in the days ahead, prior to the launch.
NurseStrong’s intention has always been for nurses to invest in their emotional,
physical, spiritual, and mental health and well-being in a safe and supported envi-
ronment. ACN then created the NurseStrong Facebook site for ACN members and
non-members. There are now over 7000 participants, mainly from Australia but
from other countries including Northern Ireland, UK, and Africa. Since the launch
ACN has offered free courses in yoga, meditation, and mindfulness as well as col-
laborating with organisations like the Heart Foundation to promote walking with
others to promote community connections emphasizing the importance of fresh air
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and time out, as well as meeting new people. Nurses have posted hundreds of photos
of their morning walks to keep connected with others and have shared photos from
cities to the remote areas of Australia. This connection through a safe and supported
platform has been invaluable to address feelings of isolation and loneliness that
some of our profession can experience. This site became even more important dur-
ing COVID-19.

5 Safe Working Environments

Health and well-being of nurses cannot only be a discussion centred on self-care
and individual choices of diet, emotional health, and exercise. The health and well-
being of nurses requires a systemic approach, whereby one’s professional, personal,
emotional, and educational needs are identified, supported, and enriched throughout
their career.

The health industry has been so heavily demanded in recent years that there has
been limited time to reflect on best practice in leadership, to consider how and
what we need to engage people in a highly driven service industry. Nurses are
currently profoundly in demand, limited in supply, and have been working in
disaster-like conditions for several years with minimal or inappropriate funding.
It is now that we need to look at the system that has not been able to care for the
carers. The profession of nursing has historically worked in environments that
have been unsafe [21]. The COVID-19 pandemic has highlighted this with the
frontline exposure to a pandemic where many of the profession succumbed to the
virus with sometimes catastrophic outcomes [22]. The focus on safe working
environments for nurses during the pandemic has been managing the most basic
of needs with insufficient personal protective equipment (PPE), and when PPE is
available, the distress caused by long hours wearing PPE, inability to get suffi-
cient nutrition and fluids during their shift, and the emotional exhaustion of caring
for the very sick COVID-19 patients [23, 24]. The fallout of COVID-19 on the
healthcare system and its workers is now being seen. Urgent attention is needed to
address the concepts of a safe working environment and many of the underlying
issues that have been there for a long time and now require urgent attention before
further harm ensues.

Vignette 5

Safe work environments for nurses have and continue to be fundamental in the work
undertaken by ACN. Whilst ACN has invested in enabling individual nurses to be
educated, empowered, and developed, this has not been for the sole reason of
continuing to tolerate a system that demands more, minimises the risk nurses face,
nor recognises value through pay equity and conditions. Rather these initiatives
have been designed to assist individual nurses within the profession to develop
skills to understand their worth, find their voice, and unite to advocate for system
change, as opposed to continuing to take on more before realising the breaking
point is close—and even before it is too late.
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There are many individual examples where ACN has supported the individual
nurse particularly through COVID to maintain their momentum and promote
individual health and well-being. In 2020 when the pandemic hit, the postings on
NurseStrong were raw and real, with nurses expressing their fears, concerns,
pressures, and guilt. This was an important real-time source of truth for work we
would do to advocate for system change and better conditions for the nursing
profession. It was through reading these posts, and their pain and truth and not
being able to travel the country to meet and support nurses that ACN decided to
source products to send to nurses to remind them of their worth and need for self-
care. Initially one pack was going to be sent to a NurseStrong member in Australia
for 3 months, totalling 12. In the end a very small team packed and sent almost
1500 packs during 2020 through to 2022. We purchased goods from bushfire
affected areas following Black Summer and rural and remote areas with the
intention to show Australians that the ACN was investing in small business and
local communities to thank nurses, as so many Australians were unable to work
in the way they had known, yet nurses were in ever increasing demand. It was
another way of showing how the nursing profession was investing in the health
and well-being of communities. Other businesses soon came on board and offered
significantly discounted products for us to purchase, whilst others like Shh Silk
and Qantas donated products for us to include in the care packs, totalling hun-
dreds of thousands in donations. We promoted all of the organisations on our
website.

5.1 Gender Inequities

Nurses are mainly female despite efforts to change this [25], and could be consid-
ered in part due to “gender regimes and gender equality policies” [26]. The distinc-
tion that nursing is feminine work means that nursing is impacted by a socioeconomic
and political environment that does not equally consider female personal and
professional needs [27]. There are many feminine stereotypes that negatively impact
nursing and stigmatise practice [28]. In addition, nursing work is intrinsically
connected to activities that require a close relationship with the patient’s body and
as a result, the practice is seen as dirty work or menial work [28]. As a result,
nursing continues to struggle with society’s idea of nursing as a complementary
vocation to medicine [28]. There is an urgent need for advocacy for policy change
to strengthen the nursing workforce policies that affect nursing both nationally and
globally [26]. When nurses are enabled to function as a profession, healthcare and
patient outcomes improve [29].

5.2 Incivility in the Workplace

The concept of incivility is considered a social process and an antecedent to bullying
and violence [30]. Horizontal violence which is an extension of incivility is a well-
researched phenomena in nursing and is linked to the disempowered position of nurses
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within the healthcare hierarchy. The insidious nature of incivility has been linked to
poorer patient outcomes [31] and burnout and increased intention to leave the profes-
sion [32]. It has been known long before the COVID-19 pandemic that healthcare
organisational structures and the leaders within these have the power to create teams
that are empowered and promote civility [32]. It is also known that during the
COVID-19 pandemic many teams fell apart and incivility was widespread when lead-
ership and organisational structures were disempowering and task focused [33]. It is
time to empower nurses through change to organisational systems and leadership.

5.3 Occupational Violence

Before the COVID-19 pandemic, occupational violence towards healthcare workers
was significant and acknowledged by those who worked in these areas [34, 35]. As
many as 38% of healthcare professionals had experienced this at some point in their
career [36]. Since the COVID-19 pandemic this has increased [37]. Occupational
violence is a complex phenomenon. Extreme acts of violence are acknowledged as
occupational violence whereby more subtle acts such as verbal abuse and
intimidating behaviour can be overlooked. In a study published in 2010 “one third
of nurses participating perceived emotional abuse during the last five shifts worked”
[21, p. 13]. The result of occupational violence is profound, including missed care
[38], medication errors [21], and moral distress [39]. The outcome of moral distress
may result when the nurse struggles with the dichotomy of protecting their own
welfare and caring for the aggressive patient [39]. These are systematic and systemic
failings and directly impact nurses’ experiences every day. This can be further
extended to a community failure where there is complacency towards behaviours
resulting in occupational violence.

Vignette 6
In 2020 ACN established a taskforce comprising four subcommittees to address the
issue of Violence and Nursing:

Nurses experiencing domestic violence; Nurses caring for people experiencing
domestic violence; Occupational violence; Nurses and child protection. There have
been many recommendations, position statements, and now lobbying government
to change policy and law. This work is having a direct impact on the health and well-
being of nurses. Workplace safety is at the core of this work but there is also a focus
on the well-being of the individual nurse. Information can be found at https://www.
acn.edu.au/nurses-violence-taskforce.

54 Moral Distress

Moral distress has been identified as the accumulation of moral residue, a “long-
lasting and persistent result of facing repeatedly distressing and unresolved ethical
quandaries” [40, p. 69]. Influential factors that contribute to moral distress include
an unsupportive workplace, problems with leadership, bullying, and poor
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workplace practices [40]. To create real and sustainable solutions, we need to define
and understand the ramifications of accumulative moral distress being experienced
right across the health system and in aged care and address this with urgency and
enable moral resilience. Developing safe working environments has now become
ever more important to the sustainability of the nursing workforce.

5.5 Psychological Safety

Psychologically safe workplaces empower nurses and enable them to speak up
when there are concerns. The hierarchical structures that exist in health care have
not promoted the nursing voice and therefore potentially compromise patient safety
[41] as well as nurses psychological health [42]. It has been identified in an
Australian review into Work Health and Safety laws that psychosocial safety
climates are a predictor of work conditions, worker health and engagement [42].
The Nursing Now movement clearly highlighted the importance of maximising
nurses’ potential [43]. If workplaces are not safe the nurse’s potential will be
compromised and ultimately health care will be compromised.

6 Models of Care

For a very long time health care has been underpinned by the medical model that
focuses on an illness discourse. Assumptions of this model focus on illness and dis-
ease having a single cause and the removal of such will result in health [44]. This
model reduces an individual to their disease and conflicts with the holistic focus of
nursing practice which identifies the individual as a complex physical and psychoso-
cial entity. Nurses desire the holistic approach to care creating conflict with the struc-
tures and systems on which our healthcare systems have been built. The desire to find
models of care that have the patient in the centre has led to two appropriate models
of care. The first model “person centredness” is based on the work of McCormack
and McCance [45]. The second is the evolving focus on values-based health care [46].

6.1 Person Centredness

The nursing focus on the care experience of patients promotes the concepts of per-
son centredness [47]. Person-centred models of care focus on the care environment,
person-centred processes, nurse attributes, and expected outcomes [48]. The devel-
opment of a shared understanding and trust with the patient or client is core [47].
This model acknowledges the vulnerability of the patient when engaging with the
healthcare system and addressing this has increased nurses’ satisfaction with their
work [47]. The biggest challenge to enacting person-centred models of care is the
care environment [49]. It is time that our systems recognise the need to improve care
processes. This will not only result in improved patient outcomes but also increased
satisfaction with the delivery of care.
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6.2 Values-Based Health Care

Values-based care is defined as “health outcomes that matter to patients relative to
the resources or costs required, over a full cycle of care” [50, p. 4]. In many countries
health care is modelled on activity-based funding or fee for service. Prevention and
low-cost management is not incentivised; episodic hospital care is the focus of
funding [51]. Building on the concepts of person-centred care models, the concept
of values-based care as a patient-focussed model is more aligned to outcomes rather
than payment models that reward specific activities or episodes of service. The
current models are often punitive, rewarding specific healthcare practitioners and
systems that have the ability to benefit financially. Enabling values-based healthcare
models will also benefit the progression of nurses’ roles and scope of practice,
breaking down barriers that restrict the ability of nurses to deliver care. Core to this
model is the required by-in from providers, patients, and payers [50].

7 Call to Action

The health and well-being of the nursing profession directly correlates with the
health and well-being of our populations [52]. Promotion and solutions cannot lie
solely on the individual nurse. Significant change is required at the organisational,
jurisdictional, and societal level. Nurses need to be heard and nursing can no longer
be the silent profession [53, 54]. For nurses’ well-being to be enabled, the voice of
the profession must be heard, practices enabled, and workplaces made safe [55]. If
this is not enacted, the profession is at risk of eroding progress. Ensuring a nurse
workforce of the future requires changing the way the profession is understood,
respected, and supported at all levels, through, “nursing education programs,
employers, nursing leaders, licensing boards, and nursing organizations” [56]
recommendation 3. Nurses are part of the societies in which they live and work and
therefore tackling the inequities that exist within a society will inadvertently
promote the health, well-being, and safety of the profession. Nursing is predominantly
female and tackling gender inequality and other social injustices must be at the
forefront of change. To achieve the change that is needed, social impact and
influence are needed across many different fronts. Health care needs to be seen
through the lens of a nurse, how nurses see the world, our patients, the healthcare
system, and how we see our own health and well-being.

Nurse leaders are pivotal in advancing our call to action through lobbying and
speaking up at every possible opportunity, empowering those who are emerging as
our future leaders and workforce. Hearing the voice of nursing to drive health care
and influencing the decision makers is now urgent to ensure the health and well-
being of the profession and ultimately our communities. COVID-19 has shown just
how essential nursing is and how the community will support nurses if they under-
stand what is required. This chapter has used vignettes from ACN demonstrating the
emerging ground swell that started well before the COVID-19 pandemic but one
that has now been pushed to the forefront because of the pandemic. The initiatives
and innovations of the ACN are representative of what is happening in Australia, but
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as exemplified by the Nursing Now [43] initiative this is happening across the globe
and we need to continue this momentum, not only for our own health and well-
being but the well-being of populations now and into the future.

Study Guide Questions

1. Describe the current situation in your country in relation to enabling nurses to
work at their full scope of practice.

2. In your work environment identify the culture of safety and specific needs for
improvement.

3. What are the models of care which you most commonly work? Do they support
well-being?

8 Appendix

The ACN Policy Chapters have been pivotal in creating opportunities for nurses
from different parts of Australia to come together to collaborate and learn the skills
to develop and publish policy documents that are above and beyond the confine-
ments of their position descriptions within their employed capacity.

During this time we have published the following White Papers:

— Reimagining the community and primary health care system

— Regulation of the unregulated health care workforce across the health care system

— Achieving quality palliative care for all: The essential role of nurses

— A new horizon for health service: Optimising advanced practice nursing

— Establishing a nurse-led palliative care service in Australia: An implementa-
tion toolkit

— A national minimum dataset for nursing workforce planning and decision making

— Value-based health care through nursing leadership
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Future of Nursing 2020-2030: Recommendation 7

Nursing education programs, including continuing education,
and accreditors and the National Council of State Boards of
Nursing should ensure that nurses are prepared to address
social determinants of health and achieve health equity.

Nurses play a vital role in improving health by addressing the underlying health and
social inequities at both individual and population levels. Nurse educators share a
major responsibility in shaping the future of nursing by preparing nurses to better
understand and address health equity. According to the Future of Nursing 2020-2030
Report [1], it is recommended that:

Nursing education programs, including continuing education, and accreditors and the
National Council of State Boards of Nursing should ensure that nurses are prepared to
address social determinants of health and achieve health equity. (Recommendation 7)

In this chapter, we will demonstrate how the School of Nursing of The University
of Hong Kong (HKU) prepares the students to understand, recognize, and address
social determinants of health and health equity.

P. H. Chau - E. P. H. Choi - M. Ho - K. Y. Chan - S. L. Chan

S. E. Lam - M. P. Wang - C.-C. Lin (<)

School of Nursing, University of Hong Kong, Pokfulam, Hong Kong
e-mail: phpchau@hku.hk; chia.chin.lin@hku.hk

© The Author(s), under exclusive license to Springer Nature 55
Switzerland AG 2023

S. Hassmiller et al. (eds.), The Future of Nursing 2020-2030: Global

Applications to Advance Health Equity,

https://doi.org/10.1007/978-3-031-29746-5_5


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-29746-5_5&domain=pdf
mailto:phpchau@hku.hk
mailto:chia.chin.lin@hku.hk
https://doi.org/10.1007/978-3-031-29746-5_5

56 P.H.Chauetal.

1 Background

Hong Kong has a rapidly ageing population with 7.29 million residents. As of 2022,
over one-fifth of the population is aged 65 years or above [2]. By 2046, it is pro-
jected that over one-third of the population will be aged 65 years or above [3]. In
Hong Kong, age is a social determinant of disparities in health-related outcomes.
The older population is prone to health threats due to their low education level and
limited financial resources [4]. Their weak social support networks and low health
literacy further jeopardize their health [5, 6]. Meanwhile, it is well documented that
poverty leads to health inequity. As of 2020, as high as 23.6% of the population is
living in poverty; after taking into account policy interventions (including recurrent
cash, nonrecurrent cash, and means-tested in-kind benefits), 7.9% of the population
still live in poverty [7]. Older adults have the highest poverty rate (after policy inter-
vention) of 14.5% as compared to the other age groups.

Poverty also comes with food insecurity, poor living environment, and limited
access to healthcare, all of which worsen the health of the individuals [8]. While the
population is predominantly Chinese, 8.4% of the population is from ethnic minori-
ties, as of 2021 [9]. Over half of these ethnic minorities are foreign domestic help-
ers, and the remainder, particularly those from South and Southeast Asia, usually
engage in elementary work. Their poverty rate (after policy intervention) was 17.6%
as of 2016, and for some of the ethnic groups, the rate could be as high as 22.4%
(Thais), 33.2% (Indonesians), and 48.6% (Pakistanis) [10].

In addition to health threats related to poverty, cultural differences, and language,
a lack of access to necessary translation services acts as a barrier when attempting
to access health and social care services. While Hong Kong is a bilingual city where
almost everyone can speak Chinese or English, this makes those who cannot speak
either language face even greater challenges in seeking health. On the other hand,
some of the Chinese people in Hong Kong are new migrants from mainland China.
As of 2021, about 1.9% of the whole population was residents from mainland of
China having resided in Hong Kong for less than 7 years [11]. The residents of both
mainland China and Hong Kong share the same written form of Chinese. However,
there are still language barriers as the former speak Mandarin and use simplified
Chinese characters while the latter speak Cantonese and use traditional Chinese
characters. Moreover, the new immigrants often are not aware of their health needs,
have low utilization of healthcare services due to their daily chores and hardship,
and have different health values, practices, and expectations [12].

In Hong Kong, academic institutions and hospital-based nursing schools offer
different levels of preregistration nursing training programs, such as professional
diplomas, bachelor’s degrees, and master’s degrees. The study duration of these
programs varies. For example, the study duration of a bachelor’s degree in nurs-
ing is 5 years, while that of a master’s degree is 3 years. Upon successful comple-
tion of the program, graduates are eligible to apply for registration as registered
nurses in Hong Kong. Besides, to prepare registered nurses for advanced practice
and to equip them with competencies in theoretical, methodological, and analyti-
cal approaches for knowledge discovery, there are a variety of postregistration
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training programs, such as Master of Nursing and Doctor of Nursing in
Hong Kong.

Traditionally, social determinants of health have been incorporated into the com-
munity and public health nursing courses [13], and Hong Kong is not an exception.
The Hong Kong Nursing Council, the statutory body for nurse registration, has a
clear requirement on the curriculum such that contact hours for key theoretical
inputs and practicum are standardized across institutions [14]. The concept of social
determinants of health is embedded in various courses of the curriculum. Yet, apart
from coursework and practicum, institutions have the autonomy to offer other edu-
cation components so as to provide holistic education to the student nurses.

Back in the early nineteenth century, the concept of incorporating experience
into education was proposed by Dewey [15]. This forms the fundamental theory of
experiential learning, which describes the process of learning through experience.
In brief, it has been conceptualized as learning by doing, but more precisely, it
should be “learning through reflection on doing” ([16], p. 1003). Kolb further devel-
oped this concept in the experiential learning cycle, which involves four stages,
namely experiencing, reflecting, thinking, and acting (Fig. 1) [17, 18]. The cycle
starts with the concrete experience, on which the learners perform reflections. Then,
the reflections are digested and processed, from which new concepts are developed.
Next, new implications to further actions will initiate the next cycle. Experiential
learning can be adapted to different disciplines. The application of experiential
learning in nursing education is not an exception. Experiential learning has been
recognized as an important component of nursing education [19].

To nurture students to develop their awareness toward social determinants of
health, experiential learning, which enables students to get a holistic understanding

Fig.1 The Kolb
experiential learning cycle

Active Concrete
experimentation experience
Abstract Reflective

conceptualization observation
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of the population facing this threat, can be considered an efficient way. A scoping
review reported that educational benefits in terms of cognitive, affective, and psy-
chomotor domains were identified from experiential learning, such as community
service-learning [20]. Another integrated review also reported benefits in terms of
both educational and noneducational outcomes; the former included theoretical and
practical learning, communication skills and teamwork, and the latter included
empathy, questioning prejudices, and commitment [21].

Take the HKU School of Nursing as an example, a wide variety of experiential
learning activities are offered to undergraduate students. These take the form of
planned learning activities within the curriculum, as well as opportunities that
emerge beyond the planned curriculum. Through experiential learning, our students
get first-hand experience by understanding and addressing the needs of the older
adults, the ones living in poverty and those ethnic minority groups and new
immigrants.

2 The HKU Nursing'’s Experience of Addressing Social
Determinants of Health and Health Equity

2.1 Theoretical Inputs in the Curriculum

The role of the nursing profession in addressing the social determinants of health
must be strengthened to improve health equity. Therefore, nursing curricula should
be developed to provide students with the necessary skills to accomplish this role.
In the HKU School of Nursing, topics related to social determinants of health and
health equity are incorporated into various courses related, but not limited, to health
promotion, global health, epidemiology, and public health nursing in both preregis-
tration and postregistration programs. The overall pedagogical approach aims at
building knowledge from basic to advanced levels and training nursing students
with theory and emphasis on nursing practice and advocacy.

For students at advanced levels, they are provided opportunities to develop nurs-
ing interventions and promote change in context or policy that address health equity.
A holistic perspective is employed so that challenges to both the local and global
contexts, as well as those at present and in the future, are discussed. All these educa-
tion components cultivate nurses in different settings to lead the service to achieve
health equity. To ensure study outcomes are achieved, different assessments are
employed. For instance, preregistration undergraduates undertaking health promo-
tion and education select a topic related to social determinants of health as their
group projects. The students work together to assess the needs of the target popula-
tion at the community level and conduct related health education to the targeted
group. For postregistration undergraduates, they form groups to conduct a commu-
nity assessment for their selected communities, which are prone to challenges such
as aging and poverty. Applying theories acquired from lectures, the students sys-
tematically assess the population needs, set priorities, and develop action plans to
address the identified barriers.
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Another example is geriatric nursing. For preregistration undergraduates, theo-
retical inputs on the changes in biological, physiological, and psychosocial func-
tions of the older adult, as well as the spiritual, cultural, and socioeconomic impacts
on the aging population, are incorporated into the curriculum. Particularly in the
Hong Kong context, the challenges rooted from the low education level and low
financial resources are highlighted, and resources available from the society that can
help the older population to tackle these challenges are covered. The awareness
toward elderly abuse as well as legal and ethical issues is also included such that
students can advocate for the protection of the vulnerable older adults. As part of the
learning activities, students are given an opportunity to participate in a simulation
activity organized by a local non-governmental organization to experience the
impairments that may occur in older adults. By using special gadgets, students can
experience the difficulties an older adult faces in daily living due to the reduced
vision, hearing, and mobility. While this kind of experience is not hard to find in the
community, even the general public can have a chance to visit such facilities, what
make the experiential learning experience unique for the students is the opportunity
to reflect. Apart from merely paying a visit to the facility, students complete a reflec-
tive journal to relate the age-related change to aging theory and make suggestions to
improve current nursing practice and service provision.

2.2 Aligning with Global Development in Curriculum Planning

Nursing specialization is a global trend. The post registration master’s program pro-
vides various study tracks to prepare registered nurses for advanced nursing practice
in selected specialty areas. The study tracks include emergency nursing, geronto-
logical and palliative nursing, perfusion science and cardiac nursing, infection con-
trol nursing, pediatric nursing, advanced surgical nursing, community and public
health nursing, critical care nursing, and healthcare management and leadership.
Among them, community and public health nursing play a leading role in address-
ing health equity. Students learn advanced-level epidemiology, critical appraisal,
community diagnosis, and health promotion skills in the core courses and apply
these knowledge and skills in their capstone projects to develop evidence-based
programs to support the health and well-being of individuals, families, and
communities.

The core courses for all clinical tracks, such as gerontology nursing, pediatric
nursing, advanced surgical nursing, and critical care nursing, emphasize empower-
ing students with advanced nursing skills, research skills, critical thinking skills,
and leadership skills to tackle the complex healthcare challenges and address the
physical, psychological, and social needs of patients. In addition, the curriculum
includes advanced-level courses on clinical and professional leadership, healthcare
systems and policy, health economic, and application to prepare graduates to be
nursing leaders and promote health equity in their practice areas.

Meanwhile, innovations in teaching, such as co-designing the curriculum, are
adopted. For example, students enrolled in the gerontology course engage in a



60 P.H.Chauetal.

co-teaching approach, whereby students design and prepare the teaching contents
related to healthy aging and teachers act as facilitators. This co-lecture approach
maximizes students’ active learning capacity and enhances students’ knowledge,
attitude, and competence in health promotion to the aging population. The students
treasure this active mode of teaching and learning as compared to the traditional
passive mode of learning, as this gives them more in-depth exposure to gerontol-
ogy issues.

23 Practice Through Poverty Simulation

The use of simulation to provide nursing students with the experience of critical
thinking and clinical judgment has been advocated as a form of experiential learn-
ing for nursing education [22]. To support students in clinical practice, many institu-
tions are equipped with simulation facilities. There is a growing demand for
community nursing, particularly in a rapidly aging population. It is critical for the
students to familiarize themselves with the home environment of the population
they are going to serve. While most of the simulation scenarios are developed for
the hospital setting, there is a lack of simulation scenarios for the community set-
tings. It has been noted the importance of community-based scenarios for the nurs-
ing curriculum [23], in particular, and the use of simulation has been shown to be
effective in helping nursing students understand poverty [24].

Hong Kong is a densely populated city. For the under-resourced population, the
home environment is always suboptimal, and a subdivided flat or very crowded
environment is common [25]. Students may find it difficult to imagine the situation.
Yet, a one-to-one scale simulated home environment can give the students a more
impactful experience on the challenges of performing quality nursing care in the
suboptimal environment. Among the few institutions equipped with this facility, the
HKU School of Nursing set up community-based simulation facilities, the first of its
kind in Asia. The community-based simulation facilities cover settings from a sub-
divided flat and public rental housing flat, to the nursing home setting. Students
have the opportunity to practice nursing care in various settings that the older adults
and families in poverty commonly live in. The students need to exercise their critical
thinking and judgment to tackle the challenges of these limited physical spaces as
well as the low health literacy and low compliance of these residents. Besides the
physical setting challenges, students learn to conduct home environment assess-
ments for health risk factors, such as fall risks, medication risks, and home safety
risks, and make recommendations to the residents to reduce the risks. Through these
simulation activities, students have to role play the residents and the community
nurses according to the scenarios provided. Ongoing feedback to students is pro-
vided for reflective learning. The intended learning outcomes for students are to
facilitate the development of their empathy toward the residents and to empower
their future role as community nurses. Students find this simulation experience very
realistic. Nevertheless, literature shows that while poverty simulation might help to
groom students’ positive attitudes to some extent, lasting effects should be achieved
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by additional activities throughout the curriculum [26]. Therefore, the poverty sim-
ulation is a first step to prepare the experiential learning activity of actual home
visits to the under-resourced groups.

24 Practice Through Real-Life Engagement

Real-life first-hand experience cannot be substituted by simulation. To provide
nursing students with hands-on experience in a real-world setting, they need to go
through a community practicum in which they organize health promotion activities
in a community setting. Some of the practicum sites are non-governmental organi-
zations targeted at serving the older adults, ethnic minority groups, or under-
resourced groups. There, students tailor the health promotion activities to their
target service clients. Through the interaction with the service provider andservice
clients, students have an opportunity to adopt a broader perspective regarding the
needs and challenges of service clients, who may have different backgrounds and
obstacles in the pursuit of good health.

In addition to the community practicum, other experiential learning activities are
offered to the students. However, the organization of these activities is not easy due
to the tightly packed timetable of the nursing curriculum. Despite the challenge,
HKU School of Nursing has been able to organize the Patient Care Project for stu-
dents. Nursing students join other students under the Faculty of Medicine, including
medicine, pharmacy, and traditional Chinese medicine, to provide interprofessional
patient-centered care for patients with chronic illnesses, who are mostly older age,
with poorer health literacy and/or with limited resources. The interprofessional stu-
dent groups arrange visits for their clients, identify their clients’ barriers in follow-
ing the health advice from the medical consultation and educate the clients how this
in turn affects their health. Through the interprofessional education, students from
different healthcare disciplines understand their unique roles and develop synergis-
tic collaborations, which will enhance better care of the older clients when they
graduate. The students speak highly of the program in terms of the valuable experi-
ence in boosting their competencies in healthcare provision [27]. These experiences
allowed our students to understand the diverse needs and challenges of the
population.

Students also take part in local and non-local services and engage in exchange
activities. For example, some students volunteer at non-government organizations
serving the ethnic minority and new immigrants. Through their participation, stu-
dents learn more about the cultural health practice of their service targets and
attempt to address these physical and psychosocial health needs by applying their
nursing knowledge while taking into account their cultural beliefs. To allow stu-
dents to have more time for experiential learning, the HKU School of Nursing
revamped the timetable of the full-time undergraduates in 2019, such that a whole
semester in the third year of study is reserved for the life enrichment-learning pro-
gram, which becomes a credit-bearing component of the nursing curriculum. The
students have more flexibility in terms of the scheduling of the activities, and longer
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overseas/mainland service trips can be arranged. The program not only offers
opportunities for students to comprehend social determinants of health from a local
perspective, but also a global one.

For example, a group of students visited an organization, which takes care of
orphans and women in Uganda, Africa. Students widened their horizons by experi-
encing cross-cultural life, and poverty situations that could exist outside of their
imagination. Students realized that basic needs for daily living can be perceived
differently among different population groups in different places, which are very
much shaped by social determinants of health. Through the activity, empathy toward
those living in poverty was fostered. When the students graduate as nurses and take
care of people from different parts of the world, they will keep in mind the cultural
and contextual differences, and therefore be able to deliver culturally sensitive nurs-
ing care to people in need.

25 Embracing Equality, Diversity, and Inclusion

Ethnic minority groups in Hong Kong, particularly those from Southeast Asia, are
reported to be disengaged from the healthcare system due to multiple factors, rang-
ing from attitude and awareness, sociocultural factors, time constraints, financial
burdens, and inadequate interaction [28]. Barriers in terms of language, culture, and
communication hindered their health-seeking behavior. On the other hand, health-
care professionals also reported difficulties in providing healthcare to ethnic minor-
ity patients; apart from the system-level barriers, there are huge gaps in terms of
patient-provider interaction, patient-provider perceptions of illness and care, and
patient-provider sociocultural discordance [29]. While healthcare professional edu-
cation and training in cultural competency should be strengthened, introducing cul-
tural diversity to the nursing profession would help to achieve health equity [30].
Therefore, it would be beneficial to have nurses who are ethnic minorities them-
selves [31].

Not until recent years, there were very few locally trained nurses with an ethnic
minority background, perhaps largely restricted by the language barrier.
Nevertheless, there is a growing trend in admitting nursing students from diverse
cultural backgrounds. Such a move is beyond the benefit of nurturing a nurse that
can better serve the ethnic minority groups or advocate health equity toward them.
Instead, it also gives an opportunity for the local students to learn more about the
sociocultural background of different ethnic groups, such that this cohort of nurs-
ing students can develop a better understanding towards culturally sensitive issues
when interacting with their clients in their practice [32]. To overcome the lan-
guage barrier, potential students are well informed of the admission policy of
welcoming students with diverse cultural backgrounds. Admission policies have
to make it clear to potential students that Chinese language is not a mandatory
subject, but a good working knowledge of spoken Chinese, that is Cantonese, is
required. By understanding the clear admission standards, students can pre-
pare ahead.
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All students attend a prepracticum workshop on communication before they
have practicum. This will prepare students to communicate with their service clients
who may have different communication abilities and/or different cultural
backgrounds.

2.6 Opportunities Brought by the Pandemic

The world was seriously affected by the coronavirus disease (COVID-19) pan-
demic. All face-to-face teaching activities had to be suspended, not to mention the
various life enrichment activities. In the fifth wave of COVID-19 in Hong Kong, the
older population was the most affected group. While only one quarter of the infected
people were from the population aged 60 years or above, 96% of the deceased
patients were older adults [26]. A large number of affected older patients required
medical care. Meanwhile, the under-resourced population also faced challenges.
Individuals with low information technology and health literacy may find it difficult
to navigate the massive amount of information that is essential to facilitate health-
seeking or self-help behavior. Those with milder symptoms required information to
support their home quarantine and help them make health-seeking decisions.

This public health issue offered good opportunities for students to support the
community to overcome this crisis situation. First, students were trained and
deployed to Community Testing Centers. They explained the sampling procedure
and performed the polymerase chain reaction (PCR) test for the public. Students
also helped maintain order and crowd control to prevent infection. Occasionally,
students encountered people of different races or people with communication prob-
lems, and they found ways to simplify the message to be conveyed or used other
communication means. Nurses must serve all kinds of people, so communication
skills and methods are worthy of students’ reflection and learning.

In addition, our students supported COVID-19 vaccination at Community
Vaccination Centers. They evaluated the suitability of people for vaccination,
explained the vaccination process, prepared, and gave injections to the people, and
observed whether they experienced any adverse reactions after vaccination.

The nursing students were also dispatched to the Community Isolation Facility to
provide 24-hour care for the older patients, who were mostly from nursing homes.
Due to insufficient bed space, the patients with COVID-19, especially those who
were older and in stable physical condition, were discharged early from hospitals
because there was not enough bed space to accommodate the sudden surge of
patients. This created a difficult situation to groups that were socially deprived and
who lived in an old-age home or nursing home. These groups of patients were
referred by the Hong Kong Hospital Authority to the Community Isolation Facility,
which was renovated from a sport center or the cruise terminal to a temporary resi-
dential area for those with stable conditions but in need of some basic care. These
facilities alleviated the pressure of public hospitals, which could then care for the
more severe cases. However, it placed the older patients in a less desirable environ-
ment. In the Community Isolation Facility, the students took care of the patients’
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physical and mental health needs and addressed urgent needs by formulating care
plans and procedures. Despite the limited resources in these temporary facilities,
students strived to achieve higher quality patient care, advocated for the patients, and
provided effective advice for improving the center. For instance, there were no bath-
ing facilities at the center, so the students suggested the use of wet wipes to maintain
personal hygiene and dignity of the patients. The center took their recommendations
and arranged the requested materials, and the patients appreciated such effort. This
experience could remind students about the needs of elderly groups that are disad-
vantaged and the humane care that is needed throughout their future nursing career.

Meanwhile, the younger generation might be more native in surfing the internet
in search of the latest and most reliable information about the pandemic. It could be
hard for them to imagine there is a cohort of the population who may get lost in the
flooding pool of information or who do not have access to or know how to access
the internet. The COVID-19 pandemic led our students to understand the needs of
groups who were at an internet disadvantage. Therefore, our students supported the
phone hotline set up by the Hospital Authority. This hotline was to answer calls
from individuals who were COVID-19 positive and underwent home isolation. The
patients inquired about information related to the COVID-19 and quarantine, as
well as post-infection anti-epidemic arrangements. This experience was an excel-
lent opportunity to polish students’ communication skills and try to disseminate
information in a simple and easy-to-understand way. Additionally, students also
engaged in another hotline service for arranging home vaccination by the Department
of Health. They actively followed up on the vaccination status and arranged door-
to-door COVID-19 vaccination for those aged 70 years or above who had not been
vaccinated, as well as those who could not go out for vaccination due to illness or
disability. Through the hotline services, students understand that in addition to pro-
fessional nursing knowledge, correct information, and clear and effective communi-
cation skills are also core competencies of nurses.

3 Call to Action

As nurse educators, a comprehensive curriculum with experiential learning compo-
nents helps to bridge the gap in students’ understanding of social determinants of
health. On the other hand, nurse educators shall remain flexible and act promptly to
treasure the opportunities or challenges that can provide valuable experience to
nursing students. Immersing in a real-life situation followed by debriefing and
reflection are important to nursing students’ learning. Through these experiences,
students can have a better understanding of the situation and build up their capacity
in tackling the challenge of health inequity in the future. Riding on our experiences,
we humbly offer the following recommendations for nurse educators:

1. Review the curriculum to ensure health equity and cultural diversity are well
addressed in the curriculum.

2. Offer theoretical inputs about health equity from both the local and global
perspectives.
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10.

Tailor curriculum contents related to health equity for undergraduates and post-
graduates, as well as preregistration and postregistration programs.

Set hierarchical learning outcomes ranging from awareness of the issue to how
to address the issue when students advance to the next level.

Adopt innovative teaching strategies to enhance students’ preparedness to
address health equity in their professional life.

Provide simulation scenarios that include community settings.

Arrange community practicum opportunities that cover a wide spectrum of ser-
vice clients who are impacted by health inequity.

Offer experiential learning to students, which follow Kolb’s experiential learn-
ing cycle.

Create an environment that welcomes students with diverse cultural
backgrounds.

Seize every opportunity to incorporate the concept of health equity into stu-
dents’ teaching and learning activities.

Study Guide Questions

1.
2.

What are the core components of nursing education for health equity?
What are the different levels of learning outcomes in educating undergraduates
and postgraduates to address health equity?

. What are the facilitators to nurture nurses with diverse cultural backgrounds?
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Strengthening Nursing Education
to Address Social Determinants
of Health: Systems Leadership

Beverly Malone and Sandra Davis

Future of Nursing 2020-2030: Recommendation 3

By 2021, nursing education programs, employers, nursing
leaders, licensing boards, and nursing organizations should
initiate the implementation of structures, systems, and
evidence-based interventions to promote nurses’ health and
well-being, especially as they take on new roles to advance
health equity.

Future of Nursing 2020-2030: Recommendation 7

Nursing education programs, including continuing education
and accreditors and the National Council of State Boards of
Nursing, should ensure that nurses are prepared to address
social determinants of health and achieve health equity.

1 Introduction

The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity is an
urgent call to action for nurses, over the next decade, to concentrate on the social
and structural determinants of health to advance health equity [1, 2]. With health
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equity inextricably tied to our earth’s most complex existential threats, the report
calls for rapid and aggressive actions to transform nursing education [2, 3].
Addressing social, economic, and environmental conditions that impact health is
not new to nursing education, but a broader perspective that focuses on (1) systems
and structures, (2) policy and politics, (3) historical drivers of inequity, (4) climate
change, and (5) structural racism as a root cause of health inequities is new [1, 2].
As the nation’s largest healthcare profession, nurses play a vital role in leading
change so that everyone has an opportunity to live the healthiest life possible [2].
While updating the curriculum and developing advocates for social change are criti-
cal, they are not enough. Cultivating critical consciousness and building structural
competency are the new and necessary developmental underpinnings. In addition,
there must be an intensification of the focus on the health and well-being of nurses
leading in these new roles to advance health equity [2]. Hope, healing, and finding
one’s truth are now essential aspects of health and well-being for nurses leading the
transformation of nursing education and healthcare delivery.

2 Leading the Organization: Moving Beyond Resistance
to an Updated Nursing Curriculum: It Starts
with the Culture

The triple existential threat of the COVID-19 pandemic, structural racism, and cli-
mate change has brought us to a defining moment in history [3, 4]. As a nation, we
are now acknowledging and discussing the root causes of inequity found in the
social and structural determinants of health [4]. With this recognition, we are poised
at the nexus of resistance, truth, and transformation [4]. Transforming nursing edu-
cation requires moving past reluctance and resistance to broaden the scope of the
curriculum. An updated curriculum must include the historical and contemporary
truths that identify structures, systems, and institutional policies and practices that
produce injustices and inequities and maintain the status quo. Indeed, curriculum
change requires a culture change.

Changing culture in any system is a challenge requiring leadership, co-creativity,
and fortitude. Leaders must be authorized to courageously lead and to step into their
own authority to transform social and health inequity from a frightening and uncom-
fortable dilemma to an opportunity for promoting excellence in nursing education
that results in a strong and diverse nursing workforce prepared to advance the health
of the nation and the global community [5]. Even with facing the reality of the gaps
in our culture related to health equity and its corollaries of social and structural
determinants of health, the mention of a curriculum change, an example of a culture
change, invokes both mild and aggressive resistance. Yet every school wants to be
awarded the title of excellence. The majority of faculty, from the instructor to the
professor and dean, are yearning and continually stretching toward excellence as a
goal. If the school’s culture does not address social determinants of health, struc-
tural determinants of health, and the issues of diversity, equity, inclusion, belonging,
social justice, climate change, and structural racism consistently, throughout every
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level of the nursing curriculum, there is a critical need for an update. It is the belief
of the National League for Nursing (NLN) that without these central drivers as a
qualitative lens for health equity, there is no excellence.

The usual strategy for curriculum change is integrating new concepts, recent
research, and best academic and clinical practices into the existing curriculum that
is under the ownership of the faculty. The authors suggest a different approach to
describing the process of transforming the curriculum and thereby the culture. The
curriculum deserves an “update” to approach the requirements of preparing nursing
to address the social and structural determinants of health and achieve health equity.
This implies that the existing curriculum is no longer relevant and timely. In the
same manner that our phones, computers, and iPads are updated continuously for
more efficient, effective use, our curricula need an automatic reset button. This cur-
riculum update is a proposition for the educational preparation of nurses to provide
quality care to various populations with cultural differences, the impact of climate
change, and the historical burdens of racism while recognizing the harmful impact
of micro and macro aggressions and the gentle but dangerous unspoken, unidenti-
fied biases that consciously or unconsciously work to nullify health equity.
Eliminating health inequities and achieving health equity will not occur without a
broad-based substantive change in our culture and how we teach in nursing
education.

The NLN offers a template for overcoming resistance to achieve this revisionist
cultural strategy for a twenty-first-century view of who, what, and how we teach [6].
The first step is positioning the school’s mission statement as the North Star point-
ing in the direction the school intends to travel. The mission statement has served as
the light in the darkness during budget cuts, faculty vacancies, student upheaval, and
other crisis like events wherein the school can lose its sense of direction. Now, like
never before, the mission statement must be the guiding principle that challenges
resistance, drives culture change, and situates excellence to advance health equity.

The NLN’s mission statement [5] is: Promoting excellence in nursing education
to build a strong and diverse nursing workforce to advance the health of the nation
and the global community. This statement of intent, aspiration, and action of pro-
moting with the related goal of building a strong and diverse nursing workforce is
underpinned by four core values: caring, integrity, diversity with inclusion, and
excellence [5, 7]. Perhaps it is the combination of the mission statement with the
core values that illuminate the necessary steps of the journey and nursing educa-
tion’s destination to advance, nationally and globally, the health of families and
communities.

In the mission, one must find an undeniably clear commitment to addressing the
social and structural determinants of health to advance health equity by focusing on
diversity, equity, and inclusion, belonging, social justice, antiracism, excellence, our
own well-being and the health and well-being of all those we serve. How does one
begin the journey? Let’s begin with a review and if needed, updating the school’s
mission statement. Next, bring in an experienced external consultant of color to
work with an internal core task group. This work group also provides an opportunity
for involvement with representation from other university/school departments and
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the underrepresented community at large. An experienced external consultant of
color is usually essential in helping to face the challenging realities about the orga-
nization’s present diversity, equity, inclusion, social justice, and antiracism status
and the required journey of transformation. The external consultant not only can
bring experience, but the ability to create safe and brave places for courageous dis-
cussions within the work group. It is equally important for those courageous conver-
sations to be transported into the rest of the organization. It is also important to have
a high-level administrator as part of the work group to acknowledge the authority
and significance of the DEI, social justice and antiracism work and its alignment
with the organization’s overall strategic plan. Use the mission statement and core
values as a frame of reference for the strategic plan. The goals should be clearly
delineated with projected times, dates, numbers, and identification of the primary
individuals responsible for implementation and evaluation.

Using the strategic process, the budget is the annual model for allocating resources
to meet goals identified in the strategic plan. The visibility of funded activities and
resources to facilitate the transformation process should be clear. The budget is a
realistic indicator of linkages between the organization’s mission, core values, strate-
gic plan, and actual organizational behavior. Adequate resources plus a contingency
fund should be allocated to support the implementation of the strategic plan.

Next, a mixed review process with both qualitative and quantitative data is useful
in highlighting unwritten standards and barriers that minimize the potential success
of those from different racial/ethnic backgrounds. A standing line item should be on
the annual review of each faculty, staff, and administrator’s individual evaluation
related to their involvement and/or support in updating the school’s culture to
becoming a more inclusive system. This type of evaluation speaks to the organiza-
tion’s level of commitment to developing an inclusive culture of diversity, equity,
social justice, and antiracism. This evaluation strategy would also extend to the
criteria for promotion and progression. The transformational process would have
ownership not only by a few but by the entire organization. A designated, periodic
process of evaluating and refining the efforts made around culture change must
become part of the school’s basic organizational processes. A focus on regularly
rewarding/celebrating the faculty, staff, and students’ growth in this area of excel-
lence is critically important. There is no quick turnaround mechanism for this work.
It may take 3—5 years to begin to see the cultural change, which is the expected time
for most transformational initiatives.

Updating the curriculum should not be delayed. Commensurate with the journey
to change culture is the process of updating the nursing curriculum. A mission-
driven change in culture works in tandem with a transformational initiative to update
the nursing curriculum. Mission-driven curricular efforts informed by ongoing cul-
ture change work allow educators to develop and deliver content that integrates
social needs, social and structural determinants of health, population health, envi-
ronmental health, trauma-informed care, and health equity as core concepts and
competencies throughout coursework, clinical, and experiential learning [2].
However, faculty must be adequately prepared to address the social and structural
determinants of health to advance health equity.
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3 Leading Faculty, Learners, Staff and Engaging
the Community: Let’s First Be Clear About the Social
and Structural Determinants of Health

Preparing a workforce with the knowledge, skills, and attitude to eliminate health
and societal inequities rests with each educator, scientist, and administrator.
However, nursing faculty often express hesitancy in engaging students, colleagues,
and staff in dialogue about these highly complex and inextricably connected issues
of inequity. Through raising awareness, understanding the issues, and engaging in
dialogue, the work of changing culture provides the foundation for updating the
curriculum. Core concepts and competencies should be commensurate and seam-
less with the academic level and included in continuing education [2]. However,
faculty must first have a clear understanding of what social determinants of health
is, what it is not, and its connections.

Nurse educators may teach the social determinants of health as the conditions in
which people are born, grow, live, work, and age, including factors such as income,
education, employment, housing, and neighborhood conditions. While this descrip-
tion captures societal factors that account for up to 80-90% of health and health
outcomes, this definition is incomplete [8, 9]. There is a second part to the defini-
tion of social determinants of health that is often omitted or not discussed [9, 10].
The World Health Organization (WHO) describes the social determinants of health
as the conditions in which people are born, grow, live, work, and age, and the
wider set of forces and systems shaping the conditions of daily life [11]. This
definition adds the structural determinants of health to the social determinant of
health construct. Economic policies, social norms, policies, and political systems
all influence the distribution of money, power, and resources locally, nationally,
and globally and are the forces that create social and health determinants [12]. In
addition, the WHO’s definition is critical to recognizing how important both his-
torical and contemporary policies, politics, and practices are to the creation of
social determinants of health, and health inequity/equity [13—15]. When it comes
to teaching social determinants of health, nursing education is often ahistorical.
The present is disconnected from the past and this must change. Using the full and
correct definition of social determinants of health clarifies the structural forces past
and present that gave rise to social determinants of health in the first place and
accounts for how racialized groups are disproportionately burdened by the social
determinants of health [13-16]. It also lends insight into root causes and conveys
the importance of advocating and intervening through policy [13-15, 17]. We must
realize that health inequities are the systematic, unnecessary, and avoidable differ-
ences in health between groups of people who have different relative positions in
social hierarchies based on wealth, structural racism, power, or prestige, all of
which can be shaped by policy [18, 19]. The NLN/Walden University Institute for
Social Determinants of Health and Social Change is an innovative national initia-
tive launched in 2022 to develop leaders with the leadership competencies to inte-
grate social and structural determinants of health and social change into nursing
programs and curricula [20].
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Cultivating critical consciousness or the ability to identify, critique, and chal-
lenge the structural forces past and present that produce inequities in the social
determinants of health, is a prerequisite to teaching for transformative learning [21,
22]. While this may be difficult and uncomfortable, Mezirow [22] highlights the
importance of the learner being uncomfortable for transformative learning to occur:
“We do not make transformative changes in the way we learn as long as what we
learn fits comfortably in our existing frames of reference.”

In addition to cultivating critical consciousness, building structural competency
is essential. Building a structural competency lens allows nurse educators to not
only recognize the systems, institutional norms, practices, and policies that produce
inequity and unjust health situations but also engage in an on-going process of
learning, self-reflection, collaboration, and advocacy to address the multifaceted
social and structural determinants of health inequities [23, 24]. Community engage-
ment is integral for building structural competency. Further, community involve-
ment and support are essential to educating learners to address and intervene in the
social and structural determinants of health. It is important to develop mechanisms
for the community to collaborate with and advise the school as it moves toward its
goal of transforming its culture to upgrade the curriculum. Ways to involve the com-
munity include special meetings to gain input from community leaders, question-
naires, focus groups and the establishment of partnerships with community agencies
and corporations. The two following examples provide a potential pathway to
engage the community.

At North Carolina Agricultural & Technical State University (A&T), a histori-
cally Black school of nursing, the dean decided to recruit more strongly from the
surrounding community. She was forewarned that the high schools would not be
receptive to establishing a relationship with the school of nursing. Irrespective of
these warnings, she initiated contact with the school’s principal who surprisingly
warmly welcomed her into the school. With the dean’s leadership team, a decision
was reached as to where to focus the recruitment efforts. It was with the high school
counselors. Once a month, the school would provide breakfast for the counselors
and update them about the profession of nursing, using the analogy that nursing was
the student’s gold card to the world. One could travel, change the focus of their work
from children to older adults, from surgery to psychiatric mental health or rise to
become an educator in the field of nursing. Nursing provided a landscape of oppor-
tunities. The counselors held the keys to the students and teachers who provided
directions as to the professions students should choose. In addition, there was the
opportunity to share the types of courses high school students needed for success in
a nursing program. As the relationship with the counselors and principal progressed,
senior nursing students, for course credit, began giving presentations on different
nursing topics to those high school students interested in a healthcare career.

The second example is the road less traveled. Our nation has the highest incar-
ceration rate in the world [25]. Fifty percent of Americans have had an immediate
family member who has been incarcerated [26]. This is correlated to a life expec-
tancy that is 2 years less than those without a family member who has been incarcer-
ated. Black Americans tend to be incarcerated five times than that of White
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Americans [27]. In 2018, for every prisoner per 10,000 adults 18 and older, in the
White American group, it was 268, while in the Black American group, it was 1501
[27]. This raises the question of appropriately preparing nurses to work in a com-
munity that includes the prison population with its high concentration of young
Black men. There are few schools whose clinical rotations in the community include
the prison system. This is another area requiring curriculum transformation as our
schools in all professions desperately search for clinical settings.

It is not enough for nursing administrators and faculty to lead in updating the
curriculum to prepare nurses for now and the future. A systems approach implores
accreditors and the National Council of State Boards of Nursing to partner in the
process of implementing, assessing evaluating, and updating efforts to transform
nursing education.

4 Leading Self: Health, Well-Being Through Hope,
Healing, and Finding One’s Truth

As nurses assume new roles in addressing the most pressing societal and health
issues, health and well-being cannot be overlooked or taken for granted. The com-
pounding effects of societal and nursing workforce issues demand that leaders,
organizations, and systems support nurses in their health and well-being. Moreover,
leading the self during this defining moment in our nation’s history calls for serious
attention to be given to hope, healing, and finding one’s truth. In organizations, the
individual nurse or nurse educator needs a global positioning system (GPS) to
ensure a safe, efficient, quality career journey. The educational program is the first
stop along the trip to acquire an appreciation and understanding of the power clarity
of mission and core values provide the professional nurse [5, 7]. By necessity and
with gratitude, academia joins with the clinical realm in touching and healing the
lives of individuals, families, and communities here within the United States and
beyond. Within each of the core values lies the essence of health equity [7].
Transformation embodies health and well-being through hope, healing, and truth.
The following is a more in-depth view of the NLN Core Values:

CARING is the promotion of health, healing, and hope in response to the human
condition. These three nouns, each beginning with H, represent the transformational
desires of our nation and the world. During the recent and lingering multi-wave
Covid pandemic, as millions died, the nations cried out for a return to health. In the
United States (U.S.) people of color (Black, Latinx, and Native American) were
more profoundly affected by the pandemic than others [28, 29]. Overall, among
combined states, the prevalence of non-Hispanic Black deaths from COVID-19 is
disproportionately higher than the non-Hispanic Black U.S. population [30]. Among
the Black community, it is frequently stated that when White America catches a
cold, Black people catch pneumonia.

The longstanding health disparities and inequities speak to the challenges of
being healthy and receiving adequate “caring” by the healthcare system. In a 2021
survey by U.S. News & World Report and the Harris Poll, it was found that 53% of
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Americans do not believe racism is a problem in the United States [31]. In stark
contrast, a 2022 study by the Commonwealth Fund found one in four Black and
Latinx patients reported experiencing healthcare discrimination in the past year
[32]. These health disparities are outstanding in the areas of oncology, cardiology,
long-term care, and maternal health [33, 34]. Of equal concern a 2020 Kaiser Family
Foundation report, The Undefeated Survey on Race and Health, polled 1769 adults
including 777 Black Americans [35]. They found Black Americans to have low
levels of trust in their doctors and the healthcare system and reported higher rates of
being disbelieved and denied tests, treatments, or pain medication they thought they
needed. Obviously, these concerns extend beyond the medical profession and
include areas of care delivered by nurses as well as other disciplines [35].

Nurses are healers, magnets that attract those in need of caring and the gift of
healing. Nurse after nurse share the story of sitting on a bus, train, or airplane and
the person next to him or her pours out their stories with the healthcare issue that is
a personal struggle. The power of healing involves strategies of communication as
well as the dedication of being there for all regardless of differences. With the same
power, each nurse carries his/her own self-generating mechanism of hope knowing
not to wait for the patient or family during the transaction of care to search out who
has brought the hope. As nurses, we always bring the hope, that is the ability to
declare future possibilities along the journey of life. Should we only allocate caring
according to race or other differences? As clinicians of the world, are we healers of
only those who remind us of ourselves and our families of origin? Are we products
of the bias, unconscious as it may be that was sewn into our frame of reference from
our family, the first system we encountered as we entered the world? As nurses we
must engage in the on-going processes of self-reflecting and reflecting-in-action to
find our own truth by examining our own individual history, our own beliefs, and
our own values.

Moving onto INTEGRITY that implies respecting the dignity and moral whole-
ness of everyone without condition or limitation. Carl Rogers [36], a well-known
psychologist, spoke of unconditional regard for all patients and people with whom
he worked. In many ways, this is the essence of without diversity, there is no excel-
lence [37]. In our careers, we all aim for the descriptor of excellence, but integrity
pushes back at our dream with the reality of our humanity. Reality tops rhetoric and
shakes it to its core. Whether it is our schools, hospital, faculty, or clinical leader-
ship team that has few or no representations of differences, particularly differences
of color, the arrow points directly at us and our unwillingness or lack of knowledge
as to how to gain and maintain a necessary measure of diversity and inclusion.

Amazingly, nurses solve other’s problems. Nurses are incredibly adept at solving
problems. As a profession, nurses understand strategic planning and repackaging
our philosophy, developing work groups, hiring consultants, assigning budgetary
resources, and elevating the participants along with the outcomes produced. Yet this
simple plan of action and evaluation of our work faces implicit and, at times, explicit
bias. An often-stated and widely held belief is that increasing diversity proposes
obstacles like lowering standards, not successfully passing boards and/or detracting
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from the overall level of nationally recognized excellence. This is a leadership chal-
lenge. With respect to integrity, the leader must strive to build a culture where orga-
nizational principles of shared communication and ethical decision-making are
encouraged, expected, and demonstrated. When the description of an excellent pro-
gram includes racially diverse faculty, staff, and students with evidence of involve-
ment, engagement, and progression, the goal of excellence can become a reality.

NLN’s third core value is DIVERSITY, but not diversity without
INCLUSION. Diversity with inclusion affirms the uniqueness of people and the
differences among them—their ideas and values as well as their ethnicities. The
educator can achieve a culture of diversity when inclusiveness, willingness, and a
desire to understand one’s self and one another moves beyond simple tolerance to
embracing and celebrating the richness of each individual. This requires abandon-
ing the idealization of “color blindness” and moving from equality to equity. With
clear vision acknowledging the differences not just in the other, but the clinician’s
response to those differences. Harry Stack Sullivan [38] emphasized we are more
similar than different. Reaffirming this from a scientific perspective, the Human
Genome Project completed in 2003 revealed that humans are 99.9% identical in
their genetic ++make-up [39]. Strong, excellent teaching and leadership develops
the capacity to hold both similarities and differences with other individuals, groups,
and organizations.

One must consciously choose professional intentional behavior through rigorous
and regular self-reflection making the implicit explicit, the unconscious, conscious
and identifying micro-aggressive acts in self as well as in others. There are times when
one is unable to move directly into self-examination, and it requires a shared review
of one’s behavior by another. The other may be a therapist, coach, or colleague who
can provide transparent, direct feedback that will facilitate the initiation of self-exam-
ination and self-discovery of old patterns of behavior that have been closeted and
covered with false perceptions. They may even equate to institutionalized racism that
refers to the structures, policies, practices, and values resulting in differential access to
goods, services, and opportunities by race [4]. It is sometimes difficult to believe that
this level of racism has any connection to one’s individual beliefs or actions, thereby
refuting any responsibility or ability to change oneself or the culture. This is a breed-
ing ground for White privilege, which is an unearned advantage and the unrecognized
benefit of being identified as White [40, 41]. The idea that institutional racism was
formed and erected before one’s existence has any relationship to the values and
behavior of those in the present time is challenging to grasp. It is like convincing a fish
that it is swimming in water [42]. The water has always been there and the connection
to establishing, maintaining, and consistently contributing to its existence is difficult
to understand from an individual perspective.

Truly the issue of race and differences has been amplified from educational
school rooms to the incarceration of young black men into for-profit prisons, plac-
ing an unusual strain on our healthcare system and our nurse educators. As profes-
sionals who oversee the education of clinicians dedicated to providing care to
everyone in the nation and global community, there is a special obligation to
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acknowledge, teach and apply lessons in humanizing the culture creating healthy
equitable space for all. This provides quite a conundrum. Are prisons good or even
appropriate clinical settings for nursing students? Is it institutional racism at work
that Black men are disproportionately channeled into the criminal justice system
[43]? Is this a healthcare education community denial that the prison system is part
of the society that nursing is dedicated to serve?

Nursing is a microcosm of the world with our family history and individual
flaws submerged, and our rhetoric of caring for everyone with unconditional
regard challenges the reality of sharing space with those who are different includ-
ing people of color. There is a great need for truth-telling within Nursing: nurses
are not color-blind [44]. We fear losing our excellence with the admission of stu-
dents from underrepresented, under-resourced groups, thereby justifying the
rejection of these students as a lowering of standards. Nurses have a professional
and ethical obligation to dismantle systems that have been structurally designed to
harm [2].

5 A Call to Action

At this defining moment in history, this chapter challenges nursing to change culture
and move beyond resistance to update the nursing curriculum and transform nursing
education. Building structural competency and cultivating a critical consciousness
that fosters an understanding of social determinants health and structural determi-
nants as root causes of societal and health inequities are the new and necessary
developmental underpinnings. As nurses prepare to take on new roles to advance
health equity, the focus must be hope, healing, and truth to promote nurses’ health
and well-being. Table 1 broadly summarizes the strategies for transformative change
in nursing education created by the authors of this chapter, Malone and Davis. It is
followed by a detailed outline of the necessary steps for action. Figure 1 depicts the
connectedness of these strategies and through a schematic diagram developed by
the authors, Malone and Davis, emphasizes the systems perspective that nursing
leadership must consider as they embark on the journey of transformative change in
nursing education. The NLN core values are aspirational and provide a road map for
excellence that celebrates the brilliance and struggle of the nursing profession.
Nursing will not travel this road alone, but with other professions, colleagues, fel-
low clinicians dedicated to professionalism and delivering quality care to the people

Table 1 Summary of a model for transformative change in nursing education

Transformative change | Leading the organization: moving beyond resistance to an updated
in nursing education nursing curriculum: it starts with the culture

Leading faculty, learners, staff, and engaging the community: let’s
be clear about the social and structural determinants of health

Leading self: health, well-being through hope, healing, and finding
one’s truth

Davis and Malone [1]
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Fig. 1 A model for transformative change in nursing education Davis and Malone [1].

we serve. The time to begin is now. As nurse leaders, as nurses, we are born for

times like these.

6 A Model for Transformative Change
in Nursing Education

6.1 Leading the Organization: Moving Beyond Resistance
to an Updated Nursing Curriculum: It Starts
with the Culture

e Mission Statement—the North Star
— Review and update the central drivers of diversity, equity, and inclusion,
belonging, justice, antiracism, and excellence

e Authorizing Leaders to Lead
— Courageous leadership to push past resistance for changing culture and cur-

ricular upgrade

— Leaders must transform social and health inequity from a frightening and
uncomfortable dilemma to an opportunity for promoting excellence in nursing
education to build a strong and diverse nursing workforce to advance the
health of the nation and the global community

e Lining up the system
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— Defiling current reality—review of policies, practices, and organizational cul-
ture for:
Diversity of students, faculty, and staff
Inclusive teaching and environments
Sense of belonging
Commitment to equity, justice, and antiracism
— Co-creating a vision of the desired future state
Dreaming, envisioning, and building with the team an outline of
possibilities
— Developing organizational processes to bridge the gap between the real and
desired states:
Strategic plan: Use the mission statement and core values as a frame of
reference
e The goals should be intentional and clearly delineated with projected
times, dates, numbers, and identification of the primary individuals
responsible for implementation and evaluation
Budget
e The budget is the annual model for allocating resources to meet goals
identified in the strategic plan. The visibility of funded activities and
resources to facilitate the transformation process should be clear. The
budget is a realistic indicator of linkages between the organization’s
mission, core values, strategic plan, and actual organizational behav-
ior. Adequate resources plus a contingency fund should be allocated
to support the implementation of the strategic plan.
Evaluation
* A mixed review process with both qualitative and quantitative data is
useful in highlighting unwritten standards and barriers that minimize
the potential success of those from different racial/ethnic back-
grounds. A standing line item on the annual evaluation of each fac-
ulty, staff and administrator’s individual evaluation related to their
involvement and support in updating the school’s culture to becom-
ing a more inclusive system. This type of evaluation speaks to the
organization’s level of commitment to developing an inclusive cul-
ture of diversity and equity. This evaluation strategy would also
extend to the criteria for promotion and progression. The transforma-
tional process would have ownership not only by a few but by the
entire organization.
e External Consultant with Internal core work group
— An experienced external consultant of color to work with an internal core task
group including community members is usually essential in facing challeng-
ing realities about the organization’s present (DEI), social justice and antira-
cism status and required journey of transformation
Malone [6].



Strengthening Nursing Education to Address Social Determinants of Health: Systems... 79

7 Leading Faculty, Learners, and Staff and Engaging
the Community: Let’s First Be Clear About the Social
and Structural Determinants of Health

* Educating faculty on the social and structural determinants of health
e Cultivating critical consciousness among faculty to identify, critique, and chal-
lenge the structural forces past and present that produce inequities in the social
determinants of health
* Building structural competency
— Recognizing and responding to health and illness as downstream effects of
broad social, political, and economic structures
— Shifting attention to forces that influence health outcomes at levels above
individual interactions
e Community involvement and support
e The role of accreditors and the National Council of State Boards of Nursing

8 Leading Self: Health, Well-Being Through Hope,
Healing, and Finding One’s Truth

* Leading with a clarity of mission and core values
* Advancing health and well-being through hope, healing, and finding one’s truth

9 Case Study

9.1 Beginning a Cultural Transformation to Strengthen
Nursing Education

The Dean and leadership at a predominately White Northeastern university noted
that their school of nursing was surrounded by a very diverse neighborhood while
their student population was less than 5% diverse. Current newsworthy topics of
diversity, inclusion, and equity were occurring nationwide while locally the health-
care system and the educational preparation of the workforce were being discussed.
With examples of the influences of structural racism, social determinants of health
and unconscious biases highlighted, the timing seemed to be appropriate to re-ignite
work on these issues. The goal over a 3-year period was to increase the diversity of
the student body and the faculty by 15%.

The first step was to review the mission statement not only of the school of nurs-
ing but also of the university. Both mission statements clearly charged the institu-
tion and all its entities with a commitment to diversity, inclusion, and equity. The
school of nursing’s core values of quality, social justice, and educational excellence
were clearly and concisely defined. The Dean appointed one of the school’s three
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African American faculty to provide the leadership for this initiative and identified
access to resources requiring budgetary support. These resources included funding
to hire an experienced external consultant with a diverse racial/ethnic background
and expenses (e.g., travel, food, lodging) related to establishing an internal core ten-
member work group that included diverse participants from the local community,
clinical sites, and alumnae association. Also validating the importance of the work,
the Associate Dean for Academic Affairs and the chair of the promotion and tenure
review committee were appointed as members of the internal work group.

Within the first year, a two-page strategic plan was developed, and additional
subcommittee work groups were formed to oversee and operationalize various com-
ponents of the plan.

9.2 Reflections on the Case Study
This Case Study raises some of the following concerns:

1. There is the implication that previous work had been initiated related to issues of
diversity, inclusion, and equity. A brief autopsy of what worked and did not work
for this particular school of nursing may be important.

2. Involving the entire nursing school from the beginning is essential. Therefore,
not only the Dean and leadership must be involved but also a faculty meeting/
retreat with staff participation is needed to establish ownership of the work
across the organization.

3. Leadership for the initiative was placed in the hands of one of the three African
American faculty whose professional promotions and career may be jeopardized
by the increased workload. Is this appointment not valued by other faculty and
not counted as a significant contribution to the school in terms of promotion and
tenure criteria? Should a co-chair be appointed to attenuate the responsibility
placed on the African American faculty member?

These reflections are worthy of consideration by the school leadership and the
external consultant. In addition, the timing of when the consultant is brought into
the work is important.

10 Closing Summary

This chapter is dedicated to strengthening nursing education by identifying a path-
way to the North Star of diversity, equity, and inclusion. While not the only path
forward, it represents an intentional implementation package for the beginning actu-
alization of the Future of Nursing Recommendations #3 and 7 noted at the begin-
ning of this chapter. This journey requires nursing leadership to be innovative and
courageous; thoughtful and persistent, deliberately utilizing the university and
school’s mission statement, core values, and the uniqueness and integrity of its
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faculty, staff, and students. The process, as outlined, does not guarantee immediate
success but is a way forward acknowledging looming delays and deterrents under-
lined by the history of structural and social determinants of health, including rac-
ism. This leadership journey is not a solo endeavor but requires the overall system
to be aligned in moving forward together in its determination to provide a frame-
work of nursing education that promotes excellence in nursing education building a
strong and diverse nursing workforce advancing the health of the nation and the
global community. There must be bridges crossed from academe to practice and
from identities as white majority schools, faculty, and students to more representa-
tive groups of the communities and populations served by the profession of nursing.
The landscape has high mountains and low valleys that are difficult to navigate, but
with bold and united leadership and followership, it is time to embark on the jour-
ney. The Future of Nursing is not inevitable, it is “inventible”. Together we will
co-create our Future.

Study Guide Questions

1. Upgrading the curriculum to focus on the social and structural determinants of
health for advancing health equity requires a change in an organization’s culture.
What is a strategy for overcoming resistance to change?

2. Why should building structural competency be synonymous with building the
knowledge, skills, and attitude for teaching about the social determinants of
health to advance health equity?

3. Why is the need for truth-telling within nursing an essential part of health, heal-
ing, and well-being?
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Capitalizing on Nurses’ Potential
to Improve Consumers’ Access to Care

Winifred V. Quinn, Susan C. Reinhard, and Patrice F. Little

Future of Nursing 2020-2030: Recommendation 4

All organizations, including state and federal entities and
employing organizations, should enable nurses to practice to
the full extent of their education and training by removing
barriers that prevent them from more fully addressing social
needs and social determinants of health and improving health
care access, quality, and value. These barriers include
regulatory and public and private payment limitations;
restrictive policies and practices; and other legal, professional,
and commercial impediments.

1 Introduction and Overview

People’s direct access to advanced practice registered nurses (APRNs) has been an
evolutionary process, with rapid growth in the last decade. APRN practice in the
United States started in the nineteenth century with nurses providing anesthesia
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services during the Civil War. By the end of the nineteenth century and into the early
twentieth century, nursing midwifery grew out of the historical midwifery practice
[1,2]. As nursing midwifery grew into a profession, so did clinical nurse specialists,
who started as psychiatric nurses [3, 4]. The nurse practitioner field also had its
early roots in the early twentieth century and was firmly established in the 1960s
[5]. Subsequently, state regulations governing their profession developed as each
advanced nursing specialty gained traction.

The National Academy of Medicine (NAM), in its 2021 Future of Nursing
2020-2030: Charting a Path to Health Equity, called for the federal government,
state governments, health systems, and insurers to recognize nurses’ full potential
[6]. The NAM reiterated and expanded upon the initial 2010 Future of Nursing
report’s recommendation for state and federal governments to modernize their laws
pertaining to nursing practice [7]. The 2021 report emphasized the need for nurses
and other stakeholders to focus on health equity, diversity of nursing, social deter-
minants of health (SDOH), and laws and institutional policies pertaining to APRNs’
and registered nurses’ scope of practice.

Before exploring the scope of practice-related public and institutional policies,
here is a brief explanation of the four APRN roles. As noted earlier, all four APRNs
have important roles in providing high-quality clinical care to patients and support
for families (see Table 1).

Table 1 Description of APRNSs in the United States [8]. Campaign for Action, 2022.

Types of Advanced Practice FUTURE OF NURSING ™,
Registered Nurses CHMRION ot S
Who are they? How many in What do they do?

the U.S.?
Nurse 355,000+ | Take health histories and provide complete physical exams;
Practitioners diagnose and treat acute and chronic illnesses; provide
(NF) immunizations; prescribe and manage medications and other

therapies; order and interpret lab tests and X-rays; provide
health teaching and supportive counseling.
Clinical 89,000+  Provide advanced nursing care in hospitals and other clinical
Nurse Specialists (CNS) sites; provide acute and chronic care management; develop
quality improvement programs; serve as mentors, educators,
researchers, and consultants.
Certified Registered 71,250+ Administer anesthesia and related care before and after
Nurse Anesthetists (CRNA) surgical, therapeutic, diagnostic, and obstetrical procedures,
as well as pain management. Seftings include operating
rooms, oulpatient surgical centers, and dental offices. CRNAS
deliver more than 65% of all anesthetics to patients in the

Certified 13,615  Provide primary care to women, including gynecological
Nurse-Midwives (CNM) exams, family planning advice, prenatal care, management of

low-risk labor and delivery, and neonatal care. Practice settings
include hospitals, birthing centers, community clinics, and
patient homes.

Campaign for Action [Internet]. Four types of APRNs 2019 [updated 2022 Dec 16: cited 2022 Dec 16] Available from
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2 Primary Care and Nurse Practitioners: A Decade
of Change

In 2007, AARP Foundation, AARP, and the Robert Wood Johnson Foundation
created a joint initiative, the Center to Champion Nursing in America (CCNA)
[9]. Its mission is to ensure that all Americans have access to highly skilled
nurses when and where we need them. CCNA, working closely with AARP
government affairs and policy staff and leaders, decided to support and advocate
for APRNs’ full practice authority. Full practice authority (FPA) is defined as
“the authorization of nurse practitioners (NPs) to evaluate patients, diagnose,
order and interpret diagnostic tests, and initiate and manage treatments—includ-
ing prescribing medications—under the exclusive licensure authority of the
state board of nursing” [10]. By doing so, these policies would increase patients’
access to care and support for family caregivers. AARP tracks this public policy
win annually in its dashboard measure. Henceforth, AARP and CCNA worked
on this policy through the lens of the consumer and eventually helped frame this
issue from other perspectives, including free enterprise and most recently
health equity.

In 2010, AARP Foundation, AARP, and the Robert Wood Johnson Foundation
announced a second joint initiative, Future of Nursing: Campaign for Action.
Administered through CCNA, the Campaign was responsible for building a national
movement to implement the 2010 Institute of Medicine (IOM), now known as the
National Academy of Medicine, Future of Nursing recommendations. As noted ear-
lier, the IOM included FPA for APRNs, and therefore, the Campaign would priori-
tize this recommendation. Through the Campaign, CCNA provided technical
assistance to AARP state offices and nursing coalitions to advocate for FPA. CCNA
helps with coalition building and messaging training to help broaden the network of
supporters—both grassroots and policymakers.

This strategy reflects Kingdon’s (1984) policy stream model [11]. Kingdon’s
model starts with the problem stream and underscores the importance of framing
the problem. His model then moves into the policy stream, which demonstrates
that multiple stakeholders often share an interest in an issue from various perspec-
tives. The model wraps up with the political stream, which is when the decision-
makers agree with the problem and policy streams and make a change. Kingdon
underscored that stakeholders do not achieve these political wins randomly [12].
Instead, it takes entities and coalitions many attempts at the problem, policy, and
political streams, before succeeding. For CCNA, by building the consumer strat-
egy (framing the problem) and helping nursing broaden its reach (policy stream),
the Campaign and CCNA have helped nurse practitioners (politics stream) in 14
states achieve FPA since 2011 [11-13]. Figure 1 illustrates the progress of the
states with access to care. Later are two examples of states that have made
advancements as well as a case study that describes the potential for institutional-
level advancements.
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Fig. 1 State progress in improving access to care

3 Case Studies

Case Study A: West Virginia and the Business Case

In 2016, West Virginia achieved an important win. Although it fell just short of rec-
ognizing NPs’ FPA, it is close. The state still requires NPs to have a written protocol
with a physician to prescribe some controlled substances [14]. The reason it is
important to highlight West Virginia relates to their coalition and their messaging.

In the early part of the decade, a prominent change among state legislatures
occurred. A majority became conservative, favoring smaller government, less
bureaucracy, and consumer choice. In 2015, Nebraska achieved FPA, and a new
prominent conservative grassroots organization, Americans for Prosperity, sup-
ported it.

Then, in West Virginia in 2016, this issue made headway in the state legislature
when the Senate appointed a new Health Committee Chair. The prior one, a physi-
cian, held the seat for numerous years and suppressed the scope of practice bill for
a vote. With the new Chair, numerous stakeholders, including AARP WV, saw this
change in leadership as an opportunity to advance the legislation. Recognizing
Americans for Prosperity’s role in Nebraska the year before, AARP invited the con-
servative organization’s WV chapter to work with each other and with the nursing
organizations on NPs’ FPA.
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The messaging that the coalition used emphasized removing red tape from health
care, consumer choice, and a rural economic case. The coalition argued that NPs
would likely open small businesses in rural areas and would hire local people as
registered nurses, administrative employees, and medical technicians. These small
businesses would help improve the health and well-being, as well as the financial
security, of the communities they served.

The law was passed in 2016. In 2018, The Future of Nursing of West
Virginia, a nonprofit nursing organization, secured a Campaign for Action
$25,000 Nursing Innovations Fund. They raised matching funds from the
Greater Kanawha Valley Foundation. Their goal was to teach NPs how to open
and run small health-related businesses. The Future of Nursing of West Virginia
leveraged this funding to apply for federal funds. In 2021, the Appalachian
Regional Commission, which supports sustainable community and economic
development, awarded the coalition $630,000 to establish the West Virginia
Center for Nurse Entrepreneurship. The coalition has, so far, raised $1.3 mil-
lion after the original $25,000 from the 2018 Nursing Innovations Fund. Their
project partners include the West Virginia Small Business Development Center
and the West Virginia Chamber of Commerce. The U.S. Economic Development
Administration and the Claude Worthington Benedum Foundation also pro-
vided funding [15].

Four years following West Virginia’s passage of its law, a global pandemic, in the
form of COVID-19, created a public health emergency. To improve people’s access
to care, several states granted waivers for APRNs’ temporary FPA.

Seven states administered these waivers in 2020. Kansas, Louisiana,
Massachusetts, New Jersey, New York, Virginia, and Wisconsin [16]. Of the
seven, three states passed laws recognizing APRNs’ FPA. They are Kansas
(2022), Massachusetts (2020), and New York (2022). Louisiana, Tennessee, and
Wisconsin all let their emergency laws expire. New Jersey retired most of its
COVID-19 pandemic emergency laws, but the governor, as of this writing
(August 2022), has maintained some executive orders—including APRNs’ tem-
porary FPA.

Case Study B: Kansas Makes Permanent Their Temporary Law

The following is a summary of a presentation that Kansas coalition leaders, Michelle
Knowles and Amy Siple, provided during AARP’s Access to Care Learning
Collaborative, on May 2, 2022. Ms. Siple is the president of the Kansas Association
of Nurse Practitioners. Ms. Knowles is a member of the Kansas Advanced Practice
Nurse Strategy Team.

Kansas achieved FPA in April 2022, making them the 26™ state to fully modern-
ize its APRN laws. The Kansas law recognized the FPA of nurse practitioners, clini-
cal nurse specialists, and certified nurse midwives. The fourth APRN group, certified
registered nurse anesthesiologists, had prior recognition from Kansas policymakers.
Kansas’s statute also allows APRNs, who have their respective and legal degrees,
licenses, and certifications, to immediately practice without unnecessary contracts
with physicians.
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The Kansas coalition leaders underscored several important tactics they incorpo-
rated into their overall strategy. They are:

1. Changing the debate from doctors vs. nurses turf battle to one about access to
care was key as was building a broad coalition including AARP, Chamber of
Commerce, and Americans for Prosperity.

2. Building trust with legislators, as one APRN group, was the first step to strate-
gizing for FPA. The broad coalition also kept patients as the focus.

3. Nurse leaders familiarized themselves with the “gatekeepers” and how they
functioned by studying the hearing processes. Gatekeeper was a term used inter-
changeably to describe Kansas’ stakeholders and key politicians.

The two leaders also shared the following lessons.

(a) Focus on the patient. The current governor has physicians in her family, so there
was concern she would veto the bill. However, the governor understood the
needs of Kansans (the patients) and signed the bill.

(b) Learn the key decision-makers. The Speaker of the House assigns who the
Chair will be for the health and human committees.

(c) Use smaller and simpler bills. Past bills that were presented to the legislators
were complex.

(d) Study opposing stakeholders and figure out what they are doing and where their
interests lie.

Regulations Promulgation. Within 2 months of the governor signing the law, the
Kansas Board of Nursing started drafting regulations. Organizations that opposed
the legislation challenged the draft regulations. In July 2022, the Board of Nursing’s
regulations was temporarily implemented for 120 days, and in September, they per-
manently implemented regulations reflecting the intent of the legislation. Now, all
APRNSs in Kansas have full practice authority.

Future goal(s): After finalizing the regulatory negotiations in 2022, the Kansas
coalition leaders hope to work on legislation in the next year or so to work on global
signature authority. This would ensure that APRNs can sign forms such as death
certificates and license plate applications for people with disabilities. This type of
law is very important for family caregivers. If families are unable to obtain signa-
tures from qualified clinicians on death certificates, they could be forced to wait to
have funeral services for their departed loved ones. The next step they will seek is
updating the state’s global signature authority law [17].

Case Study C: Health Equity—Midwest-Based Nurse Practitioner Serving a
Homeless Shelter

In a call for stories, a nurse practitioner in a Midwestern state described in an email
how the law amplifies barriers to care for people who are homeless and other vulner-
able populations [18]. The state’s law requires APRNS to contract with physicians to
provide clinical care—including APRNs who volunteer at homeless shelters.
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If we look at this issue from the perspective of those who experience homeless-
ness, we can look at their experience from a more holistic perspective. Their care is
almost always delayed for multiple reasons.

e The primary issue is people who are homeless rarely have health insurance, and
it is almost impossible to find a clinician to care for them.

e The person’s care is potentially more at risk when a volunteer NP’s contracted
physician stops practicing. The NP then needs to seek out another one to contract
with. This could take a long time—and in her case, it took 6 months—which
delays the care the vulnerable population receives.

e Then, if the person needs to see a specialist, such as an oncologist, the volunteer
NP needs to help the person find a physician or medical team who would care for
someone without coverage or the ability to provide co-payments.

e Another barrier to care this population often experiences is the lack of available
affordable transportation.

e The person lacks access to consistent healthy daily meals and experiences food
insecurity, which could lead to malnutrition, which causes poor healing.

e Of course, underlying all of this is the person’s unstable housing situation magni-
fies all other barriers to their care and well-being.

Such barriers that vulnerable people, like those who are homeless, experience
will discourage them from following through on care. This further diminishes their
quality of life—and results in putting an enormous strain on the health care system
once they finally access a medical team. Because of a lack of transportation, unsta-
bly housed people may not be able to make it to appointments, such as chemother-
apy for breast cancer. Their health issues are exacerbated, which leads to
hospitalizations for their primary needs until they are stabilized. Keeping in mind
that this person is likely uninsured, the system (the state and taxpayers) then absorbs
the costs of all care for this person.

Now, assume this person is stabilized and starts to receive the chemotherapy she
needs. She continues to access specialty services and the volunteer NP regularly
tracks her needs to ensure that the person receives her care as needed. But, what
happens if the volunteer NP’s physician no longer practices and their contract ends?
As this was the case with the NP in the Midwestern state? The NP cannot attend to
any of the people in the shelter, including the woman with breast cancer. It took the
NP 6 months before she secured another contract with a physician. Luckily, over
those 6 months, the health system that was treating the woman with breast cancer
was able to find her nearby stable housing.

Clinical bias is another barrier that many patients, including the unstably housed,
experience. In other words, clinicians who are motivated by biases and assumptions
often treat assuming such patients are not compliant or will follow through with
care. In turn, unstably housed patients mistrust clinicians. It is important for clini-
cians to understand the social determinants of health impacting vulnerable individu-
als and treat them through that lens, rather than their own assumptions. That would
help achieve health equity.
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Case Study D: Institutional Policy and Maximizing APRN and RN Care at
Mt Sinai Cancer Center

The senior director of nursing for oncology and clinical quality at Mount Sinai’s
Cancer Center in New York City, Toby Bressler, RN, PhD, FAAN, had identified
potential efficiencies for improved care in her department over a multiyear period.
These efficiencies involved optimizing the skills of both APRNs and RNs. When the
COVID-19 pandemic hit New York City in 2020, Dr. Bressler, like all healthcare
delivery leaders, recognized that all healthcare workers needed to be deployed in
new and different ways than their current systems allowed. If the department’s
entire workforce was fully deployed to provide the level of care they were each
prepared for, all of their patients would receive better and more equitable care. The
clinical team would be able to provide patient-centered care—in other words, the
patients would be equitably served. She worked with Mt. Sinai’s leadership and
implemented a new set of processes. Rather than the APRNs reporting to physi-
cians, they reported to the nursing director—her. And the RNs reported to the
APRNS . In other words, Mt. Sinai Cancer Center implemented a nursing system
based entirely on nursing leadership.

All people associated with this new system have reported high satisfaction. The
physicians are grateful to focus on patient care and research, and no longer being
encumbered by managerial duties. The APRNs and RNs are happy that the care
system has less bureaucracy and are especially happy about how patient care has
improved. The patients who transition from cancer treatment to post-treatment care
are now able to see an advanced clinician within 1 week of discharge—rather than
needing to wait months before seeing a physician [19].

4 Capitalizing the Potential of APNs Globally:
An Emerging Change

This section discusses the emerging role of international advanced practice regis-
tered nurses (APRNs) and explores the standardization of practice to improve global
health outcomes. While most states use the term “advanced practice registered
nurse” or “APRN,” the International Council of Nursing (ICN) uses the term
“advanced practice nurse” or “APN.” Over the past half-century, numerous coun-
tries have introduced APNs to increase access to care and reduce poor health out-
comes in individuals and families [14, 20, 21]. In addition, APNs demonstrated their
potential in securing global health during the COVID-19 pandemic by delivering
high-quality care in remote and underserved communities [21, 22]. The world began
to understand the social determinants of health (SDOH), its variation in countries,
and its role in health outcomes. Systemic barriers that prevented APNs’ from
addressing SDOH were also brought to light, and global conversations to achieve
health equity were initiated.

The implementation of APNs across the globe relies on the support of ICN. It is
the first international healthcare organization and has led nursing practice since
1899. ICN’s priorities include focusing on the central role of nurses in primary care
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and advocacy for global health through policy [22, 23]. ICN also shares an interest
with the World Health Organization (WHO) and the American Association of Nurse
Practitioners (AANP) in supporting the development of the nursing workforce to
improve world health.

In 2020, ICN released its first Guidelines on Advanced Nursing Practice as a
resource for countries to address barriers to APN practice. CNSs and NPs were
identified as the most common APNs in developing countries and the only APNs
highlighted in the guidelines [4, 24]. There are over ten countries with CNSs who
serve as clinical leaders to improve healthcare systems. Many countries with CNSs
still face challenges with recognition, regulation, and licensure [3, 25]. For exam-
ple, CNSs in the United Kingdom face barriers to title protection, educational
requirements, and safe patient workload [24, 26].

ICN’s Nurse Practitioner and Advanced Practice Network (NP/APN) was estab-
lished for ANPs to share best practices that could produce optimal outcomes and
educate other interest groups to support their role [20, 25]. NPs can bridge health
and social determinants by promoting health practices that prevent the interna-
tional spread of infections in communities. Although the NP role is defined in
many countries, there is a growing need for them to assist with the shortage of
providers in Africa and South Asia. In 2011, Nigeria attempted to integrate NPs
into its healthcare system but was unable to progress due to the lack of funding and
policy [27].

The nurse anesthetist’s education, title, and responsibilities vary from country to
country. The International Federation of Nurse Anesthetists (IFNA) leads the world
in nurse anesthesia [28]. There are 40 countries with nurse anesthetists with differ-
ences in education, training, and anesthesia-related tasks and responsibilities [29].

The International Confederation of Midwives (ICM) oversees education, licen-
sure, regulation, and practice for midwives throughout 119 countries. However,
there are variations of certified midwives who improve maternal and infant out-
comes. According to the State of the World’s Midwifery Report, midwives could
prevent 2 million neonatal deaths and save the global economy 4.3 million dollars
per year by 2035. Norway and Iceland have the greatest maternal-infant outcomes
with midwives per 1000 births. Africa and South Asia also have the least number of
midwives contributing to their high infant and maternal mortality [30].

The future of improved global health outcomes entails the integration of APNs in
health care systems. Health outcomes have greatly improved in countries where
APNs have been successfully utilized and have greater practice authority [31, 32].
Improving health equity across the globe would take standardization in practice,
advocacy, research, and leadership [33]. Nations could consider studying the effi-
cacy of utilizing APNs to achieve health equity. The areas of study would include
what Rosa et al. recommend, the standardization of practice, and the potential for
APNs in leadership roles [34]. An important leadership role for APNs is having
policy knowledge and expertise and how to advocate. Another important leadership
role is for APNs to develop research skills and to create a body of evidence demon-
strating their efficacy to achieve health equity. To help explain the deployment of
APNss globally, later is a case study.
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Case Study E: Japanese Model for Aging Societies
The need for APNs in Japan coincides with the growth of the aging population and
the shortage of physicians [20, 35, 36]. The three APN groups that practice in Japan
are midwives, clinical nurse specialists, and nurse practitioners (see Table 2). The
first Japanese APN group was midwives and was established in 1948 to provide
perinatal care to women and newborns [29]. Although the term “certified nurse mid-
wives” is commonly used in the U.S., “midwife” is the preferred term in Japan to
describe the traditional role of service to the community [36]. In 2006, the Japanese
government revised its law to lift some barriers that prevent midwives from practic-
ing to their full extent of education and training. There are over 40,000 midwives
who practice in clinics, hospitals, or midwifery homes. Today, there are fewer
employment opportunities for midwives because of Japan’s low birth rates.

CNSs were established in 1996 [27]. CNS’ roles in Japan seem to be similar to
their original intent in the U.S. As described by Kondo [37], CNSs provide

Table 2 Global description of APRNs

APNs Established | Definition Education and training | Specialties
Midwife 1948 A nurse licensed » Midwifery education | Women’s Health

by the Minister of program based on and Newborn

Health, Labor, and the International Infants.

Welfare with Confederation of

specialized Midwives (ICM)

training in essential

providing competencies for

perinatal care to midwifery practice

women and ¢ Pass the national

newborns. midwifery

examination

Clinical 1996 A nurse with * Master’s Degree Oncology,
Nurse specialized e Pass CNS Psychiatric Mental
Specialist training in examination in an Health, Critical
[26] providing area of specia][y Care, Child Health,

high-quality care Chronic Care,

for complex cases. Gerontology,

‘Women’s Health,
Community Health,
Infection Control,
Family Health, and

Home Care
Nurse 2015 A nurse with * Master’s Degree Emergency
Practitioner specialized e Pass Examination Services, Primary
training in « A protocol with a Care, Gerontology,
diagnosing, physician is required Nursing Home, and
prescribing, to practice Pediatrics

performing some
medical tasks, and
treatment of acute
and chronic
conditions.
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high-quality nursing care for complex cases that requires consultation, coordina-
tion, and research. They serve as a liaison between the nurse and physicians. This is
an important role when they look holistically at the care being provided to patients.

NPs are the newest APNs that Japan introduced into its health care system in
2015. The nation now has more than 450 certified NPs [35, 38, 39]. The Japanese
NP (JNP) model is similar to that in the U.S. In 2005, 12 Japanese faculty members
observed the NP education system in the United States. The first post-graduate NP
program was established at Oita University of Nursing and Health Sciences
(OUNHS) in 2008. In 2010, 17 students graduated from the first NP program at
OUNHS. Today Japan has 11 nurse practitioner programs [40].

In Japan, multiple professional nursing and governmental organizations regulate
APNs. The Japanese Association of Nursing Programs in Universities (JANPU)
accredits CNS programs. JANPU also adopted the American NP practice competen-
cies for all their APNs [37]. The Japan Nursing Association is the professional orga-
nization that is responsible for the certification of JNPs [39]. The Ministry of Health,
Labor, and Welfare is responsible for the certification and regulation of midwives
and public health nurses [28, 32].

In Japan, APNs have what the U.S. described as a restricted practice environ-
ment. JNPs are required to be supervised by physicians and have a protocol on file
to provide patient care [27, 39]. Current regulations prevent APNs from expanding
their scope of practice to meet other provider shortages such as anesthesia. In the
interim, Japan continues to educate and train nurses to provide anesthesia care until
the nurse anesthesia role is developed and introduced [20]. The implementation of
APNs in Japan was created as a model to ensure care for their aging society. Over
time it would be important to learn how Japan accomplishes that goal and encour-
ages other nations to adopt its model.

5 Conclusion and Next Steps

In the United States, to ensure that all people have access to care when and where
they need it, it is important for all 50 states, districts, territories, and institutions to
recognize FPA as the full potential of APRNs and RNs. FPA for APRNs should
include their ability to prescribe all medications in which they are trained, including
selected opioids (hydrocodone and morphine are examples), buprenorphine, and
naltrexone. The latter two drugs are life-saving antidotes for people who are opioid
dependent. Some patients require access to opioid analgesics for severe pain [14,
41]. APRNs who are trained in pain management should not be limited in prescrib-
ing them. In some states, patients do not have access to benzodiazepines, a con-
trolled medication used for anxiety, through their APRNs. And therefore, APRNs
who provide psychiatric and mental health services should be able to prescribe them
when necessary.

Also, as noted earlier, it is important for families to have closure when a loved
one dies. Any clinician who is trained in and competent to sign death certificates
should be able to do so. When Florida still required NPs to have approval from their
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contracted physician to sign off on death certificates, one NP’s family, for example,
had to wait 30 days for a death certificate after their older adult father passed away.
The family could not afford the cost of a private medical examiner to declare death.
In many states, NPs are not authorized to certify a death [42].

The NAM Future of Nursing report underscored to achieve health equity, it is
imperative that all public and institutional policies fully modernize the roles of
APRNSs, RNs, and LPNs. This should also be done with regulations pertaining to
unlicensed staff like certified nurse aides, home health aides, and others [43]. In addi-
tion, nurses are encouraged to get involved in their state and national organizations.

The COVID-19 pandemic laid bare our nation’s health disparities among under-
served communities. With FPA in each state and in every healthcare system, we can
help improve health equity. However, modernizing workforce scope of practice
policies is only one set of strategies that are necessary to achieve health equity.
Another very critical component to achieving health equity is to have a nursing
workforce that reflects the nation’s population. This includes having nurses of color
at all levels of care, including in leadership positions in care delivery, academia,
research, and on boards.

Globally, capitalizing on APNs’ potential would help countries care for those
most in need of care, in addition to containing costs. Countries without associations
are encouraged to join international organizations for steps to achieve and sustain
health equity.

Study Guide Questions

1. How does increasing access to care for nurses help achieve health equity?

2. How would you frame the access to APRN care issue with policymakers from

the conservative and the liberal perspectives?

. Describe the importance of coalitions when seeking policy changes.

4. How are barriers to care more challenging for people who are experiencing
homelessness versus those in the general population?

5. The youngest baby boomer in the United States will be 65 years of age in 2030.
What can we learn from Japan’s story in preparation for 20307

(O8]
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Fully Support Nurses by Designing
Better Payment Models

Betty Rambur and Erica Liebermann

Future of Nursing 2020-2030: Recommendation 5

Federal, tribal, state, local, and private payers and public
health agencies should establish sustainable and flexible
payment mechanisms to support nurses in both health care and
public health, including school nurses, in addressing social
needs, social determinants of health, and health equity.

1 The Problem

The shortcomings of the U.S. healthcare system are now well recognized. The
most expensive healthcare system in the world consistently performs last among
wealthy nations [1]. Safety and quality problems abound, with medical error
profiled as the third leading cause of death in the U.S. pre-COVID [2]. Nurses
and other healthcare workers are demoralized [3]. Waste is rampant [4] and over-
use of low-value care creates both cost and harm [5],! even as others are without
access to basic services. Profoundly disturbing health and healthcare inequities
are etched deeply into the system. And, the nation was unprepared for the
COVID-19 pandemic, and despite COVID lessons, remains unprepared for the
next pandemic [6].

'These authors found that nearly half of low-value services had high direct harm potential, while
62% had high potential for cascades of downstream services.
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Antecedent to these U.S. outcomes is healthcare reimbursement. Consider a hos-
pital visit. In the current system, physician services and procedures are revenue
generators; nursing care is a labor cost. Thus, the economic model offers financial
incentives to keep the former as abundant as possible and—even with mandated
staffing ratios—the latter as low as possible. Wang and Anderson found that even
when hospitals had more abundant revenue, financial resources were not channeled
to things that directly impact patients, including enhanced staffing ratios [7]. The
disincentive to adequately address the nursing workplace is paradoxical, given that
the reason a person is hospitalized is because they need nursing care—otherwise
they would be treated in an outpatient setting. Moreover, hospitals’ incentives are
not aligned with societal need; writ large, all of that care represents cost, paid for
through insurance premiums (which is ultimately borne by workers in the form of
reduced wages) and taxes (again, borne by workers). U.S. real wage growth contin-
ues to stagnate secondary to healthcare costs, with cost of care being a serious bur-
den that disproportionately impacts people of color [8]. Across demographics, the
availability and affordability of healthcare consistently represented American’s
greatest worry in the pre-COVID era [9] and these concerns continue in the COVID
era. In 2020, for example, 1 in 11 U.S. adults reported delaying or forgoing treat-
ment due to costs [10]. The cost and quality problems are imbedded in the reim-
bursement strategies that form the bedrock of the current U.S. system. Understanding
the historical antecedents to today’s challenges lays the foundation for change.

2 A Brief Spin Through History: The Importance
of Looking Back to See Ahead

A kaleidoscope of forces in the early 1900s set the stage for the poorly performing
healthcare system we have today. Employer-based insurance was initiated to ensure
reimbursement to hospitals and physicians, with little attention to cost or value.
Unlike the consumer-driven initiative in Europe, development of health insurance in
the United States was not designed to address broader social needs but instead to
address a different circumstance deemed a problem; ensuring hospital and physi-
cian revenue [11-13]. In the same era, the Flexner Report of 1910 codified what
constituted “medicine” within a biomedical reductionist model and shaped the clo-
sure of educational programs that were open to women and people of color [14].
Medical school became longer and more expensive, creating a socio-economic
divide to educational access that continues to this day [15]. Organized medicine
pushed states to create a broad scope of practice for physicians and, by 1927, the
American Medical Association convinced the federal government that “private doc-
tors were the appropriate and the exclusive guardian of all matters of health.”
(p. 143). Nurses were largely unprepared to address the physician monopoly. Based
in hospital “training schools” of nursing, nurse education was directed by

2Rothman, cited in Group T. & Roberts J. Nursing physician control and the medical monopoly.
Indiana University Press. 2001, p157.
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physicians and consisted of long hours to meet the needs of the hospital; “graduates
were a byproduct rather than the purpose of the training school” [16] (para 7). Most
nurses had relatively short careers, stepping aside for family responsibilities as a
fresh cadre of young nurses took the helm. Arguably, this laid the foundation for the
wage compression that continues to this day. Given the centrality of hospitals in
U.S. payment mechanisms, it perhaps should not be surprising that Medicare subsi-
dized nursing education, but only if it took place in a hospital-based school of
nursing.

Enacted in 1965 as amendments to the original Social Security Act, Medicare
and Medicaid represent policies to address unintended consequences of employer-
based insurance. The problem? If retired or otherwise unemployed, unless wealthy,
financial access to health insurance was difficult or perhaps impossible. Medicare is
an entitlement program for those 65 and above, with coverage for end-stage renal
disease and Amyotrophic Lateral Sclerosis regardless of age added in 1983 and
2001, respectively. Medicaid for the poor or disabled is a federal program largely
under state control and thus subject to dramatic variability by state. Both programs
reflected the design of employer-based insurance. For example, Medicare Part A
covers hospital care, just like Blue Cross; Medicare Part B covers physicians ser-
vices, just like Blue Shield. Likely reflecting the populations to be served, Medicaid
(designed to serve low-income individuals and families, pregnant women and peo-
ple with disabilities) covers a broader range of services, such as “custodial care,”
whereas Medicare coverage is limited to “skilled nursing” services. Nevertheless,
just like commercial insurance, Medicare and Medicaid were largely reactive,
addressing illness or injury with little attention to upstream social determinants of
health, care coordination, team-based care, or distributive justice. Reimbursement
was given to hospitals and physicians who provide medical diagnoses and proce-
dures; nurses remained a labor cost.

History has also illustrated the way changes in reimbursement shape provider
behavior. Prior to 1984, for example, hospitals were reimbursed retrospectively “per
diem” for each day of hospitalization. This created a financial incentive for long
lengths of stay. Recognizing the financial infeasibility of this, the Medicare
Prospective Payment System (PPS) using diagnosis-related groups (DRGs) as a
strategy was launched as a reimbursement mechanism in 1984. In this manner,
Medicare retained financial risk for the number of hospitalizations; the hospital
assumed financial risk for length of stay. This change created the obverse incentive,
very short hospital stays. Initially, hospitals were reimbursed for readmissions as
well as for hospital-acquired conditions. Again, the financial incentives were not
aligned with quality care, given that poor care could easily result in reimbursement
higher than high quality care.

The Patient Protection and Affordable Care Act of 2010 (ACA) modified pay-
ment laws to address such perverse incentives. Examples include the Hospital
Acquired Condition Reduction Program and Hospital Readmission Reduction
Program, in which hospitals must publicly report these metrics and are fined if rates
are excessive. Another hospital-based program has the somewhat curious name of
Hospital Value Based Purchasing (HVBP). Hospital PPS reimbursement is modified
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based on composite measures in four domains, with nurse-sensitive or fully nurse-
driven metrics being predominant (see https:/qualitynet.cms.gov/inpatient/hvbp/
resources for a list and weights of current measures in the HVBP).Similar value-
based purchasing reimbursement also exists for skilled nursing facilities and home
health. Across payers and settings, nearly 60% of healthcare reimbursement is
directly or indirectly linked to value metrics [17]. Achieving these metrics and opti-
mizing reimbursement requires effective nursing care including care coordination
and discharge transitions to post-acute care. Yet, nurses are generally not on the
financial receiving end of such reimbursement. Payment reform, reflecting nurses’
role as value creators, is essential, particularly to address the vexing challenge of
health equity in the United States.

Specifically, payment reform offers not only fresh hope, but a strategy by which
to advance health equity [18]. As Bryan and colleagues note: “equity-focused pay-
ment reform can help move the needle” ([19], para 2) to advance health equity.
Linking payment metrics directly to strategies that demonstrably decrease dispari-
ties creates financial incentives for the delivery system to act. It offers a marriage
between altruism and economics that does not exist in traditional fee-for-service.
For example, hospital leadership may be concerned for the homeless community in
their services area, but view housing as a social issue rather than a hospital respon-
sibility. Hospital and health system payment metrics that directly reflect the needs
of individuals who are homeless can create the financial incentives to integrate
healthcare and housing. Such a model can provide the resources to address the lack
of connection and capacity many health systems experience as barriers that impede
such efforts [20]. Nurses’ broad, holistic orientation to the human condition places
them in an ideal position to masterly contribute to health equity; yet these efforts
will be hampered if nurses remain a “labor cost” buried in a hospital room fee.

Previous efforts to untangle nurses from the hospital room rate met with some
success [21], but were relatively short lived and evaporated when there was turnover
in supportive hospital administration (personal communication, Rhonda Anderson,
September 13, 2022). A recent U.S. initiative aims to better identify nurses’ unique
and individual contributions to care though a “digital fingerprint,” a defined code for
each nurse [22]. Such unique nurse identifiers (UNIs) and, instead or in addition,
universal use of National Provider Number (NPIs)? for all registered nurses may
allow new opportunities to quantify the contribution of nurses and direct compensa-
tion accordingly. A more granular view of care than system-level quality and safety
metrics allow has also been deemed essential [23] and UNIs or universal adoption of
NPIs could illustrate nurses’ contributions. Use of these individual nurse identifiers
may also create the impetus for explicit attention to care redesign to maximizing

3An NPI is unique identification number now used by providers who are reimbursed, such as
physicians and nurse practitioners, but rarely used by most RNs. See Chan et al. for an explication
of the similarities and difference between UNIs and NPIs in the U.S. Chan, G. K., Cummins,
M. R., Taylor, C. S., Rambur, B., Auerbach, D. 1., Meadows-Oliver, M., Cooke, C., Turek, E. A.,
& Pittman, P. P. (2023). An overview and policy implications of national nurse identifier systems:
A call for unity and integration. Nursing outlook, 71(2), 101892. https://doi.org/10.1016/].
outlook.2022.10.005.
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scores, and thus reimbursement, on the value-based metrics described above. One
strategy to ensure that nurses are financially compensated for their contribution to
value could parallel the medical loss ratio orientation in the ACA whereby commer-
cial insurance companies must spend 80-85% of their premiums on medical care and
quality improvement. Such wage pass throughs [24-27] and minimum spending lim-
its [28, 29], although infrequently used in the United States, have demonstrated
promise and offer one mechanism to ensure that revenue consistently goes to those
providing the care. Financially rewarding nurses for their contribution to value in an
organization may also create more organizational loyalty and job embeddedness,
similar to other industries in which employee ownership is associated with a coop-
erative culture that can foster “employee commitment, training, and willingness to
make adjustments when economic difficulties occur” ([30], p. 3). Such cultural shifts
may be particularly valuable at this time of organizational financial duress and nurse
disengagement and burnout. Moreover, given that one in five people in the United
States reside in a state with cost trends targets with intended attention to account-
ability and transparency—a number that is expected to grow—,* the accountability
and transparency offered by UNIs or NPIs for all nurses holds promise. When linked
to reimbursement, the use of either or both of these identifiers is also likely to shape
differentiated practice (i.e., clearly different, defined roles for AD vs. BS, RN vs.
LPN, etc.), yet perhaps not by educational level per se, but by individual nurse prac-
tice capacities along the measured domains. The UNI or NPI may also foster easier
expansion of nursing services in key areas. School nurses, for example, are well
documented to provide needed services and have a positive impact on children’s
health as well as school performance [31]. Although a few states have directed
Medicaid payments to allow direct reimbursement of these nurses, it remains rela-
tively uncommon [32], with taxes being the typically funding source. Specifically,
most U.S. states’ fund public school kindergarten through grade 12 with property
taxes (over 44% nationally but varying by municipality) and state tax revenue (48%).
The reliance on property tax creates an inherent tension; as property taxes rise, home
ownership—oft cited as the “American Dream”—becomes less affordable.
Understandably, people do not seek higher taxes and the link between property taxes
and child health status is not an economically-aligned orientation, particularly
because many taxpayers do not have children and thus see little direct benefit from
higher taxes. Moreover, in these funding models, nurses are a line item that is more
easily cut from a budget than teachers and coaches. The UNI or universal use of the
NPI by nurses may offer a route to financial support for school nurses via Medicaid
and, more broadly, as a key tool in the value-based population-focused reforms
detailed later in this chapter, specifically, ACOs and global budgets.

The case for value-informed nursing practice has been well detailed [33-38] and
several payment models create distinct opportunities for nurses to better meet soci-
etal need as well as provide nurses with career enhancement avenues. Two such

*Ario J, McAvey K, Seltz D, Barthelmann S. State health care cost growth benchmarking: new strate-
gies to drive change and accountability. Manatt July 21, 2022 webinar available for download at
https://www.manatt.com/insights/webinars/state-health-care-cost-growth-benchmarking-new-str.
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payment models will be described here: risk-bearing accountable care organizations
(ACOs) and global budgets.

3 Accountable Care Organizations

Accountable care organizations are groups of providers (hospitals, physicians, other
providers) who agree to accept accountability for the outcomes of care as well as the
cost of that care. There are many varieties. In each, either the cost of care is pro-
jected based on fee-for-service or some other baseline benchmark. If designated
quality measures are reached and cost of care is less than projected, that savings is
shared with the payer (in shared saving ACOs) or fully held by the ACO. Some
models of ACOs are “upside only” meaning that there is no financial risk for care
that is more expensive than projected (also called “one-sided risk” even though
there is no financial risk at all, just the option for financial bonuses). Two-sided
models can be risk sharing (sharing financial gains and losses) with the payer (com-
mercial insurance, Medicare, or Medicaid) or full risk bearing, meaning the ACO
team is fully financially responsible for the total cost of care and excessively expen-
sive care will be borne as a financial loss. Take a moment to contrast this with tradi-
tional fee-for-service models in which excessive, unnecessary care creates additional
revenue for providers at the expense of the patient, and ultimately for all in the
insurance pool and for taxpayers.

Nurse practitioner (NP) and physician assistant involvement with ACOs has
increased dramatically, from 18% in 2013 to nearly 40% in 2018 [39]. Yet full anal-
yses of cost and outcomes have been scant. Studies have been hampered by “inci-
dent to” billing, which allows practices to bill services provided by an NP as
“incident to” a physician and thus obscures the NP’s work. Also complicating the
analyses are Medicare rules that were in effect when the Medicare Shared Saving
Program (MSSP) was enacted with the passage of the ACA. These rules did not
allow NPs to be attributed providers in Medicare ACOs; Medicaid and commercial
insurance attribution is subject to state Medicaid rules and the commercial insur-
ance policy. Thus, NP participation as an attributed provider is hampered in states
with restrictive practice laws.

NPs in ACOs Huang and colleagues found greater involvement [40] of NPs to be
associated with lower rates of readmission and better scores on preventative care, but
not chronic condition and medication management [40],> suggesting opportunities
for NPs to hone these skills for better outcomes. O’Reilly-Jacob and colleagues
describe the potential for NPs in value-based arrangements, as well as the challenges
NP-owned practices face when intending to participate in risk-bearing value-based
arrangements, with small practice sizes being a major challenge [41]. It is typically
assumed that a patient population of 5000 is the minimum number needed to be of

>“Involvement” was operationally defined as defined as the proportion of clinical efforts per
10,000 Medicare beneficiaries.
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sufficient size to accept financial risk. This is because in healthcare insurance pools,
“the well carry the sick” meaning there need to be enough “well” people using few
healthcare resources to balance the high cost of frequent utilizers. The American
Nurses Foundation Reimagining Nursing Initiative includes a focus on reducing bar-
riers to NP practice in value-based arrangements like ACOs [42]; optimally, a road
map to enhance NP’s participation and leadership in ACOs will emerge within the
next few years. Registered nurses in primary care can and should play a key role in
ACOs, particularly given the centrality of teamwork and collaboration in effective
ACOs. A recent report using a rapid review methodology of 59 primary studies and
one systematic review found that, relative to fee-for-service, ACOs could reduce
costs without reducing quality, mostly due to reductions in low-value services and
outpatient expenses for medically complex patients [43]. Arguably, greater engage-
ment with ACOs by nurses at all levels of preparation could further enhance out-
comes, reduce unnecessary care and waste, and contain costs. Finally, ACOs have the
potential to shift from reactive care to proactive, upstream interventions to address
social determinants of health. In this way, they can address the goals of accountable
health communities that aimed to focus on health rather than health care.®

Murry and colleagues detailed the challenges faced by 22 early ACO adopters
and found significant difficulties integrating social and medical care. Challenges
include the lack of data on patients’ social needs as well as ambiguity about the
capacity of potential community-based service providers. The authors provoca-
tively titled these challenges as being “upstream with a very small paddle” [44].
Baccalaureate nurses with an interest in social determinants of health who under-
stand and can connect payment models, community resources, and management of
chronic conditions, are in an ideal position to drive the ACO further upstream, and
with a much larger, more effective paddle.

4 Fixed-Revenue Global Budgets

There is an array of fixed revenue budget models in the United States, sometimes
termed “global budgets,” and all differ dramatically from traditional fee-for-service
or PPS payments via DRGs. A familiar model is the Program for All-Inclusive Care
for the Elderly (PACE), which operates within fixed revenue monthly Medicare and
Medicaid capitation payments (most PACE beneficiaries are “dual eligible, that is,”
covered by Medicare and Medicaid...see https://www.medicaid.gov/medicaid/
long-term-services-supports/pace/programs-all-inclusive-care-elderly-benefits/
index.html). An interdisciplinary team coordinates and delivers the care, increas-
ingly aided by predictive analytics to identify modifiable patterns before illness

®The Accountable Health Community initiative of CMMI authorized under Section 3021 of the
Affordable Care Acts is no longer active. See https://innovation.cms.gov/innovation-models/ahcm.
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exacerbations. Contemporary tools like predictive analytics’ and natural language
processing have particular utility in value-based care, especially in full risk-bearing
or global budgets models, because keeping people healthy enhances the financial
health of the organization. Again, this is unlike fee-for-service models in which less
morbidity equates to lower facility revenue.

Perhaps the most well-known statewide global budget model in the United States
is Maryland’s “all-payer rate setting”” model that has been in place for many decades
but was modified in 2014 through a new Medicare waiver. Although all payers
(Medicare, Medicaid, and commercial insurance) participate, the regulatory and
payment design is focused on hospitals. Hospitals are paid retrospectively, with
rates fluctuating up or down based on the volume of services provided. If volumes
are higher, the reimbursement rate shifts lower; if volumes are lower, reimburse-
ment rates shift higher. Taken as a whole, this reimbursement model creates an
incentive to decrease unnecessary use of services. To date, outcomes have been
somewhat mixed. Offodile and colleagues found a modest decline in 30-day read-
missions, but no changes in spending, emergency department visits, and selected
clinical outcomes in the first 4 years [45]. Conversely, Aliu and colleagues found
that patients who had common surgical procedures had lower hospital costs and
fewer avoidable complications [46]. Patrick Dooley, Director at Berkeley Research
Group LLC and Former Senior Director, Executive Director and Vice President at
the University of Maryland Medical System, noted that the fixed revenue model
helped them avoid some of the layoffs and furloughs that occurred in many states as
revenue from elective procedures evaporated as COVID-19 emerged,® a circum-
stance that affected many nurses and likely accelerated the shift to travel nurses and
exacerbated animosity between travelers and existing staff.

The state of Pennsylvania, which adopted a voluntary global budget model for
rural hospitals, did indeed report greater fiscal stability due to the fixed revenue
model. Kurtz, cited in Brady [47], noted that the drop in revenue secondary to the
decline in elective procedures during COVID-19 would have “wreaked havoc” on
their system in the fee-for-service world yet did not because they had joined the
fixed revenue reimbursement model. The Pennsylvania rural hospital model differs
from Maryland’s model. Rather than a retrospective payment that still has volume
in the equation,’ the Pennsylvania model is prospective, with an all-payer lump sum
given at the beginning of each year that must cover all inpatient and hospital-based

7“Predictive analytics in healthcare refers to the analysis of current and historical healthcare data
that allows healthcare professionals to find opportunities to make more effective and more efficient
operational and clinical decisions, predict trends, and even manage the spread of diseases.” Petrova,
B. 2021. Predictive analytics in health care. Reveal. Available at https://www.revealbi.io/blog/
predictive-analytics-in-healthcare#:~:text=Predictive%20analytics %20in%20healthcare %20
refers,manage%20the %20spread %200f%?20diseases.

$Bailit Health. Hospital global budgets. Presented to the Rhode Island Cost Trends Steering
Committee, (2022, January 10). Video recording available at https://www.youtube.com/
watch?v=H4CWvrFDyWo.

°This creates revenue flow problems when volumes drop dramatically as they did during COVID. In
the authors’ view, a fixed revenue model disentangled from volume offers more promise.
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outpatient services. Again, this creates incentives for judicious use of high-value
services. Such models can foster nurse innovation to ensure these ends, including
adoption of contemporary analytic and machine-learning strategies. This payment
model also aims to ensure a community’s access to care and facility/organizational
financial stability. It is for these reasons that it has been suggested that COVID-19
may accelerate interest in such value-based delivery arrangements [48], particularly
given that hospital use, and thus revenue, continued to lag behind pre-pandemic
levels even as acute COVID-19 levels declined [49].

Still other payment reform models can be conceptualized as falling within the
global budget, fixed-revenue orientation. The state of Vermont, for example, has
implemented an “all-payer model” designed as a risk-bearing ACO that includes
Medicare and Medicaid (both through waivers) and Blue Cross/Blue Shield (which
covered 90% of commercially insured lives in the state when the model was
launched so, although technically a “multi-payer”” model, in essence it is all-payer).
Unlike the Maryland model that focuses on hospitals—and thus may incentivize a
shift to expanded non-hospitals services, both necessary and unnecessary or low
value—the Vermont model is designed to be not only all-payer, but all-settings [50].
As this text goes to press, the states of Rhode Island and Oregon are considering
global budgets as part of a voluntary multi-stakeholder compact in relationship to
their state’s cost growth targets (Michael Bailit, Bailit Health, personal communica-
tion, August 28, 2022. Also, see Murray [51] for a primer on U.S. health care global
budgets). Finally, as previously noted, 20% of Americans reside in states that have
specified healthcare expenditure targets as a strategy to contain costs and enhance
transparency. Although “targets” are not “caps,’ they may represent iterative steps
toward caps or global budgets. Identification and tracking of individual nurse con-
tributions to care via the UNI and/or universal NPI is a logical complement to these
initiatives.

5 Looking to Other Nations

We now present global examples of healthcare programs that represent alternative
models of healthcare financing and delivery, and also contrast with the U.S. health
system in their emphasis on wellness and health promotion across the lifespan. Such
approaches are particularly relevant for nurses and are an arena in which nurses can
influence new directions for healthcare delivery and improvements in popula-
tion health.

6 Brazil

Brazil has a tax-funded system, with contributions at all levels of government:
municipal, state, and federal. Care delivery is decentralized and administered by
states or municipalities. All residents as well as undocumented individuals are eli-
gible to receive care without cost-sharing such as deductibles or copayments at the
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point of service. Additional private insurance is an option selected by nearly 25% of
residents, mostly middle- and higher-income families [52]. Arguably, the palpable
link between taxes and healthcare creates an incentive for family-focused population-
based care. Brazil has made tremendous progress towards universal health coverage
with its Sistema Unico de Saiide (Unified Health System) [46, 48]. Central to this
system is the Estratégia Saiide da Familia-ESF (Family Health Strategy). The ESF
is a community-based model of primary care that involves teams of health profes-
sionals assigned to a given geographic area and pre-defined number of households
in that catchment area. Healthcare teams consisting of 1 physician, 1 nurse, 1 nurse’s
aide, and 4-12 community health workers provide home-based and community-
based care [53]. Started in 1994, rapid scale-up of the ESF led to 63% population
coverage by 2015 [54, 55], improving access to health promotion and preventive
care, especially in rural areas and poorer communities [51, 56]. Improved health
outcomes have been observed, particularly in reductions in child/infant mortality
[57, 58] and in decreased hospitalizations for primary-care sensitive conditions,
e.g., diabetes, hypertension, asthma, etc. [59].

7 The Netherlands

A direct link to tax-funded healthcare is not the only route toward a comprehensive
orientation. The health system in the Netherlands is financed through individual
mandates; all must have health insurance that is purchased through a private compa-
ny.! The Netherlands’ focus includes a healthy start to life. They have largely
avoided the medicalization of birth and have much lower rates of C-sections and
epidurals than in the United States. Doulas are common companions to the birthing
process [60] and at the opposite arc of life, there are doulas for end-of-life care as
well. The greatest lesson for the United States, however, may be their approach to
elder care. The Netherlands has invested heavily in health generally and in care for
older adults, specifically, with 4% of the GDP spent on long-term care [61, 62].
Workers themselves are required to contribute 9.6% of their pay to long-term care.
This investment reflects a commitment to healthy aging and has enabled the Dutch
to reimagine what care to seniors looks like, with a focus on independent living,
community supports, and a sense of wellbeing as people age. In a person-centered
approach, with an eye to the whole picture of health and wellness rather than strictly
custodial care and management of chronic diseases, some nursing home facilities
have reconfigured their physical space to offer private rooms with communal areas
to encourage a sense of community [49]. Many countries have looked to these
examples and to alternative models of dementia care, in which village-like environ-
ments are created to foster a sense of normalcy and allow people chances to engage

The individual mandate as one strategy toward universal insurance coverage was part of the
ACA. It survived a Supreme Court review of its constitutionality in 2012, but now is functionally
defunct because the Tax Cuts and Jobs Act of 2017 rendered the penalty for non-compliance with
this mandate to be zero dollars.
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in the community [49, 50]. Nurses in these facilities help foster intergenerational
opportunities through engagement with schools and other community organiza-
tions. Nurses also facilitate outreach to other elders in the community who are still
living independently but might benefit from the social activities and supports of the
nursing homes. Given a growing population of people over 65, rising costs of nurs-
ing home care, and an anticipated shortage of nurses and other skilled health profes-
sionals, the need for supportive care outside of the nursing home is also recognized
and creative solutions are emerging. Nursing homes have initiatives to engage fami-
lies and community volunteers to help support elders in their homes [54]. The
nurse-led Buurtzorg homecare model (Dutch for “neighborhood care”) has garnered
attention because of its positive health outcomes, but also as a novel model in which
all-nurse teams provide coordinated medical and support services. Nurses are
responsible for patient assessment, planning and implementing care and coordina-
tion of services as well as documentation and billing. As a result, care is delivered
at a lower cost than traditional homecare models and with high levels of satisfaction
for both clients and nurses [63].

8 New Zealand

Yet another nation, New Zealand, has focused on elders with cognitive impairments in
their Dementia Care Pathway. This program is co-led by nurses and the families of
those with dementia. Noting the financial and social costs of dementia, a national effort
administered by district health boards provides regional alignment with the population
served, within the overall national framework. Specifically, “the framework aims to
provide the person with dementia with the services they need, from diagnosis to the
end-of-life stage. The framework encourages different health and social services to
work together to provide people with integrated care. It emphasizes services that take
into account a person’s wishes, cultural preferences and lifestyle. It also encourages
health professionals to diagnose dementia earlier to ensure people can get the help they
need as soon as possible” ([64], p. iii). The emphasis on early diagnosis creates a prom-
inent role for RNs in New Zealand, who routinely conduct cognitive assessments in the
primary care setting and direct plans of action. Caregivers receive 28 days of paid
respite care in addition to ongoing services to their family member and other family
support services. Community responses include designated “dementia- friendly” shop-
ping sites and other strategies to reduce stigma. Unlike in the United States, specialty
services are reserved for those who truly need them or atypical cases such as early-
onset dementia [65, 66]. Further contrasting the fragmented payment and delivery sys-
tem in the United States, whereby people may be covered by employer-based insurance
when working, Medicare when retired, and Medicaid when financially impoverished
(and may have a financial incentive to “spend down” for Medicaid eligibility), the New
Zealand system offers universal publicly-funded health services within an annual bud-
get and benefits package. As such, there is great incentive to provide support proac-
tively, to limit costly downstream care. Nurses play a substantial role in the management
of other chronic conditions as well, financially incentivized by governmental funding
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for chronic condition management [67]. These models also have the potential to
address an oft muted healthcare inequity: gender. Long-term care in general, and
dementia care specifically, are care burdens disproportionally borne by women. Women
are more likely to be caregivers for aging others and also more likely to develop demen-
tia themselves, often after depleting family assets through time spent providing unpaid
labor as a caregiver.

9 A Call to Action

1. Demand payment and delivery reform to ensure universal all-inclusive total cost
of care models that address social needs, build on family strengths, and avoid
excessive medicalization of birth, illness, and aging. Nurses can play a leader-
ship role in both advocacy for and organization and delivery of such care sup-
ported by interprofessional teams and contemporary tools like predictive
analytics, machine learning, and virtual-care.

2. Short-term: Ensure value-based reimbursement to nurses reflective of individual
nurse and aggregate nursing contribution to short- and long-term outcomes. At
the organizational level, analyze the metrics that drive reimbursement. Then,
identify missing metrics (for example, staffing ratios are currently not part of
HVPB) that must be included for fair representation of contributions (e.g., a
poorly staffed unit may, understandably, have poorer outcomes). Devise an
organization-specific proposal for nurse reimbursement (for example, wage pass
throughs or minimum spending ratios). Long-term: Advocate for elimination of
the reactive fee-for-service payment model and support implementation of a pro-
active all-inclusive total cost of care approach that is not volume driven, but
instead relies on a per-member/per-month or per-member/per year bulk payment
that incentivizes addressing upstream social determinants of health, equity, and
primary care and minimizes the use of low-value and unnecessary care. Act to
ensure that payment models reflect nurses’ work as a value generator rather than
a labor cost. In fee-for-service models, this likely requires disentangling nursing
care from, for example, hospital room charges and modernization of the Medicare
cost report to clearly demarcate nursing expenditures and revenues.

3. Contact Congress to end “incident to” billing that obscures the work of nurse
practitioners and may allow physicians to receive “volume bonuses” based on
the work actually done by NPs and PAs. The Medicare Payment Advisory
Commission has recommended removal of “incident to” billing; however,
Congress has not acted. Incident to billing allows an additional 15% charge to be
levied and has resulted in an additional $194 million in Medicare spending in
2018 [68]. Given that the average salary of NPs and PAs is approximately
$115,000, the added reimbursement is not reaching the people delivering the
care but is instead borne by patients as an unnecessary additional expense.

4. Ensure that all nurses are fluent in the language of payment and economics as
well as the ethical dimensions of this orientation in the context of healthcare.



Fully Support Nurses by Designing Better Payment Models 1M

Infuse all levels of nurse education with practical skills to apply these domains
in everyday clinical practice. Develop a personal and organizational ongoing
learning strategy that includes not only payment models, but also experience
with progressively more sophisticated tools to support value-based population
approaches. These include predictive analytics, and an array of evolving artifi-
cial intelligence tools such as machine learning, deep learning, and natural lan-
guage processing (see Rambur, pp. 127-134 [10] for further details on the
relationship of such tools to payment reform).

Study Guide Questions

1.

Detail the differences among upside only-risk, risk-sharing, and full-risk bearing
models. Describe innovations nurses can lead to maximize equity, access, and
affordability in these delivery models.

2. Discuss how nursing services are reimbursed in fee-for-service payment models
and how value-based payment models do or do not account for care provided by
nurses. Discuss possible strategies to track the contributions of nurses in both
hospital and outpatient settings.

3. Propose strategies to translate promising nurse-led international payment and
delivery models to the United States.
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The Nurse’s Role in Achieving Health
Equity in Disasters and Public Health
Emergencies in Asia

Sakiko Kanbara, Apsara Pandey, and Sonoe Mashino

Future of Nursing 2020-2030: Recommendation 8:

To enable nurses to address inequities within communities,
federal agencies, and other key stakeholders within and outside
of the nursing profession should strengthen and protect the
nursing workforce during the response to such public health
emergencies as the COVID-19 pandemic and natural disasters,
including those related to climate change.

1 Introduction

Sociodemographic issues such as urbanization, climate change, rural-urban migra-
tion, population decline, and aging pose significant challenges for small and
medium-sized cities and rural areas in many countries. Increasing cascading and
complex systemic hazards make “living with uncertainty” the new norm in disaster
management. There is a need for nursing to strengthen its commitment to cultural
diversity and health equity in the global environment, especially in times of disas-
ters and public health emergencies. The Future of Nursing: Charting a Path to
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Achieve Health Equity states that more should be done to strengthen and protect the
nursing workforce beforehand by increasing their knowledge and enhancing work-
force development to address community inequities during disasters and public
health emergencies [1]. This chapter explores the role of local nurses as global citi-
zens in disasters and health crises in achieving health equity, focusing on disaster
nursing efforts in Japan and Asia.

2 Nursing on Frameworks related Disaster and Health

Nurses are on the front lines of increasingly complex health problems in a society at
risk of disasters, conflicts, and political divisions. In contrast to definitions of disas-
ter medicine that emphasize prioritizing treatment based on the possibility of sur-
vival [2], nursing integrates the humanities and sciences more comprehensively.
Nursing is constantly faced with the interrelationship of ideals, ideas, ethical atti-
tudes, perceptions, and the care of individuals and communities. In particular,
nurses are responsible for ensuring that care disparities are addressed. Both caregiv-
ers and recipients have the right to pursue self-fulfillment while pursuing healthy
lifestyles, regardless of how disasters and society evolve. Disaster activities can be
long-term engagements outside peacetime hospitals, relief centers, evacuation cen-
ters, temporary housing, and communities where people are rebuilding their lives
close to the affected population. Observing the chaotic nature of ever-changing
health concerns, making needs visible in order to engage with volunteers and health-
care providers, understanding government and donor structures, and frequently
negotiating on behalf of vulnerable populations are required.

The Sustainable Development Goals (SDGs) reflect a triple approach to the well-
being of humanity and the planet: economic development, environmental sustain-
ability, and social inclusion. There are 17 goals and 169 targets from 2015 to 2030
[3]. In the same document, the United Nations members agreed upon two other
major global frameworks: the Sendai Framework for Disaster Reduction (SFDRR)
and the Paris Agreement on Climate Change (hereafter, the Paris Agreement). The
SFDRR differed from the previous framework (the Hyogo Framework for Action)
in its focus on “health” issues. In order to strengthen the resilience of national health
systems, the framework stated that countries should (1) integrate disaster risk man-
agement into primary, secondary, and tertiary health care, especially at the local
level; (2) develop the capacity of health workers to understand disaster risk and
implement and apply disaster risk reduction (DRR) approaches in their health work;
(3) promote and strengthen training capacity in the field of disaster health; (4) pro-
mote and strengthen DRR in health programs approach, and support and train com-
munity health groups in the approach, and (5) work with other sectors to strengthen
the resilience of national health systems [4]. Shaw et al. [5] note the significance of
the term “local” in this otherwise global framework and use it to mean authorities,
communities, culture, material, knowledge, priorities, and adaptive actions.

In 2019, the World Health Organization (WHO) launched the Health Emergency
Disaster Risk Management (Health-EDRM) Framework [6]. The framework
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emphasizes the importance of a risk-based and an all-hazard, proactive approach
and outlines the need for shared responsibility. Another key document is the Health
Supplement to the United Nations Disaster Risk Reduction (UNDRR) Resilience
Scorecard [7], which comprehensively integrates health issues into urban resilience.
The WHO’s 2020 World Nursing Report [8] recommends continued investment in
employment, education, and leadership opportunities for nurses and the support of
international cross-sector partners. The WHO’s Director-General Margaret Chan
referenced the long history of nurses’ inability to demonstrate their knowledge and
skills during her keynote address at the International Council of Nurses (ICN) con-
ference in June 2015 [9] when she made a convincing case that nurses should be
able to fully show the results of their education and training in the future, and play
an active role in the policy process, given the very complex health challenges facing
the world in the post-2015 era referring to the 2011 report “The Future of Nursing:
Leading Change, Advancing Health” [10].

WHO designated 2020 as the Year of the Nurse and Midwife, which significantly
increased nurses’ global status and visibility. Subsequently, nurses’ global status
and visibility have improved, supported by international campaigns such as Nursing
Now [11]. In the context of the global trends described above, addressing the social
determinants of health requires a global commitment by the health sector to play a
decisive role in community development, including disaster management.
Partnerships with governments and policymakers to advocate for investment in
nurses and in nursing is key.

3 Transition and Evolution of Disaster Nursing

In England, during the middle of the nineteenth century, the first industrial revolu-
tion caused a massive influx of workers into cities and rapid urbanization. An envi-
ronment and institutions were not yet established to guarantee all individuals’ health
and well-being. The most outstanding example that epitomizes this period of health
disparities is Nightingale’s efforts to improve the Scutari Hospital environment
[12]. During the Crimean War, which broke out in 1854, facilities to care for injured
soldiers were inadequate, and many wounded frontline soldiers were left untreated.
Consequently, infectious diseases, contagious diseases, and malnutrition killed
more soldiers than in real combat. After Nightingale’s focus on hygiene and nutri-
tion, mortality rates plummeted to 5.0% from a high of 42.0%. More noteworthy is
that Nightingale’s experiences during the Crimean War led to unique ways of pre-
senting data, including infographics. When pie charts and even bar charts were
uncommon, she created the “coxcomb” pie charts, which helped policymakers
understand the disparities that existed through health data [13]. This new way of
visualizing real-time outcomes through data, especially the effects of nursing care,
contributed to positive policy decision-making. In essence, Nightingale’s work dur-
ing the Crimean War was the starting point for disaster nursing [14].

In modern times, there was a “Joint Informal Meeting of Emergency Health
Partners and Nursing Professionals,” held by the WHO Regional Office for the
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Western Pacific and Southeast Asia and the International Organization for Migration
(IOM) in Bangkok, Thailand, in 2007 where the formation of the Asia-Pacific
Emergency and Disaster Nursing Network was developed [15]. In 2008, the World
Society for Disaster Nursing (WSDN) was established in Kobe, Japan [16]. Disaster
nursing in the primary nursing education curriculum began in 2009. The objectives of
disaster nursing education are (1) to acquire the ability to develop nursing practice
creatively in collaboration with many other related professionals at disaster sites
where human resources and supplies are limited and (2) to cultivate the foundation for
human relations by treating disaster survivors with an attitude of respect for others, an
ethical perspective, and mutual support [17]. Now, nursing education must emphasize
students’ understanding of social determinants of health, trauma-informed care, health
equity, and associated public and private policy engagement measures [1].

The 2011 Great East Japan Earthquake exposed the consequences of delayed tsu-
nami evacuations, including people who were left behind or went unnoticed [18].
People managed to save their lives but had to maintain their health and rebuild their
lives in a harsh environment where they practically lost everything. In addition to the
loss of loved ones and homes, living conditions changed rapidly, and people were
forced to endure long periods deprived of necessities, including water and food. In
the process, officials discovered that traumatic injuries had adverse effects, chronic
illnesses, and psychological damage [19]. This problem was not only because of the
delayed escape but also because of the insufficient information and planning from
the disaster preparedness phase and the inaccessibility of facilities and services
related to health and other issues. People left behind suffered from a lack of resources,
infrastructure, and public services. Long-term health and livelihood disparities grew
as people rebuilt and reconstructed their lives, risking a vicious cycle of poverty [20].
In Japan, the 1995 Great Hanshin-Awaji Earthquake led to the Japan Society of
Disaster Nursing establishment in 1998. The Japan Society of Disaster Nursing
defined disaster nursing as “the systematic and flexible use of knowledge and skills
unique to disaster nursing and the development of activities to minimize the damage
to life and health caused by disasters in collaboration with other disciplines” [21]. In
addition to natural disasters and public health emergencies, the United States has
seen a marked increase in gun-related violence, civil unrest against institutional rac-
ism, and social upheavals associated with growing political polarization [1]. This has
created an additional burden on health disparities at times of disaster.

Health disparities as disaster risk require considering not only where the hazards
are but also who is vulnerable. In the same way that it is critical to assess the dam-
age caused by collapsed or flooded houses, it is also essential to consider survivor’s
health and the safety of their living environment when forced to live in shelters and
become immediately unsafe. When disaster strikes, community health issues change
rapidly. Infectious disease outbreaks, climate change, environmental degradation,
migration pressures, and limited health services, among others, require assessing
which community health is secured or threatened. It depends on the disaster’s type,
scale, location, and timing; social, health, and economic conditions; characteristics
of the local population; and emergency relief systems and responses. These include
social isolation, loss of income, and lack of legal knowledge. To account for such a
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variety of determinants requires a community-based response by health profession-
als who can consider the wide range of health impacts that can result from natural
disasters, many of which are outside the purview of traditional emergency response
departments. Traditional epidemiological and statistical studies in medical health
are inefficient. There is an urgent need to develop a mutual understanding of the
concepts and principles underlying actions to assess vulnerability and capacity.
Identifying conditions and factors that influence population-level outcomes follow-
ing disasters is essential (Fig. 1).

COVID-19 is a clear example of how two approaches, disaster risk and sustain-
able development, which were thought to be different, have merged and been found
to have a common challenge and system: resilience. The COVID-19 pandemic
lasted as long as any sudden disaster, and over time, the phrase evolved into the
contradictory term “routine emergency.” There was a gradual shift from immediate
initial response to long-term emergency medical care. During the spread of
COVID-19 infection, the challenges were more compounded and complicated when
earthquakes and torrential rains struck a particular area. Nursing in unnatural condi-
tions, where people have experienced isolation and self-restraint and their living
space has been narrowed, requires public health thinking as well as the nursing
profession’s ability to make ethical judgments, and contributions to protecting peo-
ple’s peace and dignity.

Nurses have been integral to community recovery and reconstruction after vari-
ous crises and social changes at home and abroad. From this viewpoint, they have
adopted a transformative strategy to foster healthy communities by bringing people
and health systems together. It is the primary platform for strengthening community
members’ daily and emergency resilience. These circumstances require adding a
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social dimension to health, a crisis management review of universal health cover-
age, and regional and micro-human security. For human security, as an all-hazards
approach, citizen participation and empowerment are urgently needed.

Based on the competencies required to address the vast needs during disasters
and public health emergencies, the ICN [22] identified nursing practice level
requirements. The levels include:

Level I: Any nurse who has completed a primary, generalized nursing education
program and is authorized to practice by the regulatory agency of their country.
Staff nurses in a hospital, clinic, or public health center; all nurse educators are
examples.

Level II: Any nurse who has achieved Level I competencies and is or aspires to be a
designated disaster responder within an institution, organization, or system.
Level III: Any nurse who has achieved Level I and II competencies is prepared to

respond to various disasters and emergencies and serve on a deployable team.

4 The Nurses’ Role Within a Transdisciplinary Framework:
A Case Study

Addressing health equity in communities requires comprehensive knowledge, indi-
vidual self-care practices, and social innovation. A team of nurses, called EpiNurses,
worked with local nurses to execute ICT (information, communication, and tech-
nology) to collect and assess data in an effort to change people’s values and behav-
ior patterns. This case study from Nepal illustrates how a disaster-prone area
identifies the potential health threats associated with different kinds of disasters in
the community and reduces such health risks.

After the 2015 Gorkha earthquake in Nepal, many local nurses were active in
shelters and affected areas. Epidemiologists from the government asked the local
hospitals to assess the risk of infectious diseases with a surveillance system.
Additionally, an attempt was made to collect location-based data from shelter loca-
tions, time stamps, geotagged photos, and geotagging, all with the goal of introduc-
ing new ways of thinking, behaving, and organizing for risk reduction. Instead of
dispatching foreign nurses, an EpiNurse team, expert in epidemiology, trained local
Nepalese nurses to ask questions in plain language via an Excel spreadsheet and
save the data using affordable smartphones [23]. The EpiNurse team believed that
local nurses were in the best position to observe critical care behaviors and help
people understand the importance of proactive care not only to individual subjects,
but also to society as a whole with the benefit of informing community policies.

The EpiNurse team, along with local nurses, worked diligently to improve the
system in order to achieve its “visualization of care” objective. For example, the
team developed extensive data analysis, open data, and open governance, adopted
brand-new technology, and used a web service to create Virtual Reality spaces with-
out requiring prior knowledge. Transforming nursing education to break down the
barriers of time, space, language, occupation, digital literacy, and diverse cultural
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values was the common ground for exploring the equilibrium point of health dis-
parities and universal health coverage.

It was crucial that the information be saved locally in case of a poor internet con-
nection where data was being collected. To achieve the goal of “evidence-based
policymaking” combined with participation, it was required to establish it at a level
that could be successfully managed by local governments, district authorities in the
living area, and students. Major development stakeholders and private companies
have the capacity, but the real benefits of interoperable and convergent data and
analysis are missed. There is often a disconnection between “knowing” something
with an app, making it “available and accessible,” and users applying what they
know and taking action. It is critical that data will not lose its freshness and that a
collaborative and integrated global community be able to generate and use data for
their benefit.

The EpiNurse team has supported the Nursing Association of Nepal (NAN) in
accurately implementing the tool to collect data (Fig. 2).

Mobile applications used during the earthquake aftermath increased healthcare
workers’ sense of responsibility and commitment to care. Women, including nurses,
had a low map reading literacy, which made it difficult for them to share information
outside their familiar area, even though they had much to share. Therefore, a certain
amount of time was spent on their training to read maps before the application. The
mobile application effectively reported epidemiological health and safety informa-
tion regardless of the time or system. It also made visible a number of challenges,
such as a lack of geographic information during monitoring and data collection,
poor IT infrastructure, and nurses’ lack of technical knowledge. However, access
and response rates varied depending on geographic and social conditions. The
obtained data was neither disaster nor medical preparedness, missing the digital
divide and people at risk. Several newly discovered shelters consisted of women
caring for elderly parents and their children and grandchildren, whereas men
remained migrant, displaced and mobile, isolated, and often unaware of nearby

Fig.2 EpiNurse team
teaching Nepalese nurses
using Excel spreadsheet.
(Photo taken by Apsara
Pandy)
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resources. With the entry of one nurse, they could work together in that community
to solve their health issues by connecting them to nearby health services and coor-
dinating the delivery of supportive supplies. Nurses’ increased communication dur-
ing uncertainty could be viewed as social capital to health equity.

5 Cultivating Social Capital for Inclusion

Opportunities to link, coordinate, and collaborate with disaster networks were made
visible as an effort by nurses to improve Nepal’s healthcare system through ICT. For
example, they collaborated with the local nurses who had provided health services
to the earthquake survivors at an ad hoc clinic in a camp in Bouddha, Kathmandu.
They also collaborated with the NGO helping rural Nepalese communities improve
their health by using low-cost interventions for all people in Nepal, especially the
poor, vulnerable, deprived, and socially excluded, to have equal access to safe and
affordable health services. The team shared their vision to improve health through
changing behaviors, using health promotion techniques, and strengthening existing
services. The team also communicated with the National Society for Earthquake
Technology (NSET), a community of Nepalese professionals belonging to various
technical and social aspects of earthquake disaster management, and a prominent
organization working in DRR in Nepal. Alongside, representatives from the Ministry
of Health and Population (MoHP), Nursing and Social Security Division (NSSD),
Epidemiology and Disease Control Division (EDCD), National Health Training
Center (NHTC), Health Emergency Operation Center (HEOC) under MoHP were
frequently consulted during the project implementation phase. Some local commu-
nity leaders, nurses, and school teachers were also voluntarily involved as support-
ers. Numerous marginalized people were covered by nurses within two years of the
project’s duration. Among them, there were children, the elderly, pregnant women,
the disabled, and injured. During project implementation, they used social media,
local/national newspapers, online news, and meetings with local leaders, female
community health volunteers, and school teachers to disseminate project activities
among the local population who were not directly involved in the project.

This project in Nepal was the first step in creating an innovative approach to
action for health and well-being. Until now, disaster response nursing has empha-
sized aid workers’ leadership, flexibility, coordination, and cultural competence
outside the disaster area. Most nurses dispatched to disaster sites are hospital emer-
gency nurses unfamiliar with community-based care in the local community.
Community management was crucial to ensure that health professionals and nurses
living in the affected region were familiar with the community [24]. One of the
added values of this project was that by providing relevant, actionable, and up-to-
date information from local nurses to stakeholders and community residents, it sig-
nificantly shifted the paradigm of the nursing profession’s role and thus changed
community attitudes. The development of ICT made various data available and
enabled researchers to use various methods to make discoveries in an exploratory
manner. Data scientists could identify cases of deviance, and the observations of
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nurses and practitioners working on the front lines could provide deeper insights
into why such health disparities were occurring. EpiNurse Nepal initiated and con-
tinued disaster risk management activities related to the project even after the proj-
ect ended. EpiNurses were dispatched as first responders during the Melamchi
(Sindhupalchok) floods and landslides in 2021.

6 Multiple Disaster Risk and Primary Health Care

The case study illustrated in this chapter provides an analysis of risk classification
into different categories (economic, environmental, social, and technological). It
indicates their likelihood and impact: since 2011, environmental hazards (climate
change, extreme weather events, disasters, and biodiversity loss) have been in the
top three to the top five regarding both likelihood and impact. Climate change has
increased the hydrological cycle of rainfall and evaporation, causing seasonal and
localized hazards, such as monsoon floods, cyclones, and disease outbreaks in
some areas. However, many regions experience drought. There has also been an
increase in deaths and illnesses due to heat waves associated with environmental
degradation. Infectious diseases were ranked first in impact in the 2021 Risk
Outlook [25].
The following risk formula is often used in disaster risk reduction [26]:

Disaster risk = Hazard (H) x Vulnerability (V) / Coping Capacity (CC).

In public health, it is vital to identify the high risks and vulnerabilities of the
population. In addition, community health initiatives should examine problems with
relevant targets and indicators that threaten the human security. Focusing on human
vulnerabilities and capacities can help reduce the severe impact of disasters on
health and well-being.

When natural hazards such as floods and landslides occur, disaster risk is mini-
mized if there are no people or homes in the region and no one suffers damage or
loss. DRR is a concept that emphasizes citizen-led measures to minimize damage,
based on the premise that it is challenging to reduce the damage caused by major
natural disasters as well as minor human errors. Therefore, a population approach
by nursing is highly compatible with DRR. This approach is practical because
disaster risk can be viewed as “the statistical probability that a person exposed to a
certain factor will develop a certain disease.” Disasters can affect community health
through various mechanisms. Some impacts, including heat waves, floods, and
storms, are relatively direct. However, some pathways are more complex, such as
changes in infectious disease patterns, ecological degradation (e.g., agriculture),
and potential population shifts due to depleted resources, namely, g water, fertile
land, and fisheries [27]. Conversely, people’s views regarding health change in
response to diverse social factors rather than remaining consistent. For example,
social determinants of health share factors such as human connections, technology
(e.g., medical mechanisms and information technology), occupation, education
level, self-realization, or quality of life. The evidence suggests that, at least in
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relative terms, health vulnerability hazards are prevalent and growing. When man-
aging the risks of large-scale disasters, the need to take action to mitigate them and
their underlying causes is more urgent than ever. These risks are socially generated
and inequitable, but preventable. Therefore, new vigilance is required to monitor
their impact. They should be noted and tracked in light of the disaster and commu-
nity characteristics.

In recent years, the critical phrase “Volatility, Uncertainty, Complexity,
Ambiguity (VUCA)” is often used to describe increasingly complex systems and
environments [28]. To tackle health problems in today’s VUCA environment,
nurses must return to the principles of Nightingale’s nursing and collect data
through careful, patient and situational observation. Furthermore, the foundation
for data collection must be strengthened. The data raises awareness of the risk of
illness and basic self-care activities to improve health status while strengthening
family and community resilience and providing a foundation for emergency
response.

COVID-19 forced physical distance and lifestyle changes, leading to healthcare
as well as information disparities and social isolation. The technology to solve these
issues is underdeveloped, but the challenges of social structures that affect utiliza-
tion, such as age and gender differences, have not yet been visualized. Today’s com-
munities are composed of one-person households and nuclear families, which often
move across countries due to their work and lifestyle. This situation illustrates the
importance of self-care, which is self-help, and primary health care, which is co-
help, at the individual, family, and community levels. At the core of primary health
care, people, including children, who have lived in the area for many years, know
the area best and can use their own experience to “care” in their own words in times
of disaster.

It is also vital to share awareness of available technologies and issues and to sup-
port the provision of information to create a “fair” and “resilient” environment.
Problem-solving in communities requires comprehensive knowledge of people’s
health and living needs within their particular culture and environment and the abil-
ity to respond appropriately to these needs. On the other hand, various cross-border
relationships also need to be understood as more cross-sectoral and comprehensive
for health and care within the community. The burden of medical care and illness
will increase without a shift to prevention and risk-reduction measures at home and
in the community. In addition to individual and geographical inequities, it is critical
to investigate disaster education and policy from independent human security and
health equality perspectives.

7 Need for Nursing Research on Disaster Pre-Planning
to Recovery to Achieve Health Equity

Based on the lessons learned to date, including the case study, and given the wide
range of expertise of nurses around the world involved in the complex domain of
disaster health—from pre-planning to recovery—there is a significant need for
nursing research. Nursing research related to the SDGs is increasing; however, there
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is a critical need to link nursing practice, research, and policy development in order
to achieve health equity and the 2030 goals [29]. Particular attention has been given
to culture, psychological distress, and social determinants of health, suggesting the
need for nursing researchers in each country to conduct secondary analysis of multi-
country data [30]. Nurses and researchers should also share the concept of disaster
nursing and disseminate research results from nurses’ perspectives to the world.

The following commitments attempt to explicate the SFDRR 2015-2030 so that
nurses can understand how to contribute to DRR globally across disciplines by
incorporating disaster nursing research and practice. These targets might elaborate
on more specific actions as guidelines for nurses to contribute to health equity.

Required disaster nursing research and capacity building for health equity based
on Sendai Framework for Disaster Risk Reduction 2015-2030 [31]

1. Promote coherence and the continued development of local and national policies
and strategies, legal frameworks and regulations, and institutional arrangements:
From an academic perspective, identify consistent policies at each level of gov-
ernment for medium- and long-term health risks, as well as acute treatment
immediately after a disaster, and the appropriate processes and regulations.
During normal times, propose disaster mitigation measures through disaster
response capability, health promotion, and lifestyle improvements.

2. Incorporate disaster-related mortality, morbidity, and disability data into multi-
hazard early warning systems, core health indicators, and national risk assess-
ment: Identify the vulnerable population and develop disaster risk management
indicators from the perspective of health risk management. Through data shar-
ing, disaster assistance can be prioritized for those in need based on the social
resources available during the disaster.

3. At the federal and local levels, nurses with expertise in people’s health and life-
styles routinely attend meetings and work with related professionals and local
disaster management organizations. They also continuously assess how health
aspects are integrated into research, framework, planning, and evaluation and
propose necessary plans.

4. Enhance cooperation between health authorities and other relevant stakeholders:
There should be a forum at each level of government where health risk manage-
ment authorities can hold meetings to discuss the status and challenges of new
emergencies (health crises), such as natural disasters and infectious diseases. In
such a setting, nurses familiar with local difficulties in such a setting will encour-
age collaboration among stakeholders from a life and health viewpoint.

5. Integrate DRR into health education and training, and enhance DRR-related
health worker capacity building: Reinforce disaster nursing specialist training
and develop advanced personnel at graduate schools and other institutions who
can comprehend complicated disaster circumstances with limited knowledge
and resources and exercise leadership in partnership with other professions.
Collaborative training is encouraged across all disaster-related sectors.

6. Advocate and support cross-sectoral and transboundary collaboration for infor-
mation sharing, science, and technology: Encourage research and information
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dissemination on big data, social networking sites, such as Twitter, location
information, and translation services that can be utilized for health equity in
recent years. A community alert and continuous monitoring system can be devel-
oped using daily information. Nurses who can collaborate with technicians and
commercial telecommunications businesses must be trained to accomplish
this target.

8 Call to Action

To enable nurses to address inequities in the community, federal agencies and other
key stakeholders within and outside the nursing profession should take heed of the
lessons learned during the COVID-19 pandemic and work with governmental agen-
cies and other key stakeholders within and outside the nursing profession to ensure
that nurses can address inequities in their communities. In order to help nurses
address inequities in their communities, federal agencies and other key stakeholders
within and outside of the nursing profession need to be strengthened and protected.
Based on the nurses’ expertise, local community insights, and work for sustainabil-
ity, it is recommended that the communities collaborate with nursing for a global
social change. As global citizens, nurses must promote transdisciplinary collabora-
tion among stakeholders engaged in stakeholder decision-making and the develop-
ment of sustainable health communities. They also could encourage mutual
understanding among stakeholders and local populations to decrease disaster risk.
Formal healthcare policy and primary nursing education are indispensable. The types
and scales of such places are diverse, and each region and university should accumu-
late know-how and knowledge through trial and error. From a common-sense per-
spective, the concept of seeking a solution to issues specific to each “community” as
a “local” unit and the process of “co-creation” within that scope can be generalized.

Study Guide

1. Reflecting on current disasters, where, how, and when can nurses address
health equity?

2. What is the role of nursing education in preparing nurses to address health equity
during disasters and public health emergencies?

3. What kinds of activities can a nurse be involved with ahead of time, related to
health equity, that might proactively impact DRR?

4. What kind of nursing research is needed during the pre-planning through recov-
ery phases of disasters for risk reduction?

References

1. National Academies of Sciences, Engineering, and Medicine. The future of nursing
2020-2030: charting a path to achieve health equity. Washington, DC: The National
Academies Press; 2021. Chapter 1,7,8,11. https://nap.nationalacademies.org/catalog/25982/
the-future-of-nursing-2020-2030-charting-a-path-to. Accessed 30 Aug 2022.


https://nap.nationalacademies.org/catalog/25982/the-future-of-nursing-2020-2030-charting-a-path-to
https://nap.nationalacademies.org/catalog/25982/the-future-of-nursing-2020-2030-charting-a-path-to

The Nurse’s Role in Achieving Health Equity in Disasters and Public Health... 129

2.

3.

4.

10.

11.

13.

15

16.

17.

18.

19.

20.

21.

22.

Ciottone GR. Introduction to disaster medicine. Disaster Med. 2006;3-6. Accessed 30 Aug
2022. https://doi.org/10.1016/B978-0-323-03253-7.50008-X.

United Nations (UN). Transforming our world: The 2030 agenda for sustainable development;
2015a. https://sdgs.un.org/goals. Accessed 5 Jul 2021.

United Nations (UN). Sendai framework for risk reduction; 2015b. https://www.undrr.org/pub-
lication/sendai-framework-disaster-risk-reduction-2015-2030. Accessed 5 Jul 2021.

. Shaw R, Prabhakar SVRK, Chiba Y. SDGs, DRR and CCA: potentials for strengthening

Inter-linkages. Policy brief, vol. 34. Institute of Global Environmental Strategies (IGES);
2016. p. 1-12. https://www.iges.or.jp/system/files/publication_documents/pub/policy/5185/
PB_34_0705.pdf. Accessed 30 Aug 2022.

. World Health Organization (WHO). Health emergency and disaster risk management frame-

work. 2019. https://apps.who.int/iris/handle/10665/326106. Accessed Aug 2022.

. United Nations Office for Disaster Risk Reduction (UNDRR). Disaster resilience scorecard

for cities. 2017. https://www.unisdr.org/campaign/resilientcities/toolkit/article/public-health-
system-resilience-scorecard.html. Accessed 30 Aug 2022.

. World Health Organization (WHO). State of the world’s nursing 2020: investing in educa-

tion, jobs and leadership; 2020. https://apps.who.int/iris/handle/10665/331677. Accessed 30
Aug 2022.

. World Health Organization (WHO). WHO Director-General addresses International

Conference of nurses. 2015. https://www.who.int/news-room/speeches/item/who-director-
general-addresses-international-conference-of-nurses. Accessed Aug 2022.

Institute of Medicine (IOM). The future of nursing: leading change, advancing health.
Washington, DC: The National Academies Press; 2011. https://ic4n.org/wp-content/
uploads/2020/02/The-Future-of-Nursing-Report-2010.pdf. Accessed 30 Aug 2022.

Holloway A, Thomson A, Stilwell B, Finch H, Irwin K, Crisp N. Agents of change: the story
of the Nursing Now Campaign. In: Nursing Now/Burdett Trust for Nursing; 2021. https:/
www.nursingnow.org/wp-content/uploads/2021/05/Nursing-Now-Final-Report.pdf. Accessed
30 Aug 2022.

. McDonald L. Florence Nightingale and European wars: from the Crimean to the Franco-

Prussian War. Leidschrift: Ten Oorlog! Europese oorlogen 1789-1919; 2007. p. 145-60.
https://scholarlypublications.universiteitleiden.nl/access/item%3A2716793/download.
Accessed 30 Aug 2022.

Gill CJ, Gill GC. Nightingale in Scutari: her legacy reexamined. Clin Infect Dis.
2005;40(12):1799-805. Accessed 30 Aug 2022. https://doi.org/10.1086/430380.

. Reed KA, Nelson AM. Chapter 5: Disaster nursing. In: Ciottone’s disaster medicine. 2nd ed;

2016. p. 27.

. WHO Regional Office for the Western Pacific (WPRO). The Asia Pacific Emergency and

Disaster Nursing Network: promoting the safety and resilience of communities. 2007. https://
www.tm.mahidol.ac.th/seameo/2009-40-spp1/10-09-009.pdf. Accessed 30 Aug 2022.

World Society of Disaster Nursing (WSDN). 2008. http://www.wsdn.link/1_1.php. Accessed
30 Aug 2022.

Sakai A. Perspectives on learning disaster nursing; toward the construction of disaster nursing
science (2). Jpn J Nurs Educ. 2006;47(3):221-7.

Kishii T, Itoigawa E, Hatou E. The Great East Japan Earthquake. The City Planning Institute of
Japan; 2011. p. 34. https://www.cpij.or.jp/com/iac/newsletter/NL34.pdf. Accessed 30 Aug 2022.
Iijima K. Disaster medicine in the elderly evacuees: what should we learn from 2011 Tohoku
earthquake? Jpn J Geriatr. 2012;49(2):164-70. (Japanese). https://www.jpn-geriat-soc.or.jp/
publications/other/pdf/clinical_practice_geriatrics_49_164.pdf. Accessed 30 Aug 2022.

Kato M, et al. The problem of uneven distribution and invisibility of earthquake damage. Annu
Rev Sociol. 2015;44:43-5. Accessed 30 Aug 2022. https://doi.org/10.11271/tss.44.43.

Japan Society of Disaster Nursing (JSDN). About JSDN. 1998. https://www.jsdn.gr.jp/english/
about/index02.html. Accessed 30 Aug 2022.

International Council of Nursing (ICN). Core Competencies in Disaster Nursing, Version 2.0.
2019.  https://www.icn.ch/sites/default/files/inline-files/ICN_Disaster-Comp-Report_ WEB.
pdf. Accessed 30 Aug 2022.


https://doi.org/10.1016/B978-0-323-03253-7.50008-X
https://sdgs.un.org/goals
https://www.undrr.org/publication/sendai-framework-disaster-risk-reduction-2015-2030
https://www.undrr.org/publication/sendai-framework-disaster-risk-reduction-2015-2030
https://www.iges.or.jp/system/files/publication_documents/pub/policy/5185/PB_34_0705.pdf
https://www.iges.or.jp/system/files/publication_documents/pub/policy/5185/PB_34_0705.pdf
https://apps.who.int/iris/handle/10665/326106
https://www.unisdr.org/campaign/resilientcities/toolkit/article/public-health-system-resilience-scorecard.html
https://www.unisdr.org/campaign/resilientcities/toolkit/article/public-health-system-resilience-scorecard.html
https://apps.who.int/iris/handle/10665/331677
https://www.who.int/news-room/speeches/item/who-director-general-addresses-international-conference-of-nurses
https://www.who.int/news-room/speeches/item/who-director-general-addresses-international-conference-of-nurses
https://ic4n.org/wp-content/uploads/2020/02/The-Future-of-Nursing-Report-2010.pdf
https://ic4n.org/wp-content/uploads/2020/02/The-Future-of-Nursing-Report-2010.pdf
https://www.nursingnow.org/wp-content/uploads/2021/05/Nursing-Now-Final-Report.pdf
https://www.nursingnow.org/wp-content/uploads/2021/05/Nursing-Now-Final-Report.pdf
https://scholarlypublications.universiteitleiden.nl/access/item:2716793/download
https://doi.org/10.1086/430380
https://www.tm.mahidol.ac.th/seameo/2009-40-spp1/10-09-009.pdf
https://www.tm.mahidol.ac.th/seameo/2009-40-spp1/10-09-009.pdf
http://www.wsdn.link/1_1.php
https://www.cpij.or.jp/com/iac/newsletter/NL34.pdf
https://www.jpn-geriat-soc.or.jp/publications/other/pdf/clinical_practice_geriatrics_49_164.pdf
https://www.jpn-geriat-soc.or.jp/publications/other/pdf/clinical_practice_geriatrics_49_164.pdf
https://doi.org/10.11271/tss.44.43
https://www.jsdn.gr.jp/english/about/index02.html
https://www.jsdn.gr.jp/english/about/index02.html
https://www.icn.ch/sites/default/files/inline-files/ICN_Disaster-Comp-Report_WEB.pdf
https://www.icn.ch/sites/default/files/inline-files/ICN_Disaster-Comp-Report_WEB.pdf

130 S.Kanbara et al.

23. Pandey A, Pokharel T, Sharma C, Joshi AS, Kanbara S. Introduction to EpiNurse: emerg-
ing care, communication, and health monitoring in Nepal. In: Kanbara S, Miyagawa S,
Miyazaki H, editors. Disaster nursing, primary health care and communication in uncertainty.
Sustainable development goals series. Cham: Springer; 2022. p. 243-59.

24. Kanbara S, Shaw R. Co-evolution of pandemic, human security, and technology. In: Global
pandemic and human security. Singapore: Springer; 2022. p. 41-60.

25. World Economic Forum (WEF). The Global Risk Report 2021. 2021. https://reports.weforum.
org/global-risks-report-2021/. Accessed 30 Aug 2022.

26. International Strategy for Disaster Reduction (ISDR). Risk awareness and assessment. In:
Living with risk—a global review on disaster reduction initiatives; 2002. Chapter 2. https://
www.unisdr.org/files/657_lwrl.pdf. Accessed 30 Aug 2022.

27. Intergovernmental Panel Climate Change (IPCC). Climate Change 2007: synthesis report. In:
Core Writing Team, Pachauri RK, Reisinger A, editors. Contribution of Working Groups I, II
and III to the Fourth Assessment Report of the Intergovernmental Panel on Climate Change.
Geneva, Switzerland; 2007. p. 104. https://www.ipcc.ch/site/assets/uploads/2018/02/ar4_syr_
full_report.pdf. Accessed 30 Aug 2022.

28. Bennett N, James LG. What a difference a word makes: understanding threats to perfor-
mance in a VUCA world. Bus Horiz. 2014;57(3):311-7. Accessed 30 Aug 2022. https://doi.
org/10.1016/j.bushor.2014.01.001.

29. Osingada CP, Porta CM. Nursing and sustainable development goals (SDGs) in a
COVID-19 world: the state of the science and a call for nursing to lead. Public Health Nurs.
2020;37(5):799-805. Accessed 30 Aug 2022. https://doi.org/10.1111/phn.12776.

30. Chen S, Lai Y, Tsay S. Perspectives on the impacts of COVID-19. J Nurs Res. 2020;28(3):85.
https://journals.Iww.com/jnr-twna/fulltext/2020/06000/nursing_perspectives_on_the_
impacts_of_covid_19.2.aspx. Accessed 30 Aug 2022.

31. United Nations Office for Disaster Risk Reduction (UNDRR). Voluntary Commitments
SENDAI FRAMEWORK for Disaster risk reduction 2015-2030. 2020. https://sendaicommit-
ments.undrr.org/commitments/20200102_001. Accessed 30 Aug 2022.


https://reports.weforum.org/global-risks-report-2021/
https://reports.weforum.org/global-risks-report-2021/
https://www.unisdr.org/files/657_lwr1.pdf
https://www.unisdr.org/files/657_lwr1.pdf
https://www.ipcc.ch/site/assets/uploads/2018/02/ar4_syr_full_report.pdf
https://www.ipcc.ch/site/assets/uploads/2018/02/ar4_syr_full_report.pdf
https://doi.org/10.1016/j.bushor.2014.01.001
https://doi.org/10.1016/j.bushor.2014.01.001
https://doi.org/10.1111/phn.12776
https://journals.lww.com/jnr-twna/fulltext/2020/06000/nursing_perspectives_on_the_impacts_of_covid_19.2.aspx
https://journals.lww.com/jnr-twna/fulltext/2020/06000/nursing_perspectives_on_the_impacts_of_covid_19.2.aspx
https://sendaicommitments.undrr.org/commitments/20200102_001
https://sendaicommitments.undrr.org/commitments/20200102_001

Check for
updates

Enabling Techquity in Nursing Practice:
Informatics, Technology, and Innovation

Victoria L. Tiase and Mollie Hobensack

Future of Nursing 2020-2030 recommendation 6:

All public and private healthcare systems should incorporate
nursing expertise in designing, generating, analyzing, and
applying data to support initiatives focused on social
determinants of health and health equity using diverse digital
platforms, artificial intelligence, and other innovative
technologies.

1 Introduction

Healthcare is amid a digital transformation. Emerging technologies are being
deployed into the healthcare setting at a rapid pace with the promise of helping cli-
nicians work smarter, faster, and more efficiently. Patient care and, more specifi-
cally, nursing practice, have already felt the impact. It is difficult to find a situation
where a nurse is not using technology during the workday. As the use of new tech-
nology continues to increase, it requires nurses to have the skills to not only use new
technologies, but also educate patients and families on how to utilize technologies
to support their health. As key stakeholders in technical innovations, nurses are
positioned to lead in the creation and deployment of new care tools that improve the
health and well-being of all.
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However, not all nurses have a clear understanding of how to best leverage
technology within nursing practice, and moreover, healthcare systems do not
always leverage the data generated to provide greater access to care and patient-
specific recommendations, which ultimately support the reduction of inequities in
health care. Alongside this, nurses are constantly being tasked with new responsi-
bilities without the offloading of other tasks. Closing this technology, care gap
will require a multipronged approach. The decade ahead will require the nursing
profession to consider enhancements to nursing education, nursing leadership,
practice models, and community and clinician partnerships that strategically use
technology and data to achieve health equity—commonly referred to as
techquity [1].

In this chapter, we will present the conclusions from the National Academy of
Medicine’s consensus study report, The Future of Nursing 2020-2030, related to the
role of technology, data, and innovation in achieving health equity [2]. Then, we
will discuss each component of the sixth recommendation and describe how tech-
nology can be used to support the integration of social determinants of health
(SDOH) data into nursing practice. Real-world examples and international case
studies will be provided to illustrate potential interventions. We will also consider
the role of informatics and innovation to support the nursing profession as a whole.
In closing, we will initiate a call to action for nurse-led, multi-stakeholder efforts
that use innovative and technical solutions to enable all individuals to live their
healthiest lives.

2 The Digital Transformation

Since the establishment of the Health Information Technology for Economic
Clinical Health Act (HITECH) in 2009, the state of technology in patient care has
radically changed. HITECH incentivized the adoption of electronic health records
(EHRs), which in turn has led to an exponential growth in healthcare technologies
and health data in the electronic format. Also, HITECH introduced the “meaningful
use” program, now relabeled as promoting interoperability, to encourage the safe
sharing of health data across the patient’s care team for improvements in the quality
of care. In addition to improved outcomes, priorities such as reducing health dis-
parities, including patients and families in their care, and improving care coordina-
tion and public health emerged.

Over the past decade, technological advances have also changed the way health-
care services are delivered. Now, nurses can track the status of their patients at both
individual and population levels. Care coordination can occur through a mobile
device where patients can access, share, and gather their health data using mobile
health apps. During the pandemic, technology broke down barriers further, with the
increase of telemedicine visits and remote patient monitoring affording access to
care to those who wouldn’t have otherwise. In addition, new technologies have been
developed to collect data on environmental factors and other SDOH, highlighting an
area for emerging innovations.
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3 Health Equity Opportunities

Although technology has advanced, process improvements are needed. Integrating
SDOH data into EHRs can identify and support clinical-community linkages, but
there is insufficient infrastructure for standardized data capture and interoperable
exchange between the clinical and community settings. Community-based orga-
nizations can improve the SDOH data collection in their communities if provided
the technology to do so. And once collected and shared, SDOH data must be
incorporated into nursing practice in a meaningful way. Since EHRSs in their cur-
rent form do not adequately support nursing care delivery models that can influ-
ence SDOH and improve health equity, transforming SDOH data into operational
knowledge will require healthcare settings to routinely employ nurse informatics
professionals to assist with such efforts. Nurses have a responsibility to promote
access to and assist individuals with patient-centered health information technol-
ogy such as telehealth and mobile health, but not all programs of nursing educa-
tion provide technology training beyond the EHR. And although some large
technology companies driving healthcare innovation efforts have placed nurses in
leadership positions, roles for nurses in the corporate technology sector remain
undefined.

The above conclusions led to the development of the sixth recommendation of
the Future of Nursing 2030 report, which focused on the informatics, technology,
and innovation needed to achieve health equity: “...healthcare systems should incor-
porate nursing expertise in designing, generating, analyzing, and applying data to
support initiatives focused on SDOH and health equity using diverse digital plat-
forms, artificial intelligence, and other innovative technologies.” [2] The recom-
mendation includes five sub-recommendations: (1) Accelerate interoperability
projects, (2) ensure collaboratives improve visualization of SDOH data and associ-
ated decision-making by nurses, (3) employ nurses with requisite expertise in infor-
matics, (4) give nurses in clinical settings the responsibility and clinical resources to
innovate and use technology, and (5) facilitate the provision of telehealth by nurses.
In the pages that follow, each of the sub-recommendations will be described briefly
along with examples where nurses are leading the way in using technology to
advance health equity.

4 Accelerating SDOH Interoperability

Nurses are at the forefront of providing longitudinal care allowing them to identify
and partner with patients to address their holistic care needs. However, there are
limitations in the integration of current technologies creating disjointed care and
perpetuating health inequities. Inviting nurses into policy conversations on mean-
ingful data exchange can advance the acceleration of interoperability projects aimed
at reducing health disparities. Partnerships among government, hospital, and vendor
stakeholders can support standardization around SDOH documentation, fostering
an EHR that holistically reflects a patient’s health journey. Ultimately, this work can
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remove duplicate documentation and bridge the silos between hospital and com-
munity settings.

In the United Kingdom, providers are able to prescribe social resources in the
community to improve health [3]. Locally, this idea has manifested through orga-
nizations like Health Leads, whose mission is to identify SDOH needs (e.g.,
food, heat, and housing) and connect communities to local resources [4]. As the
Nurse Practitioner workforce continues to grow in the primary care setting, edu-
cating and equipping advanced practice nurses with tools to screen and intervene
for SDOH needs could radically transform health. In a recent study at the
University of California San Francisco, Nurse Practitioner students expressed
discomfort in screening for SDOH and creating treatment plans around unmet
social needs; in addition, students identified knowledge gaps around navigating
community resources [5]. Simulated experiences to screen for SDOH were then
incorporated into nursing curriculum to support earlier reflection, practice, and
intentionality. Education can be further augmented through instruction on the use
of Z codes, which are a set of ICD-10 codes that standardize the documentation
of SDOH [6].

Within community health centers, previous studies have integrated SDOH
documentation in the EHR [7, 8]. Other studies have recognized the potential
of SDOH data capture through partnerships with patients [9, 10]. Together,
both highlight opportunities for increased collaboration among stakeholders to
reduce the duplication of documentation. Hatef et al. [11] illuminate the poten-
tial of building an infrastructure of SDOH data through the integration of com-
munity-level SDOH (collected by public health offices) and individual-level
SDOH (collected by patients) to guide patient-specific clinical decision-mak-
ing and health policies. Strengthening the collaboration between community
and acute health can also pave the way for novel innovations integrated into the
EHR (e.g., clinical decision-support) such as identifying patients at risk for
deterioration or connecting patients to local resources [12]. Ultimately, as
interoperability related to SDOH accelerates, we anticipate advances in health
equity and fortuitously, a reduction in the documentation burden placed
on nurses.

5 SDOH Data Visualization

As SDOH data are collected from and shared with various sources, a related task is
to incorporate them into nursing practice in a meaningful way. This requires proper
visualization and contextualization such that nurses can efficiently make use of the
data as part of personalizing care. Local health leaders have reported challenges in
accessing and using SDOH to monitor and addressing disparities [13]. Some of the
challenges include staff expertise and resources, especially related to displaying and
communicating data. Although implementation and utility are in the early stages,
there are some promising examples of efforts that make SDOH data accessible and
visible in practice settings.
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Case Studies

1. The Gravity Project is an open public collaborative that is developing
consensus-based standards to facilitate SDOH data capture, exchange, and
use [14]. One of the initial participants and lead clinical informaticist for the
collaborative is a rural nurse practitioner and doctoral prepared nurse
researcher, Sarah DaSilvey. Since 2019, the Gravity Project has developed
data sets for 14 SDOH domains, published value sets in the National Library
of Medicine Value Set Authority Center, and submitted its first SDOH Clinical
Care Fast Healthcare Interoperable Resources Implementation Guide. Later
this year, the Gravity Project will facilitate testing and validation through
real-world pilots [14]. This is an opportunity for healthcare organizations to
test the use of SDOH data and improve the visualization and use of these data
in practice. Additionally, nurses can participate in these upcoming activities
and test the meaningful collection of SDOH through nursing documentation,
ultimately influencing the use of standardized SDOH data elements in
patient care.

2. Backonja et al. designed an interactive visualization dashboard, named
SHARE-NW (Fig. 1), for rural local health departments in the northwestern
United States to address health disparities [15]. The dashboards were devel-
oped using principles of user-centered design and in practice, are accompanied
by training resources to assist public health professionals with relatively little
data experience. At this time, the data are compiled from publicly available
resources, but there is great potential to use the lessons learned from these
dashboards to incorporate patient-level SDOH data and extend to other care
settings.

User-centered development of an interactive visualization
dashboard for rural public health to address health disparities

Dara for Rural Health Equity

With end-users & stakeholders,
we developed a website with dashboards
for publicly available rural data via: ﬁ
—

Mockup evaluations Usability testing

Rural public
health has a
need for data to
identify &
address health
disparities

Findings informed the
final version of the
) website available now

Funder: Office of the Assistant Loy REe—- o ; )
Secretary for Health gram #1 ; e 13 # e sharenw.nwephp.org
CPIMP171144-01-00) L A i e g p i

Fig. 1 SHARE-NW Dashboard [15]. (Reproduced with permission)
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6 Employ Informatics Expertise

An increase in trained nursing informaticists with the ability to leverage artificial
intelligence and summarize and contextualize SDOH data in a way that provides
actionable insights is needed globally. Even nurses who don’t consider informatics
as a specialty must conceptually understand how the analysis of massive data sets
can influence care outcomes. Required competencies for nurses should include the
skills to enhance caring relationships through technology and the ability to person-
alize care based on patient preferences, social needs, and technology access.

As of 2021, there were approximately 3000 certified nurse informaticists in the
United States to support an overall nursing workforce of over four million [16]. It is
unclear how many other countries identify with having informatics nurses, but the
Nursing Informatics Special Interest Group of the International Medical Informatics
Association reports that in addition to the United States, the following countries are
society members: Australia, Austria, Belgium, Brazil, Canada, Chile, Croatia,
Denmark, Finland, Germany, India, Ireland, Israel, Japan, New Zealand, Norway,
Philippines, Republic of Korea (South Korea), Romania, Slovenia, Sri Lanka,
Sweden, Switzerland, Taiwan, United Arab Emirates, and United Kingdom [17]. In
2020, the Hospital Information Management Systems Society (HIMSS) Nursing
Informatics Workforce Survey reported that a majority of nurse informaticists
(68%) work for a healthcare system while the remainder of nurses work for a ven-
dor, government agency, or academia [18]. This accentuates the need for more
trained informaticists, especially in community settings.

To support an increase in informatics training, as of 2021 the American Association
of Colleges of Nursing added “Informatics and Healthcare Technologies” as a
required competency for nursing school accreditation [19, 20]. This landmark deci-
sion will help to standardize and qualify all nurses to enter the profession with a
familiarity to informatics. This creates opportunities for nurses with informatics
expertise to lead initiatives in the community targeted at the integration of SDOH data.

7 Providing Resources to Innovate

Empowering nurses to embrace a culture of innovation by harnessing their clinical
expertise in the development of new technologies will lead to more rigorous patient-
and nurse-centered technologies [21]. However, as new technologies are introduced
to care environments, technological stress must be carefully considered so that effi-
ciencies are realized rather than creating additional burdens. This must be a real,
measured approach that requires nursing innovation.

Innovation can come in the form of projects aimed at using artificial intelligence
to improve outcomes or the optimization of EHR functions (e.g., clinical decision-
support). For example, nurse researchers developed a clinical decision-support
(CDS) tool that identifies patients who are at risk for deterioration entitled
“Communicating Narrative Concerns Entered by RNs (CONCERN)” [22]. This
tool, situated into a nurse’s routine workflow, was the result of a nurse’s observation
that increased nursing surveillance is often a signal of a nurse’s concern for a patient
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[23]. The implementation of this CDS into the EHR required the expertise of a
diverse group of nurses (e.g., informatics, standards, governance, bedside, advanced
practice) to enable effective development, implementation, and utilization. This
work also highlights the importance of narrative documentation by nurses in the
early identification of patients who are at risk for experiencing a rapid response
event or mortality [24]. Expanding into the home-care setting, the CONCERN
model has been adapted to proactively identify patients at risk for hospitalization or
visiting the emergency department through the utilization of artificial intelligence to
analyze narrative notes [25]. These teams include nurses at the forefront of research
focused on innovation and the intersection of clinical care and informatics.

Innovation in nursing can be defined as producing information, protecting health,
preventing disease, and offering personalized care to deliver quality care [26].
Nurses are well equipped to develop new solutions targeted at addressing these
areas. In order to do this, Sensmeier recommends that nurse leaders encourage
divergent thinking, support risk-taking behavior, value learning from failure,
embracing flexibility, and promoting autonomy in innovation [27]. At the bedside
level, championing nurses at every stage of the technology life cycle will help to
increase uptake and integration of technology into the nursing workflow [28].
Routinely consulting with clinicians throughout the development of innovations is
lacking [29]. However, there are some examples where nurses are not only a part of
the research team but also are consulted at each stage of the development life cycle.
One example from Switzerland is the creation of a nursing app at the University
Hospitals of Geneva [30]. Details of the case study are found below.

Case Study

3. Atthe University Hospitals of Geneva in Switzerland, Ehrler et al. (2021) designed
and developed a tool to increase the efficiencies of nurses by providing access to
EHR data at the bedside. The authors used a participatory design approach and
added detail in the design phase to ensure nurse participation at an early stage to
maximize user acceptance. Nursing involvement and feedback at every stage of
the development life cycle was an important factor in tailoring the product to the
needs and workflows of the nurses. Focus groups consisting of nurses were used to
identify the information needs that could be addressed with the tool and conse-
quently the main interactions between the nurses and EHR data. Through iterative
user-centered design cycles, nurses provided feedback on the proposed concepts
and whether user needs were met. The nurses discussed their satisfaction and
impressions at the end of the usability evaluation. Nurse participation in the pilot
testing was voluntary, but the tool was offered to all nurses. At the end of the study,
the nurses completed a technology acceptance questionnaire. Nurses were involved
at every stage of the process and identified new functions, such as a camera for
wound assessment and a team communication tool for future iterations.

Globally, others have demonstrated the value of championing nurse innovations.
In China, researchers evaluated the effectiveness of a nursing innovation workshop
to enhance innovation ability and found that nurses’ reported improvement in
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innovation and research ability following attendance in the workshop [31]. A simi-
lar study conducted in Saudi Arabia found that nurses benefited from innovative
educational programs and were receptive to engaging in innovation [32]. In New
Zealand, Krishnamurthi et al. successfully tested the feasibility of using the Stroke
Riskometer App with diverse ethnic groups, a tool used to address gaps in primary
stroke prevention [33]. In the United Kingdom, National Health Services nurses in
the community are trialing virtual reality goggles allowing them to transcribe
appointments into the EHR to reduce time spent conducting administrative tasks. In
addition, the goggles support nurses in performing wound assessment [34]. Overall,
the literature emphasizes the importance of entrepreneurial leadership and the envi-
ronment in encouraging nurses to innovate [35-37].

In the United States, there have been multiple initiatives aimed at increasing
opportunities for nurses to share their innovative ideas across the industry, hospital,
and academic settings. While not an exhaustive list, Table 1 presents organizations

Table 1 Nurse innovation opportunities in industry

Organization

Event

Link

Johnson and Johnson;
Microsoft; Sonsiel

Nurse Hack 4 Health:

Pitch-A-Thon

https://nursehack4health.org/

Johnson and Johnson

QuickFire Challenge

https://nursing.jnj.com/innovate-with-us/
nurses-innovate-quickfire-challenge

Johnson and Johnson

Nurse Innovation
Fellowship

https://nursing.jnj.com/innovate-with-us/
nurse-fellowship

American Nurses
Association/HIMSS

NursePitch

https://www.nursingworld.org/
practice-policy/innovation/events/
nursepitch/

American Nurses
Association (ANA)

Innovation Award

https://www.nursingworld.org/
practice-policy/innovation/events/
awards/

Alliance for Nursing
Informatics (ANI)

ANI Emerging
Leaders

https://www.allianceni.org/programs/
ani-emerging-leaders

The Queen’s Nursing

Community Nursing

https://qni.org.uk/explore-qni/nurse-led-

Institute Innovation projects/partnerships-for-innovation/
Programme
Innovation Norway, Nordic Health 4.0— https://www.businessfinland.fi/en/

Business Finland &
Business Sweden

the Amplified Nurse
in Singapore

whats-new/events/2022/
nordic-health-4.0-the-amplified-nurse-
in-singapore

National Health Service

NHS Innovation

https://nhsaccelerator.com/about-us/

England Accelerator

Society of Nurse Networking https://www.sonsiel.org/
Scientists, Innovators

Entrepreneurs, and

Leaders (SONSIEL)

Campaign for Action The Nursing https://campaignforaction.org/

Innovations Fund

our-network/grantee-and-award-
programs/the-nursing-innovations-fund/

Robert Wood Johnson
Foundation

MakerNurse

http://makernurse.com/



https://nursehack4health.org/
https://nursing.jnj.com/innovate-with-us/nurses-innovate-quickfire-challenge
https://nursing.jnj.com/innovate-with-us/nurses-innovate-quickfire-challenge
https://nursing.jnj.com/innovate-with-us/nurse-fellowship
https://nursing.jnj.com/innovate-with-us/nurse-fellowship
https://www.nursingworld.org/practice-policy/innovation/events/nursepitch/
https://www.nursingworld.org/practice-policy/innovation/events/nursepitch/
https://www.nursingworld.org/practice-policy/innovation/events/nursepitch/
https://www.nursingworld.org/practice-policy/innovation/events/awards/
https://www.nursingworld.org/practice-policy/innovation/events/awards/
https://www.nursingworld.org/practice-policy/innovation/events/awards/
https://www.allianceni.org/programs/ani-emerging-leaders
https://www.allianceni.org/programs/ani-emerging-leaders
https://qni.org.uk/explore-qni/nurse-led-projects/partnerships-for-innovation/
https://qni.org.uk/explore-qni/nurse-led-projects/partnerships-for-innovation/
https://www.businessfinland.fi/en/whats-new/events/2022/nordic-health-4.0-the-amplified-nurse-in-singapore
https://www.businessfinland.fi/en/whats-new/events/2022/nordic-health-4.0-the-amplified-nurse-in-singapore
https://www.businessfinland.fi/en/whats-new/events/2022/nordic-health-4.0-the-amplified-nurse-in-singapore
https://www.businessfinland.fi/en/whats-new/events/2022/nordic-health-4.0-the-amplified-nurse-in-singapore
https://nhsaccelerator.com/about-us/
https://www.sonsiel.org/
https://campaignforaction.org/our-network/grantee-and-award-programs/the-nursing-innovations-fund/
https://campaignforaction.org/our-network/grantee-and-award-programs/the-nursing-innovations-fund/
https://campaignforaction.org/our-network/grantee-and-award-programs/the-nursing-innovations-fund/
http://makernurse.com/

Enabling Techquity in Nursing Practice: Informatics, Technology, and Innovation 139

Table 2 Nurse innovation opportunities in the healthcare setting

Organization | Center Link
Mount Sinai | Center for Nursing https://www.mountsinai.org/locations/mount-
Research and Innovation sinai/about/health-professionals/nursing/
center-for-nursing-research-and-innovation
Mass The Center for Innovations | https://giving.massgeneral.org/stories/
General in Care Delivery at nursing-innovation-enters-new-era/
Hospital Massachusetts General
Hospital
University of | Nursing Research and https://nursing.careers.ufhealth.org/shands-at-uf/
Florida Innovation nursing-research-innovation/
Health
Cleveland Nursing Research and https://my.clevelandclinic.org/departments/
Clinic Innovation nursing/about/specialties/nursing-research
Taiwan Collaboration with Tzu https://www.tahsda.org.tw/en/
Adventist Chi University of Science | DepartmentOfNursing_NI.php
Hospital and Technology

Table 3 Nurse innovation opportunities in the academic setting

Universities Link

University of Connecticut https://nursing.uconn.edu/research-innovation/
innovation-new-knowledge/#

University of Pennsylvania | https://www.nursing.upenn.edu/innovation/

Drexel University https://catalog.drexel.edu/graduate/
collegeofnursingandhealthprofessions/nursinginnovation/

The Ohio State University https://nursing.osu.edu/offices-and-initiatives/
center-healthcare-innovation-and-leadership

Duke University https://hil.nursing.duke.edu/

Emory University https://www.nursing.emory.edu/pages/project-nell

John Hopkins University https://nursing.jhu.edu/faculty_research/research/nora/
discovery-innovation-fund.html

New York University https://nursing.nyu.edu/innovation

University of Michigan https://nursing.umich.edu/HiiP

that support nursing innovation at the industry level. Health systems have also
begun creating or partnering with innovation centers (see Table 2). Other research
has explored the creation of nursing innovation centers in the academic setting (see
Table 3).

For example, the Cleveland Clinic Nursing Innovation Center was founded in
2013 and remains focused on educating nurses on innovation opportunities and rec-
ognizing innovative ideas. Alternatively, New York-Presbyterian Hospital resourced
the creation of an “iUnit” to encourage innovation amongst nurses and other staff
members using new technologies (e.g., iPhones, tablets) and provide training on
design thinking [38]. Nurses were highly satisfied with the ability to generate new
ideas and see them come to fruition on the iUnit [38]. Some of these ideas can be
easily scaled and replicated across multiple institutions for cross-collaboration.
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The development of a clinical idea into an actionable product requires expertise
that is not always intuitive. We encourage nurses to explore opportunities that
include collaboration with interdisciplinary and industry teams to advance a shared
vision that will strengthen quality care [39]. At the industry level, nurses can engage
in hackathons, incubators, and accelerators which offer a space for nurses to inno-
vate alongside experts in entrepreneurship [34].

8 Facilitate Telehealth

Over the past few years, telehealth services have been on the rise as the lack of pri-
mary care in rural areas and an aging and more chronically ill population put
demands on the healthcare system. Incorporating virtual visits and remote monitor-
ing tools into patient care necessitates an increasing role for nurses in telehealth
activities. To support the nurse’s role, modifications to licensure and scope of prac-
tice along with the development of new care models and competencies are war-
ranted. From a health equity lens, telehealth is more than an add-on to traditional
access to care; it provides a new way of caring for patients outside of the traditional
care setting. With this paradigm shift, nurses must be prepared to not simply support
telehealth efforts but to lead in its integration within longitudinal healthcare
processes.

An example of telehealth contributing to new models of care is evident with its
use in school-based health centers. In South Carolina, a school-based asthma tele-
health program implemented a team-based approach to asthma, including the use of
nurse telepresenters, in over 70 schools throughout the state [40, 41]. Since the need
was higher in rural areas with increased underserved populations, specific market-
ing and implementation strategies were put in place to scale the program. Details of
the program are found below.

Case Study

4. In South Carolina, a telehealth program to care for children with acute exacer-
bations and chronic asthma management (e.g., education, symptom monitor-
ing, risk factor mitigation, and medication delivery) was implemented. The
interdisciplinary team included physicians, nurse practitioners, respiratory
therapists, and school nurses. The school nurses were supported by telepre-
senters—typically locally situated, licensed prepared nurses—who assisted
with scheduling, technology issues, and/or home visits. Implementation strate-
gies that contributed to its success included building relationships, marketing
and providing technical assistance, and educating and supporting program
delivery. Evaluators reported that key facilitators were strong nurse leadership
and partnerships between the telehealth and school teams. Schools with a
nurse dedicated to serving as the program “champion,” demonstrated higher
levels of success.
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Due to COVID-19 pandemic needs, in 2020 the Australian government made
funding available to support general practice nurse (GPN) telehealth consultations
in certain communities. Consultations were limited to health assessments for
Aboriginal and Torres Strait Islander people, and chronic disease management con-
sultations [42]. The rapid implementation of telehealth required GPNs to redesign
their current roles and pivot to a new care delivery model. However, although GPNs
were reported to have embraced telehealth quickly, this could not have been accom-
plished without support for the needed training and funding for the technology.

9 Call to Action

Technology implementations, mHealth app development, and machine learning
models continue to be developed largely without nursing input. Biases in the end
products and in the way that they are implemented can exacerbate inequities
unknowingly. Nurses have the skills, knowledge, and patient perspective needed to
combat this issue and create technology that can be used for good. Organizations
that hire and support nurses must mount a coordinate response over the next
decade. As an example, HIMSS established a task force that created a Future of
Nursing Informatics Action Plan primarily centered on the scaling of innovation
activities. To enable techquity in nursing practice and more generally in healthcare,
we suggest the following call to action related to informatics, technology, and
innovation:

e Nurses and organizations that employ nurses should engage in the piloting and
testing of developed standards from the Gravity Project.

e Research describing how nurse leaders engage with staff nurses in technology-
related discussions about striking the balance between increased SDOH data
capture and avoiding additional burden should be disseminated [43].

e Nurse leaders should advocate for protected time for nurses to engage in infor-
matics opportunities (e.g., governance boards) to reflect the value of the nurs-
ing voice.

e Nurse educators should encourage and incorporate design thinking into the nurs-
ing curriculum and partner with practice settings to test prototypes. Prior to pur-
chasing innovative tools, nurse leaders should inquire whether the technology
vendor incorporates nursing knowledge into their design and development
processes.

e Healthcare organizations should incorporate nurses into telehealth implementa-
tions. Nurse-led care models for virtual care should be developed.

To stay connected to new initiatives, the Alliance of Nursing Informatics (https://
www.allianceni.org/) and the International Medical Informatics Association’s
Nursing Informatics Special Interest Group (https://imia-medinfo.org/wp/sig-ni-
nursing-informatics/) are relevant resources.
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In conclusion, the future of healthcare demands the proliferation of nurse-led
innovation that leverages technology to achieve techquity. A coordinated effort
across all of nursing is paramount to envision a future where high-touch and high-
tech care is provided to all.

Study Guide Questions

1. Discuss a clinical gap you have seen in practice and how you would go about
solving the problem through an innovative solution. Think through what venues
you would take to develop your idea, who would need to be part of the team, and
what skills you would seek to gain.

2. Discuss how you have previously seen technology used to address health equity
in nursing practice. What are the ways you think it could be improved? Do you
have any ideas for future innovations?

3. What are other uses in telehealth where nurses could play a key role? How might
this impact patient care? What new technology solutions may be needed?
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Creating a Shared Agenda to Achieve
Health Equity

Jing Wang and Carli Zegers

Future of Nursing 2020-2030 Recommendation 1:

In 2021, all national nursing organizations should initiate work
to develop a shared agenda for addressing social determinants
of health and achieving health equity. This agenda should
include explicit priorities across nursing practice, education,
leadership, and health policy engagement. With support from
the government, payers, health and healthcare organizations,
and foundations, the implementation of this agenda should
include associated timelines and metrics for measuring impact.

The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity report
published by the National Academies of Sciences, Engineering, and Medicine [1]
presented a key recommendation for all national nursing organizations to create a
shared agenda on health equity, as detailed below “Recommendation 1: In 2021, all
national nursing organizations should initiate work to develop a shared agenda for
addressing social determinants of health and achieving health equity. This agenda
should include explicit priorities across nursing practice, education, leadership, and
health policy engagement. The Tri-Council for Nursing and the Council of Public
Health Nursing Organizations, with their associated member organizations, should
work collaboratively and leverage their respective expertise in leading this agenda-
setting process. Relevant expertise should be identified and shared across national
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nursing organizations, including the Federal Nursing Service Council and the
National Coalition of Ethnic Minority Nurse Associations. With support from the
government, payers, health and healthcare organizations, and foundations, the
implementation of this agenda should include associated timelines and metrics for
measuring impact.”

This recommendation, at its core, has signified the importance of aligning all
national nursing organizations toward a shared agenda in advancing health equity
through nursing. Addressing health inequities requires significant and sustained
efforts across all sectors to eradicate systematic and structural barriers, especially
social barriers to health. Nurses, as the most trusted and largest healthcare profes-
sionals, are the best advocates for patients, families, and communities to address
holistic care needs including social determinants of health. The significance of a
shared agenda across all national nursing associations is powerful; however, it
requires efforts toward education, practice, research, and policy to be made in an
overlapping manner, not independently. Its core should be focused on putting nurs-
ing in the bigger context of health and health care. The emphasis on aligning not just
nursing sector, but also other health and healthcare sectors in balancing quality- and
safety-driven, versus revenue-driven healthcare systems and emphasizing nurses’
and clinicians’ work environments shall be addressed by all shareholders in advanc-
ing this shared agenda broadly and effectively.

1 National and Global Context in Creating
a Shared Agenda

Nursing professional organizations creating an alliance is key to creating a shared
agenda for advancing health equity to provide explicit priorities across practice,
education, leadership, and policy leaders for agenda setting. Key alliances within
national nursing professional organizations include: (1) the Tri-Council for
Nursing, an alliance between the American Association of Colleges of Nursing, the
American Nurses Association, the American Organization for Nursing Leadership,
the National Council of State Boards of Nursing, and the National League for
Nursing; (2) The Council of Public Health Nursing Organizations, a coalition of
the nation’s leading public health nursing organizations (The Alliance of Nurses for
Healthy Environments (ANHE), American Public Health Association—Public
Health Nursing Section, Association of Community Health Nursing Educators,
Association of Public Health Nurses, Rural Nurse Organization, National
Association of School Nurses); (3) National Coalition of Minority Nurses
Association, a unified force advocating for equity and justice in nursing and health
care for ethnic minority populations, including Asian American/Pacific Islander
Nurses Association, Inc. (AAPINA), National Alaska Native American Indian
Nurses Association, Inc. (NANAINA), National Association of Hispanic Nurses,
Inc. (NAHN), National Black Nurses Association, Inc. (NBNA), and Philippine
Nurses Association of America, Inc. (PNAA), and 4) Federal Nursing Service
Council, consists of U.S. Army, Navy, Air Force, including Guard and Reserve,
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Public Health Corps, American Red Cross, Department of Veteran’s Affairs, and the
Uniformed Services University of the Health Sciences Graduate School of Nursing.

Globally, the World Academy of Nursing Sciences, the International Council of
Nurses (ICN), and the World Health Organization (WHO), are all key partners that
had a huge interest in creating a shared agenda through nursing and supporting
efforts toward equity-minded nurses, nurse educators, and nurse scientists to achieve
health equity for all.

Interprofessional education and collaborative health care are also essential to the
success of creating the shared research agenda for health equity. Interprofessional
Education Collaborative (IPEC), started in 2009 with six national education asso-
ciations of schools of the health professions forming a collaborative to “promote
and encourage constituent efforts that would advance substantive interprofessional
learning experiences to help prepare future health professionals for enhanced team-
based care of patients and improved population health outcomes”, now including 21
national health professions associations that represent “higher education in allo-
pathic and osteopathic medicine, dentistry, nursing, pharmacy, and public health
created core competencies for interprofessional collaborative practice to guide cur-
ricula development across health professions schools.” Academic nursing education
institutions and academic health science centers should leverage national partners
such as IPEC, along with the Canadian Interprofessional Health Collaborative
(CIHC) and the American Interprofessional Health Collaborative (AIHC) to develop
and implement curriculum on bringing all health professionals students to train
together to gain knowledge and skills as a team to address social determinants of
health and health inequities will significantly ensure the success of the shared
agenda as we educate the next generation of health care and social care profession-
als who will sustain efforts made to implement and disseminate the shared agenda.

2 Creating a Shared Agenda: Work in Progress

2.1 National Nursing Coalitions and Alliances Leading the Way
in Creating Shared Agenda

The Tri-Council represents “nurses in practice, nurse executives and nursing educa-
tors”, through its member organizations, is key in creating the shared agenda, with
its “diverse interests encompass the nursing work environment, healthcare legisla-
tion, and policy, quality of health care, nursing education, practice, research, and
leadership across all segments of the health delivery system [2]. While each organi-
zation has its own constituent membership and unique mission, they are united by
common values and convene regularly for the purpose of dialogue and consensus
building, to provide stewardship within the profession of nursing [2].” American
Nurses Association, in collaboration with the National Coalition of Ethnic Minority
Nurses Association (NCEMNA) and its member organizations launched the
National Commission to Address Racism in Nursing (the Commission) to examine
“the issue of racism within nursing nationwide focusing on the impact on nurses,
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patients, communities, and healthcare systems to motivate all nurses to confront
individual and systemic racism”. On June 11,2022, the ANA Membership Assembly,
the governing and official voting body of ANA, took historic action to begin a jour-
ney of racial reckoning by unanimously voting ‘yes’ to adopt the ANA Racial
Reckoning Statement. This statement is a meaningful first step for the association to
acknowledge its own past actions that have negatively impacted nurses of color and
perpetuated systemic racism.

Council of Public Health Nursing Organizations is in prime position in this
shared agenda to address social determinants and structural barriers cross communi-
ties including rural communities and school settings, as it partners to “collectively
and collaboratively strengthen public health nursing as a professional specialty, pro-
moting excellence in practice, education, leadership, and research” and to “advocate
for state, national, and global policies that improve the health of the public” [3].

The NCEMNA, since its inception, has been leading the charge of addressing
health equity for all. Through its unified voice, NCEMNA is actively participating
in the National Commission to Address Racism in Nursing, Campaign for Nursing
Action, and through its member organizations such as National Black Nurses
Association and National Hispanic Nurses Association for nurses on the hill advo-
cacy. NCEMNA had the policy conference “A Year in Review: Health Equity and
Social Justice” in 2021, and the planned 2023 “NCEMNA Leading the Way to
Health Equity” featuring keynote speakers from federal government, academic and
health system partners to engage nursing scientists, educators, practitioners to effect
policy impact of the educational and scientific work. NCEMNA has also led efforts
in collectively supporting critical timely issues related to racism for minority nurses
including condemnation of anti-Asian hate, racism and violence against Black Men
and Asian Americans. In the 7th International Nursing Research Conference of the
World Academy of Nursing Science—Nurses Together for Global Challenges—
Leading Nursing Science and Knowledge Generation post Global Pandemic, hosted
by one of its NCEMNA members, AAPINA and Taiwan Nurses Association, high-
lighted global DEI work in Asian countries and across the globe as well as National
Institute of Nursing Research (NINR) and ICN lending focus and support for health
equity agenda through COVID time. Globally, ICN’s emphasis on Nurses Together:
Influence, Action and Solutions to Global Challenges, highlighted focus on stake-
holders including nursing students, with a cohort of nursing students entering the
pandemic and unique learning. “Nurses are essential in transforming health care and
health systems such that no person is left behind, without access to care or impov-
erished because of their need for health care,” this shared agenda of addressing
health equity issues is best achieved through engaging WHO, through advocacy to
strengthen and protect the nursing workforce, and through investing in nursing
leadership.

Structural alliance with evaluation metrics is key to creating the shared agenda
through nursing leading its way. Since the release of the Future of Nursing
2020-2030 report, AARP/RWIJF has funded continued efforts for the Campaign for
Action. The Campaign is coordinated through the Center to Champion Nursing in
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America, also an initiative of AARP Foundation, AARP, and RWIJF, through its
work with leading nursing organizations, other business, consumer, and health pro-
fessional organizations, advisers on strategy and diversity to make progress nation-
wide to improve America’s health through nursing and build a Culture of Health.
The Campaign and nurses leading to achieve health equity has provided the struc-
tural platform to create, disseminated, and implement the shared agenda. The Equity
Diversity and Inclusion Steering Committee and its incoming Health Equity Summit
in 2022 Nov shows continued efforts in sustaining the focus on the shared agenda,
through its state action coalitions and readily available tools and templates in guid-
ing the nationwide implementation of the shared agenda, its key to prepare “equity-
minded” nurses and their allies to understand key ideas in health equity and take
action for justice.

2.2 Advancing Health Policy Efforts in this Shared Agenda

Sustainable change through health policy changes is core to create and implement
the shared agenda. The American Academy of Nursing, with its mission to
improve health and achieve health equity by impacting policy through nursing
leadership, innovation, and science, has continued its efforts through its expert
panels in leading health policy dialogues in advancing health equity. From its
2019-2020 policy priorities highlighting that “they have a clear and distinct focus
on social determinants of health and uses this lens to advance policies and solu-
tions within each of the three overarching priorities” to its Policy Priorities for
2021-2022 including Advancing Health Equity and Championing Wellness;
Promoting Innovation and Sustainability; and Reducing Patient, Provider, and
System Burden; American Academy of Nursing through its over 2700 members
and expert panels, has been on the forefront leading health policy advances
through nursing. An example includes the consensus paper [4] in Defining the
Social Determinants of Health for Nursing Action to Achieve Health Equity
through its expert panels on Environmental & Public Health; Nursing Theory-
Guided Practice; Cultural Competence & Health Equity; Child, Adolescent &
Family; and Psychiatric, Mental Health & Substance Use Expert Panels. One
example [5] of an important health policy implication of this consensus paper is
advocating for a focus on structural racism as a necessary step to advance health
equity and improve the health of racialized black and brown populations through
sustaining The Patient Protection and Affordable Care Act (ACA) and Medicaid
expansion in all states, as evidence showed the rise of insurance coverage in all
racial and ethnic groups, especially among Back and Latinx people, since the
implementation of the ACA core provisions in 2014 in all states. Evidence showed
the rise of insurance coverage in all racial and ethnic groups, especially among
Black and Latinx people, since the implementation of the ACA core provisions in
2014, except that there was a sharp decrease for insured status among people of
color in the 14 states that have not expanded Medicaid.
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23 Academic Nursing Institutions
and Interprofessional Engagement

Large waves of academic nursing institutions are adding directors, assistants, or
associate deans for diversity and inclusion, and Minority Serving Institutions have
been focusing on enhanced collaboration to build equal infrastructure to support
nursing education, research, and practice. Pipeline programs and philanthropy for
academic institutions to dedicate efforts toward health equity and addressing social
determinant of health are also gaining attention. IPEC and curriculum with accredi-
tation bodies are also aligning interprofessional curriculum on educating the next
generation of nurses and other healthcare professionals on health equity fronts. The
eighth Collaborating Across Borders (CAB VIII) conference that will be held virtu-
ally in May 2023 will focus on Hope and Trust in Health and Social Care, which
signifies the connection of social care and health care through interprofessional edu-
cation and collaborative healthcare practice.

24 Federal Government and Global Organizations
on Research and Education Funding in Generating Science
to Advance Health Equity and Address Social
Determinants of Health

National Institutes of Health (NIH) has initiated The NIH Common Fund’s Faculty
Institutional Recruitment for Sustainable Transformation (FIRST) awards to sup-
port underrepresented minority faculty’s success in health sciences research. For the
first 12 awards given, several nursing schools are partners with other health profes-
sions, Florida State University College of Nursing is the prime awardee among the
12, leading the FLORIDA-BRIGATE program in collaboration with medicine and
psychology focused on supporting chronic diseases and mental health focused
minority scientists. The newly released NINR 2022-2026 Strategic Plan [6], with a
mission to “Lead nursing research to solve pressing health challenges and inform
practice and policy—optimizing health and advancing health equity into the future,”
is putting health equity and social determinants of health from the shared agenda as
two core research lenses to guide the federal funding to support nursing research.
Advancing this shared agenda requires advancing nursing science in its core. With
its new strategic plan focused on addressing social determinants of health to achieve
health equity at NINR, the applications and funded nursing research focused on
these areas will greatly position nurse scientists and nursing research in advancing
the shared agenda of advancing health equity through addressing systematic and
structural barriers to health and health care. (See Chap. 11, part 1 for an extensive
discussion on advancing nursing research to advance health equity).

Another area of focus on the shared agenda on health equity is in the area of
climate change and health equity. In August 2021, the U.S. Department of Health,
and Human Services (HHS) has established the Office of Climate Change and
Health Equity (OCCHE) in response to President Joe Biden’s Executive Order
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Tackling the Climate Crisis at Home and Abroad. The National Academy of
Medicine also has a heavy focus on and interest in advancing this shared agenda.
Nursing communities have been training, educating, studying, and researching
disaster preparedness and response. With climate change impacting us more fre-
quently and intensely, this is an area of opportunity for focus we can align with
other entities in leading its charge.

Globally, the ICN released a position statement in 2018, “nurses, climate change,
and health.” In the statement, ICN calls on individual nurses in their roles as clini-
cians, educators, researchers, policy influencers, and executives to build resilience
to the impacts of climate change. Nurses share the responsibility to sustain and
protect the natural environment. National nurses’ associations are encouraged to
support healthcare organizations in implementing environmental policies and sus-
tainable practices [7].

The same year, the WHO and the ICN launched the Global Nursing Now cam-
paign. Global Nursing Now is a 3-year campaign that enables nurses to maximize
their contribution to universal health coverage. It is intended to raise the profile and
status of nursing, develop nursing and midwifery education, practice, and regula-
tion, as well as improve standards, quality of care, and employment conditions in
advancing health equity globally [8].

In 2021, WHO published the global strategic directions for nursing and mid-
wifery (SDNM) 2021-2025. SDNM presented evidence-based practices and policy
priorities that can help countries to enable contributions of nurses and midwives
toward the following goals, all reflecting the shared agenda in advancing health
equity in the global context: primary health care for universal health coverage
(UHC) and managing the coronavirus disease (COVID-19) pandemic; mitigating
the health effects of climate change; managing international migration and ensuring
access in rural remote areas and small island developing states [9].

25 Important Considerations for Creating and Disseminating
a Shared Agenda

2.5.1 Inclusions: All Voices

A shared agenda is only as strong as those who are included. Inclusion must be
intentionally planned. The basic definition of inclusion is creating equal access to
opportunities and resources with specific consideration for those historically
excluded or marginalized. Expanding on the idea of voice is critical, as the seem-
ingly impossible task of capturing all angles is both necessary and often a barrier. A
shared vision focused on health equity is completed by creating and using inclusion-
based practices and elevating strategic partnerships.

The critical consideration of voice is necessary at all stages, including develop-
ment, decision-making, implementation, evaluation, and dissemination. Intentional
inclusion is a practice where leadership ensures all voices are accounted for and
work is not completed without those impacted. The slogan from the American
Disabilities Association, “nothing about us, without us,” is a perfect slogan to
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consider for any work, especially when considering a shared agenda. The important
thing is to be prepared for inclusion, including examples such as the budget for time,
uncomplicated recruitment, and sustainability efforts.

To incorporate voices, there are multiple steps, including understanding the
stakeholders for any decision or effort. The identification of stakeholders should be
completed prior to decision-making. There are different modalities of collecting
viewpoints from stakeholders, including examples such as direct involvement and
recruitment to a task force, interviews and surveys, community-based participatory
strategies, community advisory boards (CABs), and professional advisory commit-
tees (PACs). In addition to the consumer perspective, we should also include the
voices of frontline nurses at all levels and practices for consideration, such as school
nurses, community health nurses, ambulatory care nurses, educators, leaders, poli-
cymakers, and researchers. The development of these recommended examples
should be created and sustained with the intention of use by the Tricounsel at the
very least.

To increase the voice of historically marginalized communities, partnerships
with current organizations such as the National Coalition of Ethnic and Minority
Nurse Associations are needed to ensure equitable access to the populations they
represent. Affinity associations should be included in the development as partners in
the shared agenda-making and at least with influence via PACs. Additional work in
the communities directly impacted at a local level should include partners such as
organizations in the community, religious groups, and other groups with close con-
nections. Essentially, it is important to ensure that all activities for a shared agenda
have the consideration of all stakeholders and reasonable opportunities for feedback
and input.

The task of inclusion may seem daunting, however, the reason to be inclusive
saves time and wasted effort. The key to successful implementation is considering
the complexity of any decision and having strong efforts for inclusion to assist in
preventing unintended consequences as much as possible. This process takes time
but adds value.

2.,5.2 Diversity in Numbers
Similar to inclusion, diversity is important when creating and enacting a shared
agenda. Diversity is a broad term that includes a traditional definition of ethnicity,
race, gender, creed, and socioeconomic status but also includes diversity in lived
experiences, professions, and thought. A shared agenda requires consideration from
multiple perspectives, and since the conversation around a shared agenda typically
impacts many, diversity should be considered. An important note, similar to inclu-
sion, is the notion that any idea will be stronger when viewed by more than those in
power positions. Often, it is not enough to have individuals in decision-making
positions decide on a shared agenda, especially for decisions that impact more than
their affiliations.

One way to improve diversity is to increase the diversity of leadership and
decision-makers—representation matters. Currently, US healthcare providers and
especially leadership do not reflect the population, and correcting this disproportion
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is one way to improve the outcome. A critical step to increasing the numbers and
distribution of diversity is creating a pipeline with strong mentorship. In order to
create diversity in health care, there must be pathways that increase opportunity by
facilitating success. Additionally, and very importantly, current leadership must
assess the system for policies and protocols that are embedded in systemic racism
and ensure that there are no barriers that undermine any specific set of people. The
barriers to any pathway in health care must be assessed to ensure they are not pre-
venting qualified individuals due to technicalities while maintaining rigor. The pro-
cess of pipelining starts as early as elementary school, and for all levels of nursing,
exposure to diversity, encouragement, and support both professionally and fiscally,
are needed.

Finally, diversity is not simply a single individual in a role, in fact, when only one
person in a group identifies in a certain way, there is more harm. Diversity must be
in numbers. Complementary to the amount of diversity is the culture in which a
shared agenda is developed. The importance of psychological safety cannot be
stressed enough. Psychological safety is a setting where all individuals feel safe
speaking up and where conflict or disagreement is welcomed, respect for people is
foundational, and power dynamics are addressed and mitigated.

2.6 Integration into Policy and Importance of Health Policy
Training of Nurses

The benefits of a shared agenda are sustainable through the early incorporation of
policy processes. A shared agenda should incorporate both a review of current poli-
cies or the development and integration of new policies. Considering policies related
to a shared agenda includes creating sustainability plans such that change is inte-
grated and perpetuated through policies. Additionally, the dissemination of infor-
mation on successful change must be widely shared, recognized, and celebrated
among all sectors engaged in developing the shared agenda.

Nurses, as the biggest and most trusted health professionals, need to be familiar
with and heavily involved in all aspects of health policy making in order to advance
and sustain health equity efforts. The American Academy of Nursing, through its
expert panels and fellow members, can play a key role in such efforts. Signature
health policy training programs, such as the Health and Aging Policy Fellows
Program and the Robert Wood Johnson Foundation Health Policy Fellows Program
at the National Academy of Medicine, should be leveraged to engage and support
more nurses in health policy training with a focus on advancing the shared agenda
of health equity.

2.7 Theory Versus Practice

An important consideration for a shared agenda is how to apply ideas and integrate
change. A method recommended for this is dissemination and implementation
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science, which prioritizes a setting and population while maintaining fidelity, sus-
tainability, and the spread of a formidable intervention. In addition, this method is
also complementary to deimplementation science, where unnecessary processes are
removed from practice. As a shared agenda is developed, strategic and intentional
implementation is required, and this method provides context and framework for the
best results. Additionally, dissemination science focuses on the process of sharing
information with specific populations, examples including the community, nurses,
and policymakers. The important takeaway is that having a conversation and dis-
cussing ideas or an agenda around a table is good in theory, but integrating into
practice requires strategy.

3 Measuring Impact
3.1 Evaluation

Important to consider for work in health equity is evaluation and measurement. The
evaluation must be considered in two ways. First, the more traditional sense of evalu-
ation where counts, quantitative analysis, and outcome data are driving factors. The
second form of evaluation that needs to be elevated is the qualitative understanding
of the impact of work in health equity. This means going to the people impacted by
a decision and determining the true meaning of the outcomes. Numbers and mea-
surements are limited and can only tell a part of a story, the qualitative data provides
context and impact that are not measurable by numbers but rather by stories.

The process of evaluation in these two ways must be initiated, evaluated, and
disseminated to and by diverse individuals. The evaluation process should include
the distribution of results, both good and bad, to the nursing community and exter-
nally. As demonstrated by the pandemic, information dissemination is vital, espe-
cially for our community members. Evaluation results should be distributed in
understandable and preferred ways. Simple infographics and creative ways to pro-
vide context to results should be prioritized.

Diversity of thought, experience, impact, and profession are all important, as
previously stated. For example, when determining a shared vision around children’s
health, the evaluation should include school nurses, pediatric ambulatory care
teams, inpatient care teams, emergency department teams, social workers and com-
munity health workers, parents, and children. Additional inclusion would be organi-
zations for community resources such as food pantries or WIC, childcare resources,
and interpreters for families, as other examples.

3.2 Use of Established Networks and Common Metrics
Evaluation of the shared agenda is hinged on unity. As previously discussed, the

diversity of organizations creates a challenge and an opportunity for aligned and
collaborative work. An opportunity resulting from the diversity of nursing
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organizations and recommended collaborations through current coalitions is the
ability to prioritize evaluation methods and common data elements. Creating com-
mon data elements provides a structure for all organizations and the possibility of a
repository for big data. Understanding and measuring social determinants of health
in a standardized format and unifying and simplifying data collection process is key.
Leveraging electronic health records and widely accessible platforms in creating the
feedback loop on access and usage of social services and measuring how social
determinants change can enable a real integration of addressing social determinants
of health in healthcare delivery systems to address health inequities and impact
healthcare outcomes for all.

3.3 Perceptions of Nurse’s Knowledge, Skills, and Attitude
of Health Equity

The impact is more than just the evaluation process. Consideration for a shared agenda
should also be given to the nurses perception of their knowledge, skills, and attitudes
toward health equity. Well-known in the nursing community is Gallup’s poll designat-
ing nursing as the most trusted profession. Although trust is a key principle, there is
more that needs to be assessed. A part of the call for a shared agenda is integrating
health equity. Health equity is a fundamental attribute that any nurse at any level or
setting should be mindful of and can impact. Nurses are in a prime position to impact
health equity through direct care, advocacy, leadership, policy, and community-based
care. Important to the share agenda strategies should include incorporating strategies
to increase the knowledge, skills, and attitudes in nurses at all levels to make a differ-
ence in health equity, and together small changes can make a big impact.

34 Investment in Nurses as a Societal Benefit

Nurses across the continuum provide dynamic value to society. The breadth of
impact nurses has spread across all people and can easily be diffused into almost
any situation, whereas health is a dynamic intertwined construct. As social determi-
nants of health are expanded in understanding, a shared agenda cannot be com-
pleted until the value of nursing is understood. Value needs to be broadly defined to
include monetary, personal, community, and societal impacts. For example, in a
hospital, quantifying and fiscally assigning value to the work done by nurses.
Another example is the impact of a school nurse and the understanding of the poten-
tial impact if provided with appropriate resources.

3.5 Dissemination and Implementation

A recommendation to advance the impact of a shared agenda is to expand the sci-
ence of what? Dissemination and implementation science methods provide effective
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options to not only guide the work recommended by creating a shared agenda but
also provide a framework for evaluation. The critical components of dissemination
and implementation science unique to evaluation include the ability to transform
research into usable work for immediate results. Core concepts include creating a
structured scientific program for feasibility, sustainability, spread, and dissemina-
tion. Additionally, the use of dissemination and implementation science methods
provides a unique opportunity to advance health equity through effectively reaching
target populations, including those from low socioeconomic backgrounds, racial
and ethnic minorities, and sexual/gender minority communities [11].

Additionally, this scientific method provides a framework and opportunity to
integrate the recommended diversity of evaluation, including both quantitative and
qualitative methods. A dissemination plan should be planned and started with initial
conversations. Dissemination is important as work must be shared internally with
other nurses but also, and often more importantly, externally with consumers.
Internal dissemination includes the delivery of evidence-based and practice-based
recommendations to nurses across the continuum to ensure the highest level of care
is provided in all settings. This includes practices for self-care and improving health
equity. External dissemination is a way to communicate directly with consumers.
External dissemination is important as it impacts perceptions of nurses and their
abilities, scope, and value, as well as trust. Dissemination can and should occur in
many forms, including community-based town hall meetings, scholarship via man-
uscripts, white papers, executive summaries, and abstracts, but can also take the
form in blogs, memos, or policy priorities among national nursing organizations,
local media, and social media platforms.

4 Call to Action and Opportunities Ahead of Us

Huge progress has been made in a short time across all sectors of nursing and health
care nationally and globally since the release of the Future of Nursing 2020-2030
report. We have only highlighted some of the important progress made across the
many sectors in creating, disseminating, and implementing the share agenda.
Nevertheless, there are also huge opportunities ahead of us. Leaders of all national
and state-level nursing organizations need to leverage the Campaign for Nursing
Action and its action coalition groups, along with the existing alliance such as the
Tri-Council, Council of Public Health Nursing organizations, NCEMNA, and fed-
eral nursing service council to engage all stakeholders and convene regularly to
evaluate and measure progress and success. Large scale dissemination and imple-
mentation of the share agenda across all nursing and other healthcare professional
organizations, academic institutions, federal and state governments, payers, and
healthcare systems are required for sustained impact on nursing education, research,
practice, and to realize the full potential of the significant work done so far to further
its impact on health policy, people, and communities in addressing social determi-
nants of health and health equity. Putting Health Equity front and centered in all
conversations, with purposeful inclusion and engagement of all stakeholders, even
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sometimes with difficult conversations in a respectful and meaningful manner will
ensure a broad dissemination and implementation of our shared agenda on advanc-
ing health equity for all.

Study Guide Questions

1.

2.

What are important factors to consider as we create and disseminate a shared
agenda to advance health equity for all through nursing?

What is the role of the national alliance of professional nursing organizations in
creating a shared agenda?

. What is the progress made so far and opportunities ahead of us for within

and across national nursing professional organizations in advancing the
shared agenda?
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Check for
updates

Part 1: Research in Health Equity:
Building the Evidence Base

Shannon N. Zenk

Future of Nursing Recommendation 9:

The National Institutes of Health, the Centers for Medicare and
Medicaid Services, the Centers for Disease Control and Prevention,
the Health Resources and Services Administration, the Agency for
Healthcare Research and Quality, the Administration for Children
and Families, the Administration for Community Living, and private
associations and foundations should convene representatives from
nursing, public health and health care to develop and support a
research agenda and evidence base describing the impact of
nursing interventions, including multi sector collaboration, on
social determinants of health, environmental health, health equity
and nurses’ health and well-being.

Editors Note:

The Future of Nursing 2020-2030 report called on U.S. federal health agencies and other stake-
holders to develop and support a research agenda and evidence base that describes the impact of
nursing interventions on social determinants of health, environmental health, health equity, and
nurses’ health and well-being. This chapter (part 1) explains how the National Institute of Nursing
Research (NINR), part of the National Institutes of Health, is leading the charge to ensure this
recommendation becomes a reality through the research it supports, the training it provides, and
the partnerships and collaborations it engages in. This chapter (part 1) will also discuss the United
Kingdom’s current approaches to assessing and achieving health equity. The Royal College of
Nursing has already called for a strategy on health inequalities to be developed within the govern-
ment Department of Health and Social Care; in part 2 of this chapter, we include three case studies
that highlight recent advances where nursing have used their influence to play a major role in
extending inclusivity in an effort to achieve greater health equity in the United Kingdom.
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1 Introduction

When the National Academy of Science, Engineering, and Medicine [1] released The
Future of Nursing 2020-2030 report, it outlined nine recommendations that, if imple-
mented, would provide nurses with the robust education and training, supportive work
environments, autonomy, and evidence they need to help achieve health equity for all.

One of the Academy’s recommendations calls on U.S. federal health agencies
and other stakeholders to develop and support a research agenda and evidence base
that describes the impact of nursing interventions on social determinants of health,
environmental health, health equity, and nurses’ health and well-being [1]. The
U.S. National Institute of Nursing Research (NINR) is leading the charge to ensure
this recommendation becomes a reality through the research it supports, the training
it provides, and the partnerships and collaborations it engages in. As part of the
National Institutes of Health (NIH), the nation’s medical research agency, NINR not
only directly supports nursing research and training, but it also collaborates across
the 26 other Institutes and Centers to expand the reach and multidisciplinary focus
of nursing science.

Since its establishment in 1986, NINR has recognized the importance of nursing
research to inform practice and policy by supporting scientific investigation into the
biological, behavioral, and societal factors that contribute to health problems.

In May 2022, recognizing that nursing science needs to be at the forefront in
discovering solutions to addressing our nation’s deeply rooted systemic and struc-
tural inequities, NINR [2] unveiled a new, 5-year strategic plan that complements
The Future of Nursing report and boldly communicates a mission and vision that
ensure all people have the opportunity—and ability—to achieve optimal health,
well-being, and quality of life.

In the strategic plan, NINR lays out its new mission to lead nursing research to
solve pressing health challenges and inform practice and policy, ultimately optimiz-
ing health and advancing health equity into the future.

2 The Power of Nursing Research

Nursing’s earliest pioneers recognized that health must be considered within the
context of people’s lives and living conditions. Today, the nursing profession is
building on the work of these pioneers, with nurses practicing in a multitude of set-
tings: in hospitals and clinics, in schools and workplaces, in homes and justice set-
tings, and in communities across the globe, from urban to suburban to rural. As part
of this, nurses approach prevention, treatment, and care holistically and contextu-
ally. They do not focus solely on treating a person’s disease or condition, but instead,
they consider and address a person’s overall well-being, especially the conditions in
which they are born, live, work, play, and age. Within this context, nursing extends
from improving the health not only of individuals but also of entire populations.

It is this holistic perspective that forms the foundation of nursing research. NINR
believes that nursing research is the key to unlocking the power and potential of
nursing because it leverages nursing’s strengths and the unique knowledge and
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perspectives inherent in the discipline. Through this perspective, nursing research
identifies and studies issues and topics related to the nursing field to build a strong
scientific base for advancing practice, shaping and improving policy, and impacting
the health of the people nurses serve.

3 The Importance of Building an Evidence Base
to Advance Health Equity

As health equity has been increasingly acknowledged as a national health priority
within the United States, many definitions and frameworks for understanding this
important concept have emerged. NINR recognizes that the concept of health equity
may evolve as increased funding leads to more research that better informs our
understanding.

NINR’s perspective on health equity is informed by definitions used by the
Robert Wood Johnson Foundation [3], the U.S. Department of Health and Human
Services [4, 5], and the World Health Organization (WHO; [6]). When considered
together, these definitions provide the following conceptual framework for health
equity that can be applied in the context of nursing research:

Health equity refers to a state in which every person has a fair and just opportunity to attain
their full health potential. Inequities are rooted in systemic and structural factors, including
historical and contemporary laws and policies, systems, values, and institutions, that limit
access to power, opportunities, and resources for socially and economically disadvantaged
groups. Structural and systemic factors, including structural racism, create obstacles to
health and can lead to persistent health inequities.

The concept of health equity emphasizes ethical and human rights principles, particu-
larly social justice, and explicitly recognizes that health disparities result from inequitable
opportunities and obstacles that prevent everyone from having a fair and just opportunity to
live their healthiest lives. Ensuring that every person has a fair and just opportunity to attain
their full health potential requires looking upstream to remove obstacles to health such as
poverty, discrimination, and their consequences, including lack of access to good jobs with
fair pay, quality education and housing, safe environments, and health care.

The magnitude of health inequities in the United States is both alarming and
tragic, with the COVID-19 pandemic laying bare and further exacerbating existing
inequities. Throughout the pandemic, non-Hispanic Black, Hispanic, and American
Indian/Alaska Native people have been 2.1-2.8 times more likely than non-Hispanic
White people to be hospitalized and 1.7-2.1 times more likely to die due to
COVID-19 [7]. COVID-19 vaccination rates are lower for those living in rural areas
than they are for those in urban areas and among those with lower education levels
[8, 9]. Multiple studies have found that more income inequality within U.S. counties
was associated with higher county-level death rates [10—13]. For example, in Illinois
and New York City, counties with higher poverty rates (>20% of the population
below poverty) had 1.7 times higher death rates than did counties with low poverty
(<5% of the population below poverty) [14]. Furthermore, greater racial segregation
and income inequality combined have been shown to increase the rate of COVID-19
deaths [12].
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Although the COVID-19 pandemic has brought such health inequities to the
forefront, there is no shortage of evidence and data to demonstrate the extent of
health inequities across other diseases and conditions. People of color face higher
rates of diabetes, obesity, stroke, heart disease, and cancer than do people who
are White. For example, the percentage of U.S. adults diagnosed with diabetes is
much higher for people who are American Indian or Alaska Native (14.5%),
Black (12.1%), or Hispanic/Latino (11.8%) than for those who are White (7.4%)
[15]. And, in 2018, infants born to African American mothers experienced the
highest rates of infant mortality—10.8 infant deaths per 1000 births—compared
with 4.6 infant deaths per 1000 births for babies born to White mothers [16].
There is also a plethora of data to illustrate how social determinants of health—
the conditions in which people live, learn, work, and play—have long impacted
people’s health and well-being [17]. One startling statistic: In some U.S. cities,
life expectancy can differ by as much as 25 years from one neighborhood to the
next [18]. In addition, White men and women without a high school diploma
have about a 57% chance of reporting fair or poor health, compared to just 9%
for college graduates, which is a trend evident across all racial, ethnic, and gen-
der groups [19].

Although research highlighting the stark health inequities that exist is vast,
research addressing how nurses can help eliminate them is limited. NINR and many
other organizations, including schools of nursing, have begun to develop an evi-
dence base, but until recently, it was not the focus of most research or a priority for
many institutions. With its new strategic plan, NINR is changing that.

NINR has brought forth a framework that establishes a research agenda for the
future and paves a path for building an evidence base that drives meaningful change.
Moving forward, NINR-supported research must be conducted with the goal of
eliminating health disparities and improving equity. NINR’s commitment to fund-
ing this research ensures that the evidence base is continuously evolving, cultivating
diversity, improving the field of nursing, and ultimately activating change. It also
ensures that nurses and policymakers have the evidence, information, and tools they
need to deliver high-quality care. More importantly, it ensures nursing is at the fore-
front of advancing health equity.

4 How NINR Is Forging the Path Forward

NINR’s strategic plan includes five complementary research lenses that leverage the
strengths of nursing to promote multilevel approaches, collaboration across disci-
plines and sectors, and community engagement in research [2]. The research lenses are:

e Health equity, which aims to reduce and ultimately eliminate the systemic and
structural inequities that place some population groups at an unfair, unjust, and
avoidable disadvantage in attaining their full health potential. From NINR’s per-
spective, health inequities are rooted in systemic and structural factors that limit
access to power, opportunities, and resources.
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e Social determinants of health, which aims to identify effective approaches to
improve health and quality of life by addressing the conditions in which people
are born, live, learn, work, play, and age. From NINR’s perspective, social deter-
minants of health include both community conditions and individual and family
social and economic circumstances.

e Population and community health, which aims to address critical health chal-
lenges at a macro level that persistently affect groups of people with shared char-
acteristics. From NINR’s perspective, population and community health consider
the risk and protective factors associated with the distribution of health outcomes
within and across groups.

e Prevention and health promotion, which aims to address the continuum of
prevention, from primordial prevention, which targets underlying risks, to ter-
tiary prevention, which aims to reduce symptoms, severity, and progression of
illnesses. From NINR’s perspective, prevention refers to actions taken to reduce
the risk of disease, disability, or injury.

¢ Systems and models of care, which aims to discover innovative solutions to
clinical, organizational, and policy challenges. From NINR’s perspective, sys-
tems and models of care consist of coalitions and partnerships that span clinical
and community settings and address social factors and needs for populations and
individuals.

NINR believes that nursing research is well positioned to address each of
these research lenses because of nurses’ expertise in biological, behavioral,
social, and public health sciences and long-standing values of social justice,
holism, and collaboration. The application of these lenses to nursing research
will lead to scientific discoveries that contend with pressing and persistent health
challenges and positively impact practice and policy in the many settings in
which nurses practice. NINR-supported researchers have the flexibility to apply
a single lens or a combination of lenses in their study designs and training pro-
grams. NINR encourages researchers to view the health equity and social deter-
minants of health lenses as primary foci through which to consider the population
and community health, prevention and health promotion, and systems and mod-
els of care lenses (Fig. 1). It is important to note that the lenses are not research
topics; rather, they are perspectives through which to consider the full spectrum
of nursing research topics that encompass health and illness within the context of
people’s lived experiences.

Below are a few examples of how NINR is supporting research under these
research lenses and also supporting the recommendations in The Future of Nursing
report. These studies, which are all focused on the impacts of the COVID-19 pan-
demic, demonstrate how NINR is funding research that looks at community-based
settings, including schools, longitudinal health outcomes, and technology-based
interventions, which reflects NINR’s long history of supporting studies of evidence-
based interventions that aim to reduce disparities among disadvantaged groups.
More information about each study can be found at https://reporter.nih.gov/ by
searching the project number (provided below).
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4.1 Understanding How Neighborhood Characteristics
Influence Health

NINR is funding research that will create a national resource that compiles data on
neighborhood characteristics, with the ultimate goal of facilitating a better under-
standing of mechanisms underlying risk and resilience, especially in underserved
populations. Factors of interest include economic and business factors, job opportu-
nities, broadband access, parks and walkable streets, availability of health care, and
others, all of which are important context for understanding trends in COVID-19
outbreaks (Project number: 1UOINR020556-01).

4.2 Helping Communities Meet Social Needs

NINR is funding a nurse-led study that aims to overcome community service barri-
ers during the COVID-19 pandemic, particularly for underserved communities,
through the SINCERE Intervention, which leverages low-cost technology to con-
duct social needs screenings during busy emergency department care, followed up
by United Way 211°s community referral service. This study uses a pragmatic trial
approach to determine whether community service use by those with social needs
improves general and COVID-19-related health outcomes, and whether intensive
follow-up and collaborative goal setting help overcome barriers to community ser-
vice use (Project number: SROINR019944-02).



Part 1: Research in Health Equity: Building the Evidence Base 165

4.3 A Longitudinal School-Based Study in New York City

NINR is supporting a study that will look at the long-term effects of the COVID-19
pandemic on public school children in New York City. This research will examine
how significant disruptions to children’s health, education, and overall well-being
during the pandemic affect their health, development, and social trajectories through
their life course and influence their risk for long-term health outcomes. The research
is looking at health and education changes after the onset of the pandemic compared
to before the pandemic; determining how child-level, school-level, and
neighborhood-level COVID-19 vaccination rates have influenced the course of the
pandemic and examining the role of neighborhood and school resources in exacer-
bating or mitigating health and educational disparities related to the pandemic
(Project number: UO1NR020443-02).

4.4 Using Technology to Address Barriers to Care

An NINR-supported nurse researcher co-led the development of the Automated
Device for Asthma Monitoring (ADAM; [20, 21]). ADAM is a mobile device
that facilitates continuous and objective asthma symptom monitoring to assist
patients with the management of their condition through a smartphone app and
is being used and tested for monitoring the symptoms of patients with COVID-19.
The device can be worn as a flexible patch on the upper body and monitors
respiratory conditions and symptoms like coughing frequency. The results are
promising in efforts to address barriers to symptom monitoring, such as poor
adherence, inadequate methods, and poor symptom perception. This data col-
lection tool provides essential information to patients and their healthcare pro-
viders to support managing their asthma symptoms and enhance knowledge of
needed care.

4.5 Intervention for African American COVID-19 Survivors
and Their Care Partners

An NINR-supported nurse researcher is leading a study to test the real-world
efficacy of a telehealth-enhanced intervention meant to improve the quality of
life and health outcomes for COVID-19 survivors and their care partners. This
dyad intervention is led by registered nurse community health workers and
includes elements such as COVID-19 risk mitigation, chronic illness manage-
ment, and health system navigation. This research integrates community stake-
holder feedback, social and structural racial trauma, family illness management,
and community-level social and structural determinants of health, with the ulti-
mate goal of improving the quality of life and health outcomes (Project number:
7ROINR020127-02).
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5 Preparing the Nursing Workforce to Address
Health Equity

The Future of Nursing report also emphasizes the need to review and adapt evidence-
based approaches to increase the number and diversity of nursing students and fac-
ulty from disadvantaged and traditionally underrepresented groups to promote a
diverse, inclusive learning environment and prepare a culturally competent work-
force. Further, the report identifies the need to determine evidence-based education
strategies for preparing nurses at all levels, including through continuing education,
to eliminate structural racism and implicit bias and strengthen the delivery of cultur-
ally competent care [1].

Indeed, data show evidence of disparities and inequities in the nursing work-
force, both in healthcare practice and in academia. A national 2017 survey revealed
that individuals from minority backgrounds comprise 19.2% of registered nurses,
compared to 42.2% of the general U.S. population in 2020 [22]. Consider that
research-focused doctoral programs in nursing consist of predominately female
(88%) and White (66.4%) students, and percentages of students who are Hispanic/
Latino (6.1%) are not representative of the U.S. population [23]. The racial demo-
graphics of full-time nursing school faculty in 2017 were 80.8% White, 8.8%
Black/African American, 3.2% Hispanic/Latino, and 2.7% Asian [24, 25]. Only
about 7.4% are male [26]. Evidence of racism in nursing academic programs and
nursing practice is equally troubling. In a survey of Black nurse academics, many
participants reported an intensifying pressure to further compromise their authen-
ticity by being less sensitive to racism and discrimination as they ascend the career
ladder [27]. A survey of Black nurses identified themes of pressure to maintain
White comfort, a lack of representation in leadership, and an advanced degree not
aiding access to advanced opportunities [28].

These disparities are also present in the nursing workforce supported by
NINR. Based on data from 2019, NINR-supported investigators were predomi-
nately White (75.6%). Investigators from several racial and ethnic minority groups
were underrepresented relative to the U.S. population: Black (4.3%), Hispanic
(2.5%), American Indian/Alaska Native (0.2%), and Pacific Islander/Native
Hawaiian (0%). Asian investigators (13.4%) were over-represented in NINR-
supported research relative to the U.S. population [29]. To address these disparities,
NINR formed a working group on Diversity in the NINR-Supported Scientific
Workforce under the auspices of the National Advisory Council for Nursing
Research (NACNR). The working group was charged with recommending to the
NACNR effective strategies that would enhance the diversity of the NINR-supported
nursing science workforce. The working group was also asked to recommend how
to improve success rates for groups that are underrepresented nationally in biomedi-
cal and health research who apply for NINR grants and training funding. Further,
NINR supports grants and supplements to enhance the diversity of the research and
entrepreneurial workforce by recruiting and supporting students, post-doctoral fel-
lows, and eligible investigators from diverse backgrounds and supports training
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grants to help prepare the workforce to study topics through the lenses of health
equity and social determinants of health.

NINR recognizes that in order to prepare the nursing workforce to address health
equity, the disparities that exist within the field must be examined and mitigated.
NINR also recognizes the importance of and has a long history of supporting
research that examines the health and well-being of the nursing workforce. For
example, NINR funded a study titled “Chronic Hospital Nurse Understaffing Meets
COVID-19: An Observational Study” that investigated burnout in hospital nurses
just before the onset of the COVID-19 pandemic [30]. The study surveyed nurses
from 254 hospitals and found that most nurses were burned out because of under-
staffing in their hospitals, posing a serious risk to patient outcomes even before the
pandemic hit. NINR has also funded a longitudinal study to determine the sustain-
able effects of organizational change and policy interventions on nursing practice
and health disparities during the COVID-19 pandemic and other challenges faced
by organizations where nurses provide care (e.g., hospitals, nursing homes, primary
care practices). (Project number: 2ROINR014855-06.) It is not enough to simply
prepare the workforce; we must also investigate the systems and models of care in
which nurses practice to ensure that the workforce is supported in its efforts to
achieve health equity.

6 Achieving Health Equity Through Partnerships
and Collaboration

Although nursing researchers are well positioned to lead scientific discoveries to
advance health equity, the nursing workforce cannot achieve health equity with-
out committed partners. To this end, NINR is seeking out partners within the
federal government and in both the professional and academic communities to
achieve its mission: to lead nursing research to solve pressing health challenges
and inform practice and policy—optimizing health and advancing health equity
into the future.

Within NIH, NINR has taken a leadership role in several initiatives to accelerate
research on health equity and social determinants of health. For example, NINR
leadership was pivotal in the development of a new 10-year, $397 million NIH
Common Fund program called Community Partnerships to Advance Science for
Society, or ComPASS. NIH Common Fund programs address emerging scientific
opportunities and pressing challenges in biomedical research that no single NIH
Institute or Center can address on its own, but that are of high priority for the NIH
as a whole. ComPASS has two overarching goals: (1) develop, share, and evaluate
community-led health equity structural interventions that leverage partnerships
across multiple sectors to reduce health disparities, and (2) to develop a new health
equity research model for community-led, multisectoral structural intervention
research across NIH and other federal agencies.

NINR also advocated for the formation of and is co-chairing an NIH-wide Social
Determinants of Health Research Coordinating Committee in recognition of the
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need to enhance coordination and collaboration among NIH Institutes to accelerate
progress in social determinants of health research. The goal of the committee is to
advance social determinants of health research across NIH—across diseases and
conditions, populations, and life course stages.

As part of NIH, the preeminent biomedical research institution in the United
States, NINR is uniquely positioned to collaborate with other federal agencies under
the umbrella of the U.S. Department of Health and Human Services (HHS), such as
the Agency for Healthcare Research and Quality (AHRQ) and the Health Resources
and Services Administration (HRSA), to ensure that research informs evidence-
based federal policy and federally supported clinical practice. NINR also has a long
history of coordinating with schools of nursing and other academic institutions to
ensure that NINR-supported research is both informed by nursing practice and
informs the next generation of the nursing workforce. As NINR works to operation-
alize its strategic plan, the Institute will be expanding on existing partnerships and
building new relationships.

7 A Final Thought and Call for Action

NINR is proud to be addressing the recommendations laid out in The Future of
Nursing report and to be leading the charge in building an evidence base that
describes the impact of nursing interventions on social determinants of health, envi-
ronmental health, health equity, and nurses’ health and well-being. With its new
strategic plan, NINR is committed to funding research that supports scientific inves-
tigation into the biological, behavioral, psychosocial, and societal factors that con-
tribute to health problems, is innovative and cutting edge, and will enable the
nursing profession to address today’s health challenges while setting nurses up to be
better prepared for those to come. NINR calls on nursing researchers to lead studies
that discover solutions that span clinical, community, and policy settings, moving
the nursing field forward and improving health outcomes for the individuals and
communities that nurses serve. Ultimately, these studies will transform the health
and well-being of individuals and communities across the country so that nurses are
at the forefront of advancing health equity and are creating effective and last-
ing change.

Study Guide Questions

1. How could nurse scientists design studies that apply NINR’s research lenses?

2. What are examples of pressing health challenges that could be viewed through
NINR’s research lenses?

3. What steps could nurse leaders take to better ensure diversity and inclusion in
the field?
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Part 2: Research in Health Equity:
Building the Evidence Base

Anne Marie Rafferty and Natalie Sanford @

Future of Nursing Recommendation 9:

The National Institutes of Health, the Centers for Medicare and
Medicaid Services, the Centers for Disease Control and
Prevention, the Health Resources and Services Administration,
the Agency for Healthcare Research and Quality, the
Administration for Children and Families, the Administration
Sfor Community Living, and private associations and
Sfoundations should convene representatives from nursing,
public health, and health care to develop and support a
research agenda and evidence base describing the impact of
nursing interventions, including multisector collaboration, on
social determinants of health, environmental health, and health
equity and nurses’ health and well-being.

1 Introduction

The United States’ National Academy of Medicine’s Future of Nursing Report calls
for a research agenda and evidence base on the impact of nursing interventions,
including multisector collaboration, on social determinants of health, environmen-
tal health, health equity, and nurses’ health and well-being. The report suggests that
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the development of mechanisms for proposing, evaluating, and scaling evidence-
based practice models is required to achieve this and that these models should lever-
age collaboration among the public health sector, the education sector, social
sectors, and health systems to advance health equity. Furthermore, these innova-
tions should be codesigned with individuals and community representatives so that
they respond to community health needs.

In the United Kingdom (UK), tackling discrimination and health inequalities are
strong themes embedded in the updated Nursing and Midwifery Council (NMC)
standards for preregistration student nurse learning outcomes [1, 2]. The Royal
College of Nursing (RCN) has mapped these standards to the Public Health Skills
and Knowledge Framework, emphasizing the need for nurses to directly challenge
discriminatory behavior; to provide and promote nondiscriminatory person-centered
care that reflects people’s values, beliefs, diverse backgrounds, cultural characteris-
tics, and language requirements; and to acquire understanding of broader epidemi-
ology, demography, and social determinants of health, illness, and wellbeing and
apply these to global patterns of health and well-being outcomes [1, 2]. Additionally,
in 2021 the RCN produced a report on “leaving no-one behind,” targeted at the
contribution of nurses to sustainable development goals (SDGs) [3]. As with health
equity itself, the role of nurses in achieving SDGs is both under-researched and
poorly understood. Though the core function of nursing is front-line clinical care,
tackling inequalities invites a more expansive definition of nursing work. Nurses
wear many hats: they are advocates, activists, prevention specialists, educators,
policy makers, researchers, teachers, academics, leaders, managers, and health nav-
igators. Indeed, many modern nursing roles already combine elements of many of
these functions and skills. The place of nurses in the public esteem as the most
trusted profession by patients and communities means, we have the social capital to
support individuals, especially those who are marginalized or at risk of being under-
served from accessing services, in schools, their homes, communities, and
workplaces.

2 UK Government Response to Inequalities and Inequities
Exposed During the COVID-19 Pandemic

In the UK and worldwide, the COVID-19 pandemic has presented an opportunity to
reset health and social care to alleviate deepening inequalities in our society. It has
magnified social inequalities that underpin health inequalities, for instance exposing
racial disparities in healthcare, with more patients from ethnically minoritized com-
munities dying from the effects of COVID-19 [4]. Nurses had the highest mortality
rates of any healthcare workers and likewise, among nurses, those with black and
minority ethnic backgrounds (BAME) had the highest mortality rates [5, 6]. This
highlights the vulnerability of nurses, especially BAME nurses, and raises questions
regarding what the role of the government is and should be in decreasing these
inequalities for nurses and the public. It has propelled us to consider how healthcare
agents and agencies, including nurses, might contribute to that equation.
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In the UK, the pandemic has galvanized the government into setting up an NHS
Race and Health Observatory. The remit of the Observatory is to identify and com-
bat health inequities in the UK, through advancing, supporting, and promoting
research; developing the evidence base; and mobilizing this evidence by informing
policy and recommendations to enact meaningful and lasting change [7]. In the year
since its establishment, the Observatory has already produced multiple studies and
reviews, hosted webinars and stakeholder engagement exercises, and supported
policy development in partnership with bodies like the All-Party Parliamentary
Group [8]. Furthermore, with regard to promoting workplace equality for healthcare
workers, the NHS has instituted the Workforce Racial Equality Standard (WRES) to
monitor progress in this important domain [9]. All NHS Trusts must submit data on
achieving key indicators across a range of domains and develop improvement plans
where falling short. So far, the WRES has used this data to shed light on existing
areas of systemic racism and inequality in the NHS, such as the disproportionate
lack of career progression opportunities for BAME colleagues. The hope is that
amplifying these statistics and experiences will force long-needed action and
intervention.

Along these lines, for health equity to become a reality within the UK, a
government-backed strategy is needed to provide a workable framework to monitor
and evaluate progress on national strategic goals and priorities. Appointing a minis-
ter with responsibility for health equity would provide profile and accountability for
the issue. It is significant that Scotland publishes an annual report on inequalities.
The latest report at the time of writing, published in 2021, noted advances in nar-
rowing gaps across a range of indicators between the most and least deprived com-
munities (e.g., cardiovascular disease, cancer, and all-cause mortality) [10]. Yet in
some areas, such as the healthy life expectancy for males, self-assessed health, and
drug-related hospital admissions, the gap has increased to its widest point since
measurement began. There is no comparable, handy digest of long-term monitoring
of health inequalities in England, Northern Ireland, or Wales as far as we are aware.
Inequalities and inequities within the US have long been the focus of government
policies and interventions. Still, these inequalities are rooted in the social and eco-
nomic conditions generating poverty, food, housing, energy, and water insecurity.
With a cost-of-living crisis and rising inflation creating a crisis of seismic propor-
tions, these are set to spiral. We need to respond with radical and rapid action to
avert an impending crisis, which could threaten not only social solidarity but the
fundamental social contract the government has with the electorate.

3 Nursing Contribution to Health Equity

On a global scale, initiatives such as the World Innovation Summit for Health
(WISH), an annual summit for health ministers, policy makers, NGOs, entrepre-
neurs, researchers, and industry representatives, echo these priorities. WISH’s
“Nurses for Health Equity,” a sibling and sequel publication to “Doctors for Health
Equity,” sets out a series of guidelines to support nurses in pursuing a health equity
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agenda within a series of six domains [11, 12]. These resonate with the themes of
this book and include: education and training; working with communities; working
in partnership across organizations; fostering nurses as advocates; and promoting
nurse-driven evidence, evaluation, and monitoring [11]. Nurses for Health Equity
refers to utilizing data at the local and international levels to inform service develop-
ments and meet community needs via technology to leverage data capture [11].
Nurses work across a broad range of socioeconomic environments and sectors. In
addition to mainstream healthcare settings, nurses work at the margins of society,
with a practice underpinned by an ethos of social inclusion and social justice. As
social inequalities widen, marginalized communities are often hit the hardest.
Nurses directly impact social determinants of health for marginalized communities,
such as people who are or have been incarcerated, people who have been displaced
or who are seeking asylum, people who use drugs, people with sexual health needs,
and people without housing. The principles of inclusion and justice are major moti-
vators behind much of what nurses do. Nurses are agents for change, working to
improve the conditions into which people are born, grow, develop, work, age, live,
and die. From the frontline to community engagement, to policy influence and polit-
ical advocacy, nurses are actively impacting inequalities in health [13].

Case Study 1: Preparing Healthcare Professionals to Serve a Diverse
Population

To foster a professional ethos of equity and inclusion in prospective nurses and
healthcare professionals, it is essential that we revisit how these principles are rep-
resented in preregistration and ongoing education, so healthcare providers are pre-
pared to treat and care for a diverse population. This will mean proactively revising
our approach to educating on a variety of stigmatized topics and ensuring that we
are meeting the needs of marginalized communities. One example that illustrates an
existing, problematic bias in healthcare education that impedes adequate care for
marginalized communities is the presence of pervasive white normativity in nursing
and medical educational resources. Previous research has highlighted the “hidden
curriculum” of medical education: namely, textbooks, resources, and lectures prop-
agate information that is based predominantly on white patients [14, 15]. Whether
intentionally or unintentionally, this impedes medical professionals’ ability to accu-
rately recognize signs of disease in other racial groups, leading to diagnostic and
treatment inequities. Such studies have not yet been conducted related to nursing
textbook content, however, undoubtedly, the same problems exist. As nurses pro-
vide skin checks, skin care, pressure injury prevention and treatment, and wound
care, the omission of black skin in nurse education is incredibly problematic [16].
While this barrier to achieving health equity is recognized, universities and publish-
ers have yet to uniformly enact change.

As aresult, individuals have begun to independently work to reduce these inequi-
ties on the ground. For example, in the UK, Malone Mukwende, a medical student
at St. George’s, University of London, noted the lack of teaching about darker skin
tones in his medical education. To combat this gap, he joined together with col-
leagues at the University to produce a book entitled “Mind the Gap,” which presents
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side-by-side images of different condition presentations on dark, medium, and light
skin tones [17]. This resource is available for free online and has garnered a lot of
attention, both in mainstream media and in the medical community. Mukwende and
colleagues’ work can serve as an exemplar of a meaningful, evidence-based inter-
vention addressing health equity, resulting in direct and immediate implications for
real-world clinical practice. Moving forward, efforts to enhance the inclusivity and
quality of our educational resources must not rely on the willpower of individuals
and rather, should be proactively duplicated and spread across sectors: nursing,
medical, and health professional textbooks, mannequins, videos, pamphlets, dia-
grams, online resources, and teachings must follow Mukwende’s lead.

4 Nurses as Data Scientists

As Linda Aiken notes in Nurses for Health Equity [11], nurses are continuing to
develop the evidence base of the many ways nursing interventions save lives and
money as a “high-value investments in reducing health disparities” (p. 18). It is
essential that the impact of nursing care on outcomes is shared so that best practices
can be replicated. Yet, much of this work remains invisible on local, national, and
global scales. A fundamental tenet of nursing practice is understanding the com-
munity with whom you are working but rarely is such data available to nurses at the
frontline or clinical microsystem levels. Ideally, nurses should be able to risk profile
their patients from broader risk stratification data derived from their population, but
often, nurses are operating in a data desert, relying on their own experience and
familiarity with their work environment to make these determinations. Developing
nurses as data scientists is clearly a priority in this regard, but there is also much to
be done in synthesizing evidence and undertaking meta-analyses of what types of
interventions might work where and with whom.

It is difficult to track and measure areas that require improvement because doing
so requires an array of data systems to be brought together for effective visualiza-
tion. The lack of investment in such systems means we are poor at monitoring and
measuring changes in clinical microsystems. Collating the research evidence base
and understanding where improvement efforts can best be channeled would be a
good starting point. The World Health Organisation (WHO) hosts a health inequal-
ity data repository; funneling nursing science into that repository is essential to
synthesizing existing research in this area, increasing understanding of which types
of studies might add value, determining how to optimize the evidence base by filling
gaps, and setting a research agenda [18]. To jumpstart this process, WHO
Collaborating Centers with a nursing focus and supporting nursing research could
be engaged in a consensus exercise to come up with priorities. Next, conducting
meta-analyses of key topics linked to these strategic priorities in different regions
could provide insight into the existing evidence base, from which policy could be
developed and implemented.

Scaling nursing interventions for health equity is difficult because these are still
limited tools to guide this work. The WHO Global Health Observatory Health
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Equity Monitor contains a range of data products such as country health equity
profiles, the Health Equity Assessment Toolkit, and interactive visuals that could
assist with scaling, but these are not necessarily easy to apply to local or wider
health contexts. To drive health equity, nurses need access to data and tools, not only
so they can undertake assessments and get to grips with understanding the popula-
tions and communities they serve, but also so that they can codesign and tailor tools
to the types of interventions they are using. This seems to be one of the major bar-
riers to enabling nurses to optimize their contribution to monitoring and measuring
the impact they are having in closing the equity divide. Increasing investment in
nursing requires empirical data that evidences the impact that nursing care has on
outcomes.

Case Study 2: Nurse Staffing and Inpatient Mortality

Our second case study, on nurse staffing and inpatient mortality in the English NHS,
showcases the impact nurses have on patient outcomes and demonstrates potential
value of harnessing data to drive evidence-based policy. In collaboration with a
powerhouse team of other nurses, healthcare economists, and informatics special-
ists, we were both fortunate to be involved in a retrospective longitudinal study
leveraging existing staffing data and patient outcome data to demonstrate an asso-
ciation between nurse staffing and inpatient mortality [19]. Our data demonstrated
that teams with more registered nurses experienced fewer patient deaths. Indeed, for
the average team, adding one RN for an additional 12 h reduced the odds of patient
death by 9.6%. Senior nurses were found to be particularly impactful; the addition
of a senior nurse had more than 2.2 times the impact of the addition of a junior
RN. Furthermore, we discovered that the type of contract the RN held mattered:
among RNs, those regularly employed by the hospital reduced the odds of patient
death, but those who were employed through an agency (a similar contract to travel
nurses in America) had no statistically significant effect on mortality. Finally, the
impacts of below-target staffing were amplified when a team was short more than
one RN, suggesting that a nursing team may be able to temporarily compensate
when one nurse is absent, but if more than one nurse is absent, patient outcomes are
at risk. This has significant implications for workforce planning and policy.
Particularly, we demonstrate the value of training and retaining senior nurses, evi-
dencing how essential it is to promote career progression for nurses at the bedside
to improve patient outcomes.

Yet, retaining nurses is no easy task. Another of our previous studies provided
insight into the tremendous pressure nurses and healthcare teams are under [20].
The healthcare work environment necessitates that healthcare workers constantly
make trade-off decisions, balancing often competing yet equally important priori-
ties like ensuring quality and safety, working efficiently, meeting organizational
demands, maintaining a manageable workload, and addressing one’s personal
needs. In our study on these pressures and trade-off decisions, we found that when
faced with pressures simultaneously, most often healthcare teams sacrifice their
workload and personal needs to maintain acceptable performance in the other cate-
gories [20]. In the short term, this means that patient and organizational needs are
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met, but in the long term, this could potentially explain why nurses are burning out
and leaving the profession altogether. Self-sacrifice, compensating for missing team
members, and tolerating poor working environments for insufficient pay at the det-
riment of one’s own well-being is unsustainable. Although the data from both the
study on nurse staffing and the study on healthcare pressures predate the COVID-19
pandemic, it is not insignificant that they have been published at a time of unprec-
edented crisis for the nursing workforce. A recent article by the BBC highlighted
the fact that a record number of nurses are leaving the NHS in the wake of the pan-
demic [21]. According to the article, more than 40,000 nurses have left the NHS in
the last year alone, many of whom were senior nurses [21]. As our data shows, the
impact of this is and will continue to be catastrophic to patient care and outcomes
[19]. Harnessing nurses’ potential as data scientists enable the generation of evi-
dence such as this that can inform policy. Increasing the visibility of the power of
nurses to affect patient outcomes provides the impetus needed to increase invest-
ment in nurses.

5 Co-Designing Interventions to Improve Health Equity

Although nurses are well-situated to impact social determinants of health, nurses
cannot tackle inequalities on their own: doing so requires a complex set of multisec-
toral partnerships across health and social care [13]. In addition to partnering with
other professions and sectors, it is also essential that nurses listen to and partner
with the populations we aim to serve. Recently, there has been increasing recogni-
tion in the international literature of the importance of involving service users in the
decisions and interventions that affect them [22]. Rather than being seen as passive
recipients of services, service users should be considered experts by experience,
with valuable lived experience that can inform intervention design [22, 23].
Coproduction, or “the voluntary or involuntary involvement of public service users
in any of the design, management, delivery and/or evaluation of public services”
[24], is one way of establishing such partnership. Coproduction has the potential to
distribute power among actors to establish meaningful collaboration, decrease
ostracization and increase inclusion, and improve the feasibility of interventions,
ensuring they meet service user needs. There are several notable challenges with
coproduction, especially when engaging vulnerable populations, whose participa-
tion may be hindered by structural barriers [23]. It is essential to address these chal-
lenges as neglecting to do so risks coproduction processes reinforcing and
perpetuating this marginalization [23].

Case Study 3: Co-Designing with Vulnerable and Disadvantaged Populations

Our third and final case study, produced by an international research team from
Canada, the UK, and Australia, highlights some of these challenges and offers heu-
ristics to guide future co-design work [25]. The study aimed to increase understand-
ing of co-designing with vulnerable populations to address areas where existing
inequities could unintentionally be reinforced by the co-design process. The study
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involved a two-day international symposium, during which the research team syn-
thesized the experiences of practitioners, academics, and service users from seven
countries who had involved or been involved themselves as vulnerable and disad-
vantaged populations in co-design work. Leveraging experiences from eight case
study examples from three countries, the team identified five challenges to mean-
ingful and lasting involvement of these vulnerable communities. These challenge
categories included: “engagement; power differentials; health concerns; funding;
and other economic/social circumstances” [25]. For each of these, a set of principles
were agreed that may help mitigate risk and guide future co-design work. These
provide useful and actionable steps to address challenges in co-design work (for
instance, “have flexible participation options (in-person, skype, email, and online)
using a variety of media for data (art-based, music, crafts, visual diaries, and photo-
graphs)” is suggested as one of several guiding heuristics for addressing recruitment
and engagement challenges [25]. These best practice principles should be used and
referenced to guide future coproduction work to improve health equity, which inher-
ently involves service users from vulnerable or disadvantaged populations. Failure
to meaningfully and sustainably involve them risks further marginalization.

In the time since the article’s publication, the research team members out of
McMaster University in Canada have gone on to establish the “Co-Design Hub” for
vulnerable populations, translating these principles into practice and increasing
scalability [26]. The hub works to advance co-design methods, facilitate knowledge
sharing, and form partnerships, and does so through providing co-design resources,
educational talks, and speaker series; evaluating co-design work in progress; and
offering a multi-event symposium, “CoPro,” with virtual and in-person opportuni-
ties for people interested in co-design [26]. As the coproduction evidence base and
methodology grow, it is essential for all individuals, groups, and institutions taking
part in health equity research, intervention design, and intervention delivery to be
well-versed in and to be guided by these principles to ensure inclusion, fitness-for-
purpose, scalability, and sustainability of the work.

6 Conclusion

Nurses impact inequity both directly and indirectly, often in collaboration with
multisectoral partners. Determining the direction of future research and interven-
tion priorities in health equity requires access to evidence and data systems. In the
UK, there is currently no anchor organization comparable to the NINR in the US
that is specific to research in nursing to provide a focal point to mobilize and
evaluate this work. Rather, there is a distributed form of leadership amongst a
disparate set of bodies and organizations. If health equity is to be taken seriously,
there should be leadership on national, regional, and local levels, from which
research priorities for commissioning can emerge. The task is daunting, but a first
step could be making the potential nursing contribution to closing the health
equity gap visible by undertaking a meta-analysis of the evidence base in key
priority areas. The National Institute for Health and Care Research (NIHR) invites



Part 2: Research in Health Equity: Building the Evidence Base 179

priorities to be submitted and bodies such as the RCN Research Society are well-
placed to lobby and petition for these advances in data synthesis. The RCN has
already called for a strategy on health inequalities to be developed within the
government Department of Health and Social Care; this should include establish-
ing research priorities, conducting an evidence review of the nursing contribution
in these areas, and scaling these contributions to optimize the work of public
health, school, hospital, education sector, community, and mental health nurses on
reducing health equities. Aside from national initiatives, there is much that can be
accomplished at the local level, via the Integrated Care Systems, which are
responsible for population health. Nurse leadership is needed within these and
research should be part of that agenda.

7 Call to Action

We can take our cue from Florence Nightingale, much of whose extraordinary life
was dedicated to what could broadly come under the banner of poverty alleviation
and improving the conditions into which people were born [27]. She referred to
infant mortality as the “most sensitive index of humanity” in her research on mater-
nal mortality. She wrote about the education of indigenous populations like
Aboriginal children and discussed its impact on their health and that of their com-
munities. Both civilian and military health preoccupied her and telescoped her work
on reengineering sanitary and hygienic improvements. These were but some of the
prodigious outputs from her pen and advocacy work to achieve better health for all
[27]. Likewise, at the bedside and beyond, modern-day nurses are well-situated to
alleviate inequalities. They have demonstrated during the COVID-19 pandemic
that, above all, community engagement is essential to optimizing the uptake of vac-
cination. They have advocated for health in voluntary roles in food banks, on mental
health crisis lines, and at safe injection facilities. They have championed patient
involvement and co-design efforts, demonstrating the benefit of inclusivity and lis-
tening to the populations we aim to serve. Across all sectors, nurses on the ground
have petitioned, pioneered, advocated, marched, and fought for improved equality
and equity. The nursing effort for advancement is there: the task is to convert that
considerable effort into evidence to progress the science of nursing and the health of
the population in meaningful, measurable, and replicable ways. There is still work
to be done at all levels of research, conduct, and commissioning to develop a truly
inclusive agenda, to ensure our data does not underrepresent minorities, and to scale
effective interventions. Under current conditions, science cannot claim to be univer-
sal and its limited generalizability should be called into question. Nurses can use
their influence to play a major role in extending inclusivity. But for this to happen,
they need to be empowered and given the tools to do so. Though some health equity
gaps are narrowing, others are falling further behind; the pace of these improve-
ments needs to quicken via increased collaboration, data sharing, data access,
streamlining, synthesis, monitoring, scaling, and funding into health equity and
nursing care.
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Study Guide Questions

1. Case study one discusses the “hidden curriculum” of healthcare education. What
is meant by “hidden curriculum?” Can you think of any examples, besides the
one given in the case study, that you have noticed or experienced during your
education? How might they be addressed?

2. Case study two presents an interesting paradox: senior nurses are needed at the
bedside to improve patient outcomes, but nurses are under tremendous pressure
and senior nurses are leaving the profession. What are some of the pressures
faced by nurses? How might these pressures be addressed? What other data
might be useful in providing the impetus for policy change and additional invest-
ment in nursing?

3. Why is co-design beneficial to intervention development? What are some of the
strategies/incentives that can be used to engage vulnerable or marginalized
populations?
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Concluding Remarks: The Nurses’ Role

in Achieving Health Equity Through
Multisector Collaboration and Workforce
Diversity

Karen Cox and Melanie Logue

Nurses have a critical role to play in achieving the goal of health equity. Helping
people live their healthiest lives is and has always been an essential role of nurses.
According to the Future of Nursing 2020-2030: Charting a Path to Achieve Health
Equity [1], a nation cannot fully thrive until everyone can live their healthiest pos-
sible life. State action coalitions, affiliated with the US-based Future of Nursing:
Campaign for Action, aim to reduce inequities in people’s ability to achieve their
full health potential. The goal is to achieve health equity in the United States, built
on strengthened nursing capacity and expertise.

This report continues to serve as a national and even an international blueprint on
the future of nursing. As we strengthen the nursing workforce’s capacity, education,
and role, we must focus on actions that move toward health equity. While recogniz-
ing the individual strengths of nurses, we also recognize that multisector collabora-
tions must drive community solutions. There are six conditions that, when addressed
holistically, can lead to effective system change, including (1) policies, (2) prac-
tices, (3) resource flows, (4) relationships and connections, (5) power dynamics, and
(6) mental models/ideology [2]. Clear improvements in the system and how those
improvements translate into long-term population impacts need to be the focus. We
know what the root causes of health inequities are, and now is the time to transform
rather than respond to individual causes. The strengths of organizational relation-
ships with a deep commitment to total system change are foundational. When we
fully address the systemic community conditions that make people sick, we restore
the nation’s health [3].
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1 Sustainable Solutions with Multisector Collaborations

At $3.5 trillion, the United States spends the most annually on health care while
underperforming on many health indicators [4]. The COVID-19 pandemic exposed
serious inequities in the US healthcare system and worldwide, magnifying existing
concerns. These colliding forces led to a healthcare and nursing workforce crisis.
Racism, bias, socioeconomic status, and living in areas with decreased healthcare
access also fueled inequities. Social determinants of health cause many resource
disproportions, resulting in poorer health outcomes [5]. Just promoting healthy life-
style choices will not eliminate these and other health disparities. Medical care
access alone is not the solution. Instead, organizations and their partners in different
sectors (i.e., education, workforce, housing) need to take action to improve the con-
ditions in which people work, live, and play.

Removing systemic and structural barriers to ensure fair and just opportuni-
ties for health and well-being is part of nurses’ commitment to care. Nurses and
nurse champions can work collaboratively to address pervasive systemic prob-
lems. Systemic problems involve the impact of a community’s systems (i.e.,
education, health care, transportation, and economy) rather than one isolated
area [6].

For systemic problems, the band-aid approach does not work. Complex prob-
lems require cooperation and collaboration throughout a community to make siz-
able changes. No one person and no one organization can make lasting change
without the help of everyone involved in or affected by the issue. Multisector col-
laboration must occur, and any one organization or sector cannot solve problems of
this complexity by itself. Failures occur when competing groups work against one
another, do not coordinate resources, or do not lend the necessary support to create
practical efforts [6].

Multisector collaboration results when government, public, private, and com-
munity groups and members unite to solve community challenges [6]. When solv-
ing a systemic problem, we cannot cure one leaf without treating the whole tree.
Multisector collaborations can solve systemic problems because they draw on the
resources of all organizations and sectors. These partnerships carry more power
than one organization or group. However, multisector collaboration is a process that
does not always go according to plan. Getting buy-in and collaboration from many
people in different sectors is challenging but also invaluable [6].

The need for multisector collaboration is evident and foundational. Multisector
collaboration involves collaboration instead of competition. In a competitive
ethos, each person or organization works to gain individual recognition and
rewards [6]. Conversely, when people collectively gather their resources and use
them efficiently and effectively to assist one another, everyone achieves more.
This shift from a competitive to a collaborative operating styles profound. The
results can be highly beneficial when each group shares power, aims to reach a fair
agreement, and uses a collaborative approach to problem-solving by multiplying
and maximizing outcomes. Research shows the strength of multisector engage-
ment [7].
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Case Study

Urban Networks to Increase Thriving Youth (UNITY) through Violence Prevention
asserts that everyone has a role to play and reminds us that the whole is greater than
the sum of its parts [8, 9]. Sectors are responsible for coming together and agreeing
on the objective, moving in the same direction, and owning the problem. Leveraging
diverse expertise, cultivating innovation, fostering a unified approach, and sharing
resources decrease duplication of efforts [8]. Additionally, maximizing advocacy
and staying power supports sustainable solutions.

The Prevention Institute, as part of UNITY, used the Cure Violence model to
facilitate a community planning process to prevent violence in US cities engaging,
education, public health, and the criminal justice sectors to collectively use their
expertise and skills to solve their communities’ challenges [8]. UNITY fostered
cross-sector action to prevent violence by creating and disseminating tools focused
on sectors within government and community-based programs called the
Collaboration Multiplier. For these strategies to work, prevention phases are out-
lined as primary (upfront), secondary (in the thick of things), and tertiary (after-
math). Clarifying the roles and responsibilities of the different sectors helped reach
maximum benefits. Data-driven approaches focusing on environmental solutions
were more effective than individual interventions. Risk and resilience factors also
were essential to inform a multisector solution to preventing violence. Resilience
factors are subcategorized into (1) society and community factors and (2) relation-
ship and individual factors [8].

Collaboration Multiplier Implementation Process:

Promotes understanding of diverse partners.

Clarifies similarities and differences.

Supports relationship- and trust-building.

Identifies collective strengths and missing expertise.

Delineates collective resources at the table.

Fosters a shared vision, goals, language, and understanding.

Establishes shared outcomes and joint strategies.

Identifies solutions that solve multiple problems.

Helps clarify the contributions and roles of each partner while helping to man-
age credit and accountability issues.

. Establishes a foundation for shared measurement and a vehicle to overcome
confidentiality and proprietary considerations [8].
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2 Addressing Diversity, Educational Justice, and Nurse
Shortages to Alleviate HealthCare Inequities

Nurses are essential for many reasons, ranging from providing quality health care to
our nation’s economic security and welfare. College degrees are a primary vehicle
for reducing poverty, yet the existing disparities are rampant [10]. Awareness is not
enough—transformational change is required. Nursing education must transform
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and embrace educational justice. Educators should respond to students’ needs and
remove racial and economic practices of codifying, tracking, and penalizing stu-
dents by implementing holistic admissions, considering many factors in the admis-
sions decision. The US Supreme Court [11] described a “highly individual, holistic
review of each applicant’s file, giving serious consideration to all the ways an appli-
cant might contribute to a diverse educational environment” as an outcome in the
Grutter v. Bollinger case. Holistic review is often a mission-aligned practice that
supports diversity and inclusion through qualitative and quantitative factors.

The literature is clear and compelling. Health inequities decrease as the demo-
graphics of health professionals mirror the population as a whole [1]). Thus, the per-
centage of diverse health professionals is an important measure of the health of the
population. As a stark example, maternal morbidity and mortality in the United States
continue to rise while there have been improvements in other parts of the world. What
is most alarming is that it has decreased among white women in the United States, but
it has increased for black women even when controlling for zip code, educational
attainment, and frequency of prenatal care [12]. This is shocking and debunks many
long-held myths [13]. Add to this the fact that health inequities improve when the
healthcare workforce at every level reflects the racial diversity of the community
served [14] (Hwang and Tallant).

The nursing workforce still remains largely female and Caucasian. The way to
change this is to utilize a holistic admission process—not as a recommendation but
as a requirement by accrediting bodies. Utilizing GPA alone leaves many qualified
applicants behind and paints the nursing profession as elitist, continuing to contrib-
ute to the cycle of health disparities. The AACN published a white paper describing
the need to implement a holistic admissions process in 2016, yet there is not nearly
100% adoption. This creates a lack of educational justice.

Many students with lower GPAs don’t lack the intellectual capacity to be suc-
cessful. Rather, they attend lower resourced K-12 schools or make an initial attempt
at a community college, and “life happens”, resulting in a lower GPA. In addition,
students with fewer opportunities need more support from the faculty to graduate
and pass the faculty NCLEX examination. A recent article by Muirhead et al. [15]
calls out the impact of high stakes testing including NCLEX and HESI in nursing
education. They call for improved data collection, reformed licensure processes,
and the reframing of standardized testing as one of many tools to determine compe-
tency. The nursing faculty shortage has prompted some schools of nursing to lean
into the most qualified students based on traditional measures. A substantive change
is long overdue. Students with diverse socioeconomic and/or ethnic backgrounds
will be champions for incorporating and addressing the social determinants of
health in the care provided as it may often reflect their lived experiences.

The Social Determinants of Learning™ (SDOL) Framework was developed as
an actionable model to address learning disparities and expand learning opportuni-
ties to support nursing student diversity, equity, and inclusion [16]. This framework
addresses the student’s physical health, physical environment, social environment,
self-motivation, economic stability, and psychosocial health. Strategic interventions
include creating a sense of belonging, addressing motivation for learning and coach-
ing for success. More can be done in nursing education to address the human cir-
cumstances of the student.
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In addition, approximately 80,000 qualified applicants to BSN programs were
turned away in 2021 [17]. Policymakers and other stakeholders must invest in nurs-
ing education and coordinate strategies to address workforce needs and make the
healthcare system more equitable. Investments in the nursing profession are lacking,
as evidenced by the most considerable constraints in nursing education, a shortage of
nurse educators, and reductions in clinical placements needed to educate nurses.

In addition to the healthcare inequities and recent healthcare crisis in our nation
described above, the global nursing shortages need urgent and sustainable solutions.
This nursing shortage is not about the number of nurses but rather nurses who are
willing and physically able to practice in all areas where nursing care is needed with
an equity-minded approach. In the United States, there may not be enough nurses
for the next decade to care for patients, especially, in acute care, in the same way as
in the last quarter of a century, with the two age groups leaving in the most signifi-
cant numbers; those over 60 years and those over 20 years old [18]. Implications
from this shift are that the workforce projections counted on the 20+ age group to
be practicing for the next 30 years exacerbating the work force challenge.

Complicating the nursing profession’s ability to positively influence health dis-
parities is the critical shortage of nurses. The current shortage of nurses is not an
actual shortage. There are roughly four million nurses in the United States. It is a
shortage of nurses who are willing and/or physically able to work in direct care
roles. This situation is not new; however, the global COVID-19 pandemic provided
an accelerant to magnify the crisis.

The reasons for this shortage are numerous and complex. First, direct care nurs-
ing is hard work. It is physically demanding especially given that approximately
60% of the population is overweight or obese making providing physical support to
them more difficult. Second, nurses are on the wrong side of the balance sheet
viewed as a cost, not perceived as a driver of quality/revenue. This often leads to a
view of nurses as commodities as opposed to valued professionals. Staffing
approaches historically have assumed the number of patients/tasks as a proxy for
actual work required. Workload needs to incorporate patient acuity and intensity of
the necessary nursing work [19].

The role of nurses in hospital governance became much clearer and somewhat
striking during the very early days of the global COVID-19 pandemic. As an exam-
ple, direct care nurses were not routinely engaged in decision making related to
personal protective equipment (PPE). Administrators were making decisions with
limited or contradictory evidence putting direct care health professional lives at
potential risk. Also, creative staffing models employed did not always include direct
care nurses in the discussion. This short staffing led to an explosion of travel nurses
and increased resignations [20].

The Future of Nursing 2020-2030 report provides the evidence and strategies to
bridge the gap between a critical global nursing shortage and the transformative
work required to achieve our new healthcare future. Relationships with hospitals
and healthcare organizations are foundational to the earlier multisector collabora-
tions and solutions. Identified needs include creating a governance role for nurses,
adding nurses to value-based care proposition and tapping into the potential of four
million nurses to impact social determinants of health and care transitions [21].
Evidence-based practice, policy oversight, increasing pay, and moving to a salaried
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role are also solutions for re-engaging the nursing workforce [22]. Porter-O’Grady
etal. [23] state that many nurses experience a lack of engagement, inclusion, respect,
and involvement in the dialogue and decisions that influence their practice. Nurses
call for organizations and systems to utilize leadership practices that are equity-
based, collateral, relational, inclusive, and distributive.

3 Summary: Nursing Outcomes to Achieve Health Equity

This book is a compilation of evidence, expertise, and lived experiences in applying
the report and lessons learned. There are numerous examples that address strength-
ening nursing capacity, promoting diversity, equity, and inclusion, permanently
removing nurse practice barriers, valuing nurse contributions, preparing nurses to
tackle and understand health equity, and using multisector collaboration to enact a
shared agenda. It should all be used to inspire action.

With the implementation of the report’s recommendations, the report committee
envisioned ten outcomes that position the nursing profession to contribute meaning-
fully to achieving health equity. We recap these outcomes and ask the reader to reflect
on the chapters. What are the key takeaways? What actions can we take as a result?

1. Nurses are prepared to act individually, through teams, and across sectors to
meet challenges associated with an aging population, access to primary care,
mental and behavioral health problems, structural racism, high maternal mor-
tality and morbidity, and elimination of the disproportionate disease burden
carried by specific segments of the population.

2. Nurses are fully engaged in addressing the underlying causes of poor health.
Individually and in partnership with other disciplines and sectors, nurses act on
a wide range of factors that influence how well and long people live, helping to
create individual- and community-targeted solutions, including health in all
policies orientation.

3. Nurses reflect the people and communities served throughout the nation, help-
ing to ensure that individuals receive culturally competent, equitable healthcare
services.

4. Healthcare systems enable and support nurses to tailor care to meet diverse
patients’ specific medical and social needs to optimize their health.

5. Nurses’ overarching contributions, especially those found beneficial during the
COVID-19 pandemic, are quantified, extended, and strengthened, including
removing institutional and regulatory barriers preventing nurses from working
to the full extent of their education and training. Practice settings that were
historically under-compensated, such as public health and school nursing, are
reimbursed for nursing services comparable to that of other settings.

6. Nurses consistently incorporate a health equity lens learned through revamped
academic and continuing education.

7. Nurses attend to their self-care and help ensure that nurse well-being is
addressed in educational and employment settings through implementing
evidence-based strategies.
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8. Nurses and other leaders in health care and public health create organizational
structures and processes that facilitate the profession’s expedited acquisition of
relevant content expertise to serve flexibly in areas of greatest need in times of
public health emergencies and disasters.

9. Nurses collaborate across their affiliated organizations to develop and deploy a
shared agenda to contribute to substantial, measurable improvement in health
equity. National nursing organizations reflect an orientation of diversity, equity,
and inclusion within and across their organizations.

10. Nurses focus on preventive person-centered care and are oriented toward innova-
tion, always seeking new opportunities for growth and development. They expand
their roles, work in new settings and ways, and markedly expand their partner-
ships connecting health and health care with all individuals and communities [1].

4 Call to Action

The vision of the US-based Future of Nursing: Campaign for Action is working
toward “an America where everyone can live a healthier life, advanced by equity-
minded nurses as essential and valued partners in providing care and promoting
health equity and well-being” [24]. Meaningful and actionable change begins now.
Connect with consumer and health organizations committed to supporting the health
and well-being of the regions where you reside. In the US, get connected to state
action coalitions. Action coalitions led by nurses and multisector partners drive
change locally by working to transform health care through nursing and build
healthier communities. Globally, help lead multisector collaborations to address
health inequities. The recommendations in the report are generally transferable with
some adaptations. The time for bold, innovative leadership is now!

Study Guide Questions

1. Reflecting on our practice, what new models of care could be applied to address
the current nursing staffing shortages?

2. Given the need, what care delivery models might be established to use nurses at
their highest level of education?

3. What multisector partnerships in your region might positively impact a commu-
nity’s social determinants of health?

4. Which of the report’s recommendations are most transferable and useful for your
country and region?
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Afterward

Leila McWhinney-Dehaney

“The Future of Nursing 2020-2030 Global Applications to Advance the Future of
Nursing” is a bold and inspiring response to the report released by the National
Academy of Medicine (NAM), “The Future of Nursing 2020-2030: Charting a Path
to Achieve Health Equity.” [1, 2] . It sets out nine over-arching recommendations for
the nursing profession with considered approaches for implementation that war-
rants keen attention. As the text in the book conveys, there is no doubt that many of
the interventions needed in education and health care settings in the USA to elimi-
nate disparities are equally relevant to nursing and midwifery in developed as well
as developing countries. My stated positions herein are based on my education,
policy, and regulatory leadership experience in Jamaica, a developing country of 2.9
million citizens with a gross domestic product (GDP) per capita of US 5183.6 in
2021 [1, 3].

In my varying roles in Jamaica, I have learned that a key developmental priority
of governments in the Caribbean is that of achieving the sustainable development
goals (SDGs) [4]. The United Nations (UN) and its various partners are ambitiously
working towards achieving these goals. These interrelated goals address the major
developmental challenges faced by Jamaica and other countries globally. Jamaica,
in its important role in shaping the global 2030 agenda, established Vision 2030 [5],
a long-term strategic development plan (PIOJ, undated) as its framework for prior-
ity setting, seamlessly integrating the global agenda with Jamaica's national devel-
opment plans. This has led to Jamaica’s Vision 2030, the Medium-Term
Socio-Economic Policy Framework (Planning Institute of Jamaica) and sectoral
policies which are strongly aligned with the SDGs. One of the national goals related
to health speaks to Jamaicans being empowered to achieve their fullest potential.

L. McWhinney-Dehaney
Nursing Council of Jamaica, Kingston, Jamaica
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One of the national outcomes related to this goal is that by 2030 Jamaica will have
a healthy and stable population. A major guiding principle of vision 2030 (of which
there are seven) speaks to people and equity. The Ministry of Health and Wellness
have identified two supportive components of this vision plan as being important:
these are Human Resources and Infrastructure [6].

As small island states like Jamaica seek to attain the sustainable development
goals (SDGs) and to achieve Universal Health Coverage (UHC) nurses and mid-
wives have been central to the conversation on health disparities and health equity.
A call to action for nurses and policy makers in developed nations is a similar call
to action for nurses and policy makers in developing nations. Jamaica has been
proactive in putting relevant policies in place to respond to the call for Universal
Health Coverage. The Ministry of Health and Wellness 2030 strategic plan [6]
includes strategies towards the renewal of primary health care aimed at reducing
inequities confronting persons accessing the health sector, particularly more vulner-
able populations.

Where nurses work and what nurses do have always been quintessential in situat-
ing them to be the real deliverers of care worldwide at the primary, secondary, and
tertiary levels of health care systems. In my own country the nursing and midwifery
workforce is no doubt the pulse of the health care system. The book identifies criti-
cal elements of what needs to be done at the varying levels of the profession and
society to ensure that future nurses are successful in what is needed to improve the
health of the population globally. The following outlines my thoughts on specific
chapters in this book.

Education

The foundation of early nursing in Jamaica has been strong leadership. Leadership
has been the hallmark of nursing and midwifery education and practice and is exem-
plified in the professional lives of three stalwart nurses from 1946 to 1986; Ruth
Nita Barrow, Gertrude Hildegarde Swaby, and Julie Symes [7]. These nurses
embraced the profession with commitment and courage that set the foundation for
nursing leadership in Jamaica. Ruth Nita Barrow was an educator, and matron of the
University College Hospital (UCH), who went on to become the Principal Nursing
Officer (PNO) for Jamaica. Gertrude Hildegarde Swaby was also an educator,
Organizing Secretary for the Jamaica General Trained Nurses Association (JGTNA)
and Registrar of the Nursing Council of Jamaica (NCJ). Julie Symes was the
President of the JGTNA, Matron of the Kingston Public Hospital, and Registrar of
the NCJ. Their collective will between 1946 and 1986 allowed for swift progress in
nursing. For example, Hewitt [7] states that “they prepared themselves adequately
so that they could wrest control away from non-nurses who had influence over nurs-
ing training” (Hewitt, p. 237). These leaders set the pace for dynamism in curricular
improvements to accommodate societal changes as it occurred over time. They
brought the education of nursing and midwifery professionals from a place of just
simply understanding disease and care giving principles, to now a broader
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perspective of population health and equity. These nurse leaders worked relentlessly
to achieve the goals for registration, reciprocity, and recognition of nurses training
in Jamaica (Hewitt, p. 10). The concept of health equity has continued to force edu-
cators, curriculum developers, and regulators to address social, and other environ-
mental parameters which lead to ill health and will no doubt invariably continue
impact access to care.

In influencing the future of nursing, students must be academically prepared to
understand, recognize, and address the social determinants of health and health
equity in order to transform care. The aim is to have a nursing and midwifery work-
force that is educated and trained and legally facilitated to practice to the full extent
of their education and training. Hence the recommendation by the Regional Nursing
Body (RNB) which is made up of Government Chief Nursing Officers, and other
partners and collaborators to have the BScN as the entry level into nursing has been
acted on and to this end there is a policy in place in Jamaica that allows for this level
of training [8].

In contrast to the education of nursing students in Jamaica and many other devel-
oped countries the book described how Hong Kong used the opportunity during the
pandemic to allow the students real life experience during the pandemic. Instead of
withdrawing them from the clinical sites during this period they were utilized and
became an integral part of care delivery during this time. According to the text the
pandemic opened up opportunities for nursing students’ involvement to support the
community to overcome a public health crisis.

Diversifying the Workforce

Diversifying the nursing workforce is critical, but the world’s need to do this has
been, many times, at the expense of the workforce in the CARICOM (Caribbean
community) countries. CARICOM countries like Jamaica have been targeted by
developed countries for the recruitment of nurses and midwives and this practice
continues unabated [9]. In fact, it is estimated that more than 1800 nurses emigrated
from the English-speaking CARICOM to Canada, the United Kingdom, and the
United States between 2002 and 2006 (World Bank 2010). In this same World Bank
study of the nurse labor and education market in the English-speaking CARICOM
it shows a highly fragile supply side balance that will be increasingly insufficient to
meet local demand (World Bank Report 2010, p. 1). The study further posits that
this nurse shortage may compromise the region’s ability to meet strategic health
goals and its global competitiveness (World Bank Report 2010).

Low pay, poor career prospects, and lack of educational opportunities are some
of the factors identified as driving nurse resignation. Murphy et al. [10] address the
prevalence of migration of health workers from Jamaica and point to the impact of
differences in the living and working conditions between Jamaica and destination
countries. These differences impact the decisions of health care practitioners and
result in what has been reliably identified as push and pull factors for migration.
This resultant shortage of nursing personnel is always looming.
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Having policies that enable the retention of health workers in rural and under-
served areas have been one of the most difficult challenges for developing countries
[1]. Many developed and developing countries including Jamaica are signatories to
the WHO Global Code of Practice on the International Recruitment of Health
Personnel [11] and working collaboratively has been a helpful effort. This frame-
work is aimed at strengthening the understanding and management of the recruit-
ment of international personnel through improved data, information, and cooperation
within the international community [1].

Creating barriers to migration is a recommendation by the World Bank (World
Bank Report 2010). This, however, has proven to be more difficult than imagined.
Policy makers in developing countries should heed the bold call by the International
Council of Nurses (ICN) and the International Confederation of Midwives (ICM) to
invest in nursing [12] and midwifery [13]. Salmon et al. [14] clearly outline a num-
ber of Caribbean approaches to addressing nursing services capacity in light of a
42%vacancy rate in the CARICOM region. The most well-known of these includes
the St. Vincent Model. In St. Vincent the Government sought to establish bilateral
agreements to receive compensation from institutions that recruit nurses from St.
Vincent. The funds received were to be reinvested by the government to strengthen
nursing training. Another option presented was the international nurses recruitment:
health and tourism model. This model proposed utilizing the Caribbean as a tourist
destination and recruiting nurses from developed countries to work in the Caribbean
for 6-12 months. An analysis of these approaches is recommended.

The pandemic has, however, made it clearer that a broken health care system
widens the breach leading to more disparities.

Lifting Nurse Practice Barriers

Capitalizing on the full potential of a nurse’s education and training is a clear and
definitive way to have a workforce that is responsive to patient needs [15, 16]. Using
the exemplars of West Virginia, Kansas, New York City, and Japan this chapter
emphasizes the need for the modernization of laws impacting APRNs. The chapter
delves into a multicultural approach to charting a legal path to health equity. This is
to be done through proactive regulatory promulgation of laws to allow APRNs to
practice.

The recent impact of COVID-19 has catapulted some countries to ensure that
nurses and midwives practice to the full extent of their education and training. On
the other hand, Jamaica is one such country in which practice barriers significantly
affect care delivery. Like Kansas and other states in the USA, Jamaica has had
APRNSs in its health care system since the 1970s, however, APRNs are yet to achieve
prescriptive rights to enable them to practice to the full extent of their education and
training. Contrary to the plight of APRNs there is current regulation in place to
allow midwives to practice to the full extent of their education in Jamaica [17]. That
said, existing models of midwifery care in the health sector place administrative and
practice limits on the midwife, thus full practice is actually not being fully facilitated.
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Critical partners in health care (law makers, policy makers, and other profession-
als) can work to meet the goal of health equity. It is the hope that Jamaica and other
countries will use opportunities presented by the COVID-19 crises to see the need
for collaboration rather than continuing to work in professional silos. The latter
inevitably results in poor health outcomes and misses the goal of health equity
for all.

Public Health Emergencies and Disaster Management

The dialogue on public health emergencies and disaster management in this book
serves as a pivotal point for action. Appreciating the work of nurses and midwives
in Jamaica is to understand the magnitude of the role of these professionals in keep-
ing the country safe during emergencies. For example, the Expanded Programme on
Immunization (EPI) was established in Jamaica in the 1970s [18]. The work in this
area enabled Jamaica to be the recipient of the Henry C. Smith Immunization Award
in 2007 and 2011. This is a prestigious award in the region given to the country
making the most improvement in its EPI program [18]. Our nurses and midwives
can best be described as “warriors in the moment.” In Jamaica primary health care
is seen as a path forward to help reduce disparities. We realize that if we cannot
continually shore up our public health infrastructure, then we risk losing ground in
access to care.

The reality of COVID-19 and its impact on nurses and midwives paints a picture
of tremendous dedication in the face of adversity. The work and worth of these pro-
fessionals were reinforced during the pandemic. In fact, 2022 marked the first time
that Jamaica ever publicly recognized the work of health care providers and specifi-
cally that of nursing and midwifery professionals as having stood strong and weath-
ered the storm of the pandemic. Many of the nurses and midwives had themselves
fallen victims to the novel corona virus.

Final Words

The relationship between the global challenges of poverty, discrimination, unhealthy,
and unsafe environments at the social level and access to health quality care on the
other hand has been established. If we agree that health is a human right [19], then
efforts at stabilizing the global health workforce must first start with attending to the
critical needs of nurses and other health workers as the purveyors of safe, high qual-
ity, and compassionate care. It is my considered belief that in our current global
context the profession of nursing sits on the cusps of significant and key changes in
the health care landscape. These changes are occurring not only in developed coun-
tries like the USA but also in the rest of the international community. Schools of
nursing, employers, and organizations in developing states who engage health pro-
fessionals must consider how they may apply methods from the case studies to
implement change. These changes have the great potential to narrowing the equity
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gap that exists between groups, especially those impacted by socio-economic con-
ditions like poverty.

As developing countries collectively look to the future of the professions of nurs-

ing and midwifery the time is right for a discussion and for action related to issues
such as telehealth, research focusing on health equity and of great importance an
evaluation of the regulatory response to the COVID-19 pandemic in small island
states. Countries like Jamaica must assess any changes to nursing and midwifery
education and practice within their jurisdiction in order to improve access to care
generally and for dealing with future pandemics.
The future of nursing is in the hands of nurses! This book is indeed poised to meet
the needs of educators, practitioners, and researchers and serves as an impetus for
action for the future of nursing. There has never been a more important time to step
up and follow the recommendations put forward in this book.
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