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PREFACE

he nurse educator plays a vital role in shaping the
quality of the nursing workforce. The system complex-
ities that exist in both health care and higher education
increasingly require nurse educators to envision their
role as one that bridges the education-practice envi-
ronments, preparing students to transition seamlessly
from academia into complex, multifaceted practice
settings. The nurse of the future must be able to access,
evaluate, and synthesize vast amounts of information,
use clinical decision support tools, communicate effec-
tively with patients as a member of an interdisciplinary
health care team, and make clinical decisions for safe
patient care.

In response to the need to prepare a nursing work-
force capable of practicing competently in a dynamic,
transforming health care system, there have been na-
tional calls for an equally dynamic transformation of
the educational systems in which we teach nursing.
Students must be prepared to provide safe, evidence-
based, and patient-centered care in interprofessional
and collaborative care environments, and nurse edu-
cators must be prepared to design educational pro-
grams that provide learning experiences that guide
students to higher-order learning. To create relevant
curricula and meaningful learning environments,
it will be necessary for nurse educators to approach
their responsibilities from a systems orientation, be
more fully integrated into the practice environment,
and be better skilled in forming collaborative partner-
ships that are interprofessional in nature. Achieving
these competencies requires nurse educators to have a
strong grounding in the foundations of the teaching-
learning process as applied to the teaching of nursing.
It is our intent that this book provide readers with the
resources they need to develop essential competencies
for the nurse educator role.

viii

The 6th edition of Teaching in Nursing: A Guide
for Faculty continues to be a singular resource for
nurses who are preparing to teach, for nurses who
have recently become faculty members or processional
development educators, for those who are searching for
answers to the daily challenges presented in their role
as educators, and for experienced faculty members who
are transforming teaching practices for the future. This
book is also written for nurses who are combining clin-
ical practice and teaching as preceptors or part-time
or adjunct faculty and for graduate students or teach-
ing assistants who aspire to assume a full-time teach-
ing role. Additionally, this book is a useful resource for
those nurse educators who are preparing to take the ex-
amination to become a certified nurse educator.

Readers will find, under one cover, how to design
curricula; create active and engaging learning experi-
ences in classrooms and distance learning environments;
facilitate interprofessional learning in clinical settings in
acute, transitional, home, and telehealth clinical settings;
assess and evaluate students and academic programs; use
current and emerging learning technologies effectively;
and serve in the role of faculty in an academic setting.
This edition offers current evidence for best practices in
nursing education along with examples of lesson plans,
evaluation tools, and guides to assist the reader to inte-
grate strategies appropriate to the mission, values, and
needs of the students in their own setting. An expanded
chapter on interprofessional education guides faculty in
designing learning activities to foster interprofessional
collaborative practice regardless of the academic setting.
A new chapter on global nursing education explains how
to internationalize the curriculum and provide global
learning experiences. Additional information has been
included in the chapter on multicultural education in
recognition of the increasing diversity of students and
the need to prepare culturally competent nurses.



We believe that this is a significant time in the his-
tory of nursing education—one that requires nurse
educators to embrace change and seek opportunities
to reenvision the learning environments they cocre-
ate with their students. Closing the education-practice
gap, identifying educator competencies for clinical
educators and faculty who serve in the full scope of
the role, and translating the science of nursing educa-
tion into practice are just a few of the challenges that
nurse educators face. It is a time to embrace the role
of nurse educator with the challenges and rewards the
role brings.

We suggest that readers use the book as a guide and
resource but recognize that implementation must be
adapted to the values and missions of the institutional
settings and the personal style and philosophy of the
faculty. We intend for this book to stimulate faculty
to engage in the scholarship of teaching and learning
by reflecting on their own teaching practices, imple-
menting and evaluating new approaches to creating
an interactive and inclusive learning community, and
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conducting their own educational research in class-
room and clinical settings.

When we wrote the first edition of this book more
than 20 years ago, we did so because we believed that the
role of the nurse educator was an exciting and rewarding
role, one that demanded to be treated as a specialty in
nursing, requiring nurturing and development over time.
It continues to be our goal to provide a comprehensive,
evidence-based resource for faculty that will help guide
them as they develop their practice as nurse educators.
We still believe this is an exciting time to embrace a ca-
reer in nursing education and teach nursing—a time that
is filled with many challenges, opportunities for innova-
tion and creativity, and rewards for all who step forward
to accept the responsibility. It is our hope that this book
will be a helpful resource, generating enthusiasm for the
nurse educator role, stimulating innovation, and leading
to greater fulfillment in the teaching role.

Diane M. Billings
Judith A. Halstead
February 2019
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TEACHING IN NURSING*
The Faculty Role

MARY L. FISHER, PHD, RN

ver time, as nursing education has moved from
the hospital schools of nursing to college and univer-
sity campuses, the role of nursing faculty has evolved,
becoming increasingly complex. As higher education
and the science of nursing have developed, the effect
on nursing education has been tremendous.

Nursing education is enmeshed in sweeping changes.
The forces driving these changes are numerous and
difficult to isolate. They include a critical shortage of
nursing faculty, the increasing polarity and multicul-
turalism of society, the decreasing financial resources
in higher education and health care, the changes in
the delivery of health care through health care reform,
the integration of interprofessional collaboration and
evidence-based practice and the need for more nurses
with higher degrees, expanding technology and the
accompanying knowledge explosion, the need for
lifelong learning, a shifting emphasis to student learn-
ing outcomes instead of teaching, and the increas-
ing public demand for accountability of educational
outcomes.

In an effort to hold colleges and universities ac-
countable for the learning experiences they provide,
there has been a call by the federal government and
others to build more points of student assessment into
postsecondary education to provide evidence that out-
comes are being met. These are just a few of the issues
that nurse educators must consider as they fulfill the
responsibilities of their role.

*The author acknowledges the work of Linda M Finke, PhD, RN, in
the previous editions of the chapter.

The need to maintain strong clinical skills and cer-
tification qualifications in their specialties has created
an additional challenge for nurse educators and con-
tributed to their work strain. In addition to clinical
certifications, nurse educators now have the option
of seeking credentialing as a certified nurse educa-
tor (CNE) through the National League for Nursing’s
(NLN) Academic Nurse Educator Certification
Program (NLN, 2017). This additional affirmation of
teaching expertise helps close the widening practice-
education gap. As of 2016, more than 5000 nurse edu-
cators had achieved CNE certification in the United
States, with the certification expanding internationally
in 2016 (NLN, 2016a).

To meet projected demands for registered nurses,
nursing programs must increase their graduation rates,
especially for nurses with higher degrees. According
to the NLN (2016¢), 33% of qualified applicants were
turned away from baccalaureate, 21% from master’s, and
18% from doctorate nursing programs because of lack of
available faculty and clinical resources. At the same time,
the Tri-Council for Nursing (2017)—made up of the
American Association of Colleges of Nursing (AACN),
the American Nurses Association (ANA), the American
Organization of Nurse Executives (AONE), and the
NLN—reports a scarcity of prepared nursing faculty.
Only 33% of full-time nursing faculty (at all ranks) were
doctorally prepared in 2015, and only 9% of those at
the instructor rank (who tend to teach in undergradu-
ate programs) held a doctorate (NLN, 2015). In a vision
statement for the doctoral preparation for nurse educa-
tors, NLN (2013) cited the need to double the number of
nursing faculty with doctoral degrees by 2020.
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The demand for more nurses in service settings
with advanced degrees and a scarcity of prepared
nursing faculty have placed a tremendous burden
on nursing education and the faculty trying to meet
the growing needs. Nursing education is in a crisis,
overloaded by the demand to teach more students
with fewer faculty members and a limited succession
pipeline of prepared nurse educators. The diversity
of nursing faculty is also an issue. Faculty diversity
helps provide perspectives that add understanding
of underserved populations and assist institutions to
better support and recruit a diverse student popula-
tion. The latest data from NLN (2016b) indicated that
10.8% of faculty were listed as Black/Non-Hispanic,
8.1% as Hispanic, 5.5% as Asian/Pacific Islander, and
0.7% as American Indian. Johnson & Johnson and the
AACN Minority Nurse Faculty Scholars program are
addressing this issue by providing financial support
to graduate nursing students from minority back-
grounds if they agree to teach nursing after gradua-
tion (AACN, 2017a).

The faculty shortage is being exacerbated by the
projection that nearly one-third of all nursing faculty
will retire in the next 10 years (Fang & Kesten, 2017).
According to the AACN (2017b),

The average ages of doctorally prepared nurse faculty
holding the ranks of professor, associate professor, and
assistant professor were 62.2, 57.6, and 51.1 years,
respectively. For master’s degree-prepared nurse faculty,
the average ages for professors, associate professors, and
assistant professors were 57.8, 56.6, and 50.9 years,
respectively.

Fang and Kesten’s further analysis of their 2015
data set (2017) revealed that full-time faculty age 60
or older represented 30.6% of all faculty with a doc-
torate; with 44.3% of all faculty holding a research
doctorate versus only 21.2% of all faculty holding a
doctor of nursing practice (DNP) degree. Likewise,
they represented 69.2% of all full professors. These
data infer the huge impact in research, mentoring,
and academic leadership that the impending retire-
ment of aging nursing faculty will have on the nursing
professoriate.

The AACN found that, on average, nearly two full-
time positions go unfilled in nursing schools annually.

In addition to the loss of nursing faculty to retire-
ments, faculty leave academia at an alarming rate for
other reasons. Factors identified that influence faculty
turnover include workload, the demands of a tenure-
track position, perceived lack of collegiality, and non-
competitive salaries. Areas of satisfaction that enhance
faculty retention include faculty identity (autonomy
and role), research satisfaction, and sense of belonging
to an academic community (Tracy & Fang, 2011).

As faculty in higher education face these challenges,
they need to find new ways to teach and implement
their role. Benner, Sutphen, Leonard, and Day (2010)
call for a radical change in how nursing students are
educated. As a result of their study of selected nursing
programs, they concluded that nursing programs have
many deficits, including weak classroom pedagogy,
failure to integrate classroom and clinical content and
experiences, and poor development of students’ clini-
cal reasoning and inquiry skills. They made 26 recom-
mendations to transform nursing education, calling for
a major paradigm shift in nursing education. Nursing
faculty of the future will need to embrace innovation
and be advocates for change and forward movement if
these goals are to be met.

This chapter provides a brief historical perspective
of the faculty role; outlines future trends; identifies
faculty rights and responsibilities; and describes the
process of faculty appointment, promotion, and tenure
(APT) within the current context. In addition, faculty
development of competencies related to teaching as a
scholarly endeavor is discussed, and implications for
change in the faculty role needed to meet current and
future expectations and demands are addressed.

HISTORICAL PERSPECTIVE OF
THE FACULTY ROLE IN HIGHER
EDUCATION

The role of the faculty member in academia has devel-
oped through time as the role of higher education in
America has evolved. Three phases of overlapping de-
velopment can be identified in the history of American
higher education (Boyer, 1990).

The first phase of development occurred during
colonial times. Heavily influenced by British tradi-
tion, the role of faculty in the colonial college was a
singular one: that of teaching. The educational system



“was expected to educate and morally uplift the com-
ing generation” (Boyer, 1990, p. 4). Teaching was
considered an honored vocation with the intended
purpose of developing student character and prepar-
ing students for leadership in civic and religious roles.
This focus on teaching as the central mission of the
university continued well into the 19th century.

Gradually, the focus of education began to shift
from development of the individual to development of
a nation, signaling the beginning of the second phase
of development within higher education. Legislation
such as the Morrill Act of 1862 and the Hatch Act of
1887 helped create public expectations that added the
responsibility of service to the traditional faculty role
of teaching. This legislation provided each state with
land and funding to support the education of leaders
for agriculture and industry. Universities and colleges
accepted the mission to educate for the common good
(Boyer, 1990) and were expected to provide service to
the states, businesses, and industries.

The first formal schools of nursing began to appear
in the United States in the 1870s. Diploma nursing
programs were established in hospitals to help meet
the service needs of the hospitals. Nursing faculty were
expected to provide service to the institution and to
teach new nurses along the way. Nursing students were
expected to learn while they helped staff the hospitals.

In the mid-19th century, a commitment to the devel-
opment of science began in many universities on the East
Coast (Boyer, 1990), thus beginning the third phase of
development in higher education. Scholarship through
research was added as an expectation to the role of fac-
ulty. This emphasis on research was greatly enhanced in
later years by federal support for academic research that
began during World War II and continued after the war.

Gradually, as expectations for faculty to seek funding
for and to conduct research spread throughout institu-
tions across the nation, teaching and service began to
be viewed with less importance as a measurement tool
for academic prestige and productivity within institu-
tions. Faculty found it increasingly difficult to achieve
tenure without a record of funded research and publica-
tion, despite accomplishments in teaching and service.
As nursing education entered the university setting,
nursing faculty began to be held to the same standards
of research productivity as faculty in other more tradi-
tionally academia-based disciplines. It is important to
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understand that, while the emphasis on research contin-
ues, institutions vary greatly in this regard based on their
missions and strategic plans. Potential faculty should
seek opportunities in nursing education in institutions
whose missions fit their interests and credentials.

FUTURE OF THE FACULTY ROLE IN
HIGHER EDUCATION

A rapidly changing political environment and health
care reform are now having a dramatic effect on the
role of nursing faculty. Diminishing resources, increas-
ing public scrutiny, and heightened expectations place
a heavy burden on faculty in higher education. Changes
in health care brought on by the Patient Protection and
Affordable Care Act (2010) and subsequent ongoing
political changes to how health care is organized and
financed require that nursing curricula be updated to
ensure that nursing graduates achieve competencies
needed for the future. There is increasing emphasis on
the teaching role of faculty without a concomitant re-
duction in scholarly requirements. Nursing faculty also
are responsible for assessing the outcomes of the educa-
tional process. The balance among teaching, research,
and service is being reexamined in many institutions
for its congruence with the institution’s mission.

A revolution in teaching strategies is also happen-
ing as universities and colleges change the focus from
teaching to learning. Sole reliance on the use of lecture
is no longer an accepted teaching method. Faculty now
must integrate the use of technology into their teaching
and promote the active involvement of students in the
learning process. Computer-mediated courses and the
use of simulation technology are the future of higher
education, as movement is made away from the struc-
tured classroom to the much larger learning environ-
ments of the home, community, and clinical setting.
Because today’s students, with their complex lives, de-
mand convenience and flexibility in their educational
endeavors, distance education strategies play an in-
creasingly important role in the education of learners.

Furthermore, the future of nursing care delivery
will be changing to a community-based, consumer-
driven system. The shift in emphasis from acute care to
an enhanced role for primary care must have an effect
on the undergraduate and graduate nursing curricula,
and faculty must prepare for this role transition as well.
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There also is a continuing gap in the representa-
tion of minorities in nursing education programs,
with the percentage holding at 10% for decades. There
is a need to expand the number of nursing graduates
from underrepresented populations. Even with this
emphasis on minority nurse recruitment, all nurses
must increase their cultural competence skills to meet
the needs of growing underserved populations as the
United States minority population continues to grow.

The NLN (2013) reports that there is a growing
need for increased numbers of nurses prepared at the
doctoral level, not only to teach but also to collect and
analyze data necessary to evaluate the effectiveness
of health care and to identify trends of future devel-
opment. The clinical movement toward advanced
practice nurses holding a DNP degree creates an over-
whelming need for nurses prepared with a doctorate.
The majority of nursing programs (61.4%) reported
not being able to accept more students because of the
need for qualified faculty, with the programs predict-
ing a growing need. All of these issues place nursing
faculty at the heart of the nursing shortage.

FACULTY RIGHTS AND
RESPONSIBILITIES IN ACADEMIA

The professoriate in the United States has traditionally
enjoyed a number of rights, including the right to self-
governance within the university setting. Governance
includes participation on department and university
committees focusing on academic and workplace is-
sues of concern to faculty, such as faculty affairs, stu-
dent affairs, curriculum and program evaluation, and
providing consultation to administrators. Faculty and
administrators share the responsibility for addressing
issues that face the university and the community it
serves. Faculty are evaluated as “university citizens” in
part on their service on committees or task forces at
the department, school, or university level. Leadership
in national nursing organizations is also a component
of the service expectation.

The core responsibility of faculty is the teaching and
learning that takes place in the institution. Boards and
administrators delegate decisions about most aspects of
the teaching-learning process to faculty. For example,
this responsibility includes not only the delivery of con-
tent but also curriculum development and evaluation,

development of student evaluation methods, and gradu-
ation requirements (Trower & Gitenstein, 2013).

Intellectual property, copyright, and fair-use laws
govern faculty and student use of works developed by
faculty, students, and others. The easy online access of
course content has added to this complicated issue by
making plagiarism more common and easily revealed
with the use of software. Most academic settings have
policies that guide the development of “works for hire,”
which may include course content, written works, and
products. Many universities now enter into ownership
agreements, with some financial split of any profits
related to works developed by faculty. A wise faculty
member is well informed about these institutional pol-
icies so that there is no misunderstanding about own-
ership of course materials and other works developed
by the faculty member.

Evaluation is a major responsibility of faculty.
Faculty engage in the evaluation of students and of
colleagues. Peer evaluation is a vital aspect of faculty
development and is part of the documentation data
considered in the decision-making process for promo-
tion and tenure. Tenured faculty are involved in the
development of fair and equitable evaluation criteria
on which to base these judgments.

Another responsibility of faculty is mentoring.
Nursing faculty mentor not only nursing students
but also other faculty members in their development
as teachers and scholars. The mentoring of students
includes formal academic advisement and coaching,
supporting, and guiding protégés through the aca-
demic system and into their professional careers. The
mentoring of faculty members also involves coaching,
supporting, and guiding them as they develop in their
role as faculty. When starting at a new institution, even
an experienced faculty member requires mentoring
relative to specific institutional norms and processes.

Providing mentoring to new faculty members is an
especially important responsibility of senior faculty,
because nurses are not usually prepared in graduate
nursing programs for a role in academia. Faculty are
dropped into an environment with unspoken rules and
expectations that can be markedly different from those
of their previous practice environment. Mentoring is
needed to assist new faculty members as they learn to
balance all aspects of their complex role. In a recent
systematic review, Cullen, Shieh, McLennon, Pike,



Hartman, and Shah (2017) found that there was little
research centering on the mentoring of nontenure-
track faculty. Clinical-track faculty are an example
of nontenure-track appointments and are critical to
nursing education because their numbers have been
increasing as tenured faculty retire and the number of
nursing faculty with clinical doctorates increases.

The responsibilities of nursing faculty include
teaching and scholarship and service to the school,
university, community, and the profession of nursing.
Nursing faculty have the responsibility to expand their
service beyond the university and local community to
include active leadership in professional nursing orga-
nizations at local, regional, and national levels, where
they often influence national public policy agendas.
As a faculty member climbs the promotion and tenure
ladder, service responsibilities increase and leadership
at the national and international levels is required.

True success as a faculty member is measured by the
person’s ability to juggle all aspects of the faculty role—
teaching, research, and service—and maintain practice
competencies. Most institutions require a tenure can-
didate to declare one area of excellence on which their
tenure will focus. It is important that faculty choose
this area carefully and early in their tenure track. With
careful planning and selection of activities, nursing fac-
ulty can integrate their clinical interests into teaching,
scholarship, and service, thus meeting the expectations
of the role in the most efficient manner. On initial ap-
pointment to a faculty position, the faculty member
will be well served by the development of a 5- to 6-year
career plan designed to ensure that the candidate will
meet the criteria for all aspects of the role.

Some faculty work in an environment where they
are represented by a union. The American Association
of University Professors (AAUP) is probably the best-
known faculty union. Faculty can also be members of
AAUP as a professional organization without belonging
to a union. In a setting that has a union, faculty rights and
responsibilities are affected by the negotiated contract.

FACULTY APPOINTMENT,
PROMOTION, AND TENURE

Faculty are appointed by the governing body of the col-
lege or university and are responsible, in cooperation
with the administration of the institution, for teaching,
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scholarship, and service. Faculty are appointed to fulfill
various responsibilities to meet the mission and goals
of the college or university and the school of nursing
and are promoted and tenured or reappointed on the
basis of achievement of specified criteria and accord-
ing to their degrees and experience. Criteria for pro-
motion and tenure are based on the institution’s overall
mission and thus vary among institutions. In addi-
tion to considering teaching, scholarship, and service
achievements for promotion and/or tenure, collegiality
or civility in the workplace is considered in a growing
number of institutions. This trend is in line with the
Tri-Council for Nursing’s proclamation outlining the
critical need for civility in the workplace as essential
to quality and safety (Tri-Council for Nursing, 2017).
Tenure is being reconsidered in some institutions
and is absent in many public universities, community
colleges, and for-profit universities. Faculty who value
tenure need to seek employment in institutions com-
mitted to tenure as an ideal of academic freedom.

Appointment Tracks

Faculty may be appointed to a variety of full-time or
part-time positions within tracks. The tracks reflect
the mission of the institution and may include ten-
ure, clinical, research scientist, or lecturer/instructor.
Within each track, faculty may have the possibility for
promotion through the academic ranks of assistant
professor, associate professor, and professor. Each rank
has its own criteria for teaching, scholarship, and ser-
vice and for promotion within the ranks.
Appointment to the tenure track may lead to tenure
after a successful probationary period. The awarding
of tenure results in a permanent position at the school
of nursing. Reappointment and review of continued
service in tenured positions are based on the evalua-
tion of the teaching, research, and service components
of the faculty role; this is termed posttenure review.
Nontenure-track positions require reappointment at
specific intervals (e.g., yearly or every 3 to 5 years).
The tenure track is established for faculty whose
primary responsibilities are teaching and research. A
doctoral degree or near completion of the degree is
required for appointment to the tenure track at most
schools of nursing. A promise of excellence and the
ability to be promoted to senior ranks is required for a
tenure-track appointment. Faculty appointment to this
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track is considered tenure probationary until tenure is
obtained after an extensive review process, generally
concluding in the seventh year of appointment.

The clinical track, which does not have the protection
of tenure, has been developed at many institutions as
an educator track, clinical educator track, or educator—
practitioner track, depending on the primary focus of
assigned responsibilities. Appointment to this track is
based on teaching and service through clinical practice
or clinical joint appointments. Because this track allows
for possible promotion through the ranks of clinical as-
sistant, clinical associate, and clinical full professor, a
doctoral degree often is required for appointment to a
clinical track. Although research is not the focus of the
clinical track, scholarly dissemination of clinical or edu-
cational contributions or outcomes is required for pro-
motions within this track. The increased use of clinical
track faculty is a growing trend as universities and col-
leges reduce their reliance on tenure.

The research scientist track is for faculty whose pri-
mary responsibility is funded research and research
dissemination through publications and presentations.
Although research scientists may have responsibili-
ties for working with students, serving on dissertation
committees, teaching in the area of their expertise, or
providing service to the school, campus, or profes-
sion, their time is protected for research through their
securing of research grants from external agencies.
Appointment is based on evidence of or promise of a
funded program of research. A doctoral degree and at
least beginning research experience are prerequisites
for appointment to this track. Many Tier 1 schools in
research-intensive universities hire only people with
postdoctoral preparation in research into these ranks.

Each school of nursing defines the criteria for ap-
pointment and promotion to ranks (assistant, asso-
ciate, and full professor). These criteria specify the
responsibilities associated with teaching, scholarship,
and service. Schools of nursing also develop tempo-
rary positions to which faculty can be appointed.

Visiting positions may be appointed at any rank and
designate someone who has a limited appointment (1
or 2 years), who is on leave from another institution,
who is employed on a temporary basis, who is return-
ing temporarily from retirement, or who may be un-
der consideration for a permanent position within the
school.

The lecturer (sometimes called instructor) position
is considered to be a prerank position. It is used for
faculty who lack the necessary credentials (usually a
terminal degree) for appointment to a ranked position.
Some institutions have an additional level within this
track (senior lecturer), allowing for at least a small av-
enue for advancement in this track.

The term adjunct faculty can have two meanings:
In some institutions they are courtesy appointments
for individuals whose primary employment is outside
the school of nursing but who have responsibility as
clinical preceptors or working with students on re-
search projects. In other institutions part-time faculty
are called adjunct faculty. Adjunct faculty may be ap-
pointed at any appropriate rank.

Emeritus is an honorific title that may be conferred
on faculty who are retired after significant service to an
institution. Faculty with emeritus status may be granted
specific privileges, such as use of the library, comput-
ing services, or an office and secretarial support.

Graduate students may be employed in limited
teaching positions. These appointments, such as teach-
ing assistant and associate instructor, are temporary
and usually part time. Student employees are responsi-
ble only for teaching or assisting faculty with teaching.
They do not have the same level of responsibility as
full- or part-time faculty. Teaching assistants must be
assigned to work with a faculty member who assumes
responsibility for the quality of their work. Student
employees with teaching responsibilities often receive
a level of tuition waiver as part of their compensation.

The Appointment Process

The appointment process in universities and colleges is
somewhat different from positions in nursing service,
and nurses who are applying for teaching positions
in schools of nursing should understand the differ-
ences. A search and screen committee, appointed by
the dean or another university administrator, manages
the interview process. Interested applicants submit an
application and curriculum vitae that are screened by
this committee. Potential candidates are invited for an
interview with the search committee, faculty and ad-
ministrators at the school of nursing, and others at the
college or university as appropriate. Depending on the
requirements of the position for which they are apply-
ing, applicants may be asked to make a presentation of



their research or to demonstrate their teaching skills.
At the time of appointment, the applicant’s records are
reviewed by the appointment, promotion, and tenure
(APT) committee (or other appropriately named com-
mittee) that recommends a hiring rank to the dean.

Tenure and Promotion
Tenure

Tenure to the university is a reciprocal responsibility
on the part of both the university and the faculty. The
faculty member is expected to remain competent and
productive, maintaining high standards of teaching, re-
search, service, and professional conduct. Tenure also
assumes that the faculty member is promotable at the
time of tenure, and typically promotion to the next level
and tenure occur at the same time. Tenure, then, pro-
vides the faculty member the protection of academic
freedom. Academic freedom has been affirmed since
1940 by more than 200 institutions of higher educa-
tion. It guarantees protection against efforts by govern-
ment, university administration, students, and even
public opinion to restrain faculties’ free expression in
teaching or the free exercise of their research interests
(American Association of University Professors, 2018).
On the other hand, academic freedom does not give
faculty unbounded rights. For example, an individual
faculty member does not have the right to alter the cur-
riculum, the sequence of courses, or the content of estab-
lished courses or to subject students to discussions that
are irrelevant to the course. Tenure can be withdrawn
for reasons of financial exigency on the part of the uni-
versity and for unprofessional faculty behavior. Finally,
tenure does not relieve faculty from participating in
performance review. Many institutions have instituted
a posttenure review process. Posttenure review policies
vary greatly across institutions, so faculty should become
familiar with such policies in their own institution.
Tenure is granted after an extensive review, using
published criteria, of the evidence submitted by the fac-
ulty member (a curriculum vitae and dossier). Most in-
stitutions affirm excellence through the use of additional
reviewers from external peer institutions. The tenure or
promotion review is typically held in the faculty mem-
ber’s sixth year, with tenure granted in the seventh year
for successful candidates. Unsuccessful candidates are
usually given a 1-year notice of nonreappointment (of-
ten referred to as “up or out”). At appointment, faculty
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with a record of significant achievement may be granted
a specific number of years toward tenure, thus short-
ening the time for tenure review. Faculty who have
achieved tenure at a comparably ranked institution may
be hired with tenure already conferred.

The tenure process is specific to each school of
nursing and institution, and faculty who are appointed
to a tenure track position should familiarize them-
selves with the criteria and process before appoint-
ment. Although the tenure and promotion process
may seem mysterious, there are clear and specified
criteria. The current attitude is to employ faculty who
show high promise for attaining tenure and being pro-
moted and to provide support and mentoring that will
facilitate their developing into successful and fully ca-
pable members of the academic community. Although
at one time tenure was an unquestioned right of fac-
ulty, critics are now questioning its true benefit, and
some institutions of higher education have abandoned
the notion altogether.

Promotion

Promotion refers to advancement in rank. As with the
tenure review process, faculty must submit evidence
of excellence in teaching, scholarship, and/or service,
as well as other criteria established by the school, and
be judged by a committee of peers, external review-
ers, school and university administrators, and govern-
ing bodies. Criteria and processes for promotion, like
those for tenure, are established by faculty committees
and are made public.

Faculty should familiarize themselves with promo-
tion criteria and processes at the time of appointment
and establish a relationship with the primary APT
committee and the department chair, whose role it is
to inform faculty about APT policies and procedures.
As noted earlier, an expectation of senior faculty is to
guide and mentor junior faculty through the tenure
and promotion process. Some schools of nursing as-
sign mentors at the time of appointment. If a mentor
is not assigned, the newly appointed faculty member
should seek one.

Mentoring for Faculty

The faculty role is a multifaceted one, with multiple
demands. Faculty, especially those new to the role,
find that having a mentor or mentors is beneficial to
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establishing and succeeding in an academic career.
Mentors are helpful for the career development of both
senior and novice faculty (Halstead and Frank, 2018).
Singh, Pilkington, and Patrick (2014) studied the
orientation and mentoring needs of nursing faculty.
Mentoring related to

establishing a program of research included how to plan
a program of research, creating partnerships, developing
an awareness of funding mechanisms, hiring research
and graduate assistants, grant writing, publishing, and
time management to balance demands of teaching
research, service, and a personal life. (p. 7)

As can be seen from this brief description related
to developing a research program, many aspects of the
process could benefit from the input of a more experi-
enced faculty and researcher. Faculty should carefully
reflect on their career development needs and seek out
mentors who can help them achieve their career goals.

TEACHING AS A SCHOLARLY
ENDEAVOR

Boyer (1990) first proposed a new paradigm for scholar-
ship that encompassed all aspects of the faculty role but
placed a renewed emphasis on teaching as a scholarly
endeavor. In Scholarship, Reconsidered: Priorities of the
Professorate, Boyer called for the development of a bal-
ance between research and teaching when measuring
the faculty member’s success in academia. He described
four types of scholarship in which faculty engage: the
scholarship of discovery, the scholarship of integra-
tion, the scholarship of application, and the scholar-
ship of teaching. In these four types of scholarship, the
previously narrow view of scholarly productivity that
rested only on the careful discovery of new knowledge
through research has been greatly expanded. Boyer’s
model supports the practice model of nursing, which
calls for more than the discovery of knowledge; it also
calls for the application and integration of knowledge
into professional practice. As Boyer stated:

We believe the time has come to move beyond the
tired old ‘teaching versus research’ debate and give the
familiar and honorable term ‘scholarship’ a broader,
more capacious meaning, one that brings legitimacy

to the full scope of academic work. Surely, scholarship
means engaging in original research. But the work

of the scholar also means stepping back from one’s
investigation, looking for connections, building bridges
between theory and practice, and communicating
one’s knowledge effectively to students. Specifically, we
conclude that the work of the professorate might be
thought of as having four separate, yet overlapping,
functions. These are: the scholarship of discovery;

the scholarship of integration; the scholarship of
application; and the scholarship of teaching. (p. 16)

The Scholarship of Discovery

The scholarship of discovery is the traditional defini-
tion of original research or discovery of new knowl-
edge (Boyer, 1990). The scholarship of discovery may
be considered the foundation of the other three aspects
of scholarship because new knowledge is generated for
application and integration into the discipline, as well
as for teaching.

It is through the scholarship of discovery that scien-
tific methods are used to develop a strong knowledge
base for the discipline. Evidence-based practice in nurs-
ing builds on the knowledge generated by the scholar-
ship of discovery. Most federal funding traditionally has
been appropriated for the scholarship of discovery, and
until recently tenure decisions in many universities have
been based primarily on the faculty member’s engage-
ment in the generation of new knowledge. The schol-
arship of discovery remains an important aspect of the
role of many faculties, including nursing faculties. At the
federal level, research efforts in nursing are supported by
the National Institute of Nursing Research and content-
specific institutes, such as the National Institutes of
Health and the National Institute of Mental Health, and
by private philanthropic foundations.

The Scholarship of Integration

The scholarship of integration involves the interpreta-
tion and synthesis of knowledge within and across dis-
cipline boundaries in a manner that provides a larger
context for knowledge and the development of new
insights (Boyer, 1990). The scholarship of integration
requires communication among colleagues from vari-
ous disciplines who work together to develop a more
holistic view of a common concern. The combined



expertise of all who are involved leads to a more com-
prehensive understanding of the issue and results in
more thorough recommendations for solutions to the
phenomena of concern.

Nursing faculty have long integrated knowledge
from various disciplines into their practice and have
many competencies that enable them to be productive
members of interdisciplinary teams that study a vari-
ety of health problems and issues. With the emphasis
in today’s world on the development of collaborative,
team-building, and knowledge-sharing efforts across
disciplines, the scholarship of integration assumes an
ever-increasing importance for faculty who must re-
main at the forefront of the information age. Nursing
content often builds on the knowledge students have
learned from other disciplines, such as the biological
and social sciences. The scholarship of integration in-
volves designing learning models that guide students to
apply their previously learned knowledge to clinical sit-
uations, such as with the use of high-amplitude patient
simulation. Much scholarship of integration is being
published in the area of patient simulation at this time.

The Scholarship of Application

The scholarship of application, which connects theory
and practice, is an area of scholarship in which nurs-
ing faculty should also excel. In the scholarship of
application, faculty must ask themselves, “How can
knowledge be responsibly applied to consequential
problems?” (Boyer, 1990, p. 21). Service activities that
are directly connected to a faculty member’s areas of
expertise warrant consideration as application scholar-
ship. It is in the performance of service activities that
practice and theory interact, thus leading to the poten-
tial development of new knowledge.

For example, in nursing, clinical practice and exper-
tise that result in the development of innovative nursing
interventions and positive patient care outcomes meet
the definition of scholarship of application. Activities
that encourage students to use critical decision making,
self-reflection, and self-evaluation are examples of the
scholarship of application in teaching. Faculty practice in
nursing centers is another example. Faculty should dis-
seminate the knowledge gathered through practice and
service activities by publishing in professional journals.

The scholarship of application, which includes ser-
vice to the profession of nursing at the local, regional,
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national, and international levels, also involves devel-
oping policies and practices for nursing and health
care. Nursing faculty often provide leadership in pro-
fessional organizations and on community or national
panels and boards.

The Scholarship of Teaching

The heart of the faculty role can be found in the scholar-
ship of teaching. An important attribute of any scholar is
having the ability to effectively communicate the knowl-
edge he or she possesses to students. Boyer’s (1990) defi-
nition of scholarship provides a model through which
the special competencies and skills that are an integral
part of the scholarly endeavor of teaching are acknowl-
edged. Developing innovative curricula, using a variety
of teaching methods that actively involve students in the
learning process, collaborating with students on learn-
ing projects, and exploring the most effective means of
meeting the learning needs of diverse populations of
students are all examples of the scholarship of teaching.

The scholarship of teaching requires evidence of ef-
fective teaching and dissemination of the knowledge that
is acquired as a result of teaching. Faculty should share
their teaching expertise with their colleagues through
publication and presentation of their innovative teaching
methods and the outcomes of their work with students.

The scholarship of teaching brings many exciting
opportunities for nursing faculty in classroom and
clinical settings. It is also based on the scholarship of
discovery, integration, and practice. At a time when
health care practice arenas are rapidly changing, cur-
riculum models are being designed to meet the needs
of a global society. The use of technology in education
is increasing, and perspectives on teaching and learn-
ing are changing. The scholarship of teaching provides
nursing faculty with the opportunity to demonstrate
their innovation and creativity. It also provides a means
for recognizing the effort spent preparing students to
be competent health care providers for the future.

Summary

Although the role of the faculty member remains com-
plex, Boyer’s (1990) broad description of scholarship
continues to provide the model that legitimizes all as-
pects of the faculty role. Boyer has given credibility to
aspects of the faculty role that extend beyond the cre-
ation of new knowledge through research to include
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teaching and service to the university, community, and
profession. As a scholarly endeavor, teaching is the
synthesis of all types of scholarship described by Boyer.
Faculty can combine the role of researcher with the
integration, application, and dissemination of knowl-
edge. Boyer has provided a model for nursing faculty
to use to develop their expertise in teaching as a schol-
arly endeavor. Nursing education has moved from the
notion that there is only one way to do something to a
broader perspective that recognizes the creativity and
uniqueness of each student. The teacher is no longer
the only expert but instead is someone who joins with
the student in the learning process and evaluates the
results of the teaching-learning process in a scholarly
manner.

NATIONAL LEAGUE FOR NURSING
COMPETENCIES FOR NURSE
EDUCATORS

Teaching in nursing is a complex activity that integrates
the art and science of nursing and clinical practice into
the teaching-learning process. Specifically, teaching
involves a set of skills or competencies that are essen-
tial to facilitating student learning outcomes. In 2005
the NLN published eight core competencies of nurse
educators; these competencies were reviewed and re-
validated in 2012 (NLN, 2005; 2012a). See Box 1.1
for a listing of the Competencies for Nurse Educators
with accompanying task statements. These compe-
tencies encompass the entirety of the nurse faculty

BOX 1.1
NATIONAL LEAGUE FOR NURSING CORE COMPETENCIES OF NURSE EDUCATORS

COMPETENCY 1: FACILITATE LEARNING

To facilitate learning effectively, the nurse educator:

= Implements a variety of teaching strategies appropri-
ate to learner needs, desired learner outcomes, con-
tent, and context

= Grounds teaching strategies in educational theory
and evidence-based teaching practices

= Recognizes multicultural, gender, and experiential in-
fluences on teaching and learning

= Engages in self-reflection and continued learning to
improve teaching practices that facilitate learning

= Uses information technologies skillfully to support
the teaching-learning process

= Practices skilled oral, written, and electronic commu-
nication that reflects an awareness of self and others,
along with an ability to convey ideas in a variety of con-
texts

= Models critical and reflective thinking

= Creates opportunities for learners to develop their
critical thinking and critical reasoning skills

= Shows enthusiasm for teaching, learning, and nursing
that inspires and motivates students

= Demonstrates interest in and respect for learners

= Uses personal attributes (e.g., caring, confidence,
patience, integrity, and flexibility) that facilitate
learning

= Develops collegial working relationships with stu-
dents, faculty colleagues, and clinical agency person-
nel to promote positive learning environments

= Maintains the professional practice knowledge base
needed to help prepare learners for contemporary
nursing practice

= Serves as a role model of professional nursing

COMPETENCY 2: FACILITATE LEARNER
DEVELOPMENT AND SOCIALIZATION

To facilitate learner development and socialization effec-
tively, the nurse educator:

= |dentifies individual learning styles and unique learning
needs of international, adult, multicultural, education-
ally disadvantaged, physically challenged, at-risk, and
second-degree learners

= Provides resources to diverse learners that help meet
their individual learning needs

= Engages in effective advisement and counseling strat-
egies that help learners meet their professional goals

= Creates learning environments that are focused on
socialization to the role of the nurse and facilitate
learners’ self-reflection and personal goal setting

= Fosters the cognitive, psychomotor, and affective de-
velopment of learners

= Recognizes the influence of teaching styles and inter-
personal interactions on learner outcomes

= Assists learners to develop the ability to engage in
thoughtful and constructive self and peer evaluation

= Models professional behaviors for learners, including,
but not limited to, involvement in professional orga-
nizations, engagement in lifelong learning activities,
dissemination of information through publications
and presentations, and advocacy

COMPETENCY 3: USE ASSESSMENT AND
EVALUATION STRATEGIES
To use assessment and evaluation strategies effectively, the
nurse educator:
= Uses extant literature to develop evidence-based as-
sessment and evaluation practices

Continued on following page
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BOX 1.1
NATIONAL LEAGUE FOR NURSING CORE COMPETENCIES OF NURSE EDUCATORS (Continued)

= Uses a variety of strategies to assess and evaluate learn-
ing in the cognitive, psychomotor, and affective domains

= Implements evidence-based assessment and evalua-
tion strategies that are appropriate to the learner and
to learning goals

= Uses assessment and evaluation data to enhance the
teaching-learning process

= Provides timely, constructive, and thoughtful feed-
back to learners

= Demonstrates skill in the design and use of tools for
assessing clinical practice

COMPETENCY 4: PARTICIPATE IN CURRICULUM
DESIGN AND EVALUATION OF PROGRAM
OUTCOMES

To participate effectively in curriculum design and evalua-
tion of program outcomes, the nurse educator:
= Ensures the curriculum reflects the institutional phi-
losophy and mission, current nursing and health care
trends, and community and societal needs, so as to
prepare graduates for practice in a complex, dynamic,
multicultural health care environment
= Demonstrates knowledge of curriculum development,
including identifying program outcomes, developing
competency statements, writing learning objectives,
and selecting appropriate learning activities and eval-
uation strategies
= Bases curriculum design and implementation decisions
on sound educational principles, theory, and research
Revises the curriculum based on assessment of pro-
gram outcomes, learner needs, and societal and
health care trends
= Implements curricular revisions using appropriate
change theories and strategies
Creates and maintains community and clinical part-
nerships that support educational goals
= Collaborates with external constituencies throughout
the process of curriculum revision
Designs and implements program assessment models
that promote continuous quality improvement of all
aspects of the program

COMPETENCY 5: FUNCTION AS A CHANGE AGENT
AND LEADER

To function effectively as a change agent and leader, the
nurse educator:
= Models cultural sensitivity when advocating for change
= Integrates a long-term, innovative, and creative per-
spective into the nurse educator role
= Participates in interdisciplinary efforts to address
health care and educational needs regionally, nation-
ally, or internationally

= Evaluates organizational effectiveness in nursing
education

= |Implements strategies for organizational change

= Provides leadership in the parent institution and in
the nursing program to enhance the visibility of nurs-
ing and its contributions to the academic community

= Promotes innovative practices in educational environ-
ments

= Develops leadership skills to shape and implement
change

COMPETENCY 6: PURSUE CONTINUOUS QUALITY
IMPROVEMENT IN THE NURSE EDUCATOR ROLE

To develop the educator role effectively, the nurse
educator:

= Demonstrates commitment to lifelong learning

= Recognizes that career enhancement needs and activi-
ties change as experience is gained in the role

= Participates in professional development opportu-
nities that increase one’s effectiveness in the role

= Balances the teaching, scholarship, and service de-
mands inherent in the role of educator and member
of an academic institution

= Uses feedback gained from self, peer, student, and ad-
ministrative evaluation to improve role effectiveness

= Engages in activities that promote one’s socialization
to the role

= Uses knowledge of the legal and ethical issues relevant
to higher education and nursing education as a basis
for influencing, designing, and implementing policies
and procedures related to students, faculty, and the
educational environment

= Mentors and supports faculty colleagues

COMPETENCY 7: ENGAGE IN SCHOLARSHIP

To engage effectively in scholarship, the nurse educator:

= Draws on extant literature to design evidence-based
teaching and evaluation practices

= Exhibits a spirit of inquiry about teaching and learn-
ing, student development, evaluation methods, and
other aspects of the role

= Designs and implements scholarly activities in an es-
tablished area of expertise

= Disseminates nursing and teaching knowledge to a
variety of audiences through various means

= Demonstrates skill in proposal writing for initiatives
that include, but are not limited to, research, re-
source acquisition, program development, and policy
development

= Demonstrates the qualities of a scholar: integrity,
courage, perseverance, vitality, and creativity

Continued on following page
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BOX 1.1
NATIONAL LEAGUE FOR NURSING CORE COMPETENCIES OF NURSE EDUCATORS (Continued)

COMPETENCY 8: FUNCTION WITHIN THE EDUCATIONAL ENVIRONMENT

To function as a good “citizen of the academy,” the nurse educator:
= Uses knowledge of history and current trends and issues in higher education as a basis for making recommendations

and decisions on educational issues

= |dentifies how social, economic, political, and institutional forces influence higher education in general and nursing

education in particular

= Develops networks, collaborations, and partnerships to enhance nursing’s influence within the academic community
= Determines one’s own professional goals within the context of academic nursing and the mission of the parent institu-

tion and nursing program

= |ntegrates the values of respect, collegiality, professionalism, and caring to build an organizational climate that fosters

the development of students and teachers

= Incorporates the goals of the nursing program and the mission of the parent institution when proposing a change or

managing issues

= Assumes a leadership role in various levels of institutional governance
= Advocates for nursing and nursing education in the political arena

From National League for Nursing. (2012). The scope of practice for academic nurse educators, 2012 revision. New York, NY: National League for
Nursing. Included with the permission of the National League for Nursing, Washington, DC.

role (teaching, research, and service) that can be de-
veloped through educational preparation, faculty
orientation programs, and faculty development oppor-
tunities. Most graduate programs in nursing, unless
they specifically provide preparation for the educator
role, do not prepare the graduate to teach. Therefore
mentoring of new faculty and strong professional de-
velopment programs are essential for the preparation
of successful nursing faculty.

ORIENTATION PROGRAMS,
FACULTY DEVELOPMENT, AND
SABBATICALS

Orientation to the teaching role for newly appointed
faculty, as well as ongoing development for all faculty,
is assuming renewed importance as rapid changes in
higher education and health care and the use of infor-
mation technologies are creating new environments
for teaching and changes in the faculty role. Most
schools of nursing have established orientation pro-
grams and instituted mechanisms for ongoing faculty
development and renewal.

Orientation Programs

Comprehensive orientation programs are necessary to
assist new faculty to acquire teaching competencies,

facilitate socialization to the teaching role, and sup-
port faculty members as they develop as fully partici-
pating members of the faculty. Orientation programs
should include information about the rights and re-
sponsibilities of the faculty and institution, informa-
tion about school- and department-specific policies
and procedures, an overview of the curriculum with
an orientation to the instructional technologies and
computer-mediated instruction used at the school, and
orientation to teaching assignments and clinical fa-
cilities. Orientation is particularly important for part-
time faculty members, who have fewer opportunities
for contact with the school and faculty colleagues.

Orientation programs are most effective when they
occur over time and provide for ongoing support.
Some schools of nursing have school-, department-, or
course-developed programs. Orientation to the teach-
ing aspect of the faculty role also can be facilitated
through a mentor relationship. Many schools of nurs-
ing have formal mentor programs in which each new
faculty member is assigned to a senior faculty member
who guides the new faculty member. Other mentor-
ing relationships can occur on an informal basis, such
as those that can be established through interactions
with peers, course leaders, department chairs, and fac-
ulty who have specific expertise in areas that would be
helpful to share with new faculty.



Faculty Development

Faculty development refers to a planned course of
action to develop all faculty members—not only
those newly appointed—for current and future
teaching positions. Faculty development is assum-
ing new importance as faculty prepare for teaching
in new and reformed health care environments and
community-based settings, delivering instruction
in new ways, and using new teaching and learning
technologies.

Faculty development is a shared responsibility of
individual faculty members, the department chair and
other academic officers, and the school or university. It
may include the school providing formal and informal
workshops and sessions, credit courses, and informal
“brown bag lunches” Encouraging faculty to attend
local and national conferences related to teaching and
providing the financial support to do so are also im-
portant development opportunities. Because effective
teaching also requires clinical competence, faculty
are encouraged to maintain clinical expertise through
faculty practice, by keeping abreast of changes in the
field through literature review and by attending profes-
sional meetings related to the practice area.

Sabbaticals

Sabbatical leaves provide another opportunity for
faculty renewal for tenured faculty and are approved
based on submission of an acceptable project plan for
research or publication during the sabbatical leave.
The university supports sabbatical leaves when the
proposed project meets both individual and institu-
tion goals. Specific outcome deliverables are required
for sabbaticals.

Evaluation of Teaching Performance

To ensure competent teaching, the faculty members
themselves, along with administrators, peers, col-
leagues, and students, regularly review their teach-
ing performance. Evaluation of teaching is a critical
component of tenure review and reappointment for
nontenure-track faculty. Results of this evaluation
may also be used in making decisions about reap-
pointment, merit raises, and awards that recognize and
honor excellence in teaching.

Evidence for review of teaching effectiveness can
be provided by a number of sources, including student
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evaluations of teaching, peer and colleague observa-
tions of teaching and teaching products (e.g., syllabi,
case studies, publications, videotapes, computer-
mediated lessons, Internet-based courses, study
guides), letters from former students, success of grad-
uates in employment, publications of students, teach-
ing awards, administrative review, and self-evaluation.
Methods for gathering data for evaluation include pro-
motion and tenure review, peer and colleague review,
posttenure review, and the use of a teaching portfolio
or dossier (Halstead & Frank, 2018).

SUMMARY

Because of the multiple aspects of the faculty role,
the demands of a career in academia can be chal-
lenging and require the ability to develop and
change with the needs of the learner. To be suc-
cessful, individuals aspiring to the role of a faculty
member must be clear about the expectations of the
role. This chapter described the various competen-
cies expected of faculty members along with their
rights and responsibilities.

Many nursing faculty have found that the re-
wards of the role greatly outweigh the demands
and expectations. The challenges of the role pro-
vide many creative and innovative opportunities for
faculty, leading to a career filled with diversity and
productivity. Whether it be through teaching a new
generation of nurses the art and science of nursing;
providing service and consultation to constituents
within a local, regional, national, or even interna-
tional community; or generating new knowledge
that influences the delivery of quality patient care
through evidence-based nursing, being a member of
the academic community provides faculty with stim-
ulation and the opportunity to debate and collabo-
rate with colleagues from their own discipline and
others. Faculty are given a “laboratory” to explore
new technology and solutions to the problems found
in society and health care while meeting an impor-
tant societal need. In what other role could a nurse
touch the lives of patients and future generations of
nurses while developing a knowledge base that will
assist in the further evolution of nursing and health
care? The career of a faculty member is indeed a re-
warding one.



14 UNIT | = FACULTY AND STUDENTS

Reflecting on the Evidence

1. Describe the challenges that nursing faculty
face in implementing their role and strategies
you can use to prepare yourself to successfully
navigate those challenges.

2. Use the NLN Core Competencies of Nurse
Educators to create a personalized faculty de-
velopment plan for yourself.

3. Compare the faculty role expectations for ten-
ure in a college or university that has a mission
with a primary focus on research to one that
has a primary focus on teaching; consider the
institutional mission that provides the best fit
for your faculty career.

4. Describe a scholarly project that would fit into
the Boyer model as an example of the scholar-
ship of teaching.

5. Reflect on your faculty development needs and
the type of mentor(s) you may need to support
your growth as an academic.
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STRATEGIES TO SUPPORT DIVERSE
LEARNING NEEDS OF STUDENTS*

JOAN L. FREY, EDD, RN, ANEF
ANN M. POPKESS, PHD, RN, CNE

tudents in today’s college classrooms represent
a wide array of diversity in learning needs and ex-
pectations. Nursing faculty are not only faced with
the challenges of teaching students of varied ages
and backgrounds and with an array of life experi-
ences, but they also are faced with the challenges
of teaching students with differing levels of tech-
nological aptitude and multiple demands on their
time. Hence, faculty are encouraged to develop a
keen and abiding interest in integrating a variety of
teaching-learning strategies to engage the diverse
learners they will find in their classrooms. Faculty
must continually think creatively as they develop
interactive learning environments designed to facili-
tate the students’ successful integration into practice
in an ever-changing and increasingly diverse health
care system. This chapter presents a brief profile of
today’s nursing students and describes the unique
demographic characteristics of students, along with
strategies to improve success in nursing programs
(see Chapter 17 for an in-depth discussion of mul-
ticultural education in nursing). Also, this chapter
provides information about students’ learning styles,
thinking skills, and cognitive development abilities.
Specific teaching and learning strategies related to
students’ diverse needs are presented to enable fac-
ulty to plan for effective and successful learning ex-
periences for all students and to help prepare them
for transition into practice.

*The author acknowledges the work of Nancy Burruss, PhD, RN,
CNE, in the previous editions of the chapter.

NATIONAL HEALTH CARE NEEDS AND
POPULATION PROJECTIONS

The rapid growth of older populations, combined
with a significant and evolving increase in ethnic
and racial diversity, will be realized in the United
States from now to 2060 (U.S. Census Bureau, 2014).
Although the actual rate of growth can only be predi-
cated on an estimate of net international migration,
census trends depict growing diversity in the compo-
sition of our many communities. With increasing data
collection regarding the nation’s diverse populations,
there has been special and necessary interest paid to
meeting the diverse health care needs of its citizens,
not the least of which is the shortage of diversity in
the health care workforce (American Association
of Colleges of Nursing [AACN], 2016). Overall, the
definitive Institute of Medicine’s (IOM) extensive
report, In the Nation’s Compelling Interest: Ensuring
Diversity in the Health Care Workforce (2004) and
the IOM’s report, The Future of Nursing: Leading
Change, Advancing Health (2011), presented a broad
and compelling depiction of the benefits of greater
diversity among health professionals and the need for
strategies to increase diversity in all the health pro-
fessions. Additionally, these seminal reports called
for promotion of both the quality and quantity of in-
teractions across diverse groups, the development of
an educational culture that promotes the exchange of
diverse ideas, the challenge to reframe our thinking
about unbalanced education representations, the re-
duction of financial barriers for minority health care
education, and the comprehensive support of diversi-
fication strategies from all stakeholders.

15
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Major nursing education organizations have simi-
larly adopted and published mission, vision, and/or
position statements committed to diversity as an
organizational and member-supported value and,
specifically, promoting diversity in nursing educa-
tion (National League for Nursing [NLN], 2016a;
AACN, 2017). Therein, the integrated values of
quality health care and diversity are deemed to be in-
separable entities that are needed to eliminate health
disparities and expand access to culturally compe-
tent health services across the nation (NLN, 2016a;
AACN, 2017).

ETHNIC AND GENDER DIVERSITY IN
THE NURSING WORKFORCE

In order for nurse educators to apply teaching strate-
gies to meet the diverse learning needs of students, it
is important to understand and acknowledge the im-
plications of our growing national diversity. The range
of issues implicit in the discussion of diversity must be
further informed with alignment to ethnicity, gender,
the nursing profession as a whole, and, implicitly, nurs-
ing education.

The number of registered nurses from formerly
underrepresented ethnic and gender backgrounds has
been increasing despite prior slow growth in these ar-
eas. The National Sample Survey of Registered Nurses
conducted jointly every 4 years with the National
Council of State Boards of Nursing (NCSBN) reported
an increased number of registered nurses from racially/
ethnically diverse backgrounds from 10.7% in 2004
to 16.8% in 2008 and, most recently (2013), the per-
centage rose to 19.5%. Traditionally, diversity among
racial/ethnic backgrounds for licensed practical/voca-
tional nurses has been more evenly distributed (HRSA,
2013). The 2015 National Nursing Workforce Survey
conducted by the NCSBN found the percentage of
registered nurses from racially/ethnically diverse back-
grounds continued to be reported as 19.5%, whereas
32% of those licensed practical/vocational nurses
responding to the survey identified as being racially/
ethnically diverse (NCSBN, 2016a).

A comparison of the registered nurse population
versus general population diversity provides a snap-
shot of differences between the groups, especially re-
garding the underrepresentation of African American

TABLE 2.1

Comparison of Nursing Diversity to
General Population

Ethnic or Gender Registered Nurse General
Group Population Population
African American 6% 13.2%
American Indian/ 1% 1.2%
Alaskan Native
Asian 6% 5.3%
Caucasian 83% 77.7%
Hispanic 3% 17.1%
Native Hawaiian/ 1% 0.2%
Pacific Islander
Female 93% 51%
Male 7% 49%

National Council State Boards of Nursing. (2013). Retrieved from
https://www.ncsbn.org/workforce.htm

and Hispanic ethnic groups in nursing and the dispro-
portionate difference of men in nursing compared with
the general population (Budden, Zhong, Moulton, &
Cimiotti, 2013; NCSBN, 2013). See Table 2.1 for a com-
parison of professional nursing diversity in contrast to
the diversity that exists within the general population.
As depicted, the rate of change for increased diversity
in professional nursing has been slow. For example, as
mentioned by Mott and Lee 2018, “Over the last de-
cade, the number of men in nursing has grown by ap-
proximately 2%. At this rate, it will be approximately
400 years before men equal 50% of the nursing work-
force” (p. 42), which is the percentage of males in the
general population data, according to NCSBN (2013).
The importance of achieving diversity in health care
and the health care professions (IOM, 2011) coupled
with stark data depicting the unambiguous disparity
in the nursing profession (NCSBN, 2013) should give
nursing education administrators and faculty leaders a
clear focus to achieve improved diversity and inclusion
in nursing education and the profession.

PROFILE OF CONTEMPORARY
NURSING STUDENTS

The profile of today’s nursing students is markedly dif-
ferent from previous generations of students. There
are disparities in secondary education preparation
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for higher order learning, student demographic dif-
ferences, gender shifts, generational differences, and
increasing racial and ethnic diversity. Meanwhile,
student and faculty age differentials are widening,
and faculty composition is less representative of the
wider population demographic. The characteristics of
full-time nurse educators by race and ethnicity show
that a wide gap exists among ethnicity of faculty, the
registered nurse (RN) workforce, and general popula-
tion, where only 13.1% of full-time nursing education
faculty originate from minority backgrounds (AACN,
2014a; NLN, 2016a). The disposition of nurse educa-
tor races and ethnicities is depicted in Fig. 2.1, where
the backgrounds of nurse educators are pictured ac-
cording to data collected by the National League for
Nursing (NLN, 2016b). Planning effective learning
experiences to meet the diverse learning needs of stu-
dents has implications for nursing programs that are
challenged by an aging and homogenous faculty work-
force as curricula is developed and learning resources
are determined to support the academic performance
of increasingly diverse student bodies.

Enrollment Demographics

The Bureau of Labor Statistics (2016) reports that
RN employment opportunities are expected to grow

Other/unknown
2.3%

American Indian

04%
Multiracial Asw:n African American
0.6% B /°/ 8.4%

Hispanic
/ ‘/ "

White non-Hispanic
81.9%

n=13,095

Fig. 2.1 " Disposition of full-time nurse educators by
race and ethnicity (NLN 2015-2016). (From National League
for Nursing. [2018]. Disposition of full-time nurse educators by race
and ethnicity, 2015. NLN DataView™. Retrieved from http://
www.nln.org/docs/default-source/newsroom/nursing-edu-
cation-statistics/disposition-of-full-time-nurse-educators-by-
race-ethnicity-2015.pdf?sfursn = 4)

more than the average for all occupations at a rate of
22% from 2016 to 2026. Therefore there can be little
doubt that nursing is a sought-after career, even as a
second or late career choice. In parallel with the ap-
peal of nursing as a career choice, the college student
population is also becoming more representative of the
increasing cultural diversity that exists in American
society. Consequently, it is important to note that
nursing programs provide the pipeline to increased
diversity in the profession through nursing program
enrollments (NLN, 2014). While more racially/ethnic
diverse candidates are preparing to join the RN work-
force, the collective percentage of minorities enrolled
in nursing programs totals 35% of all enrollees, and al-
though these figures represent an increase from 17.6%
as reported in 1995 (NLN, 2014), the data depict con-
tinuing racial/ethnic disparities. Once students are
enrolled, nurse educators are accountable by virtue of
an ethical code of conduct (ANA, 2015) to respect the
inherent dignity of every person and to understand
and actively engage in essential educator competencies
(NLN, 2012) to promote the recruitment, retention,
completion, and transition to practice of all students
(Brooks Carthon, Nguyen, Chittams, & Guevara,
2014). As endorsed in the American Association of
Colleges of Nursing’s (AACN, 2017) position paper
Diversity, Inclusion, and Equity in Academic Nursing,
“academic leadership and faculty should examine any
unconscious and conscious biases that may undermine
efforts to enhance diversity, inclusion, and equity, in-
cluding the use of everyday verbal, nonverbal, inten-
tional, or non-intentional messages which devalue the
perspectives, experiences, and/or feelings of individu-
als or group. These biases may restrict academic nurs-
ing’s ability to attract and retain a more diverse student
body and to recruit and promote diverse leaders, fac-
ulty, and academic support staff” (p. 2).

Competition for admission into baccalaureate, as-
sociate, and master’s degree nursing schools remains
significant, which also shifts the demographic profile
of the student nurse. More than 51% of all types of
nursing programs turned away qualified applicants;
prelicensure programs reportedly turned away an av-
erage of 61% of qualified applicants (NLN, 2016a). The
percentage of minority students enrolled in basic RN
programs averaged 26.5% in 2009 and rose slightly to a
reported 35.2% in 2014, but the percentage of minority
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student enrollment has since decreased to 29.6% in
2016 (NLN, 2016b). As reported by nursing schools,
the major reasons for turning away qualified appli-
cants include a shortage of qualified faculty, insuffi-
cient clinical teaching sites, limited classroom space,
lack of preceptors, limited program funding, and gen-
eral budget cuts (NLN, 2017). Prelicensure programs
cited lack of suitable clinical learning sites 43% of the
time, making it the most common deterrent to the
admission of qualified applicants (NLN, 2017). Many
nursing programs attempt to mitigate the clinical set-
ting restrictions to accommodate a larger student
body by substituting simulated learning experiences
as a viable learning-practice alternative (Hayden,
Smiley, Alexander, Kardong-Edgren, & Jeffries, 2014).
However, the lack of qualified faculty, which ranks as
the second most significant deterrent to the admission
of qualified applicants (NLN, 2017), remains a stum-
bling block to program growth. Meanwhile, faculty
and administrators are challenged to continue to re-
cruit qualified, diverse student bodies and to maintain
high academic standards and outcomes despite a criti-
cal shortage of resources.

Generational Differences Among Students

Age and generation cohort differences can create both
implicit and explicit disconnects between students and
faculty. With information extrapolated from enroll-
ment in all types of nursing programs (NLN, 2016b),
it is noted that the percentage of students over 31 years
of age are 34% in practical/vocational nursing, 21.4%
in diploma, 38% in associate degree in nursing, 4% in
bachelor of science in nursing (BSN), 64% in registered
nursing (RN) to BSN, 45% in master of science in nurs-
ing, and 82% in doctoral programs. Except for the RN
to BSN enrollees, the percentage of students older than
31 years of age has decreased, signifying more students
in younger generation cohorts. Additionally, the (NLN
2016b) Biennial Survey of Schools of Nursing findings
indicate that prior data that reflected late entry into
doctoral programs in nursing is trending to include
younger age groups. This wide age diversity among
nursing students offers unique challenges to nurse edu-
cators when these students are mixed in classrooms.
Students in education environments where gener-
ational diversity is accepted and supported will find

themselves prepared to create better health care work
environments. These workplaces will benefit from
the graduates’ comprehensive exposure to multiple
generations and diverse backgrounds as they work
with peers, health care team members, and patients
(NLN, 2016a). The following sections briefly sum-
marize the generational characteristics of learners
in today’s classrooms and include implications for
educators.

Students in nursing classrooms represent a vari-
ety of generations, each with unique perspectives and
learning needs. A commitment by faculty to create
positive and collaborative educational cultures that
value inclusivity and diversity will facilitate the cre-
ation of a learning environment to support the aca-
demic success for all students (NLN, 2016a).

Generation X

Generation X represents a cohort of 50 million people
born between 1965 and 1979 (U.S. Census Bureau,
2015). Generation Xers are more diverse in race and
ethnicity than previous generations, but not as di-
verse as the generation that immediately follows them,
Millennials. Although Generation Xers are children of
Baby Boomers (born 1945 to 1964), their work ethic
and loyalties differ from those of their parents. Their
characteristics can best be defined by the historical,
political, and social influences of the era. As a result,
they were often children of divorced parents or work-
ing parents and were commonly referred to as latch-
key kids. Generation Xers learned how to manage time
commitments; to be self-directed, flexible, technologi-
cally adept, and individualistic; and to value a work/
life balance (The Balance, 2017; Bell, 2013).

To better meet the learning challenges of a diverse
student body that includes varying ethnicities and gen-
erational differences, nurse educators are required to
reinforce their knowledge of learning style preferences
and to engage in a variety of teaching methodolo-
gies and strategies to enhance student success (Hart,
2017). Common solutions to bridge generational dif-
ferences, including those of Generation Xers, were
developed through a comprehensive literature review
by Hart (2017), who explored learner and educator
characteristics to describe a learning/teaching strat-
egy, which is focused on assessing and appreciating
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learner characteristics, committing to relationships
and collaboration, and teaching with interactive strat-
egies. Assessment of Generation Xers brings to light
the groups’ tendencies to be independent and self-
sufficient, and recognizes their preference for read-
ing of assignments and guided lectures with limited
use of technology to broaden knowledge acquisition.
The C for Generation Xers connotes student/faculty
relationships where rules are important, and the T or
interactive teaching techniques are limited to the stu-
dent’s expectation of academic success because of in-
dividualized efforts in studies and testing, supported
by the long-held teaching practices of Baby Boomer—
aged faculty (Hart, 2017).

Millennials or Generation Y

Millennials, or Generation Y, number 83 million and
were born between the years of 1980 and 1995 (U.S.
Census Bureau, 2015). Millennials are generally de-
scribed as optimistic, team-oriented, high-achieving
rule followers. They are the first-generation cohort
that seized on Facebook as a form of social media,
and their first technological gadget was the iPod
(Williams, 2015). Millennials characteristically have
good relationships with their parents and families
and share their interests in music and travel. Parents
of Millennials involved their children in academic and
sports activities at a young age to prepare them for suc-
cess. Millennials are accustomed to living highly struc-
tured lives, as planned by their parents, with very little
free time as children. Because of these experiences,
they are collaborative in nature and have learned how
to work with others and to be a member of a team
(Auerbach, Buerhaus, & Staiger, 2017). It is important
to note that today, Millennials make up the largest liv-
ing population in the United States (Fry, 2016).
Implications for nurse educators in teaching this
generation include providing immediate feedback and
structure in the classroom, and providing opportuni-
ties for service and giving back to their communities.
Millennial learners are technologically savvy and com-
fortable with multitasking, and they value doing rather
than knowing (Urick, 2017). Toothaker and Taliaferro
(2017) noted that the learning needs of Millennials can
be best met by nurse educators who develop teaching
strategies that students find engaging and meaningful

enough to sustain their participation and engagement
in the learning process. They recommended that fac-
ulty use teaching-learning strategies that allow for ac-
tive and varied learning activities.

Generation Z

The cohort of individuals born after the Millennial gen-
eration is Generation Z, or Net/Internet Generation,
(iGeneration) which represents those born from the
middle to late 1990s to the present day. Most nota-
bly, while Generation Y (Millennials) grew up during
times of relative peace in the 1990s, Generation Z ex-
perienced firsthand the September 11, 2001, attacks
on America, and the two downward economic events
of 2000 and 2008 (Williams, 2015). Due to its sheer
size of approximately 60 million persons (U.S. Census
Bureau, 2014), the Generation Z cohort is considered
to be a marketing target, albeit a difficult one because
of fast-changing foci in economic, international, and
social network arenas (Williams, 2015). These individ-
uals are reported to absorb information almost instan-
taneously and lose interest just as quickly. Social media
preferences for interaction using handheld cellular
devices/phones (i.e., Facebook, Instagram, Tumblr,
Twitter, YouTube, Snapchat, etc.) continue to evolve
(Williams, 2015).

The Generation Z cohort represents yet another
group of distinctly technologically focused students
with contexts for learning differently from how their
educators were taught (McCrindle & Wolfinger,
2014; Raphelson, 2014). Forward-thinking nurse ed-
ucators are actively developing active teaching strate-
gies that nursing students, regardless of generational
identification, find engaging and meaningful (Shatto
& Erwin, 2016; Shatto, 2017). The PowerPoint pre-
sentations and lectures that sufficed to replace
worksheets and overhead presentations are now con-
sidered archaic. The ability to find commonalities
among the generational groups can provide stimulat-
ing and exciting opportunities for faculty to enhance
classroom and online learning solutions through the
use and application of technology. Today’s students
are avid technology users, and modern and emerg-
ing technological educational tools can be leveraged
to promote learning and bridge generational differ-
ences (Shatto, 2017).
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Implications of Generational Demographics for
Nurse Educators

The implications of learners’ generational demograph-
ics for educators and the teaching-learning process are
significant. In addition to the assessment of student
characteristics and their collaborative abilities, teach-
ing strategies that successfully engage Generation X,
(iGeneration) Y (Millennial), and Generation Z (iGen-
eration) learners need to be interactive, group focused,
experiential, and fair and objective (Shatto & Erwin,
2016; Shatto, 2017).

Faculty can benefit from the diverse generations of
students in their classes and draw on the diverse per-
spectives represented among learners to foster engage-
ment in the learning process. Faculty must be attuned
to the increasingly diverse student body and aware of
the changing student demographics in their programs,
the adequacy of student support services for these
learners, and the flexibility of their curricula to sup-
port achievement of student learning outcomes (Hart,
2017; Shatto & Erwin 2016; Shatto, 2017; Toothaker
& Taliaferro, 2017). Students with multiple role re-
sponsibilities may require support resources such as
tutoring, remediation, day care, and the opportunity
for part-time study, including resources for entirely
different learning strategies. Incorporating a variety
of teaching-learning strategies, including interactive
and web-based media, will appeal to multigenerational
students who are mobile tech-savvy and self-directed
learners (Shatto & Erwin, 2016). No matter their gen-
eration, fundamentally students learn best when the
classroom environment is friendly, where everyone is
treated equally and fairly, and the faculty member is
sincerely concerned for each student’s success (Myers
etal, 2016).

Racial and Ethnic Diversity

There continues to be a lack of ethnic and racial di-
versity in the nursing profession as reported by the
National Council State Boards of Nursing. Even with
concerted efforts to increase the diversity of the US
nursing workforce, it still remains predominately
White/Caucasian in composition at 80.5%, represent-
ing a slight decrease from 83% in 2013 (NCSBN, 2013,
2016). Interestingly, only 5.5% of the nursing work-
force reported themselves as African American; 3.6%,
Hispanic/Latino; and 6.6%, Asian, whereas the re-

ported percentages in 2013 were 9.9%, 4.8%, and 8.2%,
respectively. A 2.1% “mixed” ethnic identifier was
added to the NCSBN 2015 survey, reported in 2016,
which had not been a line item in previous survey data.
The NCSBN survey report (2016) does not account for
the reported lower percentages in ethnic minorities
compared with the 2013 survey data respondents.

Enrollment data show that despite an emphasis
on recruitment of ethnically diverse students, minor-
ity students enrolled in schools of nursing continue
to be underrepresented. The NLN (2016b) reported
that of all nursing students enrolled in prelicensure
nursing programs, 10.9% identified themselves as
African American; 8.1% identified as Hispanic; 6.8%
identified as Asian; and 0.7% identified as American
Indian, meaning that approximately 27% of the stu-
dents in prelicensure programs represented racial
and ethnic diversity. The nursing profession is chal-
lenged to recruit and retain students representing
racial and ethnic diversity. Chapter 17 provides an
in-depth discussion on creating an inclusive learning
environment and supporting the learning needs of
diverse students.

Men in Nursing

According to the Biennial Survey of Schools (NLN,
2016b), men compose 29% of students in BSN or RN
to BSN programs (15% in BSN and 14% in RN to BSN
respectively), 13% of master’s students, and 13% of
students in doctoral programs. Although the profes-
sion promotes nursing as a career choice for men, the
average percentage of men enrolled across all types of
nursing programs did not vary from 2014 to 2016, re-
maining at 13% (NLN, 2014, 2016b).

There remains an imbalance in gender enrollment
in nursing programs and evidence of male students
not completing their respective educational programs.
Various studies indicate that barriers exist in nurs-
ing programs that lead male students to feel margin-
alized and, in some cases, to abandon their career
choice before graduation (Banister, Bowen-Brady, &
Winfrey, 2014; Budden et al., 2013; Hodges et al., 2017;
MacWilliams, Schmidt, & Bleich, 2013; Nichols, 2013).

It is important to note that there are no gender
differences regarding a nurse’s choice to dedicate
their career to the “essence of caring” (Juliff, Russell,
& Bulsara, 2017). However, male nursing students
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report their own perceptions regarding experiences in
nursing programs. Some of these perceptions indicate
that the use of sexist language in the classroom and
textbooks creates a less inviting classroom for male
students, including the determination that curricula
in nursing programs are designed for female learn-
ers (Hodges et al., 2017; MacWilliams et al., 2013;
Rajacich et al., 2013), especially in relation to testing,
classroom lecture and discussion, and course struc-
ture. A lack of male role models can create self-doubt
and social isolation in male students, potentially con-
tributing to increased dropout rates. Common mis-
conceptions of men who choose to enroll in and plan
for a career in nursing include inaccurate portray-
als of gay lifestyles, gender unsuitability for nursing
practice and general patient care, improper labeling
of men as less compassionate or caring, and other
untrue opinions (Stanley et al., 2016). Raising aware-
ness and the development of deliberate strategies for
inclusive environments provides the opportunity to
create positive and supportive dynamics for all stu-
dents in professional nursing programs (Brody et al.,
2017).

The use of sexist language, lack of role models, and
biased curricula present barriers to the successful re-
cruitment and retention of male students in schools of
nursing and, consequently, the profession. Challenges
to public perceptions regarding men in nursing, dedi-
cated initiatives to increase the number of men in all
levels of nursing academia, promotion of scholarly
articles on gender diversity enrichment in nursing,
and mentorship promotion in schools of nursing and
workplaces are but a few of the efforts recommended
to dispel barriers—perceived or real—to men entering
the nursing profession. A gender-neutral approach
to the image of the nurse both within and outside
the professional environment is encouraged (Juliff,
Russell, & Bulsara, 2016). Avoiding sexist language
in textbooks, tests, and lectures is essential. Male stu-
dents can benefit from peer support groups and ex-
posure to male nurse role models. Given the paucity
of current references, newer research in the study of
men in nursing is needed to highlight the issues and
continued struggles of male nursing students. Nursing
faculty should be compelled to recognize barriers per-
ceived by men in schools of nursing and seek to rectify
them (Stanley et al., 2016).

Nursing Students Identifying as Lesbian,
Gay, Bisexual, and Transgender

It is important for the nursing profession to recog-
nize and address the diverse backgrounds of all nurs-
ing students, including individuals who are part of
the lesbian, gay, bisexual, and transgender (LGBT)
communities. The provision and application of ho-
listic nursing education lends itself to the integration
of teaching-learning principles regarding the social,
psychological, physical, and spiritual needs of all indi-
viduals. It is inherent for faculty, nursing leaders, and
professional nurses to discourage the discrimination of
those of sexually diverse orientations. Modifying the
behaviors and attitudes of educators based on accurate
and relevant information regarding the needs of LGBT
students can serve to role model equality in health care
education and services. Nursing curricula can be re-
vised to include content about diverse sexual orienta-
tions to increase awareness among nursing students
and support acceptance among student peer groups
and equality care for patients (Unlu, Beduk, & Duyan,
2016).

Veterans Entering Nursing

Veterans and the schools that enroll them are faced
with potential issues that confront men and women
who have served in the military. Veterans who want
to apply their military occupational specialty, known
as an MOS, after completing their military service,
have faced difficulties in transferring prior knowledge
and skills to a professional nursing career. In recent
years, the federal government initiated efforts through
the joined forces of the Veterans Administration,
the Health Resources and Services Administration
(HRSA), and schools of nursing to help make the
transition from military service to nursing a smooth
and rewarding process. The Helping Veterans Become
Nurses Initiative was begun as the result of a part-
nership between HRSA and several branches of the
military (Army, Navy, Air Force) to align curriculum
requirements in nursing programs with corpsmen and
medics’ enlisted medical training to receive academic
credit for military service in health care-related fields
(AACN, 2014b).

More recently, with increased numbers of Iraq and
Afghanistan war veterans being admitted into higher
education institutions and programs, a focus on and
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awareness of the special needs and services for student
veterans are being identified (D’Aoust, Rossiter, Itle, &
Clochesy, 2016). With improved benefits to the GI Bill,
more than 2 million service members and their families
are eligible for benefits under the Post-9/11 Veterans
Educational Assistance Act of 2008 (U.S. Veterans
Administration, 2017). Regardless of improved benefits
and programs focused to ease transitions, many veter-
ans face difficult service-to-civilian life situations that
range from mental and physical injuries to family and
community readjustment issues (D’Aoust et al, 2016;
Dyar, 2016). Prior traumatic mental and physical experi-
ences require veterans to recreate themselves in a civil-
ian world that has little insight into the challenges they
may face entering college, making personal connections
to academic rigor and study requirements, or accessing
resources to assist the former veterans to successfully
complete their nursing program and transition into a
professional career.

Faculty can best help veteran-students through
availability and mentorship, willingness to listen, help-
fulness in navigating an unfamiliar academic system,
and guiding them to assistive liaisons and others po-
sitioned to provide the additional assistance to success
(Bowman, 2014; HRSA, 2013b). Examples exist that
portray collaborations between colleges of nursing and
their faculty with clinical agencies that have created
transitional pathways to nursing education for former
corpsmen and military medics’ medical occupation
specialties (D’Aoust et al., 2016).

First Generation College Students

Many students experience the stressors of being a col-
lege freshman during their first year in postsecondary
academic studies. Traditional students who enter col-
lege directly from high school discover an environ-
ment vastly different from the one they experienced
over the preceding 4 years. In college, they need to
create their own futures through self-directed aca-
demic activities amid a new social milieu. Some are
easily overwhelmed by the campus size, the difficulty
in reading class schedules and locating classes, pur-
chasing books, arranging financial aid, understanding
complex syllabi, balancing assignment calendars, and
locating campus resources (NCES, 2017).

During their first year in college, students need to
fine-tune study habits, develop time-management and

test-taking skills, and generally adjust to the workload
of college studies. All these challenges and more make
the attainment of higher education outcomes difficult
for young adults but are especially so for students who
are the first in their family to seek a college degree
(NCES, 2017). However, the most significant transfor-
mation for students is their change in learning, moving
from dualism where students merely absorb informa-
tion from faculty to relativism where thinking needs
to be transformed by evidence and reasoning (see
Chapter 14 for a discussion of learning theories).

Imagine the same challenges as experienced by stu-
dents who are the first in their family to attend college,
may be older than the majority of fellow classmates,
face financial challenges, work part-time or full-time,
or perceive social class differences while attending a
postsecondary institution (Bui & Rush, 2016; NCES,
2017; Rubin & Wright, 2015; Yee, 2016). They may
have no family member or role model to mentor or
counsel them through these different and difficult
scenarios, as they do not have family members who
developed the self-confidence to navigate the college
experience to relay that same confidence to them.
Postsecondary nursing programs and faculty can best
assist first-generation and other at-risk students by de-
veloping student-centered environments that not only
identify these students but dedicate resources and per-
sonnel to assist them to successful program comple-
tion (Bui & Rush, 2016; NCES, 2017; Rubin & Wright,
2015; Yee, 2016).

BARRIERS THAT AFFECT
THE SUCCESS OF DIVERSE STUDENTS

Students with diverse backgrounds can face a num-
ber of barriers that hamper their ability to succeed
in college. Cultural differences between and within
student and faculty groups, the previously discussed
gender and generational differences, and inexperience
with a rigorous academic environment are thought to
contribute to the difficulties experienced by a diverse
student body (Bui & Rush, 2016; Petty, 2014; Rubin &
Wright, 2015; Yee, 2016). The most common barriers
to student success are the lack of financial resources,
academic preparedness, social class differences, lan-
guage sKkills, and lack of role models among ethnically
diverse faculty.
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Lack of Financial Resources

Financial problems are a major stressor for students.
Rising tuition costs and other fees, coupled with a re-
duction in government support for higher education,
affect all students. Financial concerns may be particu-
larly difficult for minority students who are sometimes
the first in their family to seek higher education. They
often come from low-income households, and there-
fore their families may lack the necessary financial
resources to support their education. Financial aid in
the form of loans or scholarships is becoming more
competitive, and less money is available (NCES, 2017).
Therefore it is all the more important for nurse edu-
cation programs to provide the infrastructure in the
form of caring and responsive financial aid advisors
who are knowledgeable about eligibility criteria and
can assist students to navigate the often daunting and
complicated financial aid processes (NCES, 2017).

Lack of Rigorous Academic Preparation

Insufficient academic preparation and lack of support
can also prevent students from completing their pro-
gram of study. Parental involvement and preparation
of students before their college years has been deter-
mined by longitudinal studies to be statistically signifi-
cant in the prediction of success for first-generation
students, especially where the parents’ constant and
stable resource of encouragement in the home envi-
ronment provided the impetus for future success (Bui
& Rush, 2016). Many Latino youth attend elementary
and secondary schools with few academic and physical
resources and are thus not prepared for the academic
challenges of a nursing program (Donnell, 2015;
Torregosa, Ynalvez, Schiffman, & Morin, 2015). Many
colleges offer special enrichment programs to help
students achieve basic academic skills and adjust to
the college learning environment. Through academic
advisement, skills assessment, and assistance with
developing study skills, instructors can help students
achieve a better academic record.

Social Class Differences and Academic
Success

For many students, social integration precedes aca-
demic success through the information and emotional
support that is derived through friendships with class-
mates. The presence of social networks can facilitate

student transition into college life and promote per-
sistence in scholastic studies (Rubin & Wright, 2015;
Yee, 2016). The study of social class differences in col-
lege friendships has been considered to be important
because it can help explain differences in academic
experiences and related program success. A sense of
belonging for students can facilitate their adjustment
to the academic environment and lead to overall per-
formance success (Rubin & Wright, 2015).

Further indications of social class disparities af-
fecting the achievement of learning outcomes were
described by Yee (2016) whereby the independent
strategies employed by first-generation students were
less successful than the broader interactive range of
strategies used by middle-class students. Yee’s study
(2016) theorized that culture in the form of social class
shapes the academic struggles of undergraduate stu-
dents to achieve success and, by consequence, leads to
unequal outcomes. Yee (2016) wrote that middle-class
students differentiate themselves through the use of
a broader repertoire of academic engagement strate-
gies that are evident to postsecondary faculty, which
makes first-generation students less advantaged in the
context of a college environment. Therefore it is not
sufficient to assume that all students understand the
importance of reaching out to faculty and the pro-
cesses to use to increase understanding of course ma-
terials and assignments. It is suggested that faculty and
academic support staff “recognize engaged students as
not only students who seek out help, but also students
who work on their own to succeed. They must affirm
the value of independence and equip students with
knowledge and skills for learning how to learn” (Yee,
2016, p. 854).

Lack of Language Skills

For many students, English is an additional language
(EAL), and they may speak one language at home and
English at school. Most studies of EAL have examined
Hispanic, Asian, and American Indian students but ig-
nored other significant immigrant populations. Several
studies have found that EAL students experience sev-
eral barriers, such as lack of self-confidence, reading/
writing and learning difficulties, isolation, prejudice,
perceived inferiority, and stereotyping (Starkey, 2015).
Lack of English language skills is often considered to
be the primary determinant in the success of ethnically



24 UNIT | = FACULTY AND STUDENTS

diverse students who succumb to learning challenges
during nursing program studies (Mikkonen, Elo,
Kuivila, Tuomikoski, & Kaariainen, 2016; Mooring,
2016; Zheng, Everett, Glew, & Salamonson, 2014).
However, compassionate understanding and affirma-
tive support from faculty can be keys to building the
self-confidence and academic performance of ethni-
cally diverse students who speak English as an addi-
tional language. (Sedgwick, Oosterbroek, & Ponomar,
2014; Torregosa, Ynalvez, & Morin, 2016).

Lack of Faculty Diversity

There is a need to recruit more faculty from diverse ra-
cial, ethnic, and gender minorities. According to data
from (AACN 2014b) member schools, only 12.3% of
full-time nursing faculty members come from minor-
ity backgrounds. A lack of racial, ethnic, and gender
diversity among faculty represented in nursing is a
reflection of the failure to recruit and retain the same
diversity in the undergraduate and graduate student
population. Furthermore, the lack of ethnically diverse
faculty can perpetuate a culture of insensitivity to the
needs of those ethnically diverse students. Faculty
need to embrace the cultural differences of their stu-
dents and use available resources to foster a successful
learning environment. Collaboration with ethnic stu-
dent associations on campus can assist faculty to pro-
mote learning among their culturally diverse student
population. Furthermore, faculty can work to promote
student success by offering access to role models, peer
support and encouragement, tutoring opportunities,
and communication strategies (Condon et al., 2013;
Donnell, 2015; Torregosa et al., 2015).

STRATEGIES TO INCREASE THE
SUCCESS OF DIVERSE STUDENTS

Many nursing programs have created academic suc-
cess initiatives that include strategies specific to course
learning and learner motivation, coupled with reten-
tion and progression strategies. Although recent re-
ports (AACN, 2017; IOM, 2011; NLN 2016a) cite the
need for increasing diversity in the nursing workforce,
nursing leaders and nurse educators need to continue
to enhance programs and strategies that promote
the success of diverse students. For example, under-
represented students from diverse backgrounds and

varying levels of secondary school preparation gen-
erally experience continuing disadvantages in post-
secondary nursing education environments (Ferrell
& DeCrane, 2016; Ferrell, DeCrane, Edwards, Foli, &
Tennant, 2016). Students with diverse learning needs
have identified specific barriers encountered during
nursing education experiences. These barriers include
discrimination from faculty, peers, nursing staff, and
patients; isolationism; and bias in faculty grading
practices (Graham, Phillips, Newman, & Atz, 2016).
Efforts to encourage and increase diversity in student
nursing program enrollment cannot meet expected
levels of achievement for retention and comple-
tion goals unless academic leaders and faculty work
to create policies, environments, and practices that
support equal opportunities for all students. Quality
programs should consider and understand how di-
verse students experience nursing education so that
these programs can identify strategies to overcome
discriminatory practices and assessment inequalities
(Graham et al., 2016; Smith, 2014).

Many nursing programs actively recruit a diverse,
cross-cultural representation of students to provide
opportunities for those called to nursing. In so do-
ing, the programs also provide services, such as tutor-
ing, mentoring, and campus life programs, including
mixed group organizations that combine generations
and/or ethnic clusters, to assist enrolled students
through academic coursework and challenging cam-
pus environments. Good intentions, however, may
not be effective when these services are not accessed
by the students for which the assistance is intended.
Multiple demands on the students’ time because of
work schedules and family responsibilities create pri-
oritization issues for many minority students (Ferrell
et al., 2016). Regardless, the three primary support
areas that are most needed to enhance students’ suc-
cess are aligned with academic, social, and financial
interventions. Clear communication of expectations,
timely feedback, tutoring, planned and regular review
sessions, more time for assignments, medical termi-
nology and English preparatory courses, networking
opportunities, academic advising, technical support,
and financial aid information and budgeting sessions
all fall under the umbrella of institutional commitment
to the individual student (Bond, Cason, & Baxley,
2015; Ferrell & DeCrane, 2016).
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In addition to the important institutional commit-
ment to supporting diverse and high-risk students, it
is equally significant for nursing faculty to acknowl-
edge students’ perceptions of the need for emotional
and moral support. Faculty perception of students
needs, can be markedly different from how students
perceive their needs. (Bond et al., 2015; Talley, Talley,
& Collins-McNeil, 2016). For example, if faculty per-
ceive that welcoming environments are provided and
open-door practices are offered but the services are
not viewed as positively by students, an incongruity of
perceptions exist (Bond et al.,, 2015). Clearly, faculty
support and the strategies created to support student
learning are key to the retention and success of stu-
dents. Efforts to enroll diverse, at-risk students must
be actively supported with comprehensive educational
practices along with sincere efforts to establish and
promote meaningful and ongoing teaching-learning
relationships that enhance outcomes.

Admission Processes

Although the recruitment and retention of a diverse
student population in the nursing profession is an
important issue, and many nursing programs direct
considerable efforts and resources to recruit and ad-
mit diverse student bodies, equal, if not increased
efforts must be dedicated to assist these students to
achieve academic success (Coddington & Karsten,
2014; Metcalfe & Neubrander, 2016). It is important
to acknowledge that many nursing programs rely on
standardized tests and grade point averages (GPAs)
as criteria for admission. These types of recruitment
strategies do not take into account the educational
experience of many minority students and constitute
incomplete efforts to strategize for success for diverse
students. It is painfully obvious to potential applicants
who are socially or economically disadvantaged—par-
ticularly when a limited number of admission slots are
available—that they may be excluded when admis-
sions are determined by GPA alone. Such selection
processes can lead to admission outcomes where only
a few of diversity students are admitted, and many of
those tend to be identified as “high-risk” (Coddington
& Karsten, 2014).

The AACN (2017) stated that the traditional pool
of nursing student applicants must be expanded to
improve the quality of education, address persistent

health care inequities, and enhance the potential for
nursing students to become future leaders. It is rec-
ommended that nursing programs reduce their sole
reliance on quantitative data for determining student
admissions. Other prospective qualitative criteria to
consider include leadership skills, the ability to over-
come difficulties, life experiences, and how an ap-
plicant can add intrinsic value within the receiving
institution (AACN, 2017). The support of holistic ad-
mission reviews for applicants is gaining support by
both mainstream academic organizations and smaller
colleges. For example, the American Association of
Medical Colleges (AAMC, 2018) employs an inte-
grated holistic admission process incorporating a bal-
ance of experiences, attributes, and academic metrics
(EAM) in the selection process of candidates.

The adoption of holistic review processes by higher
education institutions has led to positive outcomes re-
lated to increased diverse enrollments and improved
graduation rates. For example, Miami University
(Oxford, Ohio) has evidence that applications from
students of color increased 116% between 2009 and
2016, with a 95% overall growth in minority enroll-
ment since the inclusion of a holistic review process
in admissions (Jackson, 2016). Similarly, before im-
plementation of holistic admission reviews in 2005,
Georgia Tech’s 6-year graduation rate for Hispanic stu-
dents was 79.1% but increased to more than 85% with
students admitted in 2009 based on holistic review
(Jackson, 2016). Holistic reviews are tools to consider
as first steps to add to other success initiatives, such as
first-year experience programs, academic early warn-
ing interventions, and an array of other comprehensive
academic success enterprises.

Role Models and Mentors

One means by which to support diverse students and
increase retention is to identify role models and men-
tors who can help students be academically successful
and envision a professional nursing career for them-
selves. Practicing minority nurses can be encouraged
to function as role models and mentors. Many nursing
students plan to practice in a hospital or community
setting after graduation, and matching them with a
practicing nurse is a way to instill confidence in them
that they can be successful. Nursing school faculty can
work with their school’s alumni association and with
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diverse nursing groups to provide role models for
students.

In addition to practice role models, faculty commit-
ment is crucial to the success of all students, and those
students who must also overcome barriers can benefit
from positive student-faculty relationships with faculty
who are not responsible for assigning a grade to them.
As mentioned by students, mentoring by faculty is the
single most important strategy that successfully aids in
retention (Lin, Chew, Toh, & Krishna, 2018; Moked &
Drach-Zahavy, 2016). Other highly effective student-
faculty centered strategies include faculty availability,
faculty tutoring, and timely feedback on clinical per-
formance and test performance (Lin et al., 2018).

Faculty can also assist in the recruitment and reten-
tion of minority students by modeling a commitment
to developing cultural competence among the faculty
(Lin et al., 2018). Assessment of faculty cultural com-
petence is an important step in gaining commitment
and support of the value of working with racially and
ethnically diverse students and colleagues. Cultural
competence is an important concept to consider in
role modeling and mentoring.

Faculty can also advocate for policies and proce-
dures and support services that assist students and
support an institutional faculty “mix” that is diverse.
Faculty members need to remember that many stu-
dents feel isolated in their educational experience,
and therefore faculty may need to be more assertive
in establishing and maintaining open lines of commu-
nication with minority students. Assisting students in
accessing campus support services will help students
feel more connected to the institution.

Academic Support Programs

Commitment to developing special support programs
and encouraging active participation can increase the
likelihood of academic success for diverse learners.
The more faculty collaborate and share best practices
and lessons learned about teaching and learning with
diverse student populations, the more likely faculty
can focus on the retention and graduation of students
who will successfully transition to active nursing
practice (Freeman & All, 2017; Gubrud, Spencer, &
Wagner, 2017; Levey, 2016).

The implications for the development of success
strategies and programs are implicit in the obligation

nursing programs have for supporting the success of
their enrolled students. In fact, it has been suggested
that nursing programs should be required to per-
form and report on self-reflective processes related
to diversity initiatives as may be required in nursing
accreditation standards (Relf, 2016). Even with fierce
competition for limited classroom and clinical space
and limitations imposed by the lack of faculty, aca-
demic support programs are inherently required to en-
sure the success of all students.

Freeman and All (2017) provide a comprehensive
review of research focused on support programs for
at-risk students. Their review of literature provides a
wealth of information on the formatting and efficien-
cies of various academic support programs. The exam-
ples are rich with materials for replication on academic
coaching, one-on-one and group tutoring, mentoring
and role modeling, review sessions by content experts,
study skills, test-taking strategies, time management,
psychosocial support, remediation interventions at
key curriculum milestones, mandatory attendance
policies, and structured learning assistance activities
(Freeman & All, 2017).

Additional support strategies for faculty to consider
are offere by Freeman & All (2017) and Custer(2016).
These include early curriculum development of criti-
cal thinking skills, inclusion of an academic support
bridge course between lower and upper division
coursework, development of nondiscriminatory poli-
cies for the identification and coaching of at-risk stu-
dents, inclusion of academic success components in
every course, review and adoption of supplemental
materials such as tutorials and review modules, gar-
nering student input through evaluations and direct
conversations, and mandatory participation require-
ments with the hypothesis that because students do
not always make the best choices, educators are bet-
ter suited to identify and direct remediation assistance
(Custer, 2016; Freeman & All, 2017).

Nursing Language Comprehension Studies

Support for improved English language proficiency can
be provided in the form of language evaluation, academic
networking, faculty interventions, and social activities to
enhance students’ success in nursing school (Donnell,
2015; Torregosa et al., 2015). Perceptions regarding
the link between reading comprehension and nursing
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student success are gaining greater scrutiny and foot-
hold in the evaluation of the specialized language used in
nursing textbooks and applied in clinical practice.

Disciplinary literacy (DL) is the term that describes
and recognizes the specialized language of nursing
coursework, where early interventions are being em-
ployed to develop faculty understanding of disciplinary
literacy principles. Such principles include developing
teaching-learning adaptations to improve student lan-
guage comprehension, employing co-teaching models
for nursing and science faculty to integrate disciplin-
ary literacy principles in their course reading assign-
ments, and using academic coaches to support student
comprehension of reading materials and test-taking
skills. (Elleman & Compton, 2017; Price & Fulmer,
2017). Improvement of language skills for nursing
students needs to venture beyond the traditional and
fundamental applications of reading comprehension
to the evaluation of general education research, such
as disciplinary literacy, which has more specific appli-
cations to the science of nursing education (Elleman &
Compton, 2017; Price & Fulmer, 2017).

Meeting the Challenge of Inclusivity in
Nursing Education

Although faculty may believe that their classrooms
embrace cultural and societal neutrality, given all the
discussion and research devoted to the needs of diverse
learners, nurse educators need to embark on an honest
assessment of institutional support for inclusive teach-
ing and individual classroom strategies that engage in
inclusive teaching, including a personal assessment of
their cultural competencies (Gibbs & Culleiton, 2016).
It is one thing to give lip service to an understanding
of students’ social identities and to acknowledge the
important role that nursing programs and faculty have
in the recruitment, retention, and success of diverse
and at-risk students. It is quite another to be proac-
tive and incorporate diversity into classrooms and cur-
ricula along with sincere and personal interactions of
encouragement (Haqq-Stevens et al., 2017). Inclusive
classrooms are ones in which students and educators
work together to create and sustain an environment
where students feel safe to express views, course con-
tent can be viewed from multiple perspectives, opin-
ions can be expressed to the greater understanding of
all concerned, and all lived experiences (student and

faculty) can be shared and valued with equanimity
(Gibbs & Culleiton, 2016).

First and foremost, nursing educators need to recog-
nize their own tendencies to stereotype students or to
hold biases. This step is of primary importance to cre-
ate an inclusive environment for student and faculty
interactions. Only after this initial self-examination can
faculty (and institutions) proceed to consider multiple
other factors for the establishment of inclusive classroom
strategies, including an understanding as to what degree
class interactions are affected by course content; prior
assumptions and awareness of potential cultural issues
in classroom settings; plans for class sessions, including
student learning groups; knowledge of diverse student
backgrounds; and evolving issues, comments, and inter-
actions during class processes (Gibbs & Culleiton, 2016;
Saunders). Chapter 17 provides further discussion on
multicultural education and inclusivity in the classroom.

INFLUENCE OF STUDENTS’
INDIVIDUAL CHARACTERISTICS ON
ACADEMIC SUCCESS

An important question to be answered is what indi-
vidual student characteristics are most likely to have
an impact on student progress toward achieving aca-
demic goals. College success is important to students
because it demonstrates that they are achieving their
long-term personal and career goals. A number of out-
comes are associated with measuring academic suc-
cess, including GPA, retention and degree completion,
employment in fields associated with degree prepara-
tion, and attainment of life skills.

In the literature, the categories of academic achieve-
ment and circumstance variables have typically been
identified as being related to student academic suc-
cess in college. The academic achievement variables
include such data as high school GPA and scores
from generalized aptitude tests like ACT and SAT.
Circumstance variables include socioeconomic status,
geographical location, ethnicity, and situational factors
such as being a first-generation college student. The
extent to which a student is engaged with or perceived
to have a good fit with the institutional environment is
considered a circumstantial variable. It is important to
note that little can be done by the student to influence
circumstantial variables.
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Personal variables have also been researched and
found to be significantly linked to student outcomes.
Personal variables influencing student success include
motivation, self-confidence and self-efficacy, study
habits, and problem solving (critical thinking and
decision making). More recently the concepts of grit
and self-regulated learning and the relationship with
academic achievement have been studied with varying
results (Wolters & Hussain, 2015).

Grit is defined as the tenacious pursuit of a domi-
nant superordinate goal in the face of setbacks over time
and includes aspects of perseverance and consistency
of interest (Credé¢, Tynan, & Harms, 2017; Duckworth
& Gross, 2014). A study in urban high school students
demonstrated that students who demonstrate more
grit are more likely to graduate on time than those
students who demonstrate less grit (Eskreis-Winkler,
Duckworth, Shulman, & Beale, 2014). Grit appears
to represent a personal characteristic that may be as-
sociated with a student’s tendency to be successful in
certain academic contexts. Grit entails pursuing higher
level goals over long stretches of time in the face of ad-
versity or setbacks. An eight-item questionnaire has
been developed to measure grit (Akos & Kretchmar,
2017).

Self-regulated learning is another related process
through which students may take an active role in
managing their motivation, engagement, and use of
different cognitive learning strategies. Self-control is
the capacity to regulate attention, emotion, and be-
havior in the presence of temptation. In contrast to
grit, self-control is the resolution of conflict between
two impulses to act; one corresponding to a goal that
is of more immediate value and the other to a goal
of more enduring value (Duckworth & Gross, 2014).
Prospective longitudinal studies have indicated that
higher levels of self-control earlier in life predict later
academic achievement and attainment (Duckworth &
Carlson, 2013; Mischel, 2014).

Positive psychology is an evidence-based approach
that seeks to understand and develop human char-
acter strengths that allow people to cope better with
adversity and in turn to flourish. Positive education is
simply the application of positive psychology to all lev-
els of education and can be used to refocus universities
on their traditional mission of character building and
intellectual development (Duckworth & Gross, 2014).

Research in the past decade on self-control, grit,
and other noncognitive attributes of success dem-
onstrates that these attributes outperform talent and
opportunity—though inconsistently—across age and
types of achievement. It is important to recognize that
self-control, grit, and self- regulation strategies can be
taught (goal setting, planning) and situational strate-
gies can make temptations less obvious, and over time
these strategies can become habits (Duckworth &
Seligman, 2017). These habits can then contribute to
student engagement and success as learners.

UNDERSTANDING STUDENT
LEARNING STYLE PREFERENCES

Learning styles have a variety of nomenclature in the
literature. Terms such as “learning patterns,” “learning
strategies,” and “learning dimensions” are used to label
the modalities or differential preferences for process-
ing certain types of information and for processing
information in particular ways (Willingham, Hughes,
& Dobolyi, 2015). Although many educators hold a
widespread belief that learning styles exist and that in-
dividuals learn better when they receive information
tailored to their preferred learning style, little evidence
supports this belief (Willingham et al., 2015). There is
more agreement and support in the literature for a be-
lief that nursing students have varying interests, back-
grounds, and abilities, and that educators best serve
learners by presenting information in the most appro-
priate manner to appeal to the interests, background,
and abilities of nursing students (Aina-Popoola &
Hendricks, 2014; Andreou, Papastavrou, & Merkouris,
2013; Brannan, White, & Long, 2016; Shinnick & Woo,
2014). Promotion of learning through the use of cogni-
tive development, experiential learning, and other ac-
tive teaching strategies is the primary responsibility of
nurse educators. Further explanation of other learning
theories can be found in Chapter 14 and are not de-
tailed here. The following paragraphs describe a selec-
tion of learning style models and their corresponding
assessment instruments.

Assessment of Diverse Learning Style
Preferences

Competency 2, Facilitate Learner Development and
Socialization, of the (NLN’s 2012) Core Competencies
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for Nurse Educators With Task Statements in the Scope
of Practice for Nurse Educators states that educators
must facilitate current student development and so-
cialization by identifying individual learning style
preferences and the unique learning needs of students.
Learning style preference is the characteristic method
of processing certain types of information in certain
ways (Willingham et al., 2015).

There is a suggested relationship between learn-
ing styles and critical thinking in certain settings and
nursing populations (Andreou et al., 2013). However,
because of a lack of evidence connecting outcomes
to learning preferences, some researchers assert that
there is no strong evidence that a teacher should tailor
instruction to a particular learning style (Willingham
et al., 2015). Instead, these researchers argue that fac-
ulty should put effort into matching instruction to the
content they are teaching and the expected learning
outcomes. Nurse educators are challenged to develop
appropriate learning experiences to match content
that will meet the complex needs of the current nurs-
ing student (Hallin, 2014; Shinnick & Woo, 2015).
Learning strategies should be identified early in the
undergraduate nursing curriculum with the intent to
empower individual students to use their knowledge,
experience, and abilities to achieve positive learning
outcomes and achieve success on the licensure ex-
amination (Brannan et al., 2016; Lockie, Van Lanen, &
McGannon, 2013; Lown & Hawkins, 2017).

Advocates of learning style models posit that stu-
dents learn in different ways, but there is a lack of evi-
dence to support the notion that students only learn in
those preferred ways or that learning styles differ based
on gender or ethnicity (Lockie et al., 2013; Willingham
et al., 2015). Therefore the use of learning style inven-
tories should be tempered and regarded as one guide
to better understand students’ learning needs.

In one study, researchers used the Kolb Learning Style
Inventory to compare learning style differences in nurs-
ing students engaged in a virtual learning experience. In
this sample, student learning was found to be influenced
more by time spent on task than by learning style prefer-
ences (Fogg, Carlson-Sabelli, Carlson, & Giddens, 2013).
Studies have supported that use of multimodal meth-
ods of learning may help students regardless of learning
style (Brannan et al.,, 2016; Lockie et al., 2013; Oldland,
Currey, Considine, & Allen, 2017).

Learning styles are influenced by factors such as
culture, environment, age, and experience. They can
change over time and vary according to the nature
of learning taking place. An effective teacher will
assist students to identify their learning style pref-
erences and then will design learning experiences
that engage students appeal to various learning
preferences.

Learning Style Frameworks and Models

There are more than 70 theoretical frameworks, tax-
onomies, and instruments to indicate learning styles
in the literature (Bostrom & Hallin, 2013). Various
models are categorized according to senses/acquiring
information, such as Visual, Auditory, Read/write or
Kinesthetic (VARK; Fleming & Baume, 2006); per-
sonality, such as Myers-Briggs Type Indicator (MBTI,
2018); information processing and experience, such
as Kolbs Learning Style Inventory version 4.0 (LSIL
Kolb & Kolb, 2013); or environmental characteristics,
such as Productivity Environmental Preference Survey
(PEPS; Dunn, Dunn, & Price, 2000). Some of the most
commonly used assessments of learning style prefer-
ences in nursing literature are discussed further in the
following paragraphs.

VARK

VARK is an acronym for visual, aural, read/write, and
kinesthetic and was developed by Neil Fleming after
observing more than 9000 classes in the New Zealand
education system in the 1980s. The instrument is de-
signed to assess various ways that an individual pre-
fers to give and receive information while learning.
Those with a strong Visual preference make best use
of information in graphs, diagrams, charts and maps.
Those with a strong Aural preference use listening and
speaking strategies. Those with a strong preference for
Reading/Writing value handouts and notes, and those
with a strong Kinesthetic preference make best use of
experience and practice. (Fleming, 2017). The 16-item
instrument is available free online and takes minutes
to complete (http://vark-learn.com/). Feedback on the
student’s preferred styles of communication is provided
along with strategies derived from the students pref-
erences (Fleming, 2017). Box 2.1 describes learning
strategies that best correspond to the VARK learning
preferences.
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BOX 2.1
LEARNING STRATEGIES CORRESPONDING WITH VARK

Visual Aural Read/Write Kinesthetic
Diagrams and graphs Debates Books and texts Cases
Designs Discussions Reading Trial and error
Maps and Charts Stories Note taking Experiential exercises
Guest speakers All formats (online or print) Examples
Chats

Retrieved and adapted from http://vark-learn.com

Myers-Briggs Type Indicator

The Myers-Briggs Type Indicator (MBTI), in use since
1962, is based on the theory of psychological types
defined by C.J. Jung and defines 16 personality types
via the use of four factors. The factors used by this
model are extroversion (focus on people)—introversion
(ideas); sensing (detail oriented)-intuition (imagina-
tion oriented); thinking (focus on logic)-feeling (base
decisions on emotions/people); and judging (decision
makers)-perceiving (keep options open) (http://www.
myersbriggs.org/my-mbti-personality-type/mbti-
basics; Anderson, 2016). The factors described by the
MBTI indicate preferences for the ways individuals
take in or perceive and interpret information. McPeek
et al. (2013) purport that when a teacher has an un-
derstanding of personality type and the differences of
their teaching styles and student learning-preference
styles, communication and thereby learning through
a variety of activities are improved. The 93-item in-
strument is available online for a fee, and results are
provided directly to the individual (https://www.
myersbriggs.org/).

Kolb Model of Experiential Learning

The Kolb Model of Experiential Learning (Kolb, 1984)
is an information-processing model that classifies stu-
dents in one of four learning style preferences based on
how they perceive information and learn information.
Kolb’s Learning Style Inventory version 4.0 (LSI) was
revised in 2011 from four learning style types to nine
style typologies that better define the unique patterns
of individual learning styles and reduces confusion
for those who are “borderline” types (Kolb & Kolb,
2013). The nine new styles are initiating, experiencing,

imagining, reflecting, analyzing, thinking, deciding,
acting, and balancing. These styles are described as
dynamic states that can flex to meet the demands of
different learning situations. This version of the LSI
includes a personal assessment of the degree to which
a person changes their style in different learning con-
texts (Kolb & Kolb, 2013). The Kolb LSI 4.0 is one of
the most commonly used LSIs in nursing education
and in other disciplines; it is available in paper and
online formats (https://store.kornferry.com/store/
lominger/home). Fig. 2.2 describes learning activities
corresponding to various types of learning styles ac-
cording to Kolb’s LSI.

Dunn, Dunn, and Price Productivity Environmental
Preference Survey

The Dunn, Dunn, and Price (1984, 1991, 2000)
Productivity =~ Environmental Preference Survey
(PEPS) provides information about patterns through

Concrete Experience
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Fig. 2.2 = The Nine Learning Styles in the KLSI 4.0 and 4

dialectic tensions. (Adapted from Kolb, A. & Kolb, D. [2013].
The Kolb learning style inventory, version 4.0: A comprehensive guide to
the theory, psychometrics research on validity and educational applica-
tions. Experienced Based Learning Systems.)
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BOX 2.2
PRODUCTIVITY AND ENVIRONMENTAL PREFERENCES SURVEY PREFERENCES

Immediate Environment Emotionality

Sociological Needs Physical Needs

Likes quiet vs. likes sound
Dim vs. bright light

Cool vs. warm environment
Informal vs. formal design

Low vs. high motivation
Low vs. high persistence
Less vs. more structure

Learning alone vs.
learning with peers

Low vs. high authority
motivation

Low vs. high auditory

Low vs. high visual

Low vs. high tactile

Low vs. high kinesthetic

No intake vs. likes intake (food)
Late vs. early in day

No mobility vs. likes mobility

Retrieved and adapted from https://www.humanesources.com/research/peps-areas

which learning occurs. The theory underpinning
development of the PEPS is that students possess
biologically based physical and environmental learn-
ing preferences that, along with well-established traits
like emotional and sociological preferences, combine
to form an individual learning style profile.

The PEPS was revised in 2000 to include 16 as-
sessment factors divided into four areas: immediate
environment, emotionality, sociological needs, and
physical needs (Torres, 2017). See Box 2.2 for a com-
plete list of the preferences assessed in the PEPS.

Implications of Learning Style Preferences

Currently, obtaining knowledge of the learner and his
or her learning style preferences is a vastly underused
but complex approach to improving teaching and
learning strategies. To address this concern, faculty
should be encouraged to assess student learning style
preferences using one of the many instruments avail-
able to help graduate and undergraduate nursing stu-
dents develop an awareness of their preferred learning
styles (Aina-Popoola & Hendrick, 2014; Brannan,
White, & Long, 2016; Gonzales et al., 2016: Hampton,
Pearce, & Moser, 2017). Using the results would also
enhance the faculty’s ability to select and design learn-
ing activities that appeal to a broad range of student
learner preferences.

Of further concern are issues in achieving aca-
demic success that continue to persist for diverse stu-
dents. For example, in programs with high numbers
of adult students, there may be a larger number of
students who leave the program because of family

problems or job-related issues. There are lower grad-
uation rates among institutions serving high propor-
tions of minority, low-income, and first-generation
college students. Current students are striving to
reduce achievement gaps, and it is important that
educators augment their efforts. Students are diverse
in their experiences, cultural backgrounds, and tra-
ditional versus nontraditional and at-risk status. A
one-size-fits-all educational accommodation is likely
to cause stress and discomfort for many students
who might otherwise perform well if their individual
uniqueness were recognized and responded to in-
structionally (Li, Yu, Liu, Shieh, & Yang, 2014).

As a result of this diversity, it is unlikely that any
single teaching style would be effective for all or most
students in a class. Students may experience a dif-
ficult transition caused by the loss of individuality in
large classes in which personal recognition is absent.
Faculty must employ a variety of creative teaching ap-
proaches to engage the diversity of learners in larger
classes, such as personal response systems (“clickers”)
(Toothaker, 2018) and interactive assignments.

Faculty should assist individual students to identify
their learning style preferences, help them improve
study habits, and aid them in the selection of courses
or work environments that are compatible with their
learning styles (Hallin, 2014; Hampton et al., 2017).
In class, simulation and clinical settings, faculty can
use learning style preferences to create a learning
environment where different types of learner prefer-
ences are valued and accommodated (Brannan et al.,
2016).
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ASSESSING THE LEARNING
OUTCOMES OF DIVERSE STUDENTS

Nurse educators have a responsibility to prepare un-
dergraduate students to successfully meet expected
student learning outcomes and achieve licensure.
Faculty use a variety of methods to assess learning
outcomes, such as mind maps, simulation events and
demonstration, essays and reflective writing, and pre-
sentations. By far the most used assessment technique
in undergraduate nursing programs is objective and
standardized testing. In some instances, entire course
grades, progression, and graduation are based solely
on results of objective or standardized examinations.
These high stakes tests are defined by the American
Education Research Association (2014) as tests that
have significant consequences for the test takers, cur-
ricula, or institution; they are discussed further in
Chapter 25. Strategies for assessing learning outcomes
are presented in Chapter 24.

Additional types of assessments of learning out-
comes include the use of high-impact educational
practices as defined by the Association of American
Colleges & Universities (AAC&U, 2015). These 10
learning practices in higher education have been
demonstrated to have positive benefits to students of
all types of learning preferences: first year seminars;
common intellectual experiences; learning commu-
nities; writing intensive courses; collaborative assign-
ments and projects; undergraduate research; diversity/
global learning; service learning/community-based
learning; internships; and capstone courses and proj-
ects (Kilgo, Sheets, & Pascarella, 2015). Each of these
practices provides students with opportunities to en-
gage with faculty and peers and immerse in cultural
and experiential learning activities. In their report on
the outcomes of underserved students’ engagement
in high-impact practices, Finley and McNair (2013)
note that students who participated in even one high-
impact practice reported significant increases in deep
learning.

Information from the Liberal Education and
Americas Promise (LEAP) strategic planning ini-
tiative of the AAC&U (https://www.aacu.org/leap)
should serve to challenge nurse educators to involve
students in high-impact practices in the discipline.
Development of learning communities for health

professions students, collaborative or team assign-
ments, courses that explore cultural experiences or
study/service abroad, co- or intracurricular service
learning, and capstone projects to integrate and apply
knowledge learned are needed to provide opportuni-
ties for students to succeed academically.

PREPARING DIVERSE LEARNERS FOR
TRANSITION TO PRACTICE

The transition from education to practice is fraught
with challenges for the new graduate. New graduates
are faced with integrating their perceived expectations
of their new role with the reality of being socialized
into practice and unfamiliar organizational cultures in
the practice setting. New graduates report heightened
work stress caused by feelings of inability to prioritize,
delegate, and manage care of a group of patients; in-
adequate staffing; and a lack of communication and
collaboration skills with physicians (Lin, Viscardi, &
McHugh, 2014). Additionally, new graduates’ inabil-
ity to manage their workload and family obligations
(Knowlton, 2017), a lack of socialization to the role,
and lateral violence experienced in the workplace
(Leong & Crossman, 2016) contribute to a stressful
work environment. Surprisingly little literature exists
about the transition-to-practice experience of new
graduates with racial/ethnically diverse backgrounds.
The efforts of the AACN, the Robert Wood Johnson
Foundation, and other private funding sources are vi-
tal to the continued support of diverse student recruit-
ment, retention, and transition to practice.

The IOM (2011) recommended that health care
agencies support the transition to practice of new
graduate nurses through the use of nurse residency
programs (NRPs). These programs, often 12 months
in duration, focus on the learning needs of the nurse
graduate to include initiating decisions, reporting
critical patient data, communicating effectively with
health care providers, and prioritizing patient care
(Letourneau & Fater, 2015). NRPs have demonstrated
improvements in retention (Rosenfeld, Glassman,
& Capobianco, 2015), clinical decision making, and
job satisfaction among nurses in health care agencies
(Letourneau & Fater, 2015). Further recommendations
to specifically address issues affecting new minority
graduates include the partnership with a career
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nurse mentor to facilitate the transition into practice
(Banister et al., 2014).

SUMMARY

This chapter describes the demographic characteris-
tics of the current population of nursing students and
the unique needs of students from varied generations,
men in nursing, veterans, individuals who identify as
LGBT and students who are not in the racial or eth-
nic majority in their classrooms. The chapter also pro-
vides information related to understanding learning
styles and the cognitive abilities of students. Faculty
are responsible for creating an environment that is
conducive to learning. Likewise, students are respon-
sible for identifying environments that will best help
them learn. Understanding students’ diverse learning
needs will help faculty and students develop collabora-
tive partnerships that will foster the acquisition of the
attitudes, knowledge, and skills necessary to become
a nurse.

Reflecting on the Evidence

1. Engage your colleagues and institutional lead-
ers in a discussion regarding the subject of en-
rollment diversity, implications of inclusivity
for the nursing profession, and the necessary
resources related to student assessment and
success.

2. Assess learning style preferences with instru-
ments that fit the needs of your students. How
would you share the results of the learning style
preference assessment with the students? How
would you assist the students to use their learn-
ing style preference information and counsel
them on learning strategies that will help them
be successful in their studies?

3. Nursing schools have been slow to adopt ho-
listic admission processes, in contrast to their
peer professional schools. Research indicates
positive gains in diversity of student body,
learning environments, and student engage-
ment with holistic admission processes. What
are possible barriers to use of holistic nursing
processes in schools of nursing?
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THE ACADEMIC PERFORMANCE OF
STUDENTS*

Legal and Ethical Issues

LINDA S. CHRISTENSEN, EpD, JD, RN

ursing faculty have many considerations in

performing their roles as academic nurse educators.
Developing curriculum content, choosing teaching
strategies, developing student evaluation plans, and
dealing with current academic issues can be major
areas of focus. However, in carrying out these func-
tions, faculty must also consider the legal and ethi-
cal concepts that influence the process and product of
nursing education.

Just as nurses in practice have legal and ethical
guidelines, nurse educators also have legal and ethical
guidelines. Nursing faculty are responsible for under-
standing the broad legal and ethical principles that ap-
ply in all circumstances and those that are specific to
their own academic educator practice. Major problems
can occur if faculty lack an understanding of these
principles and are unable to apply them appropriately.

Many potential problems can be avoided if fac-
ulty take a proactive approach to anticipate student
concerns. Faculty members who treat students with
respect, provide honest and frequent communication
about progress toward course goals and objectives, and
are fair and considerate in evaluating performance are
less likely to encounter student challenges. A learn-
ing environment that supports student growth and
questioning is likely to reduce the incidence of prob-
lems, especially litigation. Nurse educators must have
an awareness of the legal issues and regulations for
their practice, and they must implement this knowl-

*The author acknowledges the work of Elizabeth G. Johnson, DSN,
RN, and Judith A. Halstead, PhD, RN, ANEF, FAAN, in the previ-
ous editions of the chapter.
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edge within their role as an academic nurse educator.
Suggestions for avoiding such problems are discussed
later in this chapter.

The goal of the educational experience remains that
students develop knowledge, skills, and values that
will enable them to provide safe, effective nursing care.
Nursing faculty who are able to apply general legal and
ethical principles are much more likely to play their
part in effectively meeting that goal.

This chapter provides an overview of the most
common legal and ethical issues related to student
academic performance that nurse educators face in the
classroom and clinical setting. The chapter includes
a discussion of the importance of student-faculty in-
teractions and the legal and ethical issues related to
academic performance, including the provision of due
process, the student appeal process, assisting the fail-
ing student, academic dishonesty, and special issues
affecting practice as an academic nurse educator.

STUDENT-FACULTY INTERACTIONS

The student-faculty relationship that is developed dur-
ing the teaching and learning process is a very impor-
tant one. Students have often identified student—faculty
relationships as the relationships that most often affect
learning. There is little doubt that a positive interaction
between faculty and students is likely not only to de-
crease legal issues, but also to promote student success.

The significance of this relationship has been well
noted over many years. Mutual trust and respect have
been identified as the basis for an effective relation-
ship between the instructor and the student (Gaberson,



Oremann, & Shellenbarger, 2015). Bastable (2014)
noted that multiple relationship systems influence the
students’ motivation, and the teacher-learner interac-
tion is one of the significant relationships that can in-
fluence learning either positively or negatively. The
National League for Nursing (NLN) has identified the
importance of establishing a positive relationship mul-
tiple times over the past several years. The NLN asserted
in 2005 that the focus of the faculty should be on es-
tablishing a learning environment that is “characterized
by collaboration, understanding, mutual trust, respect,
equality, and acceptance of differences” (NLN, 2005,
p- 4). Such a learning environment fosters professional
growth and development on the part of the nurse.

The NLN clearly identified the importance of
the student-faculty relationship within the Core
Competencies of Nurse Educators (NLN, 2012a). The
importance of interpersonal interactions on learner
outcomes is noted (Caputi, 2015) specifically in NLN
Competency II, which is focused on facilitating learn-
ing development and socialization.

Faculty in the classroom and in clinical settings
encounter students whose backgrounds and learning
needs are extremely diverse. Faculty who are able to
address the needs of students from an educational per-
spective and establish positive interpersonal relation-
ships with students of varied backgrounds will make
positive contributions in assisting students to meet the
desired outcomes. The challenge for faculty in assist-
ing students is to identify ways to address these varied
needs. To successfully assist students, faculty must un-
derstand and appreciate cultural diversity and be able
to use multiple learning strategies to assist students
with varying learning styles and needs. The student
role in the educational process has changed and must
be one of active involvement. When faculty view stu-
dents as partners or colleagues in an educational expe-
rience, they promote the development of a relationship
that supports student growth and development and the
attainment of educational goals and objectives.

The first step in the process of developing a learning
environment that encourages collaborative and posi-
tive student-faculty interactions requires faculty to
carefully examine and develop an awareness of their
own beliefs and values about the teaching-learning
process. Working collaboratively with students will re-
quire faculty to adopt strategies that involve active stu-
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dent participation and do not place faculty in the role
of having sole responsibility for determining learning
experiences. Activities such as cooperative group work,
debate and discussion, role playing, and problem-
solving exercises are examples of interactive teaching
strategies that shift the focus from the faculty to the
student. Such a pedagogical shift in teaching may also
require faculty to leave behind the “safety” and con-
trol of the classroom lecture and develop more fully
the skills necessary to successfully incorporate inter-
active teaching strategies in the classroom. Chapter 16
provides further discussion of teaching strategies that
promote active learning.

Another important step in the process of develop-
ing a positive learning environment is examining at-
titudes and beliefs that students bring to the learning
environment. Students may lack confidence in their
abilities in the academic environment, especially those
who are first-generation college students without role
models who have been successful in pursuing higher
education. Empowerment of students can occur when
faculty demonstrate a sense of caring and commitment
to students and use courtesy and respect in interac-
tions. Having a role in developing their own learning
experiences can also prove to be an empowering expe-
rience for students.

How can nursing faculty successfully incorporate
this concept of empowerment and equity into student-
faculty relationships? Educators can provide a variety
of motivational factors that will support students in
meeting their specific learning needs (Bastable, 2014).
Learning activities can be designed to promote positive
faculty-student interactions. For example, the use of
computer-mediated communication, such as email and
online discussion forums, tends to remove the elements
of status and power from communication, thus allow-
ing a freer exchange of information. The use of learning
laboratories introduces realism into student learning to
promote preparation for actual patient care experiences
(Oermann, 2015). Integrating content and discussion
about empowerment, collaboration, collegiality, and
teamwork throughout the curriculum can also help
nurture positive student—faculty interactions. Ongoing,
open dialogue with students that results in clear commu-
nication of mutual expectations and responsibilities is an
essential component of all successful student-faculty in-
teractions, as is illustrated in the rest of this chapter.
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LEGAL CONSIDERATIONS OF
STUDENT PERFORMANCE

An established responsibility of faculty in nursing
education programs is the evaluation of student per-
formance in the classroom (didactic) and clinical set-
ting. This responsibility carries with it accountability
because the outcomes of such evaluation have a major
effect on the student’s progress in the course and even
status in the program. In addition, faculty serve as the
safeguard for society at large from practitioners who
have not demonstrated the ability to practice safely. In
a precedent-setting case, the court clearly set the stan-
dard that it will not interfere with academic decision
making regarding student progress and content (Board
of Curators of the University of Missouri v. Horowitz,
1978). Other courts continue to follow the Horowitz
court by repeatedly affirming faculty members’ re-
sponsibility for evaluation as long as due process has
been provided and there is no finding of arbitrary or
capricious facts. However, to ensure due process and
avoid being viewed as arbitrary or capricious, the eval-
uation process must be based on principles that ensure
students’ rights are not violated.

Student Rights

Faculty must be aware that students enter the edu-
cational experience with rights, just as faculty have
rights. A few decades ago it would have been rare to
find litigation involving a nursing student and the
nursing program, but litigation involving nursing pro-
grams has dramatically increased. Many cases involv-
ing student litigation within nursing programs have
their legal basis in the concepts of due process, fair
treatment, and confidentiality and privacy.

Due Process

Due process is a term that is frequently used in edu-
cation and may be misunderstood. The general con-
cept of due process is based in fairness and is intended
to ensure that certain rights are respected within the
particular situation. There are two types of due pro-
cess. Substantive due process refers to the fairness of
the “outcome” in relation to the “infraction” In other
words, does the punishment fit the crime? It would
most likely be a breach of substantive due process
to dismiss a student from a course because he or she

arrived a few minutes late to class. The second type of
due process is procedural due process. Procedural due
process ensures that the accused will receive notice
and an opportunity to be heard. Providing the student
with a clear notice of the potential issue and providing
the student the opportunity to present his or her side
of the situation is essential to meet the procedural due
process requirements.

Student rights in the broadest sense are protected
by the Fifth and Fourteenth Amendments of the US
Constitution, which limit the restrictions that can be
imposed on an individual. These amendments state
that no citizen may be deprived of life, liberty, or prop-
erty without due process of law and require that the
federal government provide due process for all citizens
(U.S. Const. amend. V & XIV).

Although the Fourteenth Amendment includes lan-
guage referring to state or government actions (which
includes public institutions), the principles of due pro-
cess are applied by the courts to all educational settings.
Within the educational setting, a 1961 case applied the
principles of due process to a situation in which stu-
dents were dismissed without notice and without a
hearing (Dixon v. Alabama State Board of Education,
1961). In Dixon, Alabama State College, which was
a segregated black college, expelled six students for
unspecified reasons without a hearing, although the
presumptive cause was that they participated in civil
rights demonstrations. The appeals court ruled that a
public college could not expel them without a public
hearing. The judicial system expanded the holding of
the Dixon case with Goss v. Lopez (1975), when the
court clearly noted that the due process protections of
Dixon applied to all students facing expulsion from a
public institution, regardless of whether the institution
is a grade school, high school, or college or university.
The legal principle of due process has been extended to
cases involving private college and university settings,
upholding the student’s due process rights regardless
of attendance at a public or private institution (Kaplin
& Lee, 2014).

Student due process rights have their foundation in
two types of due process: procedural due process and
substantive due process. Procedural due process refers
to a step-by-step process that includes both notice and
an opportunity for the student to be heard at vari-
ous levels and appeal options. Procedural due process



affords the student an opportunity to be heard or to
present the case to parties involved in the decision-
making process. Table 3.1 summarizes the key ele-
ments of procedural due process.

Substantive due process involves the basis for the
decision itself (or the substance of the decision) and
is based on the principle that a decision should be fair,
objective, and nondiscriminatory. Students who might
challenge this principle would seek to prove that a fac-
ulty decision was arbitrary or capricious. Substantive
due process has often been summarized as asking, “Did
the punishment fit the crime?”

TABLE 3.1

Sample Student “Due Process Procedure””

Element Comment

Notice of the charges
against the student

Students must be given clear and
complete notice of all charges
against them.

Discovery rights and
opportunity to
present a defense

The time between receiving notice
of the charges and the time of
any hearing must be sufficient
to provide the student an
opportunity to investigate
the matter, obtain counsel if
desired, and present a defense.

Hearing and
confrontation rights
(right to cross-
examine witnesses,
right to counsel)

The student has the right to
be represented by counsel,
bring their own evidence
and witnesses, have the
opportunity to examine any
evidence brought forth by the
school, and cross-examine
any witnesses brought by the
school.

Impartial tribunal Throughout the process, all
steps by the program must
be fair and impartial. The
tribunal must be made up
of impartial individuals who
are knowledgeable of any
significant rules, procedures,
and guidelines of such
procedures.

Right to appeal; right
to obtain a record of
the hearing

The student has the right to
obtain a record of the hearing
and appeal the hearing with
a second impartial decision
maker.

“Based on procedural due process guidelines
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Other legal concepts that influence student rights
come from principles of contract law. Students may
also use these concepts in seeking action against an in-
stitution. Contract law is applied in this circumstance
with the understanding that when students enter a
university or college, they actually enter into a contract
with the school. If students complete the degree re-
quirements and follow the required procedures, then a
degree will be awarded. The implied contract between
the student and the school forms the basis for much
student rights—oriented precedent law. Courts may
view institutional documents as contracts, regardless
of whether there may be a written disclaimer on the
particular document that the institution does not in-
tend the document to be a contract between the insti-
tution and the student.

A common example of a document that is often im-
plied to be a contract is a course syllabus. The course
syllabus may contain a statement that it is not intended
to be a contract between the institution and the stu-
dent but is often viewed by the court as being an im-
plied contract. Even in a situation in which students
agree to a proposed change in the syllabus, the original
syllabus terms may govern in a dispute because the
students who are voicing agreement may be viewed as
unable to object without teacher reprimand or harass-
ment from other students. Additionally, students have
successfully won cases against educational institu-
tions based on contract theory when the educational
institution was determined to be in breach of implied
contract because they did not follow its own policies
and procedures (Boehm v. U. of PA. School of Vet. Med,
1990; Schaer v. Brandeis University, 2000).

There is a difference between student concerns or
grievances based on academic performance and those
based on disciplinary circumstances. Academic con-
cerns are based solely on grades or clinical performance,
whereas disciplinary misconduct is based on violation
of rules or policies within the school or department.
Academic due process includes the requirement that
the student be informed of the academic issue, the
requirements necessary to meet academic standards,
a time frame for meeting the academic requirements,
and notice of the consequences if the academic stan-
dards are not met. When disciplinary action is consid-
ered, the concept of due process is applied with a higher
degree of scrutiny. In this circumstance, the individual
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must receive notice of the specific charge that is being
made and the policy and code that has been violated.
The student must have an opportunity to present a de-
fense against the charges, usually at a formal hearing,
but at least in writing. Because disciplinary dismissals
may have more long-lasting effects on the individual,
more complicated due process rules apply.

Consider the due process rights of the student illus-
trated in the following scenario. Jane Short is a soph-
omore nursing student who has completed the first
nursing course with a barely passing grade. She had dif-
ficulty performing the basic nursing skills, stating that
having someone watch her made her nervous. She did
not come to college with a strong academic background
and has struggled in making the adjustment to the re-
quired higher-level thinking and need for decision
making. However, she was able to complete the course
requirements in the basic nursing course, although at a
minimal level. As she progresses to the next course, she
is having more difficulty. Her study skills need devel-
opment, and she has missed several classes. She is not
doing well on tests and has been late for clinical on two
occasions in the first 3 weeks of class. Her instructor
has asked to meet with her to discuss these concerns.
She informs Jane of the issues of concern and relates
what needs to be done to address these concerns. She
suggests some new study strategies and asks that Jane
practice in the laboratory to become more comfort-
able with the procedures and skills. She also relates
that continued absences and tardiness will negatively
affect Jane’s classroom performance and her clinical
evaluation. She reminds Jane of the School of Nursing
Policy that states that students who miss one-third of
the clinical experiences will be automatically dismissed
from the program. The faculty member tells Jane that
she needs to demonstrate improvement in these areas
within the next 3 weeks. The faculty member asks Jane
to add her comments to the documents containing all
this information and gives Jane a copy of the document
explaining the concerns and including the suggestions
for improvement and the consequences if no change
occurs. The faculty member schedules times to provide
regular feedback to Jane about her progress.

What has the faculty done to uphold Jane’s due pro-
cess rights in this circumstance? The faculty member
has made Jane aware of the situation and what needs
to be done to improve it. She has made suggestions for

improvement and provided Jane with a written copy of
those suggestions and the consequences if no change
occurs. Jane has been informed and duly notified, and
her due process rights have been addressed within the
student-instructor interactions.

Fair Treatment

Students have the right to expect that they will be
treated fairly, consistently, and objectively. Standards of
expectations for the course provide the objective guide
for evaluation and must be communicated to students
early and often. Course requirements should be con-
sistent for all students, including classroom and clini-
cal assignments. Students should receive equivalent
assignments, even if they are not identical, that allow
them to demonstrate progress toward meeting course
objectives. In addition, students must be provided with
opportunity and an appropriate time to demonstrate
the outcomes required in the course. Students cannot
be held accountable for end-of-course outcomes on
the first day of class, and the same principle applies
in the clinical setting. Students must be provided with
time to learn before evaluation can take place; students
must clearly understand the difference in the learning
and the evaluation portion of the clinical experience.

An example of violating the principle of fair treat-
ment might occur when a faculty member allows one
student extra credit in a course but does not afford
the same opportunity to all students to increase their
grade. Clinically, holding students to different stan-
dards of evaluation will be considered a violation of
the principle of fair treatment. If the instructor consis-
tently gives a student less challenging assignments and
then evaluates the student as not providing a complex
case, the issue of fairness is again relevant.

Confidentiality and Privacy

Legislation that has been passed to protect health in-
formation and the privacy of patients should remind
faculty of their obligation to protect information from
and about students. The need for confidentiality in the
faculty role is based in the same code of ethics and
common law regarding privacy that guides all nurses.
Students have a right to expect that information about
their progress in the program, their academic and
clinical performance, and their personal concerns will
be kept confidential.



In the course of the teaching role, faculty are often
privy to information about students that is of a personal
and private nature. Students often confide in faculty
about events that may influence their performance in the
classroom or may simply seek advice from persons they
feel they can trust. This can lead to a conflict for the in-
structor, because as nurses, the instructors might have a
tendency to respond in a therapeutic manner (Gaberson
etal., 2015). It is important for the instructor to remem-
ber that their primary role is that of faculty, not health
care provider. There must be a compelling purpose, such
as the safety of the student or following institutional
policy, for the instructor to disclose personal student
information. Unless there is a need for disclosure of in-
formation to protect the student, faculty should respect
the student’s privacy. This guideline is consistent with the
legal precedent set in Tarasoff v. Regents of the University
of California (1976). In Tarasoff, the court held that the
patient—provider confidentiality rule did not apply when
there was a reasonable belief of impending harm to an-
other individual caused by a patient disclosure.

It is easy for caring faculty to disclose private stu-
dent information based on the belief that it is in the
student’s best interests. But without the student’s con-
sent or the faculty’s reasonable belief that harm may
come from nondisclosure, the faculty would be violat-
ing the student’s right to privacy to share confidential
information without student consent. Faculty are of-
ten eager to share a student’s strengths and weaknesses
with other faculty members who will have the student
in subsequent semesters. Faculty must seriously con-
sider the implications of such a practice as a standard
approach. A students performance or challenges in
one class will not necessarily follow him or her to the
next class. Informing other faculty members about an
individual student’s strengths or weaknesses may pro-
vide prejudicial information and could be interpreted
as unjust and violate the student’s right to privacy.
However, alerting faculty to information that may af-
fect patient or student safety may warrant discussion.
This is a difficult concept for nurse educators and
most often more information is shared than would be
considered necessary, at the expense of creating bias
against the student.

In addition to confidentiality, privacy—especially of
student records—is essential. The Federal Educational
Rights and Privacy Act of 1974 (FERPA), often referred
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to as the Buckley Amendment, provides the basis for
protection of student records. This law was enacted to
ensure that students older than age 18 have access to
their educational records and to ensure that they have
some input about who can receive the information in
that record without their consent. The amendment
also mandates that a procedure be in place that allows
students to contest information in the record that is in-
accurate or that they do not agree with. In actual prac-
tice, one of the most frequent applications of this law
occurs when parents seek information about student
progress or grades without student permission. Parents
are often dismayed to find that they have no right to
information about student progress unless the student
provides permission. It is imperative that faculty un-
derstand the components of this legislation and follow
it implicitly. For example, faculty cannot post grades in
any form in public, leave graded materials for students
to retrieve in a public place, or circulate a printed class
list with student IDs or social security information as
an attendance list. All of these constitute violations of
FERPA and make faculty and their institutions subject
to prosecution. An excellent reference of the require-
ments of FERPA can be obtained online through the
US Department of Education website (http://www2.
ed.gov/policy/gen/guid/fpco/ferpa/index.html).

Schools of nursing must follow the guidelines of the
institution regarding FERPA, but they must also give
particular attention to guarding student health records.
These health records are usually kept in a separate file
and should follow the Health Insurance Portability and
Accountability Act (HIPAA , 1996) guidelines. Student
records and evaluation notes maintained by faculty
during the process of course evaluation must also be
guarded to protect privacy.

Student privacy must be strictly guarded. Whether
based in common law privacy standards, FERPA, or
HIPAA, students have a legal right to have their infor-
mation protected within the educational system.

Guidelines for Providing Due Process to
Students

Due Process for Academic Issues

The potential for litigation always exists, even in the
best of circumstances; therefore it is prudent to take
actions and establish policies that decrease the likeli-
hood that litigation will occur as a result of academic
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failure or dismissal. The following practices help
keep students informed of faculty expectations and
their progress in coursework and provide the basis
for ensuring that students receive the information
they need.

1. Provide a copy of student and faculty rights and
responsibilities in formal documents. On admis-
sion to the program, students should be given
a copy of rights, responsibilities, policies, and
procedures that apply to students and faculty.
Although institutions have the right to estab-
lish policies, they also have the responsibility
to communicate those policies and guidelines
to students and faculty. Policies and procedures
that are in effect for all students in the institution
and those that are specific to a program should
be available and must be congruent. Policies
should address progression, retention, gradua-
tion, dismissal, grading, and conduct. Students
should also be informed of circumstances that
will interfere with progression and those that
would result in termination from the program.
They should learn the process to follow in fil-
ing a grievance. These policies should be readily
available and are usually published in faculty and
student handbooks. Strategies that ensure that
students have read and understand the informa-
tion contained in these documents should be a
part of the orientation process. In every course,
faculty should plan to reinforce this informa-
tion, including providing specific expectations
for the course. Written specifics of requirements
should be contained in the course syllabus and
discussed with students on the first day of class.

2. Review and update policies in the handbook and
catalog periodically. Published materials given
to students and faculty should contain current
information about academic policies and proce-
dures. This serves to keep students and faculty
informed about the policies and procedures they
are subject to, and it is a requirement of insti-
tutional and program accreditation agencies.
Regular review of policies and procedures en-
sures that faculty are aware of current policies
and increases the likelihood that they will be
consistent in following them.

3. Course requirements and expectations should be

clearly established and communicated at the be-
ginning of the course. The course syllabus should
explain course requirements, critical learning
experiences, and faculty expectations of stu-
dent performance to satisfactorily complete the
course. Schools commonly establish guidelines
for information to be included in all syllabi de-
veloped for nursing courses, and faculty should
follow these criteria. A course syllabus should in-
clude the following information, at a minimum:
description of the course, course objectives,
course credit hours, faculty responsible for the
course, class schedule, attendance policies, teach-
ing strategies used in the course, topical outlines,
evaluation tools and methods, due dates for as-
signments, late work policy, and standards that
must be met for students to pass the course.
Many institutions also require that course syllabi
include a statement about the need for students
to notify faculty about desired accommodations
for a disability. The syllabus for a course should
be distributed on the first day of class to provide
students the opportunity to understand and
clarify course requirements.

. Retain all tests and written work in a file until

the student has successfully completed at least the
course requirements, and in some cases the pro-
gram requirements. Student assignments, tests,
and evaluations are invaluable, especially in cases
of academic deficiency that may result in a stu-
dent challenge. All evidence of a student’s per-
formance in a class should be kept at least until
that course is completed. Faculty must be aware
of institutional policy or standards that govern
maintenance of records and should follow those.
There are no universal rules for how long stu-
dent files should be maintained, and the policy
may vary from institution to institution. Student
clinical evaluations often become a part of the
student’s permanent file, although in some pro-
grams, these are only retained until the student
completes the program. The maintenance of files
of student work and tests may also serve to de-
crease the likelihood of plagiarism of other stu-
dents’ work, because knowing that faculty keep a
copy of assignments and tests may make students



less likely to attempt to claim other students’
work as their own. Files of student work may
also serve as examples of assignments to share
with evaluators during accreditation visits or to
assist in outcome assessment efforts. Samples of
student work may also be used to provide posi-
tive examples to other students. Faculty must
obtain a student’s permission to share his or her
work with others. Some schools choose to have
students sign a standard form granting such per-
mission and to keep this on permanent file.

. Students should have the opportunity to view all
evaluation data that are placed in the student file.
Students have the right to see all documenta-
tion that has been used to determine an evalu-
ation of their performance. Students also have
the right to disagree with the appraisal of their
performance and should be provided with an
opportunity to respond to the comments of the
evaluation with comments of their own. Faculty
should ask students to sign and date the evalu-
ation form to indicate that the evaluation has
been discussed with them, while providing an
opportunity for them to register their own com-
ments on the form.

. When students are not making satisfactory prog-
ress toward course objectives and the potential for
course failure or dismissal exists, students must
receive notification of and information about
their academic deficiencies. Students should re-
ceive regular feedback about the progress they
have made toward meeting class and clinical
objectives throughout the course. If deficiencies
occur, students must receive details of what be-
havior is unsatisfactory, what needs to be done
to improve the behavior, and the consequences
if improvement does not occur. Faculty should
hold formal conferences with students who are
in academic jeopardy, identify the deficiencies
in writing, and work with the student to deter-
mine a plan to address the deficiencies. Both the
faculty member and the student should sign the
document to indicate mutual involvement in
and agreement to the plan. Subsequent follow-
up conferences should be held to note progress
or lack of progress made toward achieving the
agreed-on goals and note revisions or additional
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strategies employed. All conferences should be
documented in writing, and both parties should
receive a copy of the documentation. An exam-
ple of how this might occur was presented in the
earlier example relating to Jane Short.

Faculty who fail to evaluate a student’s unsatisfac-
tory performance accurately, through either a reluc-
tance to expose the student to the experience of failure
or a fear of potential litigation, are guilty of misleading
the student, possibly jeopardizing patient care, placing
faculty peers in a difficult situation, and potentially
being subject to a claim of educational malpractice.
Nursing faculty and even the university are responsible
for preparing safe and competent practitioners. When
the faculty does not fulfill their responsibilities, they
can be held liable for educational malpractice, because
they are breaching their duty as an educator. Student
deficiencies may eventually be identified and dealt with
by subsequent faculty. Students might legitimately ask
why they were not notified earlier in the educational
experience of these deficiencies and accuse the “fail-
ing” faculty of prejudicial behavior. It is much fairer to
inform students of their unsatisfactory behaviors when
such behaviors are first identified. Informing students
of deficiencies in a caring, constructive manner allows
them the opportunity to improve performance; to not
inform them denies them this opportunity and right.

These procedures help ensure that students receive
the due process related to academic failure that is their
right by law. Maintaining open lines of communica-
tion with a student who is not progressing is a key
component in resolving such situations satisfactorily
and decreasing faculty liability. Students are much less
likely to sue if they perceive that they have been treated
in a fair and impartial manner and have been given
information throughout the process.

Due Process for Disciplinary Issues

Students who are dismissed because of misconduct or
for disciplinary reasons should receive additional assur-
ances that due process has been followed. A disciplin-
ary action occurs when a student violates a regulation
or law or has engaged in activity that is not allowed.
Disciplinary actions brought against the student need
to include providing the student with a written copy of
the accused violation. The information should include
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details about what policy or rule was violated, and
enough information must be provided to ensure that
the student can develop a defense against the charges.
Procedural due process should include an impartial
decision maker, notice of the charges and evidence
against the student, an opportunity to appear before the
decision maker, an opportunity to suggest witnesses,
protection of the imposition of sanctions against the
witnesses, and permitting the student to voluntarily ac-
cept discipline or the ruling of the decision maker (A
v. C. College, 1994). If the student desires, legal coun-
sel can be present to provide the student with advice
but not to question or interview other participants in
the proceedings. Legal counsel for the institution is
usually available as well. No action should be taken
by the faculty or university until a formal hearing has
occurred. Depending on the institution, a committee
usually decides the outcome of the charges. Courts may
be more likely to become involved in disciplinary ac-
tions because they involve less professional judgment
and evaluation.

In the example presented earlier, if Jane Short’s ab-
sences continue in clinical and she misses enough clin-
ical days that she is dismissed from the program, then
the provision for due process as a disciplinary event
must include more faculty action. The faculty mem-
ber must provide written information about the school
policy that has been violated (although one hopes she
has done that at the earlier conference) and provide
an opportunity for Jane to respond to the accusations.
The process must provide an opportunity for Jane to
present a defense for her actions or an opportunity to
explain her actions to those persons who will make the
final decision about the outcome of her situation. In
this circumstance, because the issue is a disciplinary
one, faculty must take additional steps to ensure that
due process rights are protected.

Grievances and the Student Appeal Process

Even when a student has been treated in accordance
with due process with a clear communication of poli-
cies and expected academic standards, it is possible that
the student may wish to seek legal recourse in the face
of an academic failure or dismissal. In such cases, the
student may appeal to the court on the basis that faculty
has acted in a capricious or arbitrary manner. Courts
traditionally have not overturned academic decisions

unless the student can prove that faculty did not fol-
low “accepted academic norms so as to demonstrate the
person or committee responsible did not actually ex-
ercise professional judgment” (Regents of University of
Michigan v. Ewing, 1985). In this case, a student who was
dismissed from medical school brought suit against the
university, citing that university faculty moved to dis-
miss him based on circumstances that were not rational
and were capricious. The court ruled that the university
faculty did have cause to dismiss the student and thus a
“substantive due process claim” had not occurred.

There are other reasons that students may choose
to bring suit against an institution. Breach of contract,
described earlier, may be charged by students who may
not be provided with due process protections, particu-
larly in private institutions. The court has generally
followed the “well-steeled rule that relations between
a student and a private university are a matter of con-
tract” (Dixon v. Alabama State Board of Education,
1961). However, there is inconsistency in court cases
that address grievances of contract issues depending
on the substance of the case. Students may also make
charges of defamation or violation of civil rights, in-
cluding discrimination. Courts generally have not hes-
itated to analyze cases in which discrimination based
on any parameter (e.g., race, gender, age, or disability)
has been charged. The best way to avoid such litiga-
tion is to maintain policies that clearly demonstrate
adherence to the institution’s and program’s guidelines,
which must be in compliance with all federal and state
laws regulating civil rights.

The Student Appeal Process

Before seeking the assistance of the court system, stu-
dents must first use all available recourse within the
institution. A well-established principle of educational
law is that the courts have generally relied on academic
institutions to deal with grade disputes and have in-
tervened only when there is evidence of the violation
of student rights. Institutions of higher learning have
established policies for hearing student grievances
and appeals. The purpose of these guidelines is to es-
tablish common procedures to ensure that students
are provided due process and that faculty rights are
supported. A sample appeal process that illustrates
the typical steps students should initiate before filing
a formal appeal is included as Table 3.2. Faculty and
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TABLE 3.2

Appeal Process Sample

Steps in the Appeal Process Comments®

Step 1: Instructor Conference Many issues can be resolved informally between the instructor and the student,
and this should be the level at which discussions are initiated. The student
should make an appointment to meet with the instructor to discuss the issue
and present objective evidence supportive of the student’s position. The
instructor is responsible for summarizing the outcomes of the meeting, providing
the student with a copy of the summary, and placing a copy of the summary in
the student’s file.

Step 2: Academic Advisor Conference Some nursing programs use academic advisors as part of the appeals process;
other nursing programs do not. The academic advisor can serve as an impartial
third party to listen to the grievance and as facilitator to resolve the matter.

A written summary of the conference should be created, a copy given to the

student, and a copy placed in the student’s file.

The next level is often the program director but may be a different position
dependent on how the nursing program is structured. The director can view the
issue from a broad perspective. The student again has the opportunity to discuss
the matter and bring supporting evidence. A written summary should be created,
a copy given to the student, and a copy placed in the student’s file.

Step 3: Program Director Conference

Step 4: Dean of Nursing Conference Some nursing programs may only have a program director, in which case the next
step may be the formal filing of a grievance and meeting with the grievance
committee. If a dean of nursing is present, this individual serves as another party
to facilitate resolution of the issue. A written summary should be created, a copy
given to the student, and a copy placed in the student’s file. The dean of nursing

would follow up with the faculty involved to the extent appropriate.

Step 5: Appeal Committee An appeal committee may review the matter based solely on written materials
presented or after a hearing in which the student presents the issue. The student
should always have the opportunity to prepare for the appeal committee
and present evidence for their position. The written outcome of the appeal

committee will be given to the student and placed in the student’s file.

Step 5: Chief Academic Officer Conference
(Academic Vice President or Provost)

The institution’s chief academic officer is typically the final step in the grievance
process. The chief academic officer reviews all of the materials and makes a final
determination of the matter.

*Note: Each step of the appeals process should provide sufficient time for the student to prepare adequately for the next level of appeal, yet
assure that the matter is dealt with in a time-effective manner. As educational institutions vary in organizational structure, so will the actual
steps. For example, not all nursing programs have a dean of nursing.

nursing program administrators should familiarize
themselves with this “chain of command” to ensure
that students are afforded due process while faculty
rights are also respected.

Institutional and program policies related to stu-
dent appeals and grievance procedures should be made
available in writing to students and faculty. Faculty are
usually given this information in the faculty handbook
on orientation to the institution and should refer to
them periodically as changes are made.

Likewise, students should be informed that a for-
mal grievance process policy exists and that it is their

responsibility to initiate the procedure. It is recom-
mended that programs distribute this information to
students when they are first admitted to the institu-
tion and document that students have received such
notification. Students may choose not to initiate the
grievance procedure that is their right, but they should
always be aware of the option of doing so. Information
about the appeal process should be reviewed with an
individual student if the situation warrants.

When a grievance occurs and the appeal process is
implemented, there are two possible outcomes. The
appeals board may review the information provided



48 UNIT | = FACULTY AND STUDENTS

and find that there are insufficient grounds for the
student’s charge and that the assigned grade or faculty
action should stand. The other option is that a recom-
mendation for corrective action may be made based
on a review of evidence that indicates that the student’s
charges have merit. This may mean a change of grade or
an opportunity for further evaluation. Implementation
of the recommendations may vary depending on the
specific charges and circumstances. If, at the conclu-
sion of the institutional appeal process, the student
is not satisfied with the outcome, the student has the
right to pursue further recourse in the court system.

Faculty Role in the Appeal Process

Being involved in the appeal process can be a stress-
ful experience for both the faculty member and the
student. When a student indicates dissatisfaction with
an assigned grade or evaluation and is considering an
appeal, the faculty member should give consideration
to reevaluation. If the faculty member finds that the
student’s evidence is legitimate and that the student
truly deserves a higher grade, then the grade should be
changed. If the faculty member believes no changes are
justified after reviewing the situation and finding that
all procedures and standards have been applied con-
sistently and justly, then the faculty member should
maintain the assigned grade. However, a faculty mem-
ber should not act in haste or out of fear in reaction to
the threat of a grievance procedure. Changing a grade
without justification sets a dangerous precedent and
should be avoided. Clear, consistent use of standards
for grading that are made known to students will help
effectively support grades that are assigned. Planning
before the implementation of a course assignment or
activity and providing clearly established grading cri-
teria may help decrease student misunderstanding.

ACADEMIC PERFORMANCE IN
THE CLINICAL AND CLASSROOM
SETTINGS

One major responsibility of nursing faculty is the evalua-
tion of student academic performance. In many circum-
stances faculty are charged with evaluating students in
both classroom (didactic) and clinical settings. Student
evaluation is an expectation of faculty at all levels and
requires careful consideration for many reasons.

The outcome of evaluation has a major effect on
students, and faculty must always be aware of this.
Student assessment is critical to evaluating student
learning and determining competence to practice
(Oermann & Gaberson, 2017). Faculty may have lim-
ited preparation in how to evaluate students within the
classroom or the clinical setting. The outcome of an
evaluation usually means that students progress in the
program, but an unsatisfactory evaluation means that
students may face having to repeat a course, a delay in
their education, or removal from the program. These
outcomes have financial, emotional, and other costs
for students. In addition, faculty may also experience
negative consequences, such as emotional distress,
pressure from administration to maintain numbers,
and a sense of personal failure when it is necessary to
assign a failing grade. In the context of this stressful
situation for all involved, faculty must be aware of the
legal concepts important to the evaluation process.

Academic Failure in the Clinical Setting

Faculty who teach clinical nursing courses are respon-
sible for guiding students in the development of pro-
fessional nursing judgments, skills, and values. Faculty
must ensure that the learning experiences chosen
provide the student with the opportunity to develop
those skills to ensure that they will become safe, com-
petent practitioners. Applying a theoretical knowledge
base, developing psychomotor skills, using appropri-
ate communication techniques with patients and staff,
exhibiting decision-making and organizational skills,
and behaving in a professional manner are examples
of the types of competencies that nursing students are
expected to achieve through their clinical experiences.
Faculty are also expected to make judgments and deci-
sions about the ability of students to satisfactorily meet
the objectives of the clinical experience. When stu-
dents are unable to satisfactorily meet the objectives of
the clinical experience, faculty have the legal and ethi-
cal responsibility to deny academic progression.

Legal and ethical grounds exist for dismissal of a
student who is clinically deficient. Nurse practice acts
exist in all states to regulate nursing practice and nurs-
ing education within a given state. Successful gradua-
tion from a nursing program should indicate that the
student has achieved the minimum competencies re-
quired for safe practice.



When providing clinical care, nursing students
will be held accountable for professionally negligent
actions and are required to come prepared to clinical
learning situations and to ask for help when needed.
Although nursing practice is regulated by state law,
which results in variations in practice standards be-
tween states, the prevailing view is that students are
practicing on their own “fictitious license” and not the
license of their instructor. As a result, students will be
held to the same standards of practice as a reasonable,
prudent nurse with the same education and experi-
ence. Patients should expect that the care provided
will be safe, quality care at the level that is needed. In
addition, students and faculty are expected to follow
professional standards of practice and codes of ethics
that have been developed to guide the profession, even
though the students’ educational experiences are not
completed.

When engaged in clinical learning experiences, the
nursing student is under the supervision of the clini-
cal faculty with input from agency staff. The nursing
staff in the facility have ultimate control over patient
care that is delivered, so there must be constant and
appropriate communication between staff, faculty,
and students. The clinical agency contract that allows
the school to use the facility for learning experiences
may also contain a clause stipulating that the school of
nursing will provide supervision of students. It is also
common for the agency to retain the right to request
removal of students and faculty if the level of perfor-
mance does not meet the standard of care acceptable to
the institution and could result in the loss of the clinical
agency as a site for future clinical experiences. Faculty
must accept responsibility for ensuring that students
practice with an acceptable level of competence. Each
member of the health care team is liable for his or her
own potential negligence related to patient care. If the
student does not provide care according to applicable
standards, the student is liable for any resulting dam-
age. If the nursing faculty does not adequately assign,
monitor, and supervise the student, the nursing faculty
is liable for resulting damage. And if the clinical staff,
who retain ultimate responsibility for the patient’s care,
neglect their duties in overseeing the care, they are li-
able for resulting damage.

Clinical faculty have several responsibilities related
to the instruction of students. First, clinical faculty
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must set clear expectations for student performance
and communicate these expectations to students be-
fore the onset of any learning experience. These expec-
tations must be reasonable for students to meet and
must be consistently and equitably applied to all of the
faculty member’s assigned students. Second, faculty
must determine the amount of supervision to provide
to students. When determining the appropriate level of
supervision, faculty should consider the severity and
stability of the assigned patient’s condition, the types
of treatments required by the patient, and the student’s
competency and ability to adapt to changing situations
in the clinical setting. Another responsibility of clinical
faculty is to judge the ability of the student to transfer
classroom knowledge to the clinical setting.

Application of theory to nursing care is an impor-
tant component of safe nursing practice, and faculty
must engage in data collection to determine the level
of student performance in this area. Faculty may col-
lect data in multiple ways. For example, before pro-
viding care, students may be asked to develop written
care plans and provide the rationale for their proposed
nursing interventions. Faculty may also verbally ask
students to explain the significance of patient assess-
ment data they have gathered, or students may be
asked to keep a weekly journal that provides insight
into their clinical decision making. Chapters 18 and
26 provide further discussion of clinical teaching and
evaluation. Whatever data collection methods are used
by faculty to assess student performance must be con-
sistently applied to all students. Because faculty retain
the legal liability for appropriate student assignments
and student monitoring to assure applicable standards
of care are being followed, the faculty has the responsi-
bility to remove students from providing clinical nurs-
ing care when the student is unsafe.

Fearing legal action, faculty may hesitate to fail a
student who performs poorly in the clinical setting.
However, federal and state courts have frequently up-
held the responsibility and right of faculty to evaluate
students’ clinical performance and dismiss students
who have failed to meet the criteria for a satisfactory
performance. The courts have long indicated that fac-
ulty, as experts in their profession, are best qualified
to make decisions about the academic performance of
students (Christensen, 2014). When teaching a clinical
course, faculty must clearly establish and communicate
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the course and clinical objectives; they must document
student performance and effectively communicate
with students on an ongoing basis about their progress
in the clinical area. These measures are discussed in
greater depth in Chapter 18. Key to the success of any
of these measures is that there has been clear commu-
nication of expectations to students.

As part of this communication, faculty should
clearly identify at the beginning of the course, along
with the clinical objectives, the level of clinical compe-
tence that students will be expected to achieve. These
requirements should be stated in the course syllabus
along with information about how the clinical grade
will be determined for the course. The clinical syllabus
should clearly identify all of the evaluation measures
that will be used in determining the clinical grade.
Chapter 26 provides more information about the pro-
cess of clinical evaluation. Students must be informed
about how data will be obtained and whether the
clinical evaluation will be formative, summative, or a
combination. Students must receive continuing input
through a formative evaluation process, periodically
receiving information about progress and suggestions
for improvement. Students must have time to demon-
strate the course competency requirements during the
clinical experiences and cannot be required to master
those competencies until the end of the course. The
consequences of not meeting objectives should also be
clearly communicated to students.

Written records of all clinical experiences and
student-faculty conferences should be kept for each
student during the course. Recording student observa-
tions during clinical learning experiences is very effec-
tive in assisting the faculty to recall specific objective
observations (Gaberson et al., 2015).

Written records of a student’s learning experiences
document that the student has been provided with ad-
equate opportunity to meet the clinical objectives. If
opportunities to meet clinical objectives have not been
provided, students cannot be evaluated or failed on
unmet objectives.

Anecdotal records should be objectively writ-
ten, describe both positive and negative aspects of a
student’s performance, and address the objectives of
the course. Faculty should avoid commenting on the
personality of the student but instead should reflect
on what the student has or has not accomplished in

relation to the course objectives. Notes of the student’s
daily and weekly assignments should be based on fact
and should be nonjudgmental. Documenting both as-
pects of performance indicates that the student’s total
performance was taken into account when the final
clinical grade was assigned.

Throughout the clinical experience, faculty should
provide consistent, constructive feedback to students.
Identifying positive aspects of a student’s clinical per-
formance and areas needing improvement will help
that student develop self-esteem and confidence as
a practitioner. Feedback is best conveyed in privacy,
away from peers, staff, and patients, thus maintaining
student confidentiality. Persistent clinical deficiencies
should be addressed in conferences with the student,
ideally away from the clinical setting. Written records
of student-faculty conferences are used to document
areas of faculty or student concern that have been dis-
cussed, along with the measures that are being taken to
correct these deficiencies. Information about the prog-
ress the student makes toward correcting clinical de-
ficiencies and any lack of progress should be included
in follow-up notes. Both the faculty member and the
student should sign these written records.

Communicating effectively with a student who is
not performing satisfactorily can be difficult. When
feedback is given to a student about deficiencies in
performance, it is essential for the faculty member to
convey to the student a sense of genuine concern about
helping the student improve his or her performance
and to convey the faculty member’s responsibility for
ensuring patient safety in the clinical setting. Providing
feedback during clinical learning experiences should
be continuous and include suggestions for students to
improve their performance (Oermann & Gaberson,
2017). Students should be allowed the opportunity to
clarify and respond to the feedback given by the faculty
member. Sometimes an objective third party, such as
a department chairperson or course coordinator, can
assist by providing an objective perspective of the cir-
cumstances and serving as an impartial witness to what
was said by both the faculty member and the student.

When notifying a student that course require-
ments are not being met and failure of the course
may result, the faculty member must follow the in-
stitutional guidelines that have been established for
such situations. Informing a student of unsatisfactory



clinical performance can produce a stressful situation
for the student, but it also provides the due process
that is the student’s right in cases of academic defi-
ciency. It enables the student to understand that his
or her performance is unsatisfactory and provides
the student with the opportunity to correct deficien-
cies. It is equally important that the faculty member
communicate information about the student’s perfor-
mance to other faculty who are administratively re-
sponsible for the course.

Assisting the Failing Student in the Clinical
Setting

How do clinical faculty determine when a student’s
clinical performance is unsatisfactory and warrants
failure of the course? How many opportunities should
the student be given to learn before being evaluated?
These are questions that have been debated in nursing
education for decades without resolution. Faculty are
responsible for evaluating the cognitive, psychomo-
tor, and affective behaviors of students during clini-
cal learning experiences. Even with reliable and valid
evaluation tools, it can be difficult to objectively evalu-
ate the behavior of students, especially in the affective
domain.

Clinical evaluation has many inherent challenges
for the nurse educator. Clinical evaluation may be sub-
jective, evaluation criteria may be misinterpreted by
faculty or students, and clinical nursing practice is very
complex (Krautscheid, Moceri, Stragnell, Manthey, &
Neal, 2014).

Faculty in the clinical setting need to implement
clear clinical evaluation measures and provide the
student with frequent feedback as to their progress in
meeting the clinical expectations. However, once hav-
ing determined that a student’s performance is unsatis-
factory and that failure of the course is likely to occur,
faculty must implement actions to protect the student’s
right to due process and assist the student through
what will undoubtedly be a stressful experience.

Faculty may use several guidelines when work-
ing with students whose clinical performance is un-
satisfactory. For example, as previously mentioned,
unsatisfactory clinical behaviors should be identified
and discussed with the student as early as possible.
Documentation should be maintained of the student’s
performance and all conferences with the student.
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Working in collaboration with the student, faculty
should develop a plan or “learning contract” in which
the needed areas of improvement are identified along
with appropriate measures to ensure the improvement
of performance. The student should be made aware that
isolated instances of good or inadequate performance
will not lead to a passing or failing grade. Instead, it is
essential that the student strive to develop a consistency
of behavior that portrays continuing improvement in
performance and the delivery of safe patient care. The
student should also understand that successful comple-
tion of any remedial work identified in the plan may not
be sufficient to ensure a passing grade for the course;
satisfactory completion of the course objectives will be
required. After the plan has been detailed in a docu-
ment, both the student and faculty should sign and date
it. The student should be given a copy of the plan for his
or her own records and reference.

Frequent feedback sessions are essential during this
time, as the student attempts to make an improvement
in performance. The number of sessions depends on
the situation, but it is often helpful to agree to meet on
a regular basis, for example, weekly. The faculty mem-
ber should maintain objective and factual records of
all sessions held with the student, including a descrip-
tion of strategies for intervention that were developed.
Student self-appraisal should be a part of the process.

The student should also understand that during this
period of evaluation, increased supervision and obser-
vation by faculty may be necessary to continue to en-
sure that patient safety is maintained. The student may
report feeling he or she has been treated unfairly or
harassed and indicate that the increased faculty super-
vision is creating a stressful situation. It may be helpful
at this time to refer the student to a counselor or other
qualified individual for assistance with stress manage-
ment. Role confusion can occur when the faculty acts
in the capacity of caregiver or counselor to the student
rather than maintaining the educator role. It is impera-
tive that the nurse educator only act within the bound-
aries of his or her position and role. This also extends
to situations when the faculty tries to assume the role
of health care provider to the student, when there is
no legitimate nurse—patient relationship between the
faculty and the student.

At times, a clinical instructor may experience a
sense of concern about a student’s performance but
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have difficulty clearly identifying the unsatisfactory
behaviors. The instructor may wish to seek input
from another faculty member about the student’s per-
formance. Faculty have the right, but no legal respon-
sibility, to obtain an objective evaluation by another
faculty member. If this is done, the faculty member
must make the student aware of the purpose of this
observation and that the results of the objective evalu-
ation may affect the grade awarded.

If the student continues to provide unsafe patient
care despite the interventions to improve performance,
faculty can withdraw the student from the course be-
fore the end of the semester. Students who might
qualify for removal from the clinical setting are those
who demonstrate a consistent lack of understanding
of their limitations, those who clearly and repeatedly
cannot anticipate the consequences of their actions or
lack of action, and those who consistently fail to main-
tain appropriate communication with faculty and staff
about patient care. If a student is dishonest with faculty
and staff about the care provided to a patient, serious
legal and ethical implications occur.

In all of these cases, patient care may be jeopar-
dized and unsafe situations may be created for pa-
tients. Clinical faculty can refuse to allow a student to
continue to provide care in the clinical setting, but if
the student’s performance is safe, the student must be
allowed to complete the clinical requirements of the
course, even if the student is not meeting course ob-
jectives. Students are not required to achieve course
objectives until the end of the course.

Following the mentioned procedures helps ensure
that a student’s right to due process has been upheld.
Maintaining effective communication with the stu-
dent throughout the experience may be difficult but
is essential to achieving a satisfactory resolution to the
situation for both faculty and student. When students
perceive that they have been treated fairly and objec-
tively, most will accept that they were unable to sat-
isfactorily meet the objectives required of the course.
Faculty should avoid excessive self-blame for the clini-
cal failure of a student.

Academic Failure in the Classroom Setting

Nursing program curricula are by necessity academi-
cally rigorous. Academic classroom failure, with a
subsequent attrition from the nursing program, is not

uncommon, and retention of nursing students is a fa-
miliar concern of nurse educators. However, faculty
have a responsibility to uphold academic standards
and must at times assign a failing grade in a course.

The reasons for academic failure in the classroom
are numerous. First, students may initially underes-
timate the amount of time that they will need to de-
vote to course study to be successful in the pursuit of a
nursing degree. Students may be unprepared and lack
the study- and time-management skills necessary to
organize their schedules and study time appropriately.
Students can quickly become overwhelmed with the
academic demand of a nursing program, and the re-
sulting stress serves to further increase anxiety and the
inability to deal with course requirements.

Second, many of today’s nursing students are at-
tempting to fulfill numerous roles, simultaneously jug-
gling the responsibilities and demands of work, family,
and school. Role overload becomes excessive, and the
students’ grades are adversely affected. Students are of-
ten forced to make difficult decisions and may be ill
equipped to identify appropriate priorities when ad-
dressing these issues.

Third, some students have difficulty with the
level of cognitive ability required in nursing courses.
Although adept at memorizing facts and information,
they are not able to apply the concepts and develop the
appropriate decision-making abilities. This is usually
demonstrated by their inability to perform well on tests
that demand application, analysis, and synthesis levels
of cognition. Students who have never before been re-
quired to think on these levels may become frustrated
when they spend much time memorizing information
but still do not perform well on tests.

Some students may have learning disabilities that
affect their ability to read with comprehension, suc-
cessfully take tests, memorize information, or main-
tain concentration. Some students have satisfactory
clinical performance but are unable to perform well in
the classroom setting. See Chapter 4 for further discus-
sion of students with learning disabilities. Students for
whom English is a second language may also experi-
ence these difficulties.

Faculty have an ethical responsibility to identify
students who are considered to be at high risk for aca-
demic failure in the classroom. The same examples of
high-risk characteristics Donovan identified in 1989



are still pertinent today and include low grade point
average, low standardized test scores, decreased criti-
cal thinking skills, and attendance at several universi-
ties without attaining a degree. Additional factors that
can cause students to be at a higher risk for academic
failure include having poorer reading and comprehen-
sion skills, having English as an additional language,
being economically disadvantaged, and being an older
student (Bastable, 2014). When students who have
these characteristics are accepted into a nursing pro-
gram, academic support services must be provided to
increase their chances of success.

Faculty also have the responsibility for develop-
ing and providing academic support services that in-
crease students’ chances for success and thus increase
student retention in the nursing program. There are
many services that may be available to assist students
academically, such as tutoring programs, individual
course study sessions, study skills workshops, faculty—
student mentoring programs, test-taking support,
peer study sessions, and time and stress management
training. Faculty should be aware of resources within
other departments in the institution that can offer
valuable assistance to students in need. They should
also encourage activities that provide a support sys-
tem for students, such as participation in student
clubs and organizations. Peer mentoring can also be
an effective educational strategy that benefits both the
student serving as the mentor and the student being
mentored (Brody et al., 2016; Walker & Verklan, 2016).
The use of peer mentoring must include clearly estab-
lished guidelines and mentor expectations (Oermann,
2015). Developing and providing support services for
students with academic difficulties helps ensure that
students receive the assistance they need at the earliest
possible intervention point.

Assisting the Failing Student in
the Classroom Setting

When designing intervention programs that will as-
sist students to be academically successful in a nursing
program, faculty must consider the academic experi-
ence from the perspective of the student, because this
may have major implications for student retention and
success. Faculty should obtain feedback from students
in the program about their areas of concern, both aca-
demic and nonacademic. For example, if students be-

3
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lieve that large class size is interfering with their ability
to learn, strategies that provide students with access to
faculty in small groups could be implemented. Student
focus groups can provide much feedback, and faculty
can use this information to develop interventions.

Faculty also need input about what programs or in-
terventions are working (e.g., tutoring services, orien-
tation programs, peer-to-peer study assistance groups)
so that these can be continued or eliminated according
to their success. Faculty need to know what concerns
students have that can be addressed with appropriate
resources. Using this information, faculty would be
able to develop a retention-intervention program de-
signed to maximize students’ positive experiences and
enhance academic success.

More specifically, faculty can implement several
proactive strategies that support students’ academic
efforts in the classroom. First, faculty should remain
aware of the changing student population and stu-
dents’ different learning styles. Nurse educators need
to develop innovative, flexible programs designed to
support the academic needs of the increasing numbers
of nontraditional adult learners, graduate students,
and culturally diverse students.

Flexible class scheduling, the use of technology
to provide learning at convenient times for students,
campus child care, recognition of students’ life expe-
riences, and support for students with English as a
second language can all help students achieve their
educational goals. The learning expectations and strat-
egies of today’s college students are likely to be differ-
ent from those of students of the past. Much literature
has been published that addresses the varying learn-
ing styles of the current generation, and information
gained from those studies should be used to provide
meaningful learning experiences for students.

Students who are successfully integrated academi-
cally and socially into the learning environment will
more likely be retained in the system. Institutions
must realize that students bring diverse needs to the
educational process. The faculty adviser has key role in
helping students successfully adjust to their academic
responsibilities. Faculty need to be informed about ac-
ademic policies that affect student advisement so that
they are able to provide accurate, timely information.

A typical role of the academic nurse educator of-
ten involves serving as an academic advisor for the
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nursing students. Faculty who understand the particu-
lar challenges of their students and the particular de-
mands of their nursing program can promote student
retention and educational success. The NLN (2016)
identifies the importance of creating academic en-
vironments where diversity can flourish. Nursing
associations or organizations can be a source of en-
couragement for students and can serve as a vehicle
for socializing students into the nursing profession.

Individually, faculty members can take several steps
to assist students who are doing poorly in the class-
room. When a student demonstrates evidence of a lack
of understanding of content of the course, such as fail-
ing a test or not completing an assignment properly, the
faculty member should meet with the student to iden-
tify the student’s perception of the problem. Students
are often able to recognize the problem themselves,
such as not enough time spent in preparation, lack of
understanding of the material, or personal problems.
Each of these reasons for poor performance requires
the use of different intervention strategies, and the stu-
dent should be involved in determining what actions
are to be taken. Tests should be reviewed to assess
the areas of difficulty and to determine whether the
problem is potentially related to, for example, lack of
knowledge about content, reading difficulties, anxiety
associated with test taking, poor study skills, or per-
sonal difficulties. Once the potential causes have been
identified, intervention strategies can be designed and
implemented to help correct the situation.

Faculty must realize that it is the students respon-
sibility to learn and to use the resources available to
improve academic performance. Students must take
responsibility for carrying out the plan of action devel-
oped in conjunction with the faculty member. Faculty
cannot assume responsibility for ensuring that all stu-
dents are successful in the course, but they must make
certain that students are active participants in identify-
ing concerns, developing strategies to address deficien-
cies, and improving performance. Faculty should always
be willing to listen to student concerns and make refer-
rals to available program resources when appropriate.

If, despite various efforts, a student cannot satisfac-
torily meet the course requirements, faculty have no
alternative but to assign a failing grade. At this point,
the student will require guidance and support as the
available options are reviewed. If this is the first nursing

course that the student has failed, it is commonly pro-
gram policy to allow one retake of the course. If this is
the second nursing course failure for the student, the
student may be dismissed from the program. The stu-
dent should receive appropriate academic advice as he
or she plans future educational goals.

ETHICAL ISSUES RELATED TO
ACADEMIC PERFORMANCE

Many ethical principles that influence student-faculty
relationships and interactions are the same ones that
guide interactions between nurses and patients. The
relationship should be characterized by mutual respect
and open communication. Faculty have a responsibility
to conduct themselves in a manner that is exemplary,
fair, nonjudgmental, and just and should serve as role
models for students in demonstrating honest academic
conduct. It is apparent, though, that there is the potential
for student-faculty conflict to develop in these interac-
tions. Faculty should consider the ethical implications
that exist in relationships developed with students.
This section addresses ethical issues that can develop
in student-faculty relationships, including academic
dishonesty and the nature of interactions occurring be-
tween students and faculty. Suggestions are provided for
avoiding the development of unethical situations.

Academic Dishonesty

A student copies from another student during a test
or uses “crib” notes; another student agrees to help an
academically weaker student by providing answers
to a test. Lacking the time it takes to write a term
paper, a student turns in a paper written by another
student, and yet another student plagiarizes portions
of a term paper, taking the chance that the professor
will not detect the omission of appropriate reference
citations. During a clinical experience, a student for-
gets to administer a medication on time. Fearing the
consequences of admitting the error, the student in-
stead documents it as given. These are all examples of
academic dishonesty or cheating, representing one of
the most difficult situations faculty have to deal with
in their interactions with students.

Unfortunately, such incidents are not uncommon,
and as technology has developed and students have
become more proficient, the methods of cheating



have become more sophisticated, complicated, and
complex (Oermann & Gaberson, 2017). As computer
technology has become commonplace, students have
used more sophisticated high-tech methods of cheat-
ing, such as the use of smart phones, cameras, text
messages, and inappropriate computer use. Additional
cheating methods may include use of tattoos, labels
on drinking containers, and papers purchased on-
line. Numerous reports detail alarming statistics that
demonstrate an increasing occurrence and acceptance
of cheating in schools at every level. Krueger (2014)
completed a study of nursing students’ engagement
in academic dishonesty and identified that more than
half of the study participants reported cheating in the
classroom and clinical setting. Nursing faculty may
be particularly concerned about academic dishonesty
because a link between unethical classroom behavior
and unethical clinical behavior exists.

Oermann and Gaberson (2017) noted that both
low-technology cheating and more sophisticated
use of technology in cheating are widely believed to
be common on US college campuses. Nursing fac-
ulty often are hesitant to deal with student cheating
because of fear of consequences to themselves. After
confronting students regarding cheating, faculty may
encounter altered relationships with students. Faculty
may also fear for their own safety from students who
become confrontational and make threats. In spite of
such deterrents to confronting cheating, most faculty
are committed to maintaining integrity within nurs-
ing education, although they do not always have the
knowledge of practices that can assist in deterring
cheating (Stonecypher & Willson, 2014).

Many factors may influence a student’s decision
to cheat. Several authorities note that an alarming
number of students do not consider their behavior to
be unethical or cheating but see it as acceptable and
common. Literature has addressed the concept of aca-
demic entitlement, whereby the student feels entitled
to the degree because they have paid their tuition,
rather than feeling entitled to the opportunity to learn
(Karpen, 2014). Dishonesty in the classroom setting is
a concern for nursing faculty because of the potential
for the student to also demonstrate dishonest behavior
within the clinical setting.

Numerous strategies and practices have been
identified to deter cheating in nursing education
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(Stonecypher & Willson, 2014). An initial strategy to
address academic honesty should be a careful review
of the faculty’s own behaviors. For example, do faculty
cite sources on materials presented to students in class?
Are student contributions to research and publications
appropriately acknowledged? Are faculty expectations
realistic in terms of time requirements for students? Is
there discussion about the importance of values and
values development in students, or do these discussions
occur only when a crisis situation has occurred? These
authors point to the importance of a learning environ-
ment that integrates ethics into the entire curriculum
and the use of learning strategies that work to develop
values and behaviors in students that have lasting con-
sequences. Nursing faculty must role model a high level
of integrity and create high-integrity classrooms to pro-
mote ethical practices in students (Eby et al., 2013).

The Tri-Council for Nursing recently issued a proc-
lamation focused on nursing civility that identified the
need to promote health and civil work environments
(2017). Civility toward others must extend into the ac-
ademic nurse educator role. According to Dr. Cynthia
Clark, maintaining civility in student-faculty interac-
tions is another important action that faculty can take
to serve as positive role models and promote effective
leadership behaviors for students (Nickitas, 2014).
Bullying occurs at all levels of nursing, including
nursing education and nursing practice (Matt, 2012).
Faculty are in the power position with respect to the
student because faculty hold the power over a student’s
grade and program progression. Faculty may not think
that their actions would be considered bullying, but
when the imbalance of power in the teacher-student
relationship is considered, actions the faculty perceive
as innocent or even helpful may in fact fit the defini-
tion of student bullying. It is imperative that faculty
not allow an environment of incivility or bullying to
occur within the nursing program.

Faculty can take a number of actions to deter cheat-
ing in their courses. One of the most common forms
of academic dishonesty is cheating on classroom tests.
This may be done by copying from another student’s
test, with or without the cooperation of the other
student, concealing and bringing potential answers
to the test into the classroom, or obtaining test ques-
tions from students who were previously enrolled in
the course. Developing alternate test forms that can
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be used in subsequent semesters can help decrease the
likelihood of questions being shared between classes
of students. Alternative test forms can also be used
among students in the same class, thus decreasing the
chance that students can cheat by looking at the test
of the student sitting next to them. Requiring students
to leave books and other personal items at the front
of the classroom or under their desks and rearranging
the seating can also make it more difficult for students
to cheat. Directing students to look only at their own
tests can serve to remind students that their behavior
is being observed and that they are responsible for not
conveying the appearance of cheating.

Another common method of cheating is plagiarism
of written work, through either the use of papers writ-
ten by other students or the inappropriate citation of
references. Students may be unclear about what con-
stitutes plagiarism; therefore faculty should consider
clarifying this at the beginning of the course, including
how and when citing is to be done and what conse-
quences will take place if plagiarism occurs. The pro-
active approach has been shown to be more successful,
especially when tied to the development of an environ-
ment of academic honesty, often linked to an honor
code or honor system. This may reduce the number
of “I did not know that was wrong” excuses from stu-
dents. Requesting that copies of the references cited in
written work be turned in with the assignment can fa-
cilitate faculty review of the materials and reduce the
likelihood that students will deliberately plagiarize.
Keeping on file copies of past student papers can also
decrease the likelihood that students will be able to
represent a previous student’s work as their own.

Sometimes students are pressured into helping an-
other student cheat on coursework, either through a
misguided sense of feeling sorry for and wanting to
“help” the student or sometimes through fear. It can
be helpful to periodically review the institution’s policy
on academic dishonesty with students in the class, es-
pecially if the faculty member suspects there may be a
problem. Many students do not realize that institutional
policies commonly state explicitly that a student partic-
ipating in and enabling another student to cheat is also
guilty of academic dishonesty and may be disciplined
as well. In addition, most institutions have policies that
provide guidance for students who feel that they are be-
ing verbally and otherwise harassed by another student.

A wide variety of practices are described in the
literature to deter cheating (Oermann & Gaberson,
2017; Stonecypher & Willson, 2014). Morgan and Hart
(2013) conducted a quasi-experimental study to inves-
tigate the effectiveness of an academic integrity inter-
vention in an online RN to BSN program. They found
that the interventions of faculty-initiated discussions
on academic integrity combined with assignments
focused on policies, honor codes, and so on fostered
a culture of increased academic integrity (Morgan &
Hart, 2013). Academic honor codes can be used as a
proactive stance to discourage dishonesty and to foster
the development of a professional value system within
an institution. An academic honor code should define
what activities constitute academic misconduct, what
disciplinary action could result if the student engages
in such activity, and the student grievance and appeal
procedure. Colleges with honor codes have been re-
ported to have fewer incidences of academic dishon-
esty (Krueger, 2014).

Itis also helpful if written statements on course syllabi
are used to remind students of the institution’s policy on
academic dishonesty and the academic code of honor,
if one exists. The consequences of cheating and violat-
ing the honor code should also be clearly delineated in
course syllabi. If cheating has occurred, does the student
get an F for the assignment or an F for the course? Or
are other options a possibility? This information can be
included in the evaluation section of the syllabus and
lets students know that any incidents of cheating will be
taken seriously by the faculty member. It is important
that these outcomes be guided by school policy and pro-
cedure; all course policies must be congruent with those
of the broader school guidelines.

If a faculty member has evidence that a student has
engaged in some form of academic dishonesty, it be-
comes necessary for him or her to confront the student
about the incident.

Multiple steps should be taken by the faculty when
dealing with instances of cheating. The faculty should
ensure privacy with the student when initiating a dis-
cussion about the suspected cheating. This discussion
often includes a third person, such as another faculty
member or the department chairperson. The faculty
should clearly and objectively state the observed behav-
ior and reference it to the expected behavior. Potential
consequences for the student’s actions should be



reviewed. The student should be informed of institu-
tional policies and the importance of adhering to pro-
fessional standards of conduct. The conference should
be documented by the faculty member and the student
should receive a copy of the documentation. As men-
tioned previously in the section regarding disciplinary
action and due process, the student’s right to due pro-
cess should be ensured before any action is taken.

Student-Faculty Relationships

As discussed earlier in this chapter, the nature of the
relationships that students develop with faculty in the
classroom and clinical setting can have a profound
influence on the quality of the students’ education ex-
periences. The relationship of the student to faculty in
nursing may be closer than in other disciplines because
of the increased amount of individual contact that oc-
curs between students and faculty. Novice faculty often
are uncertain about how to appropriately develop rela-
tionships with students. This can have a major effect on
the success of faculty in the classroom and their personal
satisfaction with their role as an educator. Faculty may
indeed be very knowledgeable about the content they
teach, but if they cannot relate in a positive manner to
students, the students may not listen to the substance of
the information being conveyed. Novice faculty should
be encouraged to seek guidance on how to develop an
effective interpersonal style with students.

Behaviors that help develop effective relation-
ships with students are those that have been described
throughout this chapter. Open, ongoing dialogue with
students throughout the educational process is essential.
Students have the right to expect respect from faculty
for their ideas and opinions (although not necessarily
agreement); constructive, helpful feedback on their aca-
demic performance; a willingness to answer questions
and address concerns the student may have; and a re-
spect for student confidentiality. Displaying an appro-
priate sense of humor and warmth with students is also
important and allows students to see the human side of
faculty.

Behaviors that are inappropriate and unethical
in the teaching situation include using sarcasm or
belittling the student, threatening the student with
failure, criticizing the student in front of others, act-
ing superior, discussing confidential student issues
with other faculty, and displaying inappropriate sexual

THE ACADEMIC PERFORMANCE OF STUDENTS 57

behavior. Standards and guidelines addressing sexual
harassment are part of each institution’s policies and
procedures. Nursing faculty must be informed about
such policies and must follow them explicitly. Faculty
may also serve to assist students to access appropriate
resources should students have issues with sexual ha-
rassment by other members of the university commu-
nity and need such assistance.

Showing favoritism in the treatment or grading
of students, refusing to answer students’ questions,
behaving rudely, and being authoritarian are other
examples of unethical teaching behaviors. Student—
faculty interactions that are based on the inappropri-
ate use of power and control cannot result in caring,
collegial relationships. In some institutions, policies
govern the contact that is appropriate between stu-
dents and faculty. Those policies must always guide
decisions about appropriate student contact and
interaction.

Faculty can foster the development of positive
student-faculty relationships through the design of
learning experiences that promote collaborative, col-
legial learning exchanges between faculty and students.
Faculty need to examine their beliefs about the teaching-
learning process and student-faculty relationships to
gain an understanding of their own attitudes. The first
step in the process of fostering a learning environment
that is empowering for both faculty and students is con-
ceptualizing the student—faculty relationship as a collab-
orative partnership instead of an authoritarian one.

EMERGING LEGAL ISSUES

Today’s nurse educator is confronted with a variety of
emerging legal issues that were not present a few years
ago. Some of the most significant emerging issues deal
with social media, high stakes testing, use of crimi-
nal background checks and drug testing, and current
trends in litigation with nursing programs.

Social Media Use and Misuse

Social media has emerged within nursing education
because of the potential for teaching innovations
(Peck, 2014). Although social media is openly used in
one’s personal life, use of social media within educa-
tion or health care brings special legal concerns associ-
ated with confidentiality and privacy.
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The National Council of State Boards of Nursing
(NCSBN, 2011) prepared a white paper on the appro-
priate use of social media by the nurse (2018). They
caution that nurses who breach confidentiality and pri-
vacy can be held liable not only for civil and criminal
privacy violations but for a variety of consequences that
can lead to disciplinary actions for the licensed nurse
and continued employment. For students, such privacy
violations can result in dismissal from school in addi-
tion to the civil and criminal sanctions.

Students and faculty must be aware of the issues
with the use of social media. For example, information
posted to social media cannot be regarded as private
even though the individual may have set access restric-
tions to the information. It is also important to realize
that even if posted information is later deleted, it may
still be able to be retrieved.

Nurses and students must not use social media to
post private patient information on any social media
site. This includes the posting of written words and
images. Postings that do not include the names of pa-
tients may still be considered violations of patient pri-
vacy when the postings can lead to the identification of
the patient. Postings should never include disparaging
or harassing remarks about others. These principles
not only apply to posting patient information but also
serve as guidelines for student postings about instruc-
tors or other students, as well as instructor postings
about students and other students. Professional guide-
lines apply to postings on social media, and the poster
will be held liable.

Many faculty are unaware of how social media operates
and thus are not able to provide guidelines to students as
to the appropriate use of social media as a nursing profes-
sional. Students may have established practices of openly
communicating on social media without any consider-
ation of professional standards related to social media.
Without appropriate guidance from faculty, students may
be unaware of the significant legal and ethical concerns
related to the use of social media.

Violations of social media by nursing students
are making their way to the courtroom. In Byrnes v.
Johnson County Community College, et al. (2011), three
nursing students posted a picture of a placenta on so-
cial media. The clinical instructor had given permis-
sion for the picture to be taken on the condition that
there were no identifying marks present in the picture.

The clinical instructor was told that the students in-
volved intended to post the picture to Facebook. The
college dismissed the students. Byrnes filed suit and
prevailed on the basis that she was not afforded ap-
propriate due process before being dismissed for an
“academic” matter. The court characterized this as a
disciplinary matter and noted that no patient privacy
rights were violated in the photograph. Byrnes was
reinstated as a student and allowed to continue her
education. It is worth noting that the court stated there
were no restrictions on this type of behavior or use of
social media within the student handbook and the stu-
dents had no way to know that posting the photograph
would be an issue.

Another case involving a nursing student held in fa-
vor of a nursing program that dismissed the student for
blogging about a patient who was giving birth (Yoder v.
Univ. of Louisville, 2013). The court viewed the matter
as “academic” (as the program argued) and not “dis-
ciplinary” (as the student argued). The distinction is
significant, as disciplinary matters are held to consid-
erably more due process safeguards. The court noted
that the students first amendment right was waived by
the student by her signing various agreements with the
nursing program related to maintaining professional
confidentiality. Case law reflects the importance of
clearly identifying the required standard of conduct
regarding the maintenance of professional confidenti-
ality with social media.

High Stakes Testing

High stakes testing refers to any test that has significant
consequences for the tester. In nursing, high stakes test-
ing typically refers to nationally standardized examina-
tions that are used to determine a students progress in
nursing, such as when they are used as a requirement to
pass a course or graduate. The use of high stakes test-
ing has been debated in nursing education for several
years. Court cases have held both in support of and
against the use of high stakes testing. State boards of
nursing have also weighed in on the appropriateness of
using high stakes testing in nursing. Some state board
of nursing have provided limits as to how high stakes
testing can be used in nursing programs.

The NLN (2012b) developed the document Fair
Testing Guidelines for Nursing Education, which sup-
ports appropriate testing and evaluation measurements



that provide feedback on student learning and curricu-
lum effectiveness but advises that more than one mode
of learning assessment should be used to make high
stakes decisions.

Litigation continues related to the use of high stakes
testing in nursing education. The typical case involves
a nursing program requiring students to take and
achieve a set score on a high-stakes test to qualify for
graduation regardless of previous academic perfor-
mance in the program. Steps that nursing programs
can implement to support the use of standardized
testing would be to clearly provide adequate notice
of the requirement, to support students who may not
achieve the desired results from testing before facing
disturbing consequences, and the use of multiple as-
sessment methods for determining outcomes, such as
graduation requirements. The nursing program must
also consult with their state regulatory board for any
specific state requirements regarding the use of stan-
dardized testing.

Use of Criminal Background Checks and
Drug Testing

Many nursing programs require students to undergo
criminal background checks and drug testing. This
type of requirement has become quite common and is
often required by the clinical agencies where students
will be obtaining learning experiences. In determining
program requirements, nursing faculty should consult
with their state regulatory boards as to specific guide-
lines regarding the use of criminal background checks
and drug testing and the educational institutional poli-
cies and the requirements of the clinical agencies used
for student learning experiences.

CURRENT TRENDS IN LITIGATION
WITHIN NURSING EDUCATION

Over the past few years, there has been a significant
increase in the number of legal cases filed within nurs-
ing education with multiple causes of action. Some of
these cases have been filed by attorneys and others have
been filed by the students themselves acting in a “pro
s¢” capacity (meaning they will represent themselves
rather than retain an attorney for representation). For
example, a CRNA student who was dismissed for clini-
cal performance issues filed a suit with the following
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multiple causes of action: disability discrimination,
defamation, intentional infliction of emotional dis-
tress, negligent infliction of emotional distress, and
breach of contract (Walsh v. U. of Pittsburgh, 2015).

A review of case law also identifies cases by nurs-
ing programs against their state board of nursing (ATS
Institute of Technology, Associate of Applied Science
in Nursing Program, v. Ohio Board of Nursing, 2012;
Camtech School of Nursing and Technological Sciences
v. Delaware Board of Nursing, 2014; Ohio American
Health Care, Inc. Practical Nursing Program, v. Ohio
Board of Nursing, 2014). Health care programs have
also sued accrediting agencies for “unjust” loss of ac-
creditation (Professional Massage Training Center, Inc.
v. Accreditation Alliance of Career Schools and Colleges,
2014). Students are also filing suit against their nursing
programs when they have lost professional accredita-
tion (McCabe v. Marywood University, 2017). Overall
the litigation within the nursing education arena is
becoming more diverse and creative. As a result, the
nurse educator must be vigilant to practice as a nurse
educator according to legal principles and overall best
practices.

SUMMARY

This chapter provides an overview of the legal and
ethical issues that are related to nursing education. The
development of positive student-faculty interactions
and the faculty role in evaluation of student perfor-
mance is discussed. The legal and ethical concepts that
guide student and faculty interactions and relation-
ships are explained. Academic failure in the classroom
and clinical setting is discussed, as are methods of as-
sisting students through this difficult experience while
ensuring their rights to due process. The importance of
clear, mutual communication of expectations between
students and faculty is emphasized. Current legal and
ethical issues related to social media, high stakes test-
ing, criminal background checks, drug testing and
current litigation trends in nursing education are also
presented.

Nursing students in today’s classroom exhibit dif-
ferent characteristics from those of faculty when they
were nursing students. Today’s diverse students bring a
richness of life experiences to the learning experience.
Each student is an individual possessing a variety of
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knowledge, skills, values, beliefs, and needs that will
help form the nursing professional that the nursing
student wishes to become. It is important for nurse
educators to meet the needs of these students by estab-
lishing professional relationships that are positive and
empowering in nature, ultimately providing students
with a learning environment that supports their per-
sonal and professional goals.

Reflecting on the Evidence

1. What are the limits of student privacy? When
does a faculty have a “need to know” related to
student information?

2. What boundaries should guide the develop-
ment of the student-faculty relationship? Are
there any activities that are off limits? How
does the role of nurse educator sometimes
conflict with the role of nurse care provider?

3. How would the nurse educator go about ad-
dressing the appropriate use of social media
with students? What resources would be avail-
able for faculty and student use?

4. What is the appropriate use of an appeals
process, and what are the typical steps of the
appeals process? Why is “notice and an op-
portunity to be heard” important in the ap-
peals process? What is the difference between
procedural due process and substantive due
process?
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TEACHING STUDENTS WITH
DISABILITIES

BETSY FRANK, PHD, RN, ANEF

ongress passed the Rehabilitation Act in 1973.
This act states that any program or activity that re-
ceives federal funding cannot deny access or participa-
tion to individuals with disabilities. Section 504 of this
act specifically addresses higher education and pro-
hibits public postsecondary institutions that receive
federal funds from discriminating against individu-
als with disabilities. Furthermore, almost 30 years ago
Congress enacted the Americans with Disabilities Act
(ADA, 1990). This act was further updated in 2008 and
is now sometimes referred to as the Americans with
Disabilities Act Amendments Act of 2008 (ADAAA).
A summary of key provisions has been published to fa-
cilitate use of the act’s provisions (Equal Employment
Opportunity Commission [EEOC], 2009). Because
of these two laws, colleges and universities have ex-
perienced an increased number of students with dis-
abilities admitted to their programs, including nursing
programs

Nursing students with special needs present a chal-
lenge to nursing faculty in both the classroom and
clinical settings. Students who have special needs in-
clude those who have a physical disability, such as a
visual, hearing, or mobility impairment; a chronic
illness; a learning disability; mental health issues; or
a chemical dependency problem. Many nursing pro-
grams have had experience in meeting the needs of
these students, and learning disabilities are among the
most common type of disability reported. The major-
ity of students do not disclose their disability before
admission. Neal-Boylan and Miller (2017) found that
some students with disabilities had to apply to multiple
schools before being accepted.
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This chapter addresses the issues related to the edu-
cation of students with disabilities. It specifically focuses
on common problems experienced by college students
and nursing students: learning disabilities, physical dis-
abilities, mental health problems, and chemical impair-
ment issues. The Rehabilitation Act of 1973, the ADA
asamended in 2008 (EEOC, 2009), and the significance
of these acts to nursing education are also addressed.

LEGAL ISSUES RELATED TO
STUDENTS WITH DISABILITIES

Faculty should be aware of the legal issues associated
with teaching students with disabilities. The ADA pro-
tects the rights of individuals with disabilities in the
arenas of education, employment, and environmen-
tal accessibility. Higher education institutions must
guarantee individuals with disabilities equal access
to educational opportunities. Discrimination against
individuals with physical and mental disabilities is
prohibited by the ADA. However, the ADA does not
guarantee that an admitted student will achieve aca-
demic success—only that the student has the oppor-
tunity to achieve academic success. A university or
college has the obligation to maintain academic and
behavioral standards for all students, disabled or not
(Meloy & Gambescia, 2014).

The full effect of the ADA on professional educa-
tion continues to be determined as more potential stu-
dents with disabilities seek admission to nursing and
other health professions programs. Focusing on stated
program outcomes rather than on specific skills puts
faculty in a better position to make decisions about



what are reasonable accommodations for students
who are disabled or have other special needs. The in-
stitution and faculty may be sued for failing to make
reasonable accommodations. For example, a Missouri
Appeals Court ruled that a nursing program had
erred in dismissing a deaf nursing student because she
needed accommodations in clinical practice (Wells v.
Lester E. Cox Medical Centers, 2012). However, if the
student does not request accommodation, the uni-
versity is not required to provide such (Buescher et al.
v. Baldwin Wallace University, 2015).

Implications for Nursing Education

Although many students with disabilities are enrolled
in nursing programs, faculty often have reservations
about their ability to deliver safe patient care. However,
several authors have pointed out that no evidence ex-
ists that nurses with disabilities delivered unsafe care
(Matt, Fleming, & Maheady, 2015; Neal-Boylan &
Smith, 2016). Furthermore, all nursing students pre-
sumably are supervised by faculty or preceptors.
Therefore their practice is continually monitored for
safety issues. Matt et al. (2015) have stated that as the
nursing workforce ages, many changes in the work en-
vironment can be made to make the environment ac-
cessible to practitioners and students alike.

Admitting nursing and other health professions
students with disabilities to educational programs
promotes cultural diversity (Shpigelman, Zlotnick, &
Brand, 2016; Zazove et al., 2016). In 2016 the National
League for Nursing emphasized this point in its vi-
sion statement Achieving Diversity and Meaningful
Inclusion in Nursing Education. Admitting students
that represent various groups within the population
promotes a workforce that better reflects the popula-
tion as a whole.

As more students with disabilities seek admission to
nursing programs, and as those within the profession
age, retaining nurses with disabilities in the workforce
will be essential. If faculty and students don’t have an
open attitude (Shpigelman et al., 2016) toward stu-
dents with disabilities, much potential nursing talent
may be lost when such students aren’t admitted into
nursing programs.

By law, students have the responsibility to notify
the institution regarding a disability and the need for
accommodation (Walker, 2017). Although disclosure
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of disabilities is voluntary and not legally required,
students who have a disability and require accommo-
dation are encouraged to share this information with
the institution’s office for students with disabilities.
However, many students will not share information re-
garding their disabilities for fear of rejection.

Barriers to student success may be related more
to faculty, fellow students, and practice partners’ at-
titudes than to student ability (Neal-Boylan & Smith,
2016; Shpigelman et al.,, 2016). Based upon faculty
interviews, Ashcroft and Lutfiyya (2013) developed
a grounded theory about nurse educators’ percep-
tions of working with students with disabilities. Their
theory was named “producing competent graduates”
(p. 1317). Subthemes within the theory included “let’s
work with it” (the disability); “it becomes very difficult”
(to accommodate); “what would happen if someone
died?” (because of unsafe practice); a wary challenge;
educator attributes, which included past experience in
working with students with disabilities; and perceived
student attributes or kind of disability.

Faculty negative attitudes can change. A study by
Tee and Cowen (2012) demonstrated that a variety
of strategies can enhance the ability of practice part-
ners to work with students who have disabilities. Such
strategies included having students tell their stories
and developing a series of DVDs and interactive slide
shows that practice partners, called mentors, could use
to understand the issues faced by students with dis-
abilities and how to appropriately accommodate those
students. Education for faculty related to providing ac-
commodations and understanding the possibilities for
achievement among students with disabilities is key
for students” academic success.

When a student makes known the presence of a
disability and gives permission to share this informa-
tion with faculty, course faculty are notified about the
disability that requires accommodation. Course fac-
ulty must keep this information confidential and are
not to share this information with other faculty, as it is
the student’s responsibility to decide when and where
to disclose the presence of a disability. Students may
choose not to disclose a disability in some courses.
Even when student consent is given to share informa-
tion with faculty, the nature of the disability is not dis-
closed to faculty unless the student decides to disclose
it (Meloy & Gambescia, 2014). Box 4.1 is an example
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BOX 4.1
SERVICES FOR PERSONS WITH
DISABILITIES

Disability Support Services provides reasonable, ap-
propriate, and effective academic accommodations to
students with known disabilities. This may include aca-
demic adjustments and services such as special testing
arrangements. Note-taker services are available to quali-
fied individuals. Services for persons with disabilities are
based on individual needs and the university’s intent to
offer appropriate accommodations according to the stu-
dent’s documentation of need for same. These services
are coordinated by the Student Support Services Grant
Program. It is recommended that persons with disabili-
ties visit Indiana State University before making a deci-
sion to enroll.

Courtesy Indiana State University Undergraduate Catalog,
2017-2018. Retrieved from https://catalog.indstate.edu/
content.php?catoid=32&navoid=860&hl=success&returnto
=search#Center_for_Student_Success

of a statement of services provided for students with
disabilities. To receive accommodation, the student
must disclose the presence of a disability before en-
gaging in the learning experience; it is not possible to
retroactively claim the need for accommodations after
the student has already unsuccessfully engaged in the
experience.

Faculty are not allowed to inquire about the nature
of the disability. In fact, decisions regarding whether
accommodation is possible must be made after the
student has been admitted, unless essential abilities are
published and all students are asked before admission
whether they possess the abilities needed for academic
success (Aaberg, 2012). However, most lists of essen-
tial abilities focus, in part, on physical abilities such
as lifting. Recent initiatives call into question such
requirements (American Nurses Association, 2013).
Although some schools publish essential abilities that
students must achieve, faculty need to consider if they
are truly essential to nursing practice. Levey (2014)
conducted an integrative literature review on faculty
attitudes regarding various aspects of working with
nursing students who have disabilities and concluded
that disclosure of disability status before admission can
be a barrier for students, especially if essential abilities
are published. Furthermore, Levey stated that essential

functions are more related to employment, not student
status. Neal-Boylan and Smith (2016) reaftirmed this
position and also reinforced that published essential
functions were barriers for students who wish to apply
to nursing programs, even though they may otherwise
be qualified.

When considering the standards that students must
meet, Marks and Ailey (n.d.) and McKee et al. (2016)
advocate for separating functional and technical stan-
dards. Functional standards for nursing include ac-
quiring knowledge, developing communication skills,
interpreting data, making clinical judgments, and us-
ing appropriate professional behaviors and attitudes
(Marks & Ailey, n.d.). Technical standards such as
being able to stand for long periods and working 12-
hour shifts are standards that are meant to be used in
the employment setting, not the educational setting
(Davidson et al., 2016; Marks & Ailey, n.d.). Such tech-
nical standards as being able to hear can be met with
assistive devices (Argenyi, 2016). Furthermore, just as
physicians will not practice across all specialty clini-
cal areas (Bagenstos, 2016), not all nurses practice in
all health care settings (Neal-Boylan & Miller, 2017).
Faculty have the ability to accommodate students
when meeting program outcomes in a variety of ways
and settings appropriate to meeting those outcomes,
including simulation. Although not all those with dis-
abilities can successfully complete a nursing program,
technological advances open the door to wider op-
portunities for students and practicing nurses. Faculty
must remember, however, that students are not re-
quired to disclose disabilities before admission. When
considering the admission of a student who has a dis-
ability, admission committees in schools of nursing
must consider the following questions:

® Disregarding the disability, is the individual oth-
erwise qualified to be admitted to the program?

® What reasonable accommodations can the school
make to enable the student to be successful in the
pursuit of becoming a nurse who can deliver safe
patient care?

Although institutions are not expected to lower or
alter academic or technical standards to accommo-
date a student with a disability (Meloy & Gambescia,
2014), they are expected to determine what accom-
modations would be reasonable for a student who is



disabled. According to Neal-Boylan and Miller (2017)
most accommodations are determined by the campus
offices that deal with students with disabilities and the
nursing programs themselves.

Examples of reasonable accommodations include
altering the length of test-taking times or methods, pro-
viding proctors to read tests or write test answers, allow-
ing additional time to complete the program of study,
providing supplemental study aids such as audiotapes of
texts, providing note takers, or altering the method of
course delivery, such as the use of simulation for some
clinical practice (Azzopardi et al., 2014). Other accom-
modations include closed captioning (Neal-Boylan &
Miller, 2017). The same considerations must be given to
students who become disabled during their enrollment
in a nursing program. Questions to be asked include:

® Disregarding the disability, is the student other-
wise qualified to continue in the nursing
program?

= What reasonable accommodations can be made
to allow the student to continue?

Using concepts of universal design accommodates
a variety of learning styles for all students, not just stu-
dents with disabilities (Meloy & Gambescia, 2014). Dell,
Dell, and Blackwell (2015) have stated that universal
design in online courses, in particular, allows students
with disabilities to have access without accommodation
and students without disabilities can also gain access to
course materials in a variety of ways. Universal design
promotes course design that uses multiple ways to pres-
ent course materials and multiple ways for students to
demonstrate knowledge acquisition. Most learning-
management systems allow faculty to use universal de-
sign in presenting their course materials. Technological
advances such as lecture capture are easily incorporated
into learning management systems (Watt et al., 2014).

In addition, the willingness to be flexible in teaching
formats, having a tolerance for mistakes, and promoting
a climate of acceptance of those with disabilities through
such strategies as placing an accommodation statement
in the syllabus is important for teaching online and in
face-to-face classes (Levey, 2016). Whether one teaches
online or in face-to-face environments, instructional
design specialists should be part of the team that designs
accessible distance courses and on-campus classes. See
Box 4.2 for suggested universal design strategies.
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BOX 4.2
UNIVERSAL DESIGN STRATEGIES

1. Have course materials available in audio and video
format.

2. Design uncluttered webpages that don’t rely on color
alone.

3. Provide accessible javascript.

4. Provide access to webpages that convert text to audio
and audio to text.

Universal design is not just applicable to the class-
room setting; it can also be applied in the clinical set-
ting. Heelan, Halligan, and Quirke (2015) presented
several case studies of universal design applied in
clinical placements. For example, a nursing student
with dyslexia used a Livescribe pen to take notes that
were intelligible. General design principles included
prioritizing learning outcomes into essential and op-
tional, adjusting shift work to account for a student
with fatigue caused by a chronic illness, and provid-
ing expected tasks to all students ahead of the clinical
placement to allow students to practice ahead of time.

Even though many different teaching and learn-
ing strategies are a part of universal design (some-
times called inclusive teaching strategies), faculty and
student attitudes toward the strategies can foster or
hamper their use. Dallas, Sprong, and Upton (2014)
studied faculty attitudes toward universal design; 381
faculty across a variety of disciplines including arts
and sciences, education and human services, law, and
medicine responded to a cross-sectional survey, the
Inclusive Teaching Strategies Inventory (ITSI). This
inventory measured attitudes toward instructional ac-
commodations. Of note, was the fact that faculty in
the colleges of education and human services, applied
arts and sciences, and mass communication and media
arts were more accepting of making accommodations
using universal design strategies than were faculty in
other colleges. Years of teaching and training were re-
lated to a more positive attitude toward using universal
design principles.

Levey (2016) investigated a nationwide sample
of nurse educators’ attitudes toward adopting inclu-
sive teaching strategies using the Inclusive Teaching
Strategies in Nursing Education (ITS-NE). This in-
strument was a modification of the ITSI used by
Dallas et al. (2014). In contrast to Dallas et al., Levey’s
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results showed that more years of teaching experience
negatively correlated with willingness to use inclusive
teaching strategies. Social support was a positive indi-
cator of willingness to use universal design principles
in nursing courses.

Students also have a variety of attitudes about uni-
versal design principles. Black, Weinberg, and Brodwin
(2015) conducted interviews with 15 students, 12 with
disabilities and three without. All students desired suc-
cess, wanted to communicate well with professors, and
have ready access to course materials. Students valued
the universal design principles such as providing slides
before class, and a visually impaired student benefitted
from the use of a screen reader. Providing a fully acces-
sible classroom was another universal design principle
valued by those with physical disabilities.

Gawronski, Kuk, and Lombardi (2016) compared
179 community college faculty and 449 students’
perceptions of universal design strategies using the
ITSI and the Inclusive Teaching Strategies-Student
(ITSI-S). Faculty and students alike perceived that ac-
commodations, accessible course materials, multiple
means of presentation, and inclusive lecture strategies
were important. Students thought that course modifi-
cations such as allowing those with disabilities extra
credit and inclusive assessments, such as having alter-
native assessments to demonstrate knowledge, were
important—but faculty did not. One should note that
13% of student respondents identified as disabled, but
disability status was not identified for faculty.

Faculty should consider that just because a student
has a disability, he or she is not necessarily ill, and the
type of support needed is not the type needed to cure an
illness but to promote positive attitudes toward and the
potential for growth of students with disabilities (Neal-
Boylan & Smith, 2016). Whether a person’s limitations
are viewed as a disability is defined by society rather
than by the actual abilities of the person involved. Thus
making the decision regarding what is a reasonable ac-
commodation for a person with a disability is a com-
plex process influenced as much by faculty and practice
partner attitudes as by actual student abilities.

As the effect of the ADA—and now ADAAA—on
nursing education continues to unfold in the courts
and in the workplace, nurse educators must keep cur-
rent with legal developments that relate to the educa-
tion of individuals with disabilities who are pursuing

degrees in the health professions. Some suggestions for
increasing faculty awareness of the needs of students
with disabilities include periodic continuing educa-
tion sessions related to the legal implications of edu-
cating such students and the use of consultants who
are experts in working with students with disabilities.
Most institutions of higher education have an office
dedicated to assisting and supporting students with
disabilities who are enrolled on campus. This office
can provide resources and expert advice to faculty and
students. Another source of information may be indi-
viduals with disabilities who have successfully devel-
oped a career in nursing. These successful nurses can
help nursing faculty understand the issues involved in
educating students with disabilities, and they can serve
as mentors to students with disabilities who are pur-
suing a nursing education. Practicing nurses with dis-
abilities can serve as advocates for students and help
nursing programs advocate for students who graduate
and then seek employment.

Nursing faculty should begin to separate the truly
essential components of nursing education from what
has traditionally been included in nursing curricula.
Nursing faculty should also use a variety of teaching
strategies (Marks & Ailey, n.d.). In addition, nursing
faculty need to consider such philosophical issues
as whether nursing education might be extended to
those individuals who will never practice bedside
nursing in an acute care setting. Such nursing jobs
might include staff development, infection control,
case management, or a variety of jobs in the commu-
nity settings where nursing care is delivered. A study
of admission and retention practices of California
nursing schools (Betz et al., 2012) showed that nurs-
ing faculty vary in approaches to dealing with disabil-
ities. In making admission and progression decisions
for all students, faculty need to balance student rights,
safety, and abilities with issues of patient safety and
university responsibility for providing appropriate
accommodations according to the ADA. Faculty can
use a variety of clinical settings to achieve the pre-
scribed learning outcomes. Working with preceptors
with disabilities in practice not only assists students
in their educational process (Tee & Cowen, 2012) but
could also demonstrate that disabled students can be
successful as graduates by providing evidence of safe
practice given by the students.



THE NURSING STUDENT WITH
A LEARNING DISABILITY

Learning disabilities are the most common type of stu-
dent disability found on college campuses (National
Center for Education Statistics [NCES], 2011). Despite
a growing number of college students with learning
disabilities, only about 17% seek help to be successful
in their educational endeavors (Krupnick, 2014). The
traditional definition of a learning disability is an in-
curable neurological disorder interfering with learning
in a variety of ways. Approximately 15% of those in the
United States have some form of learning disabilities.
However, Tamboer, Vorst, and Oort (2016) studied 446
college students, including 63 with diagnosed dyslexia,
and came to the conclusion that dyslexia may just be
an alternative way of thinking that has evolved over
time, because those without dyslexia often have similar
learning characteristics to those without. Furthermore,
Tamboer et al. (2016) stated that dyslexia may involve
multiple cognitive difficulties. Clearly much more re-
search is needed to understand the nature of dyslexia.

Students frequently begin college with learning dis-
abilities undetected. In nursing education, learning
disabilities are commonly uncovered when faculty no-
tice striking differences between a student’s classroom
performance and clinical performance. The student
may display an adequate knowledge base and com-
petent skills during clinical experiences but be unable
to demonstrate the same degree of knowledge when
taking tests in the classroom. Such disparities in per-
formance can lead to much frustration and stress for
the student even though their reading difficulties in
many instances may not hamper their ability to com-
plete their program of study (Olofsson, Taub, & Ahl,
2015). Because some students may need some assis-
tance to complete their education, faculty should have
an understanding of the characteristics of learning
disabilities so they can refer students to the university
or college office that works with students with various
disabilities.

Characteristics of Learning Disabilities

Learning disabilities may manifest as a number of
characteristics, each necessitating a different treatment
and accommodation. Learning disabilities, including
dyslexia, may involve reading and spelling difficulties;
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problems with mathematical abilities; difficulty with
writing, auditory, and visual processing; and nonver-
bal processing such as intuition and holistic process-
ing (LD Basics, 2018). Among those with diagnosed
learning disabilities, 80% have trouble with basic read-
ing skills (What is a learning disability, 2018). Students
with learning disabilities may have difficulty following
verbal instructions and difficulty organizing ideas in
writing or may be unable to articulate ideas orally but
able to articulate them in writing. Students may also
have auditory processing deficits that may have an ef-
fect on their ability to recite from memory, although
the diagnosis of auditory processing is not clear cut
(de Wit et al., 2016). Prioritization is often a problem
for those with learning disabilities (Locke, Scallan,
Mann, & Alexander, 2015). In turn, time management
may become problematic for the student.

Learning disabilities are highly individualized, and
each student manifests a different grouping of charac-
teristics. Some students without learning disabilities
may experience the same difficulties as those with learn-
ing disabilities. In one study, Wray, Aspland, Taghzouit,
Pace, and Harrison (2012) screened 242 British prereg-
istration students using the Adult Dyslexia Checklist.
Results showed that 28.5% of the sample achieved a
score possibly indicative of a learning disability. For
those students undergoing further evaluation, six stu-
dents were shown not to have a learning disability.
Tamboer et al’s (2016) study confirms that those with-
out dyslexia may also have some of the characteristics
as those with dyslexia. Thus strategies to help students
with learning disabilities may also help those without
disabilities.

Being accurately diagnosed with a learning dis-
ability means students can make adjustments in their
study habits and receive support. Support, which is
sometimes difficult to get, is critical to their success-
fully meeting the academic standards.

Sanderson-Mann, Wharrad, and McCandless
(2012) compared the clinical experiences of students
with dyslexia to those without. Students with dyslexia
rated reading and writing on patients’ charts, using
care plans, and following a set of instructions more
difficult than those without dyslexia. However, such
tasks as change-of-shift reports, drug calculations,
and time management were difficult for all students
(Sanderson-Mann et al., 2012).
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Evans (2014a) investigated how nursing students
with dyslexia construct their identities. Twelve stu-
dents enrolled in Irish nursing programs were inter-
viewed. Students reported varying feelings regarding
their dyslexia, including embracing their identity or
having conflicting feelings. Some stated they had ex-
perienced being considered stupid by others. Students
didn’t want their dyslexia to be used as an excuse for
poor performance and recognized the need to uphold
standards. In fact, many students don't want to dis-
close their learning disability for fear of stigma (Evans,
2015; Nolan, Gleeson, Treanor, & Madigan, 2015). In
another study, Evans (2014b) interviewed 19 nurse
educators (lecturers) from two schools in Ireland us-
ing vignettes depicting students with various learning
disabilities. Themes emerged related to faculty percep-
tions of students with learning disabilities. Lecturers
stated that if students needed support in getting the
work done, the students might be viewed as less ca-
pable. One lecturer acknowledged that “babysitting”
students was problematic and some appeared reluctant
to provide accommodations. Evans interpreted these
and other similar quotes as indicative of the need for
faculty development to help them understand the need
and legal obligation to support students.

Accommodating Learning Disabilities

When faculty believe that a student may have a previ-
ously undiagnosed learning disability, the initial ac-
tion is to refer the student to the campus office that
assists students with special needs. After the diagnosis
has been made, a plan for accommodation of the dis-
ability can be developed. Counseling may also help a
student with learning disabilities gain self-confidence
in the learning environment. As stated earlier, if the
student chooses, the faculty can be made aware of the
disability and what accommodations are required.
Faculty members who are made aware of a student’s
disability are not allowed to discuss that information
with other faculty members unless the student gives
permission.

Depending on the type of learning disability, a vari-
ety of accommodations may be appropriate for the stu-
dent. Once diagnosed, some students may need some
accommodation, such as permission to take tests in
an alternate setting or more time to complete assign-
ments. The use of color overlays to read text, voice-

activated software, spellcheckers, completing work
without distraction, and written contracts for complet-
ing assignments may also be appropriate accommoda-
tions (Locke et al., 2015). McPheat (2014) outlined
other strategies that could be useful in both the clinical
and classroom settings. For example, printing paper-
work on colored paper and using 12- to 14-point Arial
font can make text easier to read. Audio recordings of
lectures also facilitate understanding of complex mate-
rials, which can be done easily with lecture-capturing
software integrated into learning management systems
(Watt et al., 2014).

Helping students understand their own learning
styles helps them discover strategies that promote suc-
cess. Box 4.2 lists universal design strategies that can
guide faculty when teaching students with learning
disabilities. The use of simulation is another strategy
that can help students build self-confidence in their
ability to develop clinical competence (Azzopardi
etal., 2014).

Students may also benefit from the assistance of an
in-class note taker, which is a generally accepted ac-
commodation according to ADA. This allows students
to concentrate on classroom discussion without the
distraction of trying to take notes. Some students have
difficulty processing multiple stimuli at once. Students
who have difficulty reading, and as a result read slowly,
often find this disability to be the greatest barrier to
their academic success. Faculty can help students over-
come this difficulty by providing an audio recording of
textbooks and other readings and providing them with
the required reading assignments early in the semester,
or helping them identify the key sections of reading
assignments.

Students with learning disabilities may also need
accommodations for testing, because slow reading
skills can affect the student’s ability to complete a test
within the time allowed. Questions that are grammati-
cally complex or contain double negatives, although
difficult for all students, can be particularly challeng-
ing for students with learning disabilities and should
be avoided. Providing the student with an extended
testing time and a quiet room free of distractions may
also be necessary accommodations. A test proctor who
either reads the test to the student or writes and re-
cords the students dictated answers to the test ques-
tions may also be helpful.



An additional strategy that faculty can use to assist
students with learning disabilities is to incorporate a mul-
timedia approach, such as computer-assisted instruction.
Again, use of universal design principles can help stu-
dents with learning disabilities and the student body
at large. These include providing copies of ancillary
learning materials before class and placing visual cues
within class notes. The use of smart phones with ap-
propriate applications may also be helpful for all stu-
dents but particularly those with learning disabilities.
Another strategy that benefits all students, including
those with learning disabilities, is to meet with students
on a regular basis to ensure that learning goals are be-
ing set appropriately and are then being achieved.

Accommodation does not mean that academic stan-
dards are lowered but that multiple ways to achieve those
standards are provided for all students, including those
with learning disabilities. All classrooms contain stu-
dents with multiple learning styles. By structuring classes
to account for different learning styles and providing a
variety of learning aids, nurse educators also help ac-
commodate those with diagnosed learning disabilities
(Tobin, 2013). When faculty consider that students have
different ways of learning, they will design learning expe-
riences that accommodate these diverse learning needs.

Salkeld (2016) developed the OPEL model with
four components that can be used to work with stu-
dents who have learning disabilities. These compo-
nents are openness and transparency, planning and
organization, evaluation and reflection, and learning
and feedforward (p. 49). Students are encouraged to
share concerns with clinical faculty and staff; students
should regularly take time to discuss with clinical
teachers and staff how to plan for successful achieve-
ment of clinical learning goals. Both students and
clinical faculty and staff should reflect on how clini-
cal learning was achieved, and at the end of the course,
both students and faculty should reflect on what could
be done in future clinical courses to promote success-
ful learning. Specific learning strategies are helpful, but
the model places them within a larger context of pro-
moting success not only for those with learning dis-
abilities but for all students. In fact, Hill and Roger’s
(2016) study, which compared 353 medical, dental,
nursing, and midwifery students who had nonspeci-
fied disabilities and those who didn't, reinforced the
need for such a model.
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Campus Support Services

As previously mentioned, most institutions of higher
education have established an office responsible for
providing support services to students who identify
themselves as learning disabled. Use of these services
is voluntary, and they are usually available at little or
no cost to the student. Services vary among institu-
tions but typically include assessment and diagnosis
of learning disabilities, identification of appropriate
accommodations for the student, guidance counsel-
ing, and development of study and test-taking skills.
Faculty education about students with learning dis-
abilities is another service commonly provided by
these offices. Campus teaching and learning centers
can assist faculty with how to design courses in line
with universal design principles.

Accommodations for the National Council
Licensure Examination

Nurse educators need to be familiar with the accom-
modations provided students with disabilities in their
states when taking the National Council Licensure
Examination (NCLEX). Accommodations are offered
to individuals with learning and other disabilities in
accordance with the ADA. Each state determines the
degree of accommodation offered to students on a
case-by-case basis. Educators should investigate and
verify the accommodations offered to students in
their respective state and encourage students with dis-
abilities to seek appropriate accommodations. One of
the most common accommodations has to do with
time allotted for the examination. Regulations do
change, and the student and faculty are encouraged
to check with the National Council of State Boards of
Nursing (NCSBN) website (https://www.ncsbn.org)
or the individual state board of nursing for further in-
formation. The student must provide documentation
as to what accommodations have been made during
his or her course of study before arriving at the testing
center.

THE STUDENT WITH PHYSICAL
DISABILITIES

Thinking of physical disabilities as hindrances and
environments that favor those without disabilities
may limit opportunities for students and nurses with
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disabilities (Hargreaves & Walker, 2014). Required
abilities that schools use to exclude students may in-
clude hearing, seeing, and lifting. Essential compe-
tencies for basic nursing programs may be different
from those required in specialty graduate programs.
For example, Helms and Thompson (2005) sug-
gested that nurse anesthetists and nurse anesthe-
tist students must be able to work in a fast-paced
environment using complex information that is
translated into immediate action. Nurse anesthetists
must also be able to work closely with team mem-
bers, so those who have any impairments that affect
their ability to work in groups might not be suited
for nurse anesthetist roles.

The US Supreme Court ruled more than 35 years
ago that a prospective nursing student with a hear-
ing impairment could be denied admission because
of the potential for lowering educational standards
(Southeastern Community College v. Davis, 442 U.S.
397, 1979). However, the ADA and ADAAA have
clarified that such a student has the potential to suc-
ceed with reasonable accommodations. Published re-
ports of students with hearing impairments who have
achieved success in nursing programs and in subse-
quent employment do exist (Manning, 2013; Sharples,
2013). Many aids, such as sophisticated amplified
stethoscopes, are now available, and an interpreter
could be used for auscultation (Association of Medical
Professionals with Hearing Losses, n.d.). Through the
use of note takers and audio recorders, many students
with hearing impairments have little difficulty partici-
pating in the classroom. Pagers and cell phones that
vibrate may help students keep in contact with others
in the clinical setting.

Much of the evidence regarding physical disabili-
ties is case study evidence. Because nurses with visual
impairments are active in the workforce faculty can as-
sume that some students with impaired vision may be
accommodated. Providing alternative learning envi-
ronments and enabling students to work with precep-
tors may be accommodations that can reasonably be
made. For example, a student with a visual impairment
might need a magnifier to help with reading printed
matter, larger font sizes on a computer, or a text-to-
voice apparatus.

Students in wheelchairs may also be accommo-
dated and go on to have a successful nursing career

(Neal-Boylan & Smith, 2016). Such students might
need to lower a bed or overbed table to deliver care.
Practicing in the learning laboratory will help the stu-
dent get accustomed to the accommodation before
learning in the clinical arena (Neal-Boylan & Smith,
2016). Nurses with missing limbs have also functioned
as staff nurses, including starting intravenous infu-
sions (Maheady & Fleming, 2014).

Lifting restrictions should not be a barrier, because
many hospitals and nursing homes are striving for an
environment that minimizes lifting. However, one bar-
rier to promoting safe handling of patients could be
what students observe in their clinical placements. Lee
and Lee (2017) conducted a cross-sectional survey of
221 California staff nurses. Their results showed that
a culture of safety in organizations included lift avail-
ability and nurses reported fewer musculoskeletal in-
juries when safe handling practices were promoted. If
students are in clinical placements in an organization
that doesn’t have a strong safety culture, they may en-
gage in unsafe handling practices.

Students may become disabled during their time
in school, and thus reasonable accommodations for
students with physical disabilities may include time
extensions for assignments and the assignment of an
“incomplete” grade for courses that have not been
completed on time. Smith-Stoner, Halquist, and
Glaeser (2011) presented a case study of a baccalaure-
ate nursing student who developed cancer. She contin-
ued in her classes but had to delay clinical experiences
because of chemotherapy. The student also received
extensions on assignment due dates to accommodate
treatment. The student did graduate, albeit later than
planned. Faculty need to be careful not to assume what
a student is able to do when facing a physical limitation
or illness and should consider ways to provide reason-
able accommodations.

Students may have disabilities that are less read-
ily apparent. Luckowski (2016) conduced a qualita-
tive study of nursing students with disabilities in their
clinical placements. Students with physical disabilities
such as eczema and breast cancer persevered and were
successful, although they often missed out on some
experiences. For example, a student named Amanda
was undergoing chemotherapy and couldnt go into
a setting where children might have respiratory syn-
cytial virus (RSV). Leila, who had colitis, had to take



frequent bathroom breaks when she had flare-ups.
Others had to assist her with her care on those days
(p. 257). Faculty can help students work in groups so
those who need it can get a rest period. Furthermore,
in some instances, providing alternative clinical expe-
riences might allow a student to achieve the clinical
objectives—just in a different setting.

Disabled military veterans are a special population
that may require assistance from the veteran support
office or the office that handles all students with dis-
abilities. Five percent of veterans on campuses have dis-
abilities, in contrast to 3% of all undergraduates (NCES,
2015). However, Aikins, Golub, and Bennett (2015)
found that veterans with disabilities were more likely to
attend college than veterans without disabilities.

Veterans enrolled in universities and colleges, in-
cluding those in nursing programs, face challenges
in the college environment but at the same time have
strengths that are an asset to those enrolled in nursing
programs (Dyar, 2016). Some of the barriers that veter-
ans face are related to long and frequent deployments.
They may have financial issues and family problems
related to their deployments. Working with peers who
are not as focused as they are may also be an issue, as
are negative attitudes toward the military that some
teachers and students may hold (Dyar, 2016). In addi-
tion, veterans are, for the most part, used to working in
hierarchal structures, and learning independently may
be difficult.

Veterans have many strengths, however, that
promote success in a nursing program. If they have
been medics, their skills can transfer into the clini-
cal arena, despite their possible frustration with hav-
ing to be closely supervised as a student. Working in
teams and the ability to focus on the task at hand are
strengths.

Returning to civilian life can a difficult transition for
veterans. Therefore, having a veterans office on cam-
pus may ease the transition to college life for veterans,
not just those with posttraumatic stress syndrome and
physical disabilities.

When students with physical disabilities graduate,
their successful employment may depend on nurse
managers experience in working with nurses who are
disabled. Matt et al. (2015) have stated that the work
environment should be inclusive for all, not just those
who identify as disabled.
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THE NURSING STUDENT WITH
SUBSTANCE ABUSE

Determining the number of nursing students who
may be impaired by drug or alcohol use is difficult.
However, the results of the 2016 National Survey on
Drug Use and Health showed that 24% of full-time col-
lege students aged 18 to 22 had used illicit drugs in
the past month (Substance Abuse and Mental Health
Services Administration, 2017). This same survey
showed that among persons aged 18 to 22, 38% re-
ported binge drinking at least once in the past month.
Binge drinking was defined as five or more drinks for
males and four or more drinks for females at one time.

Other studies have confirmed the extent of sub-
stance abuse among college students. The college en-
vironment does provide students with easy access to
alcohol and drugs, including prescription stimulants,
such as Ritalin, and can expose students to situations
in which alcohol and drug use is considered an ac-
ceptable activity. Bennett and Holloway (2017) per-
formed a systematic review and metaanalysis on illicit
prescription drug use in university students. Their re-
sults showed that students viewed their use of drugs
as a means for self-improvement in academics, ath-
letic performance, and physical and mental health.
Contrary to popular belief, less than 50% used illicit
drugs for pleasure such as getting high. Their review
didn’t include use of alcohol, a legal substance.

Bennett and Holloway’s (2017) findings were con-
firmed by Arria et al. (2018). They conducted a nation-
wide study of 6962 full-time undergraduate students
who didn't have attention deficit hyperactivity disorder
(ADHD). They found that 11.2% had used nonprescrip-
tion stimulants in the past 6 months. Approximately
65% of this group believed the stimulants provided
academic benefit. Even 63.7% of those who didn’t use
the stimulants either strongly agreed, agreed, or were
unsure about the academic benefit of nonprescription
use of stimulants. Alcohol and marijuana use were cor-
related with the stimulant use.

Serowoky and Kwasky (2017) explored substance use
and abuse among undergraduates at a small Catholic
university. They used the CORE Institute survey from
Southern Illinois University. Fourteen percent of 2175
undergraduates responded to the survey, which the
authors stated was a typical response rate for surveys
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which use the CORE Institute survey. Of note, 46%
of the survey responses came from nursing students.
Mean alcohol use was 2.5 drinks per week, less than the
national average of 4.4 drinks per week. Students also
reported using nonprescription drugs for nonmedical
reasons, including stimulants (4.2% using at least six
times within the past year) and pain medications (2.8%
in the past year). Alcohol and substance abuse was re-
lated to a number of negative consequences, including
sexual assault, physical violence, and ethnic and racial
harassment. Grades were negatively affected for 20% of
those who abuse drugs and alcohol.

Another consequence of illicit drug use, particularly
prescription stimulants, is academic dishonesty. Galluci,
Martin, Hackman, and Hutcheson (2017) found in a
study of 974 undergraduates that use of prescription
stimulants for nonmedical purposes was associated with
academic dishonesty, including copying homework and
letting others copy off their homework and plagiarizing
content from the internet.

All undergraduate college students experience aca-
demic pressures that may lead to substance abuse, but
nursing students have additional stressors. Often nurs-
ing programs have retention and dismissal policies
that put pressure on students to do well in their stud-
ies. Dealing with patients with a variety of complex
health problems adds additional stress.

Boulton and O’Connell (2017) conducted a nation-
wide study of student nurses” substance misuse. Their
survey was conducted over the internet using the mem-
bership of the National Student Nurses’ Association. A
five-question survey was used that was modified from
the National Institute on Drug Abuse annual survey.
Also used were the Student Nurse Stress Index (SNSI)
(Jones & Johnston, 1999) and the Perceived Faculty
Support Scale (PESS) by Shelton (2003). Both instru-
ments appear in numerous studies concerned with
stress in nursing students. More than 4000 students
nationwide answered the survey; 5% used illicit drugs
and 61% used alcohol one to 40 times in the past year.
Drugs included nonprescription stimulants, pain pills,
and tranquilizers. As found by Arria et al. (2018), use
of stimulants was primarily to enhance academic per-
formance. Students who reported more stress expe-
rienced more substance abuse. High levels of faculty
support did not ameliorate the correlation between
stress and substance abuse.

Graduate students also have substance abuse prob-
lems. For example, Bozimowski, Groh, Roouen, and
Dosch (2014) examined the prevalence of substance
abuse in nurse anesthesia students over a 5-year pe-
riod, and 23 out of 111 programs responded to a sur-
vey. Of the data reported on 2439 students, 16 students
were identified as having a substance abuse problem,
and opioids were the most commonly abused sub-
stance. Of note was the fact that 23 programs had drug
testing for cause and seven conducted random drug
screening throughout the program.

Characteristics of Students With Chemical
and Alcohol Impairments

The potential for substance abuse obviously exists
among nursing students. Common signs of substance
abuse include slurred speech, smell of alcohol, con-
stricted pupils, sleeping during class, and frequent ab-
sences or tardiness. Other signs could include change
in dress and convoluted excuses for behavior (Cotter &
Glasgow, 2012; NCSBN, 2011). If not dealt with, sub-
stance abuse can affect a student’s professional practice
upon graduation.

Cares, Pace, Denious, and Crane (2015) surveyed
441 past and present members of a peer assistance
program to determine drug- and alcohol-related be-
haviors in the workplace and cues that would have
facilitated identification of problems earlier, such as
mental illness, feeling isolated (NCSBN, 2011), and
barriers to seeking treatment. Sixty-nine percent re-
sponded to the survey. Respondents thought cues to
drug use could have been identified earlier. Barriers
to seeking help included fear and shame. By lowering
barriers to treatment and recognizing cues to drug and
alcohol abuse, nurses can get the help they need.

To help students deal with potential substance
abuse problems that could persist after graduation,
faculty need to have an understanding of this issue
so they can assist students in receiving the appropri-
ate professional support. Hensel, Middleton, and Engs
(2014) investigated the relationship between profes-
sional identity—defined as self-concept—and drink-
ing patterns in undergraduate nursing students. Three
hundred thirty-three students across all 4 years of a
baccalaureate nursing program were surveyed; 33% of
the students were classified as heavy drinkers, or more
than seven drinks per week for females and 14 drinks



per week for males. Lower grades caused by drinking
occurred in 5.1% of the sample.

Faculty also have a responsibility to ensure that
students deliver safe patient care, which includes pro-
tecting clients from the actions of a potentially unsafe
student whose clinical performance has been compro-
mised. Faculty should be aware of the characteristics
of students who may be chemically dependent, knowl-
edgeable about the policies and procedures within
their institution that relate to students who are chemi-
cally dependent, and familiar with the support services
that are available to students who have a chemical de-
pendency problem.

Faculty Responsibilities Related to
Students With Impairments

What are the responsibilities of faculty if they suspect
that a student is displaying characteristics that are in-
dicative of chemical dependency? Faculty have ethical
responsibilities toward the student and the student’s
patients and therefore should not ignore or make ex-
cuses for such behavior. Although the ADA considers
substance abuse a disability, unsafe clinical practice is
not protected under the law (Menendez, 2010).

Mandatory drug testing of nursing students has be-
come more widespread, probably in response to clini-
cal agency requirements. Cotter and Glasgow (2012)
discussed the legal and ethical implications of man-
datory drug testing. They noted that faculty have the
responsibility for seeing that students give safe care.
Therefore monitoring for signs of substance abuse is
a must. What is not clear is who has the right to know
whether a student has tested positive for substance
abuse. According to Cotter and Glasgow (2012), poli-
cies should be established that protect the rights of all
involved, including students, faculty, administrators,
and patients. For example, policies need to address
whether students can be dismissed from the nursing
program for substance abuse.

Before taking any measures, faculty need to under-
stand clearly the policies and procedures that are in
place within their institution for assisting chemically
dependent students. Behavior must be documented
and written policies followed (Cotter & Glasgow,
2012). A faculty member might have to take immedi-
ate action if, for example, a student appears impaired
in the clinical area and remove the student from the
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clinical setting. In cases in which the student does not
pose an immediate danger to clients but is suspected of
substance abuse, an appointment might be made with
the student for the purpose of taking appropriate ac-
tion. In addition to the faculty, a second person, such
as an administrator, should be present to ensure that
the student is dealt with according to policy and that
due process is not denied.

Written policies about chemical impairment that
include the institution’s definition of chemical depen-
dency, the nursing faculty’s philosophy on chemical
dependency, and student and faculty responsibilities
related to suspected chemical dependency should be
clearly stated in the student handbook. Furthermore,
adhering to the institution’s established policies helps
ensure that the student’s right to due process is not
denied and protects faculty from possible legal ac-
tion by the student. The National Student Nurses’
Association (2017) supports policies that promote
treatment and rehabilitation for students with sub-
stance abuse problems. In addition, the NCSBN’s
(2011) “alternative to discipline policy” model in-
cludes student nurses. The Emergency Nurses
Association and the International Nurses Society on
Addictions also advocate for this approach (Strobbe
& Crowley, 2017). Such a model includes attend-
ing Alcoholic and Narcotics Anonymous meetings,
random drug screens, and treatment (Strobbe &
Crowley, 2017). However, not all states include stu-
dents in their programs for helping nurses with sub-
stance abuse. In fact, Nair, Nemeth, Sommers, and
Newman’s (2015) scoping review found inconsistency
in policies regarding students and practitioners with
substance abuse problems. Whatever a school’s pol-
icy is, confidentiality in dealing with the student and
promoting wellness are key.

Whether a school should institute a policy for ran-
dom drug testing is controversial. Some even think
that recognizing early symptoms of abuse is more ef-
fective than drug testing used to detect illicit drug use
(Cotter & Glasgow, 2012). Although athletes are sub-
ject to random testing and most agencies have preem-
ployment drug screening, the extent to which nursing
students are required to undergo random screening is
unknown. Although schools may not have policies re-
quiring drug testing, students should be made aware
that clinical agency policies may require blood or
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urine testing of individuals, including students, sus-
pected of chemical dependency or as a requirement
for engaging in clinical experiences within the agency.
Nevertheless, some schools are instituting policies for
drug screening before admission because of clinical
agency requirements, and schools will require a drug
screen if chemical impairment is suspected. Much
more research is needed to determine the extent
and nature of drug screening policies within nursing
programs.

Many colleges and universities are attempting to
deal with this problem by increasing student aware-
ness of the effects of substance abuse through campus
educational programming (Dittman, 2015). Strobbe
and Crowley (2017) advocate for education for stu-
dents and faculty on drug and alcohol abuse as a strat-
egy to prevent abuse and to detect it earlier once abuse
occurs so that treatment can begin.

Finally, faculty need to make sure that students ap-
plying for licensure disclose any substance use that
resulted in criminal action, such as driving while in-
toxicated (DWI). Not disclosing such events can cause
an application for licensure to be denied.

NURSING STUDENTS WITH MENTAL
HEALTH PROBLEMS

Mental health issues include anxiety, depression, eating
disorders, obsessive compulsive behavior, and suicidal
ideation. Some nursing students may have mental health
problems before enrolling in nursing school, which may
have led them to be attracted to a helping profession.
Students who experience mental health problems may
need assistance in identifying and addressing these
problems. Undergraduate and graduate nursing stu-
dents may have many fears and worries about their abil-
ity to succeed in their program of studies. Test anxiety is
a special form of anxiety often experienced by nursing
students. With the advent of high stakes testing, faculty
should be on the alert to signs of extreme test anxiety
(Roykenes, Smith, & Larsen, 2014).

Faculty who have close relationships with students
may be the first to notice signs of stress and other men-
tal health issues (Chernomas & Shapiro, 2013). Some
indicators, either in the classroom or clinical setting
are changes in behavior, eating disorders, sleep issues,
back pain, and headache (Chipas et al., 2012).

Bartlett, Taylor, and Nelson (2016) compared stress
in nursing students with the general student popula-
tion. A total of 156 undergraduate nursing students
and 76 other students answered the National College
Student Health Assessment II (American College Health
Association, 2011). Results showed that nursing stu-
dents had more stress and stress-related symptoms
such as sleep disturbances.

Not only do students experience stress in the class-
room, but clinical practice presents an added stressor.
Cowen, Hubbard, and Hancock (2016) examined stress
in students at the beginning and end of their first
nursing course in an upper division baccalaureate
program. Seventy-two students completed author-
designed questionnaires at both the beginning and the
end of the semester. Confidence in physical assessment
skills did improve over the semester, but fear of mak-
ing mistakes in patient care was a primary concern.
Not knowing what to do was another concern, as was
fear of lack of course success. Cowen et al. (2016) rec-
ommended learning activities such as simulation to
help alleviate fears and build skill levels before patient
care. However, Cantrell, Meyer, and Mosack’s (2017)
integrative review on the effects of simulation on
stress revealed that simulation can cause a great deal
of stress—in some cases even more than actual clini-
cal practice. Even so, students valued the high-fidelity
simulation experiences.

Suen, Lim, Wang, and Kowitlawakul (2016) explored
stress in 285 students from Singapore. With regard to
the clinical environment, students preferred clinical
learning that was individualized for their needs. One
interesting finding was that students’ stress increased
as they progressed during the program. Students had
higher expectations for clinical placements, and if re-
ality didn’t match the expectations, students had more
stress. Financial problems also increased the stress lev-
els for students.

Graham, Lindo, Bryan, and Weaver (2016) found
that 106 second-year Jamaican nursing students from
two schools had stress associated with clinical place-
ment, fear of harming the patient, interactions with staff,
and financial difficulties. Alsaqri (2017) studied stress
levels in Saudi nursing students and also investigated
their coping methods. The Perceived Stress Scale
(Sheu, Lin, & Hwang, 1997) and the Coping Behavior
Inventory (Sheu, Lin, & Hwang, 2002) were used to



measure stress and coping. Major stressors, similar to
other studies, were related to assignments, knowledge
and skills, taking care of patients, and working with
staff, on top of daily stressors in their life. Furthermore,
problem solving was the primary coping strategy.

Students in specialty areas encounter some unique
stressors, but stressors encountered are comparable
to what other studies have shown. Galvin, Suominen,
Morgan, O’Connell, and Smith (2015) interviewed
12 students in mental health nursing. One important
finding was that academic work on top of clinical
placements was overwhelming to them. Galvin et al.
(2015) made a strong case for reducing the academic
workload during clinical placements. They also rec-
ommended that health support services be available to
students outside of the usual work day.

Most studies of mental health issues have been de-
scriptive, using a variety of instruments to collect data.
Despite multiple data-gathering methods, the results
have been consistent—nursing students universally ex-
perience stress. Description is not enough. Interventions
to ameliorate stress and anxiety are important if nursing
students are to be successful in their programs of study.

Two systematic reviews outlined several interven-
tions to deal with test anxiety. Shapiro (2014) con-
ducted a systematic review on test anxiety. She found
that such interventions as aromatherapy and hypno-
therapy have the potential to decrease test anxiety.
Because the sample sizes were generally small, no de-
finitive conclusions could be made regarding interven-
tions to decrease test anxiety. Quinn and Peter’s (2017)
systematic review confirmed that some interventions
may help decrease test anxiety. Their review validated
that such interventions as music, biofeedback, animal
therapy, music, essential oils, guided reflections, and
progressive muscle feedback might contribute to de-
creased test anxiety. However, sample sizes were small.
To promote student success, faculty have a key role in
helping students deal with test anxiety. Using some of
the interventions mentioned in the two systematic re-
views might help students.

Mindfulness and meditation have promising pos-
sibilities for helping students handle stress. van der
Riet, Rossiter, Kirby, Dluzewska, and Harmon (2015)
conducted a descriptive, qualitative pilot study with 14
first-year undergraduate and midwifery students de-
signed to evaluate the effects of a 7-week stress man-
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agement and mindfulness program. From the themes
identified, van der Riet et al. determined that the pro-
gram helped students sleep better, have fewer negative
thoughts, and promoted better patterns of concentra-
tion. However, challenges were encountered during
the program, primarily students’ inability to attend all
sessions because of class commitments.

Alsaraireh and Aloush (2017) randomly divided
181 students nearing graduation into two groups,
with 91 in the exercise group and 90 in the mind-
fulness meditation group. Results indicated that de-
pression decreased in both groups, but more so in
the mindfulness meditation group. The authors sug-
gested that their study be repeated by using this same
design but collecting data over time as opposed to
just one point.

Burger and Lockhart (2017) also conducted a ran-
domized control trial with 52 undergraduate students.
Students who meditated had a moderately stronger
ability in executive function and had reduced stress
and increased mindfulness. Although reducing stress
may improve clinical performance, having better exec-
utive function promotes better critical decision mak-
ing, and mindfulness may allow students to be more
aware of actions to promote safe patient care (Burger
& Lockhart, 2017).

Incorporating mindfulness training into nursing
education may be a worthy endeavor, but doing so re-
quires a time commitment on the part of faculty and
students. Hutchison, Cunningham, and Millar (2016)
conducted a 9-hour mindfulness training workshop
for students. Students gave very positive feedback, but
no long-term feedback was reported.

Mindfulness training can also be conducted asyn-
chronously online. The ability to deliver training on-
line is important because many undergraduate and
graduate nursing programs are online. Spadaro and
Hunker (2016) provided an 8-week mindfulness pro-
gram to all undergraduate and graduate nursing stu-
dents at one university, and 26 students participated.
As a result of their participation, stress was reduced,
anxiety decreased, and cognition or the ability to con-
centrate and shift attention improved.

In addition to mindfulness, two other strategies
may help students reduce stress and anxiety. Chueh,
Chang, and Yeh investigated the use of auricular acu-
pressure delivered for 4 weeks via magnetic pellet to
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36 RN-BSN students in northern Taiwan. This quasi-
experimental, pre and postdesign, study showed that
this intervention has the ability to improve sleep qual-
ity and decrease anxiety and depression. Limitations
were the small sample size, and lack of generalization
of findings to students in Western countries who may
not find this type of intervention useful.

Mental rehearsal is another strategy that may hold
promise in its ability to help students deal with stress
(Ignacio et al., 2016). Eighteen third-year Singaporean
nursing students used mental rehearsal before a simu-
lation using a standardized patient who was rapidly
declining. The mental rehearsal involved classroom
presentations on the technique itself, a video on han-
dling a patient who is declining, and relaxation tech-
niques. Then students practiced mental rehearsal on
their own. Eighteen out of 103 senior students par-
ticipated in this quasi-experimental study. Before and
after the mental rehearsal, students were exposed to a
deteriorating standardized patient. Stress did not ap-
pear to decrease post-intervention as indicated by vital
signs and anxiety levels as measured by the State Trait
Anxiety Inventory. However, performance during the
simulation did improve. A five-person focus group
was conducted 5 months after graduation to assess the
effect of the mental rehearsal. The graduates acknowl-
edged that the mental rehearsal and using standardized
patients allowed them to have realistic expectations of
clinical practice.

Although some interventions have shown promise
in helping students deal with stress and anxiety, stu-
dents” willingness to participate in interventions may
be influenced by their attitudes toward prevalence of
stress in themselves and others and their willing to
seek help. Galbraith, Brown, and Clifton (2014) gath-
ered data from 219 British nursing students regarding
willingness to seek help for stress-related conditions.
Descriptive analysis of the data demonstrated that
74.9% of the students had experienced stress. Most stu-
dents (87.2%) would disclose their stress to family and
friends. Few would disclose to colleagues or profes-
sional institutions because they believed families could
best offer advice. Only 11.4% would seek professional
help. Students revealed that they would not lose confi-
dence in colleagues who had stress.

Volunteer sample sizes in the previously discussed
studies may give credence to the fact that students are

reluctant to explore new ways to deal with stress. If
research-based interventions were offered on a regular
basis to nursing students, would students be willing to
avail themselves of the opportunity to engage in stress-
and anxiety-reduction programs?

Faculty Responsibilities Related to
Students With Mental Health Problems

All faculty have the obligation to provide an educa-
tional climate that promotes strategies to mitigate
stress and promote student success (Alsaqri, 2017).
Instituting interventions early on can help ameliorate
stress and anxiety experienced by nursing students.
However, when students’ performance is adversely
affected by stress, anxiety, or other mental issues, the
process used to assist students with suspected mental
health problems is similar to the approach used with
any student whose academic progress is jeopardized by
unsatisfactory performance. First, the ADA/ADAAA
prohibits discrimination against individuals who are
mentally impaired. Second, all actions taken by faculty
must be congruent with existing institutional policies
and afford students the due process that is their right.

When mental health issues interfere with student
behavior, faculty must deal with this behavior in a
manner that is consistent with institutional policy.
According to Cleary, Horsfall, Baines, and Happell
(2012), policies must include confronting the student
with evidence of problematic behavior, and the faculty
member needs to facilitate reduction of the problem-
atic behavior before action is taken. Students should be
made clearly aware of the behavior adversely affecting
their academic performance and what they need to do
to correct this behavior. A learning contract may be
used in this instance to indicate what the student needs
to do to improve the behavior and the time frame in
which this must be accomplished. Many campuses
have student codes of conduct to guide policy devel-
opment. According to Cleary et al. (2012), policies
should delineate procedures for assessing, document-
ing, reporting, intervening, and referring students for
treatment. Many university campuses offer counseling
to students free or for a reduced fee.

If despite these interventions the behavior does not
improve and the student is unable to perform effectively
or patient safety is compromised, administrative with-
drawal or dismissal from the program may be necessary.



As always, the student who is administratively with-
drawn or dismissed has the right to pursue the griev-
ance and appeal process in place within the institution.

CRIMINAL BACKGROUND CHECKS

In addition to mental health issues, which can com-
promise patient safety, the student who has a record of
criminal activity can also compromise patient safety.
Patient safety is a major concern for state boards of
nursing and health care accreditation agencies. The
Joint Commission (2017) states, “Staff, students and
volunteers who work in the same capacity as staff
who provide care, treatment, and services, would be
expected to have criminal background checks verified
when required by law and regulation and organization
policy” (para 1). Therefore nursing programs often
require criminal background checks. Furthermore,
most states require criminal background checks for li-
censure, only six states did not require a formal crimi-
nal background check for licenses: Colorado, Hawaii,
Maine, New York, Vermont, and Wisconsin. A search
of individual state boards of nursing websites will pro-
vide students with information regarding background
checks before licensure.

The number of nursing programs requiring back-
ground checks has increased, although recent data
on the number of programs is not readily available.
Regardless of whether a school requires a criminal
background check before admission, faculty have a
duty to warn students that although they may have
successfully completed the nursing program, licen-
sure could be denied if a student has a criminal back-
ground. Additionally, as noted earlier, clinical agencies
may have requirements for background checks and
may refuse clinical placements based on the results
of the criminal background check. An example of a
criminal background check policy is found in Box 4.3.

Denying admission based on the results of a crimi-
nal background check requires careful consideration.
Decisions need to be made in line with state law and
clinical agency policy. Guidelines for making decisions
need to be readily available to all faculty and students.
When admission decisions are made, faculty need to
consider the nature of the criminal conviction and
how long ago the offense occurred and afford due pro-
cess for those denied admission. Philipsen, Murray,
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BOX 4.3
EXAMPLE OF CRIMINAL HISTORY CHECK
POLICY

At the time of your application, you were required to submit
a current national level criminal background check, which
was part of the criteria used to determine your eligibility.

Criminal background information will be maintained
in your student nursing file, is considered confidential,
and no results will be released. The student is responsi-
ble for notifying the Department Chairperson of any new
charges or additions to one’s criminal history promptly.
Failure to report new charges may result in dismissal
from the program.

Used with permission from Indiana State University Nursing
Program Department of Baccalaureate Nursing. Retrieved
from https://www.indstate.edu/health/bn-student-handbook

Belgrave, Bell-Hawkins, Robinson, and Watties-
Daniels (2012) have questioned the value of criminal
background checks for students, as students are under
close supervision of faculty. Nevertheless, they ac-
knowledge that faculty must follow the policy in place
for the clinical agency. They also note that the results
of the criminal background checks must be evaluated
on a case-by-case basis.

Evidence does support that criminal background
checks before admission may help identify students
who may commit crimes while enrolled as a student
(Smith, Corvers, Wilson, Douglas, & Bienemy, 2013).
Of the more than 3000 applicants RN licensure, in
one year's time, in the state of Louisiana, 14.7% had
a criminal history (Smith, et. al.,, 2013). One should
note that the Louisiana Board also required a crimi-
nal background check before enrollment in clinical
courses. Because of a large difference in sample size,
a matched-pair cohort was constructed for analytic
purposes. Among the findings was the fact that 10%
of those who had a criminal record before enrollment
had subsequent criminal activity, whereas only 2.3% of
those without a prior criminal record did.

Requiring criminal background checks of interna-
tional students before admission necessitates special
consideration (Genovese, Schmidt, & Brown, 2015). If
a student is coming directly from a country outside the
United States, the visa application process should have
included a criminal background check. For students who
have resided in the United States for some time before
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admission, a criminal background check should be con-
ducted if required of all students (Genovese et al., 2015).

The areas of criminal background checks and drug
testing continue to evolve, and nursing faculty will
need to keep apprised of changes in health care agency
policies and state laws. The NCSBN has published a
position paper and a resource packet, including model
statutory language for state boards of nursing to use
in crafting laws regarding criminal background checks
(NCSBN, 2015).

SUMMARY

This chapter has provided information about the legal
and educational issues related to educating students
with disabilities and other special needs. The needs of
students with learning disabilities, chemical depen-
dency, and mental health problems are presented along
with faculty responsibilities associated with teaching
these students. Interventions are identified for assisting
students to cope with a disability or impairment that can
be used for all students to promote academic success.
Nursing faculty are responsible for creating a
learning environment that supports the teaching-
learning process for all students. Working with stu-
dents who have disabilities or impairments brings
special challenges to the student-faculty relation-
ship. No specific rules say what level of disability or
impairment prevents admission to a nursing pro-
gram. However, faculty will find themselves capable
of meeting these challenges in a caring, facilitative
manner when they are knowledgeable about the le-
gal issues related to students with disabilities or im-
pairments, their institution’s and school’s policies
and procedures related to students with these special
needs, and the interventions designed to help stu-
dents maintain their self-esteem and be successful.

Viewing disabilities not as hindrances but as differ-
ences may help faculty better make appropriate ac-
commodations for students while still maintaining
academic standards.

Furthermore, if faculty are open to working with
students who have disabilities, students might be more
inclined to disclose, without fear of adverse conse-
quences, that they have a need for accommodations.
Developing strong partnerships with clinical agencies
may also be a key to successfully integrating students
with disabilities into the nursing program.

Thinking broadly about how to achieve program
objectives and the use of technology and universal de-
sign will promote a more inclusive learning environ-
ment for all students, not just those with disabilities.
Conducting large-scale studies of nursing students and
staff with disabilities and will provide more evidence
regarding what accommodations support safe and ef-
fective nursing care.

Those with disabilities will continue to seek enroll-
ment in nursing programs. Faculty may need to consult
resources that give guidance on how to accommodate
those with disabilities. In addition to the resources
available on individual campuses, the following web-
sites contain much information regarding how to ac-
commodate students with disabilities:

The American Associate of Colleges of Nursing
(n.d.). Accommodating students with disabilities.

Retrieved ~ from  http://www.aacnnursing.org/
Education-Resources/Tool-Kits/ Accommodating-
Students-with-Disabilities

American Medical Professionals with Hearing Loss,
https://www.amphl.org/about-us

Job Accommodation Network, https://askjan.org/

National Organization of Nurses With Disabilities,
http://nond.org/



Case Studies For Future Discussion

CASE STUDY 1

Donna is a senior nursing student in the university
honors program. She has a 3.5GPA on a 4.0 scale.
Donna is bubbly and chatty as she shares her story.
She struggled in her sophomore year with reading
comprehension. She recognized that she needed a
quiet environment to study, but she was also aware
that her ability to learn was very different from her
peers. She went to counseling and was diagnosed
with ADHD. She wanted to learn how to cope with-
out medication, but she had a bout with meningitis
and began having panic attacks. A faculty member
accompanied her to the doctor, and Xanax was pre-
scribed. Over Donna’s time in the nursing program,
she has developed strategies to help herself be suc-
cessful. When working as a nursing tech she learned to
write everything down to help herself stay organized.
When she takes notes, she doesn’t use a computer,
because writing the note by hand helps her remem-
ber the content better. Unlike many of her peers, she
starts studying for tests a week in advance by printing
out PowerPoints and identifying key terms. She has
to study by herself before studying in a group. She is
proud of the fact she has never failed a class. When
she graduates, she knows that to stay focused she will
need to work in an environment that is slower paced
than an intensive care unit or emergency room.
(“Donna,” personal communication, October
15,2017).
What would you do if you suspected a student
was having learning difficulties?
How would you respond to a clinical agency that
seems unwilling to accept a student with learn-
ing disabilities?

CASE STUDY 2

Ann is a nursing faculty member who developed a
hearing loss, possibly as a result of an autoimmune
disease, while she was in her prelicensure program.
About a year after graduation, while working with
a child who had asthma, one of her colleagues told
her, “You have a hearing loss just like my mother. You
need to get your hearing tested.” Ann acknowledged
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that she had ringing in her ears for a while, and it had
gotten progressively worse. As she continued in her
career and after the birth of her first child, she real-
ized the ringing became louder and the sound she
heard was different, but she adapted.

Finally, after the birth of her second child, Ann’s
hearing loss became profound to the point that it in-
terfered with her life. A friend connected her with a so-
cial worker who worked with individuals with a hearing
loss. Through the social worker, Ann got connected to
the department of vocational rehabilitation. Ann was
fitted with appropriate hearing aids, received an ampli-
fied stethoscope, and eventually was given a service dog
through a philanthropic organization. Throughout her
career she has worked in pediatrics, community health,
ambulatory care, long-term care and even intensive
care. When in intensive care she has made sure the
monitors face her so she doesn’t have to rely on alarms
to notify her of a potential patient problem.

Ann went back to school to get her master’s
and doctoral degrees. As a faculty member she has
taught both in the classroom and clinical. When she
had students in community health and long-term,
care her service dog has accompanied her. The de-
partment of vocational rehabilitation has installed a
surround-sound system in a large classroom for her.
She places students in a circle and moves about so
she can lip read and hear what students are saying.
Ann stated that she views environments as disabled,
not people. The service dog accompanies her in the
classroom as well. Ann’s story can serve as an exam-
ple for faculty and students who may question how
a person with a disability can function as a nurse in
practice and as a member of a nursing faculty.

(“Ann,” personal communication, September
22,2014).

A master’s student who has worked in a commu-
nity health clinic presents documentation of a
hearing disability. How would you assist this
student?

The office of student support says this student
needs an interpreter in the clinical arena. How
would you accommodate this student?
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Reflecting on the Evidence

1. To promote diversity in the workforce, accept-
ing students with disabilities is essential. What
functions are truly essential to becoming a
nurse, and how can these functions be dem-
onstrated in a variety of ways with a student
in a wheelchair, a vision impaired student, or a
hearing impaired student?

2. What policies could promote an alternative to
disciplinary action to those students who have
impaired practice because of substance abuse?

3. What are the characteristics of an inclusive
learning climate that promotes student success
and helps lessen stress for all students?

4. What strategies of universal design could be
implemented in nursing classrooms and in
the clinical placements? How might these
strategies benefit all students—disabled and
nondisabled?
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FORCES AND ISSUES INFLUENCING
CURRICULUM DEVELOPMENT*

LINDA M. VELTRI, PHD, RN

N urse leaders and faculty must possess an
understanding of the forces and issues influenc-
ing the direction of professional nursing education.
Curriculum change is not a choice but a requirement,
given the magnitude, pace, and intensity of change
within the health care arena. Science and technology
advancements, national and international events, in-
creasing diversity of the US population, the advent
of e-learning, professional priorities, the school’s
mission, and faculty values require nurse educators
to continually develop and implement relevant cur-
ricula. Doing so ensures that nurses entering the
workforce are equipped with current knowledge and
competencies needed to provide culturally relevant
and patient-centered care; advocate for delivery of
safe, quality health care, and assume leadership roles
at the bedside and in the boardroom.

The ability to deliver a contemporary and mean-
ingful curricula within a dynamic and changing
health care environment requires understanding of
internal and external forces directing change. This
chapter describes the current social context of cur-
riculum development, including issues and forces in
the environment external to the nursing profession,
the higher education environment, and the profes-
sion’s internal environment. Several strategies are
presented to help nurse educators identify forces
and issues that influence the nursing profession and
curriculum.

*The author acknowledges the contributions of Halina Barber, PhD,
MS, RN in previous editions of this chapter.
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THE SOCIAL CONTEXT OF
CURRICULUM DEVELOPMENT

To develop relevant curricula, faculty must have an
understanding of the social context within which
nurses practice and how that social context creates is-
sues external to nursing yet critically relevant to the
profession. Being knowledgeable about the social con-
text and accompanying issues is an essential compe-
tency for faculty to build the foundation necessary to
develop a contemporary and meaningful curriculum.
External issues like health care reform, global disasters
and globalization, violence, politics, changing demo-
graphics, technology, and the environment provide
the context for the world in which nurses learn and
practice. Collectively, these and other issues encom-
pass risk factors for health and disease, contribute to
the complex web of causation, and describe the current
states of humanity and health.

Health issues are increasingly related to the socio-
political and economic characteristics of the com-
munities where people live, work, and play. The
curriculum must acknowledge the broad social de-
terminants of health to prepare nurses to effectively
intervene in complex problems such as bioterrorism
and other mass disasters, climate change, global and
domestic violence, economic recession, homelessness,
teen pregnancy, emerging infectious diseases, and in-
creasing drug-resistant organisms.

The following six dominant trends, which capture
significant developments and concerns for society,
represent the broad sociopolitical and economic con-
text of nursing education and practice. These trends
include health care reform, global violence and natural
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disasters, changing population demographics, the con-
tinuing growth of technology, globalization and global
health, and environmental challenges.

Reforming Health Care

Health care reform efforts in the United States such as
primary care medical homes and pay-for-performance
initiatives—along with implementation of the fed-
eral 2010 Patient Protection and Affordable Care Act
(PPACA)—have changed US health care systems.
Under the PPACA, for the first time in America’s his-
tory all citizens have access to affordable health care
insurance. As a result, in 2016 the number of unin-
sured Americans reached a historic low (American
Hospital Association, 2017). The goal of the PPACA
and other health reform strategies is achievement of
the “Triple Aim,” which is a national strategy directed
at improving quality of and access to health care while
controlling costs (Katon & Unutzer, 2013).

Nursing practice and education greatly benefited
from the passage of the PPACA through amendments
to Nursing Workforce Development programs, more
familiarly known as Title VIII of the Public Health
Service Act [42 U.S.C. 296 et seq.]. Federal funding of
Title VIII programs that are aimed at developing the
nursing workforce through nursing education, prac-
tice, recruitment, and retention, must be appropriated
by the US Congress annually. Annual reauthorization
of Title VIII funding is vital to institutions focused on
educating nurses for practice in rural and medically
underserved areas, enhancing workforce diversity, and
providing ongoing support of nursing education at ev-
ery level (American Organization of Nurse Executives,
2017; Association of American Medical Colleges, 2017;
Nursing Community, 2014).

Title VIII programs fund projects that are aimed
at strengthening nursing education and practice pro-
grams such as Nurse Managed Health Centers, which
provide clinical training sites for nursing students and
expand access to care in underserved areas; increasing
educational opportunities for educational or economi-
cally disadvantaged students and individuals from
underrepresented ethnic and racial minorities; and
supporting students pursuing advanced degrees who
have a desire to teach (Nursing Community, 2014). It
is important for nurse educators to monitor the fed-
eral funding of Title VIII programs and advocate for

adequate funding to sustain such programs, because
they have a direct effect on the preparation of a skilled
nursing workforce that is prepared to meet the health
care needs of patients.

In recent years, there have been strong political
forces at work in Congress to repeal the PPACA, which
would have the potential to affect access to health care
and increase health care costs. In response to attempts
to repeal the PPACA, the American Nurses Association
(ANA, 2017a) outlined four principles for health system
transformation. Two of these principles reiterated the
need to ensure universal access to essential health care
services for all citizens and residents and “a sufficient
supply of a skilled workforce dedicated to providing
high quality health care services” (ANA, 2017a, para 7).
As the future of the PPACA continues to be debated
and other health care proposals emerge at the federal
and state levels of government, it is imperative for nurse
educators to consider the curricular implications for
preparing nurses who are knowledgeable about the po-
litical process and able to advocate effectively for safe,
quality patient care and a qualified nursing workforce.

In response to a reformed and at times uncertain
health care arena, nurse educators must ensure that
prelicensure and graduate program nursing curri-
cula prepare nurses to care for patients in ambulatory
or community settings, possess skills to coordinate
patient care, provide quality and value-based care,
develop leadership skills, engage in patient care advo-
cacy, and work as members of interprofessional teams
particularly within emerging care models. Nursing
program curricula should increasingly focus on well-
ness, prevention, and palliative care versus manage-
ment of acute patients in acute care settings (Institute
of Medicine [IOM], 2011; National Academies of
Sciences, Engineering, and Medicine, 2015).

The movement of care to the community and
emerging emphasis on population health has cre-
ated demand for accessible, coordinated, and cultur-
ally congruent patient centered care (Tri-Council for
Nursing, 2017). Therefore it is imperative that edu-
cators prepare nurses for their essential role in com-
munity team-based care involving a spectrum of team
members including patients, families, health care
and allied health professionals, public health provid-
ers, and other volunteers. Nursing curricula should
also seek to provide students with the opportunity to
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TABLE 5.1

New Models of Patient Care Delivery

Accountable Care = Agroup of health care providers (physicians, hospitals; may include specialists, advanced practice

Organizations
fixed rate of reimbursement

registered nurses, and other nurses) providing coordinated care and chronic disease management at a

= Goal is to improve quality of patient care and increase care coordination while containing growth

= Achievement of health care quality goals and outcomes resulting in cost savings are tied to the

organization’s payment

Patient-Centered = Ateam-based primary care practice that includes several different health care professionals, social

Medical Homes
comprehensive care

workers, community health workers, nutritionists, and educators who coordinate and provide

= Coordinates additional care patients need (specialists; hospital-, home-, and community-based care)

= Partners with patients and families, engages in shared decision making, and guides self-care

management
Nurse Managed = Nurse-run centers often associated with nursing schools or community-based nonprofit organizations
Health Centers = Provides comprehensive primary care and other services often serving the medical underinsured

= Many registered nurses provide majority of care

= May employ physicians and other health care workers

Car Coordination- = RN coordinates care across the continuum of health care services: acute/postacute care, in/out patients,

Centric Models

specialty care, diagnostic services, pharmacy, community and social services

= Generalist and advanced practice nurses lead care teams focused on goal setting, problem solving, and

behavioral changes

= May be included as part of a patient care medical home

Data from American Nurses Association. (2012, June 29). The Supreme Court decision matters for registered nurses, their families and patients. Retrieved
from http://www.emergingrnleader.com/wp-content/uploads/2012/07/SupremeCourtDecision-Analysis.pdf; Institute of Medicine. (2011).
The future of nursing: Leading change, advancing health. Washington, DC: National Academies Press; Sherman, R. (2012). 5 ways the Affordable Care Act
could change nursing. Retrieved from http://www.emergingrnleader.com/5-ways-the-affortable-care-act-could-change-nursing/; and Tri Council for
Nursing. (2017). The essential role of the registered nurse and integration of community health workers into community team-based care. Retrieved from http://
tricouncilfornursing.org/documents/2017-TriCouncil-Community-Based-Statement.pdf

envision, create, or actively lead and participate in the
redesign of new or revolutionary models of health care
delivery systems (Table 5.1) and to advocate for policy
change (National Academies of Sciences, Engineering,
and Medicine, 2015).

Increasing Global Violence, Threat of
Violence, and Natural Disasters

It has been more than 15 years since hijacked airplanes
hit the World Trade Center towers in New York and
the Pentagon near Washington, DC, with a fourth
plane crashing in rural Pennsylvania. The rising threat
of global terrorism along with the emergence of new
infectious diseases like Ebola (2014) and the after-
math of natural disasters such as Hurricanes Harvey
and Irma (2017) and Katrina (2005), the Oklahoma
tornado (2013), the tsunami that struck Japan (2011),
and the earthquake in Haiti (2010) have changed our

nation and the world. In response to these and other
events, the nation, health care systems, and universi-
ties have focused on developing and implementing
disaster-preparedness strategies, education, and drills
to prepare for unpredictable and diverse catastrophic
events (Springer, 2018).

The biggest proportion of the health workforce
is composed of nurses who are ideally positioned to
respond to and serve as essential caregivers during a
disaster (Nash, 2015). Nurses, regardless of their work-
place setting “should play a part in disaster prepared-
ness activities in their organization and know their role
in response” (Springer, 2018, p. 236). Historically, little
time has been devoted to teaching disaster content at
every level of nursing education, faculty have lacked
preparation to teach disaster preparedness content,
and practicing nurses face similar learning deficits
despite the daily occurrence of disasters throughout
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the world that pose severe threats to the health of in-
dividuals and the public (World Health Organization
and International Council of Nurses, 2009). Therefore
it is imperative for nurse educators to ensure curri-
cula is updated to reflect disaster nursing knowledge,
skill, and judgment so that nurse graduates are pre-
pared with leadership skills and the ability to respond
to disasters, work interprofessionally, and function as
a member of the disaster relief team. Educators must
also prepare graduates who can fully participate in the
creation of emergency response systems, work within
the public health infrastructures characterized by
communitywide collaboration and communication,
and take their rightful place at the public policy table.
Nurses must also possess clinical knowledge related
to biological agents and skills to manage and support
surviving individuals, families, and communities ex-
periencing the psychosocial effects in the aftermath
of disaster events (Norman & Weiner, 2011; Warsini,
West, Mills, & Usher, 2014).

In 2009 the International Council of Nurses
Framework for Disaster Nursing Competencies pro-
posed educational competencies aimed at preparing
the generalist nurse for all aspects of disaster nursing.
These competencies are organized under the four areas
of mitigation/prevention, preparedness, response, and
recovery and rehabilitation. In addition, 10 domains, in-
cluding risk reduction, policy development, communi-
cation, and ethical practice, were identified within these
four areas. The ANA’s (2017b) issue brief Who Will Be
There? Ethics, the Law, and a Nurses Duty to Respond in
a Disaster also identified need for nursing curricula to
address nurses’ ethical and legal duty to respond in a di-
saster and how to personally prepare for a disaster. This
and the Centers for Disease Control and Prevention
website (https://www.emergency.cdc.gov/) are useful
resources related to responding to a disaster along with
emergency and personal preparedness. Nurse educators
can also access the entire ICN Framework document at
http://www.wpro.who.int/hrh/documents/icn_frame-
work.pdf?ua=1

Changing US Population Demographics

The US population continues to age and grow more
racially and ethnically diverse. By 2030 it is estimated
people age 65 and older will represent almost 21% of
the total US population. “While the older population

will increase among all racial and ethnic groups, the
older Hispanic population is projected to grow the
fastest” (Federal Interagency Forum on Aging-Related
Statistics [FIFARS], 2016, p. 4). More than half of the
population age 85 and older are women. The number
of men in this same age group and who are veterans
has significantly increased (FIFARS, 2016).

These demographic changes increase the likelihood
that nurses and other health care providers will en-
counter growing numbers of older and diverse adults
who are better educated than prior generations, suf-
fer from a variety of chronic health conditions, and
face increased health care costs. Aging “boomers,”
including veterans, will enter assisted living or long-
term care facilities or be cared for by their families and
communities (FIFARS, 2016). Initiatives such as those
of the Hartford Institute for Geriatric Nursing (http://
hartfordign.org/) provide nurse educators with excel-
lent examples of how to incorporate best practices and
other resources to improve the quality of health care of
older adults.

End-of-life issues also loom large for the US geri-
atric population and nursing profession. In 2000, the
Robert Wood Johnson Foundation initially funded
the End-of-Life Nursing Education Consortium
(ELNEC), which continues today through a partner-
ship between the American Association of Colleges
of Nursing (AACN) and the City of Hope National
Medical Center. This consortium project is a national
education initiative dedicated to educating nurses in
the delivery of excellent palliative care. To date more
than 21,500 nurses and other health care profession-
als, from all 50 US states and 91 countries, have re-
ceived ELNEC training and are using this innovative
strategy to equip the nursing workforce with needed
palliative care-related skills and knowledge. In an ef-
fort to improve palliative care for American veterans,
the ELNEC For Veterans curriculum was developed to
meet the unique needs of nurses caring for those with
life-limiting illness (American Association of Colleges
of Nursing [AACN], 2016).

Another important demographic change is the
diversification of the US population. It is estimated
that by 2044, “..more than half of all Americans are
projected to belong to a minority group (any group
other than non-Hispanic White alone)...” (Colby &
Ortman, 2015, para 1).
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The changing composition of America has turned
this country into a microcosm of the world’s peoples.
In response, the nursing profession has long recog-
nized the challenges this increasing diversity creates to
the provision of high-quality nursing care. For the past
several years, cultural sensitivity has been an essential
curricular component of baccalaureate, and graduate
nursing education (AACN, 2008, 2011, 2006). In 2017,
the AACN affirmed its commitment serve as a “prime
advocate to advance diversity as part of its 2017-2018
Federal Policy Agenda and 2017-2018 Strategic plan”
(AACN, 2017, para 1.).

Between 2014 and 2015, almost 30% of all bac-
calaureate and graduate nursing students were from
diverse backgrounds (AACN, 2015). Recent US
Census data indicate that newer and younger co-
horts of nurses entering the nursing profession have
changed the distribution of registered nurses in terms
of gender, race, and ethnic background. As a result,
dominance of white female nurses is slowly fall-
ing among male and African American, Asian, and
Hispanic nurses in every age group younger than 70.
Although data indicate an increasing male presence
among nurses overall and in each of these same three
racial/ethnic background groups, men continue to be
underrepresented in US nursing programs (AACN,
2015; McMenamin, 2015).

Therefore schools of nursing should continue their
efforts to create and initiate strategies aimed at attract-
ing, recruiting, and retaining increasing numbers of
students and faculty from diverse backgrounds. Doing
so infuses nursing curriculum with alternative per-
spectives and helps establish a nursing workforce that
is diverse and equipped to serve a cultural and racially
diverse patient population, which is essential to meet
the nation’s health care needs and reduce health care
disparities and feelings of exclusion from the health
care system (AACN, 2015).

Whether the demographic shifts include age, diver-
sity, or gender, there are implications for health and the
resources needed to promote health. Regardless of the
venue in which a culturally diverse and aging popu-
lation receives care, issues surrounding diversity and
geriatric health require educators to prepare nurses to
promote culturally sensitive health and self-care, pre-
vent disease and disability in an aging population, and
provide opportunities to develop political advocacy

skills needed to influence public policy decisions re-
lated to the allocation of resources toward health and
human needs. The responsibility to prepare future
nurses in this manner is in keeping with a vision for
quality health care explicated by the IOM’s (2011) re-
port The Future of Nursing: Leading Change, Advancing
Health, which includes discussion of accessible health
care for diverse populations, disease prevention, pro-
motion of wellness, and provision of compassionate
care across the lifespan. Additionally, preparation of
tomorrow’s nursing practitioners requires attention
to all demographic revolutions of both developed and
developing areas of the globe, including patterns of
growth, migration, and ethnic or racial composition.

Technology continues to advance and transform
the world at warp speed and has greatly affected health
care and nursing practice. Nursing education must
incorporate skills and competencies related to health
care technology into the curriculum to stay up to date
with current practice demands. In particular, curricu-
lum should be designed to prepare nursing students
with the leadership skills they will need to respond ap-
propriately to emerging technologies. For example, na-
tionwide adoption and use of electronic health record
(EHR) systems has required nurses, educators, and
students to “use, navigate, and accurately document
in the EHR” (Winstanley, 2014, p. 62). The American
Recovery and Reinvestment Act of 2009, which en-
compassed the Health Information Technology for
Economic and Clinical Health Act (HITECH), helped
accelerate the adoption of standardized EHRs and
the meaningful use of health information technology
as a means to capture clinical information that could
be used to improve health outcomes and lower health
care costs (Jones & Fulton, 2018).

Further examples of emerging health care tech-
nologies that affect nursing practice include the use
of telehealth to deliver care from a distance, e-health
tools and resources that engage patients in their health
care, social media networks that provide patient sup-
port sites, and clinical decision support systems
(Jones & Fulton, 2018). Jones and Fulton recommend
that nurse educators develop curricula that incorpo-
rate health information technology competencies so
that graduates are computer and information literate
and capable of applying this knowledge to the man-
agement of patient care. As nursing practice becomes
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increasingly more high tech and digitalized, it be-
comes incumbent upon nurse educators to prepare
nursing students with skills and ability needed to re-
spond appropriately to emerging and other technolo-
gies. Nurse educators must continue to incorporate
concepts related to health information technology
into the curriculum and develop teaching strategies
requiring students to access, document, collect, and
retrieve health care data and other information from
electronic sources such as the EHR. As technology
becomes embedded in nursing curricula and health
care systems become increasingly automated and digi-
tized, nurse educators and practitioners must remain
mindful of the need to balance the essence of caring
and nursing presence at the bedside.

Technological advancements have also greatly af-
fected ways in which nursing education is delivered.
For example, greater numbers of nursing programs
have found that e-learning, simulation, and mobile de-
vices offer much potential for nursing education, and
web-enhanced or online learning provides opportunity
for practicing nurses to pursue educational programs
at times convenient for learners (IOM, 2011; Murray,
McCallum, & Petrosino, 2014). As a result, technology
allows for educational mobility, provides 24/7 access
to education and knowledge, enhances opportunities
for teaching and learning or career advancement, and
contributes to the availability of a qualified nursing
workforce (IOM, 2011). See Chapter 22 for a discus-
sion of online learning.

Technology is also responsible, in part, for how ed-
ucators have changed their approach to learning in the
face-to-face classroom. Educators increasingly are us-
ing the “flipped classroom” model to integrate the use
of online resources with face-to-face class meetings as
a way to teach foundational or knowledge-based con-
tent before a a face-to-face class meeting. Along with
the incorporation of the flipped classroom, the nurs-
ing curriculum should take into account how students
and educators will engage with and use other available
technologies to facilitate the teaching-learning pro-
cess. Chapter 16 discusses active teaching strategies
and how to engage students in the learning process.
Simulation is an example of another instructional
strategy that has become increasingly sophisticated
thanks to technological advances (see Chapter 19). The
advent and use of medium or high-fidelity manikins

and digital recording capabilities have turned simula-
tion centers into learning environments demanding
high levels of technical expertise, created ability to au-
thentically simulate real-world nursing practice, and
allowed students to learn and practice in a safe envi-
ronment. Simulation, along with the use of mobile de-
vices such as smartphones or tablets, teaches students
real-life skills and prepares them for nursing practice
in authentic settings (IOM, 2011; Wolters Kluwer
Health, 2014). Additionally, schools of nursing are in-
creasingly incorporating use of virtual-world reality
platforms into the curriculum. Virtual-world reality
can also be used to authentically simulate real-world,
interactive classroom and clinical nursing settings in
which students can assess, intervene, and respond to
changes in a patient’s condition.

Increasing Globalization and Global Health

Our world continues to becoming more global.
Globalization refers to “a process of interaction and
integration among people, companies, and govern-
ments of different nations” (Levin Institute, 2016,
para. 1). This process, driven by international trade,
investment, and information technology, affects envi-
ronment, culture, political systems, economic develop-
ment, prosperity, health, and the well-being of people
around the globe (Levin Institute, 2016). As a result,
national boundaries have become less relevant in an
era of instantaneous telecommunications, free trade,
and multinational corporations. In contrast, global
health focuses on protecting the entire globe against
health threats and delivery of “essential and cost effec-
tive public health and clinical services to the world’s
population” (DeCock, Simone, Davison, & Slutsker,
2013, para 6).

The consequences of globalization are significant,
depending in part on a countrys state of develop-
ment, and have both a positive and negative effect on
global health. In the positive sense, globalization has
resulted in new opportunities for international trade
and investment. Proponents of globalization believe it
allows for the improved economic status of poor coun-
tries and their citizens, thus raising their standards of
living (Levin Institute, 2016). It has also created an
interconnected workforce, including nursing, which
“crosses international boundaries, systems, structures,
and processes to provide care to and improve the
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health outcomes of people around the world” (Jones
& Sherwood, 2014, p. 60). Another positive and
emerging health outcome of globalization is related
to the unprecedented spread of mobile technologies
such as mobile phones, patient monitoring devices,
personal digital assistants, and other wireless devices
that are being used to strengthen health systems and
achieve health-related goals. In particular, the smart-
phone and its corresponding medical applications are
an example of how mobile technology has transformed
the way health information and services are retrieved,
delivered, and managed. All of this is made possible by
the infiltration of mobile phone networks into a mul-
titude of low- and middle-income countries, resulting
in greater than 95% of the world’s population living in
an area covered by a basic 2G mobile-cellular network
(Istepanian, 2014).

However, advances in globalization have also
served to affect health negatively. For example, adop-
tion of unhealthy Western habits and lifestyles has
resulted in increased obesity and chronic disease.
Additionally, “in today’s interconnected world, dis-
ease can spread from an isolated, rural village to any
major city in as little as 36 hours” (Centers for Disease
Control and Prevention, 2017). Globalization has pos-
itively increased the mobility of the nursing workforce
within and between states, provinces, or countries.
However, increased mobility secondary to poor work-
ing or living conditions in a nurse’s home country, for
example, can decrease the local supply of the nurses
and thus negatively affect health of the country or re-
gion (Jones & Sherwood, 2014).

Globalization presents a challenge and ethical
responsibility for educators to design and imple-
ment curricula that will introduce students to the
tenets of a global society and global health and pre-
pare competent caregivers within a global society
(MacNeil & Ryan, 2013). To this end, didactic and
clinical teaching and learning strategies should be
aimed at developing knowledge, skills, and attitudes
nurses need to “identify and influence social, politi-
cal, and economic determinates of health for mar-
ginalized populations” (Peluso, Hafler, Sipsma, &
Cherlin, 2014, p. 371).

In addition, nurses must gain an understanding
about the realities of a market-driven or demand-driven

health care system based increasingly on a global econ-
omy. It is also important for nurses to understand health
care as a significant industry whose profit margins,
stock prices, and bottom lines influence salaries and
employment opportunities. Nurses best prepared for
changes resulting from economic forces understand the
significance of globalization and the global economy.
And finally, nurses need to understand how globaliza-
tion influences transmission and treatment of disease,
thus affecting their nursing practice. See Chapter 13 for
additional information related to global health.

Intensifying Environmental Challenges

Just as currency more readily crosses borders, so can
environmental and epidemiological hazards. Besides
health issues across the globe, there are growing envi-
ronmental concerns regarding sustainable development,
energy availability, pollution-free water, and climate
change, to name a few.

Increasingly, Americans are becoming aware that
the threats to public health and life are found in the
frailty of our earth and our delicate interdependence.
Therefore it is important for nurses to be aware of
how the environment affects health. Nursing curri-
cula should address environmental health content
and competencies and what constitutes environmen-
tally responsible clinical practice. Additionally, cur-
ricula should encourage and prepare nurses to factor
environmental issues into the web of disease cau-
sation and to intervene to improve environmental
health. The implications of climate change provide
an excellent platform for students to discuss the eth-
ics of protecting the environment and ways to con-
serve resources and make educated choices among
products that are environmentally friendly. Excellent
environmental health resources are available on the
ANA website (http://nursingworld.org/rnnoharm/)
and the Alliance of Nurses for Healthy Environments
website (http://www.envirn.org/).

ISSUES IN HIGHER EDUCATION

Institutions of higher education sit at an interesting
juncture of at least two global themes: the technological
explosion and globalization. As learning, knowledge,
and skills become the primary resources of a country,
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the public and private financing of quality higher
education becomes more challenging. Colleges and
universities continue to be faced with technological
advances, shrinking state resources, changing immi-
gration policies, decreasing enrollment, increasing
legislative interference, and globalization of curricula.
Therefore issues of affordability, access, accountability,
and internationalization continue to be key issues fac-
ing higher education. Each issue affects the other, as
affordability determines access, and as public concerns
related to these issues mount, there are increasing calls
for accountability. These challenges must be met in the
face of shrinking public higher education budgets.

Institutions of higher education recently have faced
a resurgence of campus unrest. College students across
the United States are protesting issues of “racism, gen-
der bias, and other forms of noninclusion on their cam-
puses” (Basinger, 2016, para 5). Violence and campus
safety are other issues that institutions are determining
how best to address and maintain a safe campus. Nurse
educators must meet these challenges by ensuring
learning environments are safe, respectful, and inclu-
sive of all students.

Affordability

Concerns related to the affordability of a college edu-
cation, noted as early as 1947, persist today as the cost
of a higher education continues to rise. Since 2010,
the net price students actually pay for their educa-
tion has risen, increasing costs have outpaced income
growth, and financial aid has failed to keep pace with
rising costs (CollegeBoard, 2016). Although the rapid
growth in the cost of a higher education noted dur-
ing the Great Recession has subsided, the “rate of in-
crease in tuition and fees continues to exceed inflation”
(CollegeBoard, 2016, p. 3). Today’s college students
are poised to amass sizable debt as evidenced by the
$37,172 in student loan debt incurred by the graduat-
ing class of 2016 (Godfrey, 2018). Collectively, these
factors fuel a growing concern about the affordability
of a college education.

Current evidence supports that investment in higher
education exceeds the cost of that education in the long
run. For example, for most people, higher education is
associated with a secure lifestyle, significantly increased
likelihood of employment, stable careers, and positive

financial earnings. It is also associated with a healthier,
more satisfying life and active participation in civic ac-
tivities (Baum, Ma, & Payea, 2013).

In contrast, students who emerge from college with
student debt have lower net worth, greater financial
difficulties, social and economic disadvantages, and a
higher likelihood of hardship than those who do not
finance their degree. These differences between stu-
dents leaving college with and without student loan
debt are particularly concerning, given in recent years
the cost of higher education has shifted to students and
their families, especially those with low to moderate
incomes (Despard et al., 2016).

Financing for higher education is available from
both the state and federal levels. Historically, states
have provided a greater amount of assistance to post-
secondary institutions and students. Funding from the
federal government has emerged recently as the main
source of public support for higher education, primar-
ily due the surge in the Pell Grant Program, which
is a need-based student financial aid program (Pew
Charitable Trust, 2015; Woodhouse, 2015).

Because of societal concern for a living wage, the
financing of higher education becomes a crucial pub-
lic policy debate. For example, federal policy makers
must decide whether to increase the Pell Grant award
to keep pace with inflation or to freeze at its current
level, while state policy makers must decide whether
to restore funding after recession-driven cuts. Other
policy decisions to consider include a new or differ-
ent way to ensure student access to higher education,
more coordination, or other funding mechanisms
(Pew Charitable Trust, 2015). Within the public pol-
icy debate, the academy should prepare persuasive
arguments for the merits of education beyond salary,
society’s obligation to invest in human infrastructure,
and the importance of public commitment to higher
education. The specific charge for schools of nursing
is to articulate the cost-effective contribution that
nursing makes to the improvement of the health of
the nation.

Access

Another issue with historical roots that persists to-
day is access to higher education. The issue of access—
regardless of gender, race, ethnic background, disability,
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or immigration status—is important considering soci-
ety’s transformation from an industrial economy to an
information-based, global economy. Historically, women
and other ethnic and racial groups have been a minority
of the student population enrolled in institutions of higher
education. More women than men continue to enroll in
college, especially among Hispanics and blacks (Lopez
& Gonzalez-Barrera, 2014). Since 1996 there has been
a surge in college enrollment among all racial and eth-
nic groups, with Hispanics making big enrollment gains
among both 2- and 4-year schools. Despite this increase
in college enrollment, Hispanics accounted for only 9%
of adults age 25 to 29 graduating with a bachelor’s degree
in 2012. During this same time, 69% of whites, 11% of
Asians, and 9% of black young adults earned a bachelor’s
degree (Krogstad & Fry, 2014).

One group of people living in the United States who
have great difficulty accessing institutions of higher
education are the thousands of undocumented gradu-
ates from American high schools. Access to a college
education for undocumented high school graduates
is limited because they are denied access to all forms
of financial aid. Additionally, undocumented students
must pay higher tuition to attend a public college or uni-
versity in their home state versus the lower in-state tu-
ition rate. The Deferred Action for Childhood Arrivals
(DACA) policy provided temporary legal presence for
certain undocumented immigrants. DACA classifica-
tion made college affordable by allowing students to
access in-state tuition rates. In recent years, proposed
immigration policy changes at the level of the federal
government have complicated this issue for these stu-
dents, and higher education institutions will need to
consider how to respond to any changes that are made
to DACA. Since 2001, there have been multiple at-
tempts in the US Congress to pass the Development,
Relief, and Education for Alien Minors (DREAM) Act
to provide a pathway to legal status for undocumented
youth who arrived in the United States as children,
but such legislation has not yet become federal law
(AASCU Government Relations, 2017).

The ability of all Americans to take advantage of the
multiple benefits and opportunities that higher educa-
tion affords requires public policies and political will
that support access and higher education institutions
that make those opportunities real. As administrators
of nursing schools pursue robust enrollments of di-

verse and talented students, affordability and access
are crucial considerations for the profession to develop
a diverse nursing workforce.

Accountability

Worldwide, governments and the taxpaying public are
questioning the allocation of scarce public resources.
The concept of high-quality, affordable public educa-
tion is threatened by the competition for funding of
other public needs. This, along with rising fear about
the deterioration of the US higher education system,
low completion rates, and poor preparation of a work-
force ready and able to compete in a global market-
place, led to the formation of the Spelling Commission
in 2005. The purpose of this commission was to rec-
ommend a national strategy for postsecondary educa-
tion reform (U.S. Department of Education, 2006).

Several forces prompt this increased accountabil-
ity for higher education. In times of cost cutting and
corporate downsizing, business and private sector
management looks to education, and its products, for
competitive strategies. Also, drastic state budget cuts
have caused policy makers and taxpayers to require
justification for higher education funding. Legislatures
have tended to disallow tuition hikes and request in-
ternal moves toward efficiency. Additionally, institu-
tions receiving public funding remain accountable to
the public. In recent years, there have also been some
high-profile cases of for-profit higher education insti-
tutions that have come under financial scrutiny by the
federal government and ultimately closed, creating un-
told financial hardship for their students.

Each of these forces promotes increased public
scrutiny and higher expectations.

Accountability therefore becomes a multidirec-
tional force with multiple stakeholders. Institutions
of higher education depend on the government for
funding and are therefore highly accountable to the
public for academic productivity and fiscal prudence.
Governments, in response to their perceived ac-
countability to the public, act to regulate and reform
higher education. Schools of nursing are accountable
to state legislatures, Congress, and the public regard-
ing the workforce preparation of adequate numbers
of competent nurses. This accountability includes in-
corporation of and adherence to regulations set forth
by state boards of nursing, accrediting bodies, and



5 FORCES AND ISSUES INFLUENCING CURRICULUM DEVELOPMENT 93

others who set standards for prelicensure and gradu-
ate nursing education. Clearly accountability contin-
ues to be a significant theme in higher education.

Campus Activism

In addition to issues related to finances, institutions
of higher education have experienced a rise in cam-
pus activism in response to a number of social issues
including discrimination, inclusivity, safe campus en-
vironments, and the right to free speech. In 2016, 15%
of all the complaints received by the Office for Civil
Rights of the U.S. Department of Education were re-
lated to race or national origin discrimination at col-
leges and universities (U.S. Department of Education,
Office for Civil Rights, 2016a). This, along with the
rise in campus unrest spreading across US colleges and
universities, requires administrators and educators to
end practices and replace policies that discriminate
against or exclude people based on race, ethnicity, or
sexual orientation. Additionally, it is incumbent upon
institutions of higher education to assume a no toler-
ance stance toward racism exhibited by administrators,
faculty, staff, or students. Institutions must continue
to consider student support services and policies that
support inclusivity and create safe campus environ-
ments for all.

Internationalization

Internationalization is a strategy that allows institu-
tions of higher education to capitalize on global fiscal
and knowledge economies and enhance educational
outcomes of their graduates. Technology advance-
ments, including the emergence of mobile learning, al-
lows for portability of faculty, students, and knowledge
(Currie et al., 2014). Data from the American Council
on Education’s (2017) Mapping Survey, which is con-
ducted every 5 years, revealed that “internationaliza-
tion continues to gain momentum among U.S. colleges
and universities” (p. 5). In 2017, an executive order
temporarily banned immigration from many Muslim-
majority countries into the United States, leaving uni-
versities grappling with how their institutions will be
affected. Iran, one country included on the “banned”
list, sent more than 12,000 students to study in the
United States during the 2015 to 2016 academic year.
Fear that prospective students will not be allowed
into the country to study and that currently enrolled

students and faculty from banned countries will not
be allowed back into the United States if they leave
has created concern for universities across the country
(Deruy, 2017). See Chapter 13 for a further discussion
on internationalization.

ISSUES SPECIFIC TO THE NURSING
PROFESSION

This chapter began by looking through the lens of the
broad socioeconomic and sociopolitical issues that
shape the world and the United States and influence
contemporary life. This section focuses the lens more
specifically on the nursing profession and highlights
issues of particular consideration within the profes-
sion. Included are the context of nursing care delivery,
advance nursing practice, and competencies needed
for contemporary nursing practice.

Context of Nursing Care Delivery

The nursing profession influences and is influenced
by the health care delivery system, which provides a
context for nursing services. The American Hospital
Associations 2018 Environmental Scan provides in-
sight into several driving forces affecting health care
and professional nurses. These forces include “advances
in science, technology and information management;
new models of care; and the growth of chronic condi-
tions” (AHA, 2017, p. 24) and are discussed in rela-
tion to four categories titled science and technology,
community-based nursing care, quality and safety, and
the nursing and health care workforce.

Science and Technology

The way nursing is practiced is changing, as science,
current and emerging technology, and information
management continues to revolutionize the health
care possibilities at the point of care and within the
academic community. The IOM’s (2011) The Future
of Nursing report suggests that nurses will be sum-
moned to fill expanding roles, master technological
tools and information systems, and collaborate and
coordinate care across teams of health professionals.
Emerging technologies poised to transform nursing
practice include: (1) genetics and genomics, (2) less in-
vasive and more accurate tools for diagnosis and treat-
ment, (3) 3-D printing, (4) robotics, (5) biometrics,
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(6) electronic health records, and (7) computer-
ized physician/provider order entry (Huston, 2013).
Genetic testing is currently being used for many rea-
sons, including identification of gene mutations that
may increase risk of developing specific diseases,
determining carrier status, and screening newborns
(American Cancer Society, 2017). Future applications
of genetics and genomics will transform the health
care system even further.

Less invasive and more accurate tools for diagnos-
tics and treatment will also change nursing practice
in the future. Some examples include tattoos that can
monitor blood glucose without a finger prick, the use
of magnets to treat major depression, and improve-
ment in scanning technologies such that the images
of soft and hard tissues produced will be clear enough
to almost eliminate exploratory surgery and invasive
procedures.

Other emerging technologies that will change nurs-
ing practice and education include 3-D printing, which
transforms the body into a system of interchangeable
parts and the use of robots as couriers who can find
and deliver medications and supplies. In the future, ro-
bots may serve as direct service providers. Biometrics,
which involves identifying people through physical
characteristics like fingerprints, retinal scans, and dy-
namic signatures has evolved secondary to a need to
protect patient confidentiality and secure patient data.
Electronic health records have digitized and central-
ized a patient’s health history and computerized physi-
cian/provider order entry to reduce errors caused by
inaccurately transcribed orders (Huston, 2013). In to-
day’s health care environment, information technology
is “a critical piece of support to both track and improve
patient and organizational outcomes” (Kleib, Simpson,
& Rhodes, 2016, para. 1).

Nurse leaders must be aware of how emerging
technologies and informatics affect nursing practice
so they can proactively create nursing curricula and
other leadership development and educational pro-
grams needed to ensure new and practicing nurses
possess competencies necessary to practice safely in
a highly technical work environment. It is incumbent
upon nursing, as a profession, to be at forefront in
planning and preparing for the challenges that have
and will emerge as science and technology continue
to evolve.

Community-Based Nursing Care

The ability to effectively manage care of patients
with chronic and behavioral health issues is criti-
cal to containing health care spending in the United
States. It is anticipated that 54.9 million Americans
will have diabetes in the year 2030, at a cost of more
than $622 billion. Currently, one in five adults ex-
periences mental illness each year, with serious
mental illness costing $193.2 billion in lost earnings
annually (AHA, 2017). In addition, “the misuse of
and addiction to opioids—including prescription
pain relievers, heroin, and synthetic opioids such
as fentanyl—is a serious national crisis” (National
Institute on Drug Abuse, 2018, para. 1). In 2016 the
economic cost of the opioid crisis reached $504 bil-
lion (Council of Economic Advisers, 2017).

As the numbers of those who suffer from these
and other chronic conditions increase along with the
numbers of Americans seeking access to health care
with increasing numbers of Americans with access
to health care, secondary to passage of the PPACA in
2010, the need for nurses to educate and care for them
increases. This, along with shifting of health care away
from acute, hospital-based care toward a community-
based approach to care, accelerates the need for out-
patient and community services (Lathrop & Hodnicki,
2014; Mancino & Feeg, 2014). This new direction
in how health care is delivered is timely given that
community-based home health programs have been
shown to provide cost-effective health care to adults
with chronic diseases and decrease health care use
and positively affect quality of life (Vandiver, Anders,
Boston, Bowers, & Hall, 2018).

As the venue in which health care is delivered
continues to move toward a community-based ap-
proach, nurses must be prepared to coordinate col-
laborative interdisciplinary community-based care,
act as primary care providers, and practice to the full
extent of their education and training (IOM, 2011).
As a result, schools of nursing must restructure their
curricula and move away from their traditional fo-
cus on acute and chronic hospital-based instruction
to one that includes a team-focused, community-
based practice. Innovative nurse educators will re-
spond to the shift in health care venues by building
collaborative relationships with patient-centered
medical homes and nurse-managed health clinics to
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provide nursing students with clinical experiences
that demonstrate the principles of community care,
leadership, and client care in community settings
(IOM, 2011). In addition, educators should seek to
develop partnerships between academia and health
care organizations, government entities, or founda-
tions. These academic/practice partnerships, as they
are known, are important to “creating and sustaining
progressive education and practice” (Rader, Engberg,
& Dunbar-Jacob, 2017, p. 285). Effective academic/
practice partnerships create systems that prepare fu-
ture nurses for practice, foster educational and career
advancement for nurses, and provide a mechanism
for life-long learning. (AACN, 2012).

Quality of Care and Patient Safety

Despite years of focus on improving the health care
system and patient care, a need still exists to improve
patient safety and the provision of quality care to all
patients. Although the quality of care has improved
steadily during the past decade, further improve-
ment continues to lag. In 2011 the IOM published
recommendations that patients and their families
should have access to information regarding a hospi-
tal’s performance on safety, evidence-based practice,
and patient satisfaction. This, along with increasing
reporting requirements, has challenged health care
organizations to collect the most accurate data pos-
sible and then improve patient care based on that
data. More recently, the Centers for Medicare and
Medicaid Services (CMS, 2017) has launched several
value-based programs that reward health care organi-
zations and providers with incentive payments when
they provide quality care to people with Medicare.
Hospital Acquired Conditions is one of CMS’ four
original value-based programs that encourages hos-
pitals to improve patient safety by reducing the num-
ber of hospital acquired conditions. This value-based
program alone saves Medicare about $350 million
annually.

Given the call to action from several authorities,
including the National Academy of Medicine (for-
merly known as the IOM), the Robert Wood Johnson
Foundation, and the Agency for Healthcare Research
and Quality, and recognizing the key role nurses
play in protecting patient safety and providing qual-
ity health care, there exists a need to better prepare

today’s nurses for professional practice. Teaching
strategies and concrete examples of learning activities
that nurse educators can use to teach quality and safety
competencies can be found at the Quality and Safety
Education for Nurses (QSEN) website at http://gsen.
org/competencies/.

Additionally, educators should assist students to
understand the proactive steps that the nursing pro-
fession is taking within the changing health care en-
vironment to define nursing practice and educate the
public on nursing’s role in quality care. The mission of
the American Nurses Credentialing Center (ANCC,
n.d., para 1) is to “promote excellence in nursing
and health care globally through credentialing pro-
grams” ANCC credentialing programs certify and
recognize individual nurses in specialty practice ar-
eas, recognize health care organizations that promote
nursing excellence and quality patient outcomes, and
accredit health care organizations that provide and
approve continuing nursing education. Two of the
ANCC’s most prominent programs are the Pathway
to Excellence Program, which recognizes a health
care organization’s commitment to creating a posi-
tive nursing practice environment, and the Magnet
Recognition Program. Health care organizations
achieving Magnet recognition have demonstrated su-
perior nursing practices and quality patient outcomes
(ANCC, n.d.).

THE NURSING AND HEALTH CARE
WORKFORCE

Human capital continues to significantly affect the
health care industry secondary to the supply and de-
mand for nurses and physicians. Currently, there ex-
ists an inequitable distribution of nurses in the United
States, which has created a greater problem across
the 50 states than at the national level. It is projected
by the year 2030 that each state’s supply and demand
for RNs will range from a shortage in California to
a surplus in Florida (U.S. Department of Health and
Human Services, Health Resources and Services
Administration, National Center for Health Workforce
Analysis, 2017). The supply of primary care nurse
practitioners (NPs) and physician assistants (PAs) is
projected to increase in 2020. However, demand for
NPs and PAs is anticipated to rise as these practitioners
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are increasingly used to provide primary care services.
Factors affecting the future supply and demand for
both nurses and physicians include the aging US pop-
ulation, population growth, and economic conditions,
expansion of health insurance coverage under the
PPACA, and changes in health care reimbursement
(US. Department of Health and Human Services,
Health Resources and Services Administration,
National Center for Health Workforce Analysis, 2017).

Retention of satisfied employees will be the goal of
viable health care organizations given the need and
demand for nurses and other health care providers.
In particular, ability to retain new nurse graduates
is important given that they account for the greatest
number of nurses entering and exiting the profession
(Van Camp & Chappy, 2017). Retention of new grad-
uates begins through delivery of nursing curriculum
designed to provide the academic foundation and
practical skills needed to work in the real world en-
vironment and “across existing and emerging settings
with changing health care needs” (Health Workforce
Australia, 2014, p. 2). In addition, health care orga-
nizations must clearly explicate role expectations of
new nurse graduate and recognize their need for sup-
port and mentoring. Many health care organization
have implemented nurse residency programs (NRPs)
as a way to reduce new graduate nurse turnover, and
many new nurse graduates seek out such programs
to ease their transition into practice (Van Camp &
Chappy, 2017).

Creation of positive workplace environments is also
crucial for retaining new and experienced nurses in the
workforce (Health Workforce Australia, 2014; Hunt,
2015). In 2016 the American Association of Critical
Care Nurses affirmed six essential standards for estab-
lishing and maintaining healthy work environments:
(1) skilled communication, (2) true collaboration, (3)
effective decision making, (4) appropriate staffing, (5)
meaningful recognition, and (6) authentic leadership.
Nurse educators and health care organizations would
do well to adopt these standards into their curriculum
and clinical workplaces.

In conclusion, future nurses will need a solid un-
derstanding of science and be proficient in the use
technology. Future practitioners must also be pre-
pared to coordinate collaborative interdisciplinary

community-based care, provide quality and safe care,
and advocate for health workplace environments.

Graduate Nursing Education

In the past 15 years, two graduate degrees—the clinical
nurse leader (CNL) and the doctor of nursing practice
(DNP)—have been created and implemented within
the profession. These two degrees provide an example
of efforts within the profession to create roles to meet
changing societal needs for health care. Prepared at
the master’s level, CNLs function as leaders across all
health care settings, assume accountability for patient-
care outcomes, and provide and manage care of indi-
vidual patients and cohorts (AACN, 2013). The revised
CNL competencies provide a curriculum framework
and clinical/practice expectation for CNL programs
(AACN, 2013). Collectively these three components
provide a blueprint for nurse educators charged with
designing and implementing a master’s or postmaster’s
CNL program of study.

In 2004, AACN members adopted the position
that the DNP degree was most appropriate for ad-
vanced practice registered nurses (APRNs) entering
practice. Additionally, members approved the transi-
tion of APRN master’s programs to the DNP by 2015
(Auerbach et al., 2015). In response to this endorse-
ment and support of the clinical doctorate degree,
schools of nursing nationwide now offer DNP pro-
grams of study and report sizeable and competitive
student enrollment in response to the demand for
DNP-prepared nurses (AACN, 2017). The Essentials
of Doctoral Education for Advanced Nursing Practice
details curricular elements and competencies to be
incorporated in all DNP programs of study (AACN,
2006). Chapter 9 discusses graduate nursing programs
in more depth.

Another issue affecting nursing care delivery is
related to professional standards for APRNs. The
Consensus Model for APRN Regulation: Licensure,
Accreditation, Certification, and Education was intro-
duced and endorsed by 48 professional nursing and
other organizations (2008) in an effort to adopt unifor-
mity in the regulation of APRN roles, such as certified
registered nurse anesthetists and midwives, clinical
nurse specialists, and certified nurse practitioners.
To date, 13 states, Guam, and the Northern Mariana
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Islands have fully implanted the Consensus Model
(Consensus Model, 2008; National Council of State
Boards of Nursing, n.d.).

Competencies for Contemporary Nursing
Practice

Nurses, as the largest group of health care profession-
als, require leadership skills to influence health care
delivery, reform, and policy. The ability to lead and in-
fluence change is an essential nursing skill. Nurses and
educators can use several models of leadership to in-
form and guide curriculum and practice, including the
transformational leadership model. The four core com-
ponents of this model (individualized consideration,
intellectual stimulation, inspirational motivation, and
idealized influence) relay how important it is for nurse
leaders to motivate those they lead to achieve a shared
vision and make positive contributions to a climate of
safety (Merrill, 2015; Qarani, 2017). Nurses who pos-
sess transformational leadership competencies are well
poised to improve the quality and safety of patient care
and enhance career satisfaction (Fischer, 2017).
Several organizations have developed leadership
competencies that are useful to the work of organi-
zations, nurses, and educators. For example, for the
past 40 years, the American Organization of Nurse
Executives (AONE, 2015) has provided leadership,
promoted nursing leadership excellence, and pro-
vided nurse leader education programs that pre-
pare nurses for various leadership roles. In 2015
this national nursing organization published com-
petencies for nurse executives that can be used as a
self-assessment tool; to identify areas for growth; as
guidelines for nurse leader job descriptions, expec-
tations, and evaluations; and to inform curriculum
development. Similarly, AONE published Nurse
Manager Competencies (2015), which guide the
practice of these nurse leaders. These competencies
address the knowledge, skills and abilities nurse lead-
ers should possess within the three domains of the
science, the art, and the leader within. Other profes-
sional organizations that have developed nurse leader
competencies include the Oncology Nursing Society
(2012), the Health Care Leadership Alliance (2015),
and the National Center for Healthcare Leadership
(2006). Current and aspiring nurse executives, health

care managers, nursing leaders and administrators at
various career stages, and nurse educators should be
well versed about these competencies as they relate to
their current and future workplace setting and lead-
ership roles.

STRATEGIES TO IDENTIFY
INFLUENTIAL FORCES AND ISSUES

The forces and issues that influence the nursing profes-
sion and curriculum originate in the external, higher
education, and internal environments. This section
presents strategies that will assist nurse leaders and
educators to identify these influences.

Environmental Scanning

In health care, environmental scanning assists edu-
cators, nurses, and other health care professionals to
understand the current climate and the direction of
health care to inform the work that needs to be done to
shape future health care delivery systems (AHA, 2017).
Environmental scanning is a process of carefully moni-
toring “an organization’s internal and external environ-
ments for detecting early signs of opportunities and
threats that may influence its current and future plans”
(“Environmental scanning;” n.d.). The goal of environ-
mental scanning is to help leaders, managers, and educa-
tors become aware of general trends and events affecting
health care, nursing, and higher education. Information
from the environment can be acquired in various ways,
including careful review of scientific and professional
journals, the lay literature and newspapers, and atten-
dance and networking at professional meetings.

The American Hospital Association conducts an an-
nual Environmental Scan to identify forces and trends
shaping health care in the United States (AHA, 2017).
The most current scan identified multiple forces and
emerging trends that were organized into five catego-
ries that formed the basis of the AHA’s 2018 strategic
plan. These five categories are access, value, partners,
well-being, and coordination. As an example, forces
and trends related to access include a record low un-
insured rate, skyrocketing drug prices, total US health
care spending, health care disparities, affordability,
high deductibles, and health care savings accounts
(AHA, 2017).
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In academia, environmental scanning continues
to be used successfully by colleges and universities
to determine the context of the forces affecting cur-
riculum development. For example, environmental
scanning allows faculty to be simultaneously reactive
and proactive when developing nursing curriculum
at all levels. Through awareness and acknowledgment
of significant trends (reactive), faculty can more ac-
tively choose a future direction for nursing education
and develop relevant curriculum (proactive). The use
of environmental scanning as a strategy to obtain a
broad scope of information and evaluate its relevance
to nursing is the foundation of the other strategies that
follow.

Strategic Planning

Often nurse leaders, managers, and educators are so
preoccupied with the “tyranny of the urgent” that
they lose sight of their ultimate goals and objectives.
Therefore it is important to engage in strategic planning
that is a “systematic process of envisioning a desired fu-
ture, and translating this vision into broadly defined
goals or objectives” (“Strategic planning,” n.d., para 1).
Following the planning phase, a sequence of steps to
achieve identified goals and objectives is determined.
The strategic planning process may include the use
of the Strengths, Weaknesses, Opportunities, Threats
(SWOT) analytical framework to help organizations or
educators become fully aware all factors involved when
making decisions. Educators charged with curriculum
development or redesign can use SWOT before imple-
menting or making new changes and to identify key
curricular components that are working well. Taking
time to invest in a formalized SWOT analysis can as-
sist educators to capitalize on curricular strengths and
improve or eliminate weaknesses (Fallon, 2017).

Epidemiology

Epidemiology is the scientific study of the distribution
and causes or risk factors of health-related states and
events in US populations and globally. Epidemiology
provides nursing faculty with systematic ways to un-
derstand patterns of disease and injury, characteristics
of people at high risk for disease, shifts in demographic
characteristics of the population, environmental fac-
tors, natural disasters, and terrorism (Centers for

Disease Control and Prevention, 2016). Using epide-
miological data with groups or populations, nurses
understand and document the need for programs
and policies to reduce risk and promote health.
Epidemiology can therefore be seen as a method for
planned change. In the same way, nursing faculty re-
sponsible for the development of curriculum can use
epidemiological data and methods to understand fac-
tors affecting the health of populations and trends oc-
curring in health and illness states. Epidemiological
analysis provides faculty with methods for under-
standing that part of the context that involves the
broad determinants of health and patterns of disease
and disability in the population.

Survey Research and Consensus Building

Another tool at the disposal of faculty is survey re-
search. Surveys involve systematically collecting in-
formation from individuals and deriving statistical
statements, such as some measure of central tendency,
or consensus statements from groups of experts or in-
volved individuals. Information obtained is useful to
learn about student and faculty behaviors, preferences,
and opinions related to curricular issues.

Consensus building is a group process that nursing
administration, faculty, students, or employees could
use to find a mutually acceptable resolution of their
differences. When building consensus, the input of all
parties involved is carefully considered and the out-
come determined best meets the needs of the group.
The goal of consensus building is for all parties to work
cooperatively to find a solution that meets the needs of
the group (Sandelin, n.d.).

Surveys and consensus-building processes provide
an opportunity for organizations and educators to
sample the perspectives of various stakeholders and
knowledgeable persons, for example, employers or
consumers. They facilitate tapping the rich diversity of
group wisdom related to complex issues.

The strategies of environmental scanning, forecast-
ing, epidemiology, and survey research and consensus
building have utility in preparing for curriculum de-
velopment or revision. Using some combination of the
four strategies presented here, faculty can be equipped
to develop curriculum compatible with the current and
projected issues influencing nursing and health care.
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SUMMARY

The forces and issues that influence and are influenced
by nursing curriculum originate in the external, higher
education, and internal environments. Educators sen-
sitive to major sociopolitical and economic trends can
develop curriculum that matches global characteris-
tics. Educators aware of prevailing higher education
issues can assist schools of nursing to be competent
leaders in the academy. Educators attuned to prevail-
ing and visionary thinking within the profession can
shape the future through progressive curriculum and
pedagogy. The nursing profession deserves and re-
quires nurse educators to design curricula that are
both compatible with the contemporary health care
context and flexible enough to be relevant for emerg-
ing circumstances and needs.

Reflecting on the Evidence

1. How does your nursing program curriculum re-
main relevant to the broad societal changes, is-
sues, or health care reform? Which of the three
strategies discussed (environmental scanning,
strategic planning, or survey and consensus
building) would be the most helpful for ensur-
ing your curriculum is relevant to broad soci-
etal changes, issues, or changes in reformed
health care delivery systems?

2. How does your nursing program curriculum pre-
pare students for nursing practice within the con-
text of science and technology, community-based
nursing care, and quality and safety?

3. How is your nursing program curriculum re-
sponding to new developments in nursing edu-
cation and the discipline?

4. In what ways does the faculty in your nursing
program incorporate new input and acknowl-
edge new influences on curriculum develop-
ment? How do faculty respond to those voices
of change?

5. How is your nursing program curriculum pre-
paring students to practice within the reformed
health care arena and to lead the way for
change?
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he topic of curriculum development and rede-
sign remains a focal point for educators in nursing and
other fields. A curriculum that optimizes student and
faculty performance is necessary to achieve desired
education outcomes in service to society. The collec-
tive faculty has responsibility for creating an effective,
efficient, and contemporary curriculum that prepares
graduates to achieve professional practice standards at
each level of education to improve the health and well-
being of the populations served. The National League
for Nursing (NLN, 2012) has outlined expected com-
petencies for nursing faculty that include a strong
focus on the role of educators in curriculum develop-
ment, delivery, and evaluation.

In today’s world, multiple factors affect and challenge
institutions of higher education to demonstrate effective-
ness in preparing graduates for entry into the workplace.
At the same time, concerns regarding the cost of postsec-
ondary education and a demonstrated shortage of nurse
faculty are among other influencing factors and changes
affecting the education of nurses (see Chapter 5).

In 2018, the United States was ranked as the top
higher education system in the world. However, when
the countries’ economic development factors are incor-
porated, the United States falls to 6th place (Universitas,
2018). Additionally, the costs to students for higher edu-
cation programs and, most notably, the amount of stu-
dent debt that is incurred to complete a program of study
continues to be unacceptably high (Baum, 2016; Jones-
Schenk, 2017). Further, the lack of innovation in higher
education has led to serious challenges regarding higher
education effectiveness and achievement of important
outcomes (Lemoine, Hackett, & Richardson, 2017).

As institutions of higher education reevaluate how
to best achieve their stated missions and position
themselves for the future, it is apparent that sweeping
changes in higher education are affecting the develop-
ment and delivery of curricula. Considering health
professions education specifically, there is grave con-
cern regarding both the supply and quality of gradu-
ates being educated in the United States. In June 2017,
the Josiah Macy Jr. Foundation convened a conference
of national health care educators with the goal of creat-
ing recommendations related to health professions ed-
ucation. The title of the conference report, Achieving
Competency-Based, Time-Variable Health Professions
Education, telegraphs proposed changes for higher ed-
ucation. Acknowledging that health professions educa-
tion requires “radical transformation” to ensure a high
quality of care delivery, the Macy recommendations
noted that health professions education is “frag-
mented, time-bound, and too often disconnected from
the practice of optimal pedagogies and existing health
care challenges. To fulfill the social contract implicit
in the provision of health care requires change that is
more than evolutionary or incremental” (Josiah Macy
Jr. Foundation, 2017, p. 2).

The Macy report also identified many changes that
exist in health professions education, including the in-
formation explosion, discontinuity in education, student
debt burden, faculty burnout, assessment challenges,
marginalization of patients, challenges to workforce di-
versity, inadequate preparation for transitions, and in-
adequate faculty development. The summary position
of the Macy report is that “We are now at an important
inflection point; our current, predominantly time-fixed
health professions education system must accelerate the
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transition to a competency based, time-variable system”
(Josiah Macy Jr. Foundation, 2017, p. 4).

The Macy recommendations extend and support
prior publications calling for nurse educators in aca-
demia to be actively involved in creating contem-
porary, cost-effective, and comprehensive curricula
that produce graduates who are well prepared to as-
sume their role (American Association of Colleges of
Nursing [AACN], 2015; Caputi, 2017; Jeffries, 2015;
NLN, 2012).

The Institute of Medicine recently proposed a frame-
work for lifelong learning for educating health profes-
sionals to address the social determinants of health
that includes three focus areas: education, community,
and organization (National Academies of Science,
Engineering and Medicine, 2016). Four elements of
education practices to achieve the desired goals stated
in the report included experiential learning, collabora-
tive learning, integrated curriculum, and continuing
professional development. It is widely recognized that
nursing and other health care discipline workforces
should better mirror the populations served to achieve
health equity and successfully address social determi-
nants of health challenges. Thus numerous initiatives
have been undertaken to increase nursing student di-
versity. Bleich, McWilliams, and Schmidt (2015) de-
scribed the use of principles for inclusive excellence to
advance diversity and inclusion in the nursing student
population. The increase in student diversity provides
opportunities and challenges for curriculum develop-
ment in many areas. Wros and May (2013) described
how to create and sustain a diverse student community
in a school of nursing, reporting a 96.2% retention rate
over 6 years. Their program consisted of four parts:
institutional catalysts and commitment, relationship
building and student connection, individualized aca-
demic coaching, and financial aid and scholarship
coaching. Similarly, another team reported using men-
torship and academic and psychosocial support to re-
cruit and retain a diverse student pipeline (Carthon,
Nguyen, Chittams, Part, & Guevara, 2014).

The quality, effectiveness, and efficiency of a cur-
riculum in achieving the desired outcomes for a given
program of study is of increasing importance to nurs-
ing and other health professions. Several nursing orga-
nizations and experts support the need for innovation
and change in nursing education, including AACN

via a report from their Futures Task Force (2015)
and NLN via a guest editorial (Caputi, 2017). Jeffries
(2015) strongly advocated nursing education reform to
support an evolving health care system.

Curricular quality must be ensured across all of the
curriculum elements that compose a curriculum, as
depicted in Chapter 7 (see Fig. 7.1). These elements
include the institution’s mission, vision, and values
and those of the school of nursing; professional values
and the beliefs, values, and expertise of the faculty; the
school of nursing philosophy and organizing or con-
ceptual framework; end-of-program outcomes and
competencies; level competencies; curriculum design;
courses, teaching strategies, and learning experiences;
and resources needed to implement the curriculum.

This chapter provides an overview of curriculum
ideologies, a historical perspective on definitions of
curriculum and curriculum development, and descrip-
tions of the elements that compose a curriculum, in-
cluding curriculum models. The process of curriculum
development within a changing environment and the
role of faculty are described. The influence of selected
reports are addressed, along with recent evidence re-
lated to education methods and priority-related topics
that require significant changes in approaches to nurs-
ing education curricula to ensure that nurses are pre-
pared to meet current and evolving health care needs.

CURRICULUM IDEOLOGIES

A common understanding of how a discipline and a
school and its faculty consider the term curriculum
is crucial to development of a comprehensive cur-
riculum that is current, consistent, and congruent.
Understanding the underlying principles and assump-
tions on which a curriculum is created enhances the
structure, processes, and outcomes of that curriculum
plan. Schiro (2013) proposes the term curriculum ide-
ologies to describe the underlying beliefs and philoso-
phy of educators and identifies four major approaches
to education. The four ideologies are scholar academic,
social efficiency, learner centered, and social recon-
struction. Each of these ideologies has evolved from
rich traditions in the field of education, and all have
the potential to enhance society, but the approaches
and central values of the various ideologies are quite
different. A brief description of the four ideologies re-
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veals some of the frequently reported issues of debate
that arise when faculty engage in curriculum develop-
ment or curriculum revision activities.

The scholar academic ideology is organized around
the concept of academic disciplines. Adherents believe
that learning should be centered on a growing knowl-
edge of the discipline by novices and expansion of that
knowledge base by those more expert. A discipline’s
knowledge includes ways of thinking, conceptual
frameworks, traditions, and specific content (Schiro,
2013, p. 4). A hierarchical relationship flows from the
scholar to the teacher to the student, who is the discov-
erer, user, and consumer of new knowledge. A scholar
academic approach focuses on ensuring that the cur-
riculum reflects the essence of the discipline.

Social efficiency ideology focuses on service to so-
ciety through preparing students to meet the needs
of society through their knowledge-based work con-
tributions and through productive lives that enhance
societal functioning (Schiro, 2013, p. 5). A curriculum
reflecting the social efficiency ideology relies on a
stimulus-response model that is characterized by fac-
ulty creating terminal objectives and attending to the
type and sequencing of learning experiences and to the
extent to which learners are able to meet the identified
priority societal needs.

The learner-centered ideology focuses on individu-
als rather than society as a whole, with the belief that
talents and abilities should develop naturally and in
harmony with individuals’ unique characteristics and
preferences. Within this ideology, individual learning
goals become the desired learning outcomes, and the
role of the educator is to create an environment that
stimulates growth through social interactions and
learner creation of meaning for themselves (Schiro,
2013, p. 6).

The final curriculum ideology is social reconstruc-
tion. The chief driving force of those who embrace
social reconstruction thinking is that education is the
major factor to addressing and changing societal issues
and injustices. The goal of education within the social
reconstruction frame is to facilitate creation of a new
and more just society that benefits all members. As ed-
ucation is viewed from a social perspective, the focus is
on meaning as influenced by cultural and other social
experiences, with the goal of creating desired societal
values that will improve society overall and thereby

benefit individual members of society (Schiro, 2013, p.
6). As a profession, nursing is increasingly focused on
contributions that will improve society and health for
all, requiring inclusion of skill building for nurses to
achieve these goals.

Influence of Curriculum Ideologies on
Nursing Education

There are examples of nursing curricula that reflect
all of the ideologies, with the potential exception of
learner-centered ideology because of the required fo-
cus on demonstrated competencies as established by
the state boards of nursing to maximize the success
of graduates in passing the licensing examination.
However, strong and growing support for the use of
learner-centered pedagogy strategies is dramatically
influencing nursing education and is described later in
this chapter.

The scholar academic ideology is prominent in
many schools of nursing and influences both the cur-
riculum and the hierarchy of perceived value of faculty
contributions (e.g., tenure track researchers versus
practice track or clinical experts as a common exem-
plar). Curricula within this category tend to be closely
tied with medical or clinical specialties and are consis-
tent with current practice patterns and health care or-
ganization structures (e.g., service lines). Some of the
implications of this ideological stance position faculty
as the knowledgeable experts who make many of the
decisions regarding what is to be learned, when it is
to learned, and in what manner. Thus use of learner-
centered strategies and learner engagement might
be considerably lower in programs that embrace the
scholar academic ideology model, compared with
schools of nursing that implement other curricular ide-
ologies. The scholar academic ideological foundation
is most apparent in research-focused institutions com-
pared with those whose mission is primarily focused
on teaching and service.

In response to the increased expectations for ac-
countability from institutions of higher education
along with other factors identified in Chapter 5, the
social efficiency ideology model has become more
evident in many schools of nursing. How are profes-
sional curricula, such as that found in nursing and
the health professions, being affected, and what are
the implications from a social efficiency ideology for
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faculty in redesigning a content-laden curriculum?
Restructuring and reforms in the health care system
are rapidly changing the focus of nursing curricula, as
graduates must learn to deliver care within a health care
environment that is focusing more and more on transi-
tional care and the primary health care needs of indi-
viduals. At the same time, there are calls to restructure
basic tenets of various societies through education to
address social, financial, and other inequities. Nursing
practice must be safe and cost effective across patient-
care settings, and nursing education must continue to
maintain standards and meet the requirements of state
boards of nursing and national accrediting agencies
while meaningfully addressing these crucial consider-
ations and expectations.

Social reconstruction ideology has implications for
developing student and faculty competencies in partic-
ipating in and leading health care policy and advocacy.
Health care disparities, global health issues, and popu-
lation health issues are increasingly important issues
that nurses can and should address as global leaders.
Designing learning experiences that foster compe-
tency in health policy advocacy is an essential program
outcome in contemporary nursing education.

DEVELOPING CONTEMPORARY
NURSING CURRICULA

Faculty need to consider many concepts in addition to
traditional and foundational content when developing
contemporary nursing curricula. For example, nurs-
ing curricula need to include concepts related to pa-
tient safety, coordination of care, self-management, and
health literacy, with emphasis on the burden of health
problems on patient and family, strategies to decrease the
gap between practice and evidence-based practice, and
strategies that are generalizable across populations. Also
important to nursing curricula are leadership and other
skills to support achieving the stated goals from Healthy
People 2020 (n.d.), including improving health care for
all with a focus on reducing disparities, preventable dis-
eases, disability, injury, and premature death. Finally,
evolving opportunities for personalized nursing care and
precision medicine must be integrated into the nursing
curriculum (Vorderstrasse, Hammer, & Dungan, 2014;
Williams et al., 2015).

Two recent examples of curricula reflecting contem-
porary and innovative thinking have been reported.
Godfrey and Martin (2016) used the technique of
breakthrough thinking to guide faculty in using a semi-
structured brainstorming approach to create a new,
evidence-based model for baccalaureate generalist edu-
cation. Named the Baccalaureate Big 5, this new curricu-
lum model clustered AACN Essentials of Baccalaureate
Education (consisting of nine “essentials” and 109 out-
comes statements), around which new courses were
created. The Big 5 categories with their percentage of
statements are: Nursing Across the Lifespan (25%),
Professional Identity/Communication (25%), Leadership
(25%), Population Health (13%), and Evidence-based
Practice/Quality Improvement (12%). These evidence-
based categories and their supporting clusters were then
used to create new courses. In a second exemplar, Decker,
Hensel, Kuhn, and Priest (2017) used a constructivist
approach to create community health nursing concepts
based on the social determinants of health. These con-
cepts then were integrated across the entire curriculum.

There are innumerable position statements, pro-
fessional standards, recommendations, and guiding
principles from various sources that faculty must be
knowledgeable about and consider for inclusion in any
curricula they are designing. It is important for fac-
ulty to find ways in which they can perform regular
environmental scans with a goal of maintaining a cur-
riculum that is dynamic, fluid, and contemporary. To
develop relevant undergraduate and graduate nursing
curricula for the future, faculty must consider the fol-
lowing questions:

® Are students prepared to practice in a complex

and changing health care environment, under-
standing that they will be required to engage in
lifelong learning to have a sustained, relevant
nursing career?

® Are students prepared as professionals to demon-

strate the requisite knowledge and skills, including
learning to think and make clinical decisions us-
ing principles of evidence-based practice within a
culture of patient safety?

= Are students prepared to collaborate intra- and

interprofessionally, practice as leaders in health
care, and demonstrate integrity in their practice
within a legal and ethical framework?
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® Are students learning essential multicultural and
holistic concepts for culturally sensitive patient
care within the context of global health needs
and challenges?

® Are faculty working dynamically and produc-
tively to design curricula, including the innova-
tive clinical models of instruction that will most
effectively prepare graduates for the workforce in
a variety of settings, including ambulatory care
and communities?

® Does the curriculum integrate a major focus on
evidence-based research and practice, promoting
faculty and student collaboration with interpro-
fessional colleagues in inquiry and improvement?

® Are curricula congruent with the goals of na-
tional and international health efforts (e.g.,
Healthy People 2020, World Health Organization
goals, and others) and in meeting the needs of
older adults, women, children, and culturally di-
verse and other vulnerable populations?

= Will graduates be prepared to lead care teams in
advocating for improved health care outcomes and
services locally, nationally, and internationally?

® Are curricula being delivered using active learn-
ing strategies, including narrative pedagogies
such as unfolding case studies, scenarios, and
reflective thought, and are interactive technolo-
gies used that require students to engage with the
topics and apply their knowledge?

® Are faculty designing learning experiences that
will prepare learners for practice in transitional
care settings?

® Does the university or college provide programs
that are high quality, accessible, and of good
value compared with peer institutions?

® Are the curricula meeting the needs of the pro-
grams communities of interest and other rel-
evant stakeholders?

® Do the curricula foster use of current and emerg-
ing instructional and patient care technologies,
and are faculty adequately prepared to integrate
these new technologies into their teaching?

Additionally, the exponential expansion of knowl-
edge, dramatically changing sociodemographicsand cul-
tural diversity, an economically and consumer-focused

political environment, and increasing acts of global
terrorism will continue to challenge nursing faculty to
critically review current curricula and methods of in-
struction with the goal of preparing graduates for the fu-
ture. Nursing education must address the myriad issues
affecting curriculum design and implementation and
transform nursing education to prepare graduates at
all levels of education for an increasingly complex work
environment that has greater practice expectations and
a heavier reliance on the use of advanced technologies
across the entire health care continuum.

DEFINITION OF CURRICULUM

The term curriculum was first used in Scotland as early
as 1820 and became a part of the education vernacular
in the United States nearly a century later. Over time,
curriculum—derived from the Latin word currere,
which means “to run”—has been translated to mean
“course of study” (Wiles & Bondi, 1989).

In 1949 Tyler published a handbook on principles
of curriculum and instruction that has been used for
more than six decades (Tyler, 2013). Among other im-
portant concepts, Tyler proposed three major criteria
for effective organization of a curriculum: continu-
ity, sequence, and integration. Continuity is achieved
through careful attention to “vertical reiteration of ma-
jor curriculum elements” (Tyler, 2013, p. 84). That is,
key concepts and skills must be incorporated through-
out the curriculum to support knowledge and skill
acquisition. Sequence is related to continuity but incor-
porates attention to new learning experiences building
on prior activities while expanding breadth or depth of
the content. Last, “integration refers to the horizontal
relationship of curriculum experiences” (Tyler, 2013,
p- 85). Integration considers how students will develop
appreciation for and the ability to apply skill sets across
a variety of subjects and situations. An oft-cited exam-
ple in nursing education is how the concept of math-
ematics is used across many topics and settings (e.g.,
medication calculations, disease prevalence).

Doll (2002) originally described curriculum in re-
lation to a shifting paradigm, moving from a formal
definition to a focus on one’s multiple interactions
with others and one’s surroundings. He defined cur-
riculum as having five concepts: currere, complexity,
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cosmology, conversation, and community. Currere
was defined as the process of “negotiating passages”
between teachers, students, and the text (pp. 45-46).
The concept of complexity referred to curriculum as
consisting of dynamic and complex interactions that
eventually, through vision and perseverance of faculty,
formed interconnections. Cosmology was the term
used to depict the “living” nature of the curriculum,
evoking creativity and vitality (p. 48). The concept
of conversation described the respect that faculty and
students demonstrate for each other and how they
“understand their own humanness” (p. 49-50), and
community referred to the “ecological, global, and
cosmological issues within which all humans are en-
meshed” (pp. 51-52).

In later work, Doll (2015) described an evolution in
his thinking, noting the importance of integrating the
chaos theory, Piagetian epistemology, cognitive theory,
and the work of Dewey and Whitehead (often referred
to as the philosopher and the education theorist). Doll
noted that the model of educational change is not linear,
uniform, measured, and determined but is one of emer-
gence and growth, made possible by interaction, trans-
action, disequilibrium, and consequent integration.

Because of the amorphous nature of the term cur-
riculum, it has had a variety of definitions. Educators
prefer particular definitions based on individual phil-
osophical beliefs and the emphasis placed on specific
aspects of education. Parkay, Anctil, and Hass (2014)
conceptualized a curriculum as all of the educational
experiences that learners have in an educational pro-
gram to achieve broad goals and related specific ob-
jectives developed with a framework of theory and
research, past and present professional practice, and
the changing needs of society.

Common elements found in many definitions of
curriculum include:

® Preselected goals and outcomes to be achieved

= Selected content with specific sequencing in a
program of study

® Processes and experiences to facilitate learning
for traditional and adult learners

® Resources required to support curriculum
delivery

= Extent of responsibility for learning assumed by
the teacher and the learner

® How and where learning takes place

® Interschool activities, including extracurricular ac-
tivities, guidance, and interpersonal relationships

® Individual learner’s experience as a result of
schooling

Types of Curricula

The classic work of Bevis (2000) identified five types
of curricula that may occur concurrently regardless
of the ideological interpretation of curriculum. The
official (or legitimate) curriculum includes the stated
curriculum framework with philosophy and mission;
recognized lists of outcomes, competencies, and learn-
ing objectives for the program and individual courses;
course outlines; and syllabi. Bevis (2000) stated that
the “legitimate curriculum ... [is] the one agreed on by
the faculty either implicitly or explicitly” (p. 74). These
written documents are distributed to faculty, students,
health care practice partners, and accrediting agencies
to document the planned curriculum, including what
is to be taught and expected learning outcomes and
competencies at program completion.

The operational curriculum consists of what is ac-
tually taught by the teacher and how its importance
is communicated to the student. This curriculum in-
cludes knowledge, skills, and attitudes (KSAs) empha-
sized by faculty in the classroom and clinical settings.

The illegitimate curriculum is one known and ac-
tively taught by faculty yet not evaluated because
descriptors of the behaviors are lacking. Such behav-
iors include “caring, compassion, power, and its use”
(Bevis, 2000, p. 75).

The hidden curriculum consists of values and be-
liefs taught through verbal and nonverbal communi-
cation by the faculty. Faculty may be unaware of what
is taught through their expressions, priorities, and in-
teractions with students, but students are very aware
of the “hidden agendas” of the curriculum, which may
have a more lasting influence than the written curricu-
lum. The hidden curriculum includes the way faculty
interact with students, the teaching methods used, and
the priorities set.

The null curriculum represents content and be-
haviors that are not taught. Faculty need to recognize
what is not being taught and focus on the reasons for
ignoring those content and behavior areas. Examples
include content or skills that faculty think they are
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teaching but are not, such as clinical reasoning. As
faculty review curricula, all components and relation-
ships need to be evaluated.

Curriculum Development in Nursing

From a historical perspective, how nurse educators ap-
proached curriculum development was greatly influ-
enced by the work of Bevis. Bevis defined curriculum
as “those transactions and interactions that take place
between students and teachers and among students
with the intent that learning takes place” (2000, p. 72).
Bevis challenged nurse educators to move from what
she termed the Tylerian behaviorist technical paradigm
of curriculum development to one that focuses on hu-
man interaction and active learning and incorporates
a focus on students’ and teachers’ interactions. This is
consistent with Doll’s evolutionary thinking reported
earlier.

The nursing curriculum is based on current prac-
tice, accreditation standards, regulatory requirements,
institutional values, and faculty interests. Each of these
items may contribute to a lack of curricula standardiza-
tion. New opportunities abound to foster collaborative
debate and dialogue on a number of issues, including
how to do the following:

® Enhance students” delegating, supervising, prior-
itizing, clinical reasoning, decision-making, and
leadership skills to effect change.

® Focus on health promotion, disease prevention,
and care transitions to improve outcomes in
health care disparities across health care settings.

® Enhance student-faculty-preceptor interactions
in the learning process.

® Design effective clinical education models that
allow for student immersion in the practice
setting.

® Develop learner-centered environments.

® Use evidence-based research and nursing prac-
tice to deliver efficient and effective care.

® Integrate culture of safety concepts, including
care coordination and transitions, in specifically
designed interprofessional education and collab-
orative practice experiences.

® Focus on patient-centered care within the over-
arching “quadruple-aim” goal of improving the
patient care experience (including quality and

satisfaction), improving the health of the popula-
tions, reducing the per capita cost of health care,
and care of the provider (Bodenheimer & Sinsky,
2014).

= Expand culturally sensitive nursing practice with
a focus on reducing health disparities and pro-
moting health equity.

As Valiga (2012) summarized: “Nurse educators
must be proactive, anticipate the future, and not wait
until history tells the story of our times. We must act
despite uncertainty, and we must be innovative and
scholarly as we shape the future of nursing education.
Transformation is not easy but it is desperately needed”
(Valiga, 2012, p. 432). Crafting a national agenda for
nursing education research is believed to be crucial
to support the necessary transformation in nursing
education (Valiga & Ironside, 2012). In recognition of
this statement, The Robert Wood Johnson Foundation
funded initial development of the National Nursing
Education Research Network (NNERN). The major
goal of the network is to “develop large, national, longi-
tudinal, uniform faculty and student data sets derived
from an annual survey of those individuals, rather
than surveys conducted at the school level ... [to] cost-
effectively accelerate the amount, rigor and generaliz-
ability of nursing education research” (Flynn, Ironside,
Yedidia, Tanner, & Valiga, 2016).

Role of Faculty in Curriculum Development

The development of curricula has historically been the
responsibility of faculty, as they are the experts in their
respective disciplines and the best authorities in identi-
fying the knowledge and competencies students need to
acquire by graduation. The NLN’s Scope of Practice for
Academic Nurse Educators outlines nurse educators’ re-
sponsibility for “formulating program outcomes and de-
signing curricula that reflect contemporary health care
trends and prepare graduates to function effectively in
the health care environment” (NLN, 2012, p. 18).

As the emphasis on designing contemporary and
cost-effective curricula continues to increase, so does
the need to involve a broader community of stakehold-
ers in the curriculum development process. Practice
disciplines such as nursing are actively engaging a
diverse array of stakeholders in curriculum design,
development, implementation, and evaluation. The
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desire to increase engagement can and does add to
the complexity of the development process and the
ability to alter curricula in a timely manner. To ad-
dress the need to create curricula that are responsive
to workforce expectations requires faculty to develop
curricula that are flexible in design, open to broader
interpretation as expectations change, and capable
of being implemented using a variety of different
methodologies.

Traditionally, curriculum development has been built
on the concepts of frameworks, objectives, and closely
orchestrated learning experiences. This approach envi-
sions curriculum development as a logical, sequential
process. Although some of this structure is necessary to
plan and develop curricula, the more contemporary ap-
proach shifts the emphasis from an epistemological to an
ontological orientation (Ironside, 2014). An epistemo-
logical orientation to education is focused on knowledge
or the “content to be covered” An ontological orientation
to the educational process is more learner centered and
focused on the student embracing and developing in the
nursing role. In this shift in philosophical orientation,
knowledge is applied for the purpose of facilitating the
learner’s transformation into a nursing professional.
Themovefromepistemologytoontologyhasaprofound
effecton how curriculum is designed and the teaching—
learning strategies chosen to help students think like a
nurse using clinical reasoning and develop com-
petence in their practice (Herron, Sudia, Kimble, &
Davis, 2016).

Nursing faculty have come to approach curriculum
development from an outcomes perspective rather
than the traditional teaching process orientation used
in the delivery of nursing curricula. Focusing on learn-
ing as the product (outcome), the emphasis is placed
on how students can use knowledge to practice com-
petently in changing and often uncertain clinical situ-
ations. This approach assumes that both students and
faculty have some latitude in individualizing the learn-
ing experience and related processes used in creating
knowledge.

Traditionally, faculty autonomy has been closely
tied to curriculum; in fact, faculty are considered to
“own” the curriculum. This means faculty are account-
able for designing, assessing, implementing, evaluat-
ing, and changing the curriculum to ensure quality

and relevance in programs. In today’s educational
climate, the value of education is measured against job
marketability. In the discipline of nursing, emphasis
has been placed on what knowledge and competen-
cies graduates have on completion of their programs
as it relates to the expectations of the settings and roles
within which they will practice.

When curriculum development is undertaken, the
concepts of academic freedom versus curricular integ-
rity inevitably arise. As suggested by the prior state-
ments, faculty are collectively charged with using their
significant expertise and diverse talents to construct
curricula that will produce successful, high-quality
graduates. Curricular integrity is achieved through fac-
ulty striving for—but not always arriving at—consensus
decisions. Communication throughout the curriculum
is a key determinant in the quality and consistency of
the curriculum and the student experience.

A statement from the American Association of
Colleges & Universities (AAC&U) specifically ad-
dressed this topic: “There is, however, an additional
dimension of academic freedom that was not well
developed in the original principles, and that has to
do with the responsibilities of faculty members for
educational programs. Faculty are responsible for
establishing goals for student learning, for design-
ing and implementing programs of general educa-
tion and specialized study that intentionally cultivate
the intended learning, and for assessing students’
achievement. In these matters, faculty must work
collaboratively with their colleagues in their depart-
ments, schools, and institutions, as well as with rel-
evant administrators. Academic freedom is necessary
not just so faculty members can conduct individual
research and teach their own courses, but so they can
enable students—through whole college programs of
study—to acquire the learning they need to contrib-
ute to society” (AAC&U, 2006, p. 1).

This statement emphasizes that academic freedom
does not mean that individual faculty can arbitrarily
or unilaterally decide what they will teach in their
classroom, but that through faculty governance pro-
cesses, faculty must work collaboratively to determine
curriculum and then are expected to uphold that col-
lective decision to achieve curricular integrity and
effectiveness.
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National Reports, Education Trends, and
Recommendations of Significance

In addition to the Macy Foundation report recom-
mendations discussed earlier, other seminal position
statements, reports, and recommendations have been
issued by prestigious organizations or groups that re-
quire substantive curricular change and in some cases
disruptive innovation. Five of the most significant
sources requiring substantive curricular changes are
reviewed to contextualize the definitions of and pro-
cesses related to curriculum in nursing.

Institute of Medicine: Quality and Safety Education in
Nursing

The Institute of Medicine (IOM, 2001) released a
now-classic seminal report titled Crossing the Quality
Chasm, calling for substantive reform of health profes-
sions education to enhance quality and safety practices
within health care. Simply stated, the report identified
five competencies as essential for health professionals
of the 21st century: patient-centered care, teamwork
and collaboration, informatics, evidence-based prac-
tice, and quality improvement (including safety). It
was also recommended that the disciplines develop
common language in important areas, integrate learn-
ing experiences, use evidence-based curricula and
teaching strategies, and offer faculty development to
model these competencies. Subsequent reports have
addressed a variety of related areas (IOM, 2003, 2010).

The Quality and Safety Education in Nursing
(QSEN) project was launched in 2005 with the overall
goal of ensuring that all graduating registered nurse
students had developed the relevant quality and safety
competencies that would prepare them for practice.
From feedback received from nursing faculty and prac-
tice leaders of the time, it was clear there was an urgent
need for faculty development to ensure that faculty
were teaching contemporary and accurate information
regarding quality and safety practices and that quality
and safety content be integrated into all prelicensure
nursing programs as quickly as possible (Cronenwett
et al., 2007). To provide information to nursing faculty
that could be immediately incorporated into courses,
the QSEN project developed a KSA curricular frame-
work (QSEN, n.d.) that addressed each of the five
competencies (separating quality and safety for a to-

tal of six) identified in the 2001 IOM report. A QSEN
website (http://qsen.org/) was established to assist in
the dissemination of the KSA framework and serves
as a clearinghouse for teaching and learning resources.

The QSEN project was expanded to include
graduate-level nursing competency development, re-
sulting in KSAs for this level of nursing program to
advance quality and safety competency development
(Cronenwett et al., 2007, 2009). A partnership with
the AACN and communications with the NLN have
resulted in continuing faculty development opportuni-
ties related to QSEN along with a comprehensive text
(Sherwood & Barnsteiner, 2017).

Finally, essential content from the QSEN project
has been integrated into nursing education program
accreditation standards so that a formal review of the
presence and effectiveness of QSEN content in nursing
education programs is ensured.

Carnegie Foundation for the Advancement of
Teaching: Educating Nurses

The Carnegie Foundation for the Advancement of
Teaching launched a multiyear comparative study titled
The Preparation for the Professions, focused on profes-
sional education in medicine, nursing, law, engineer-
ing, and preparation of the clergy in the United States.
The goals of this significant initiative were to better
understand how the various professions are prepared
to practice through identification of educational ap-
proaches and how the outcomes of professional educa-
tion could be strengthened and improved. The fourth
volume of this series of studies on the professions was
Educating Nurses: A Call for Radical Transformation
(Benner, Sutphen, Leonard, & Day, 2010). Four major
recommendations emerged from this study, which have
many implications for curriculum development and
implementation:

1. Emphasize teaching for a sense of salience,
situated cognition, and action in particular
situations instead of covering decontextualized
knowledge. This recommendation is often ex-
pressed as teaching students how to “think like
anurse” (Ward, 2016).

2. Integrate clinical and classroom teaching instead
of maintaining a separation of the two. Given the
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complexity and breadth of knowledge required
for today’s nursing practice, it is essential that
faculty design strategies to better link classroom
and clinical teaching to reflect the actual com-
plexities and pace of nursing practice.

3. Emphasize clinical reasoning and multiple ways
of thinking instead of critical thinking. Examples
of the multiple ways of thinking include clinical
reasoning, clinical imagination, and scientific
reasoning.

4. Focus on the formation of professional iden-
tity rather than socialization and role taking.
Nursing students need experiential learning
environments that provide the opportunities to
learn about and internalize the elements of being
a professional.

These four recommendations, especially when co-
alesced into actual teaching practices, require educa-
tors to think very differently about how curricula are
created and to acquire and effectively use many new
teaching and learning strategies within the context of
a health care system that is evolving rapidly to achieve
the “triple aim” (now the quadruple aim) of health
care. The quadruple aim seeks to improve the patient
experience of care (including quality and satisfaction),
improve the health of populations, reduce the per
capita cost of health care, and care for health providers
(Bodenheimer & Sinsky, 2014).

Use of Simulation

The use of simulation technology in nursing and
health professions education has exploded during
the past decade in frequency of use, sophistication of
the technology, and the teaching and learning strate-
gies employed and has introduced a number of im-
plications for curriculum development. Specifically,
current students and faculty expect that simulation
activities, including access to a clinical laboratory
environment with equipment and simulators, will
be readily available and resemble actual clinical set-
tings. Simulation can be simply defined as activities
or events that mimic real-world practice and include
both low- and high-fidelity activities. A recent meta-
analysis of the use of high-fidelity human simulation
in nursing education concluded that there were ben-
eficial effects on cognitive and psychomotor domains

of learning including problem-solving competency,
critical thinking, and clinical judgment as well as
in the area of psychomotor skills (Lee & Oh, 2015).
Designing student learning experiences that clearly
integrate simulation, classroom, and clinical activi-
ties promotes the necessary synergy and learning
required to meet desired competencies (Alexander
et al., 2015). See Chapter 19 for an in-depth discus-
sion about the use of simulation.

Interprofessional Education and Collaborative
Practice

The importance of interprofessional education (IPE)
and collaborative practice to achieving the quality,
safety, and innovation goals of the overall health care
system within the United States is supported by numer-
ous major reports and statements previously described.
The World Health Organization (WHO, 2010) and
several organizations promoting interprofessional edu-
cation have offered definitions of IPE that are guiding
efforts in this area. These definitions describe inter-
professional education as students from multiple pro-
fessions learning with and about the various health
professional roles so that the foundation for professional
collaboration around care will more easily occur in real-
world settings.

In 2009 six national education associations repre-
senting different health professions (nursing, allopathic
and osteopathic medicine, dentistry, pharmacy, and pub-
lic health) joined forces to create the Interprofessional
Education Collaborative (IPEC) and to develop core
competencies related to interprofessional collaborative
practice (IPEC, 2011). These organizations have the
ability to influence curricular changes across the named
disciplines. The goals of IPEC include the advance-
ment of substantive IPE to prepare future clinicians
for team-based patient care. Thus IPE is considered a
precursor of promoting effective interprofessional col-
laborative practice across settings. A systematic review
of the effects of IPE showed that the included studies
suggest learners responded well to IPE, their attitudes
and perceptions of one another improved, and students
reported increases in collaborative knowledge and skills
(Reeves et al., 2016). The IPEC core competencies have
been incorporated into virtually all of the involved
health disciplines accreditation standards, leading to
more widespread adoption within the various curricula.
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See Chapter 11 for a discussion of interprofessional edu-
cation and collaborative practice and the competencies
that need to be incorporated into health professions
curricula to prepare graduates for interprofessional
practice.

Web-based Technology and Online Learning

The number of nursing students engaged fully or
partly in online learning has exploded over the past
5 years. The reasons for this surge in demand for
online learning include easier access, convenience,
adult-friendly education and services, and flexible pro-
gramming schedules that online learning can provide.
Established top-tier universities and newer nonprofit
and for-profit institutions of higher education have in-
creasingly embraced the trend toward online learning,
with many incorporating aspects of web-based tech-
nologies into campus-based classes, resulting in hybrid
(blended) courses. A metaanalysis of blended learning
and technology use in higher education concluded that
in terms of achievement outcomes, blended learning
worked better than traditional face-to-face classroom
instruction. Additionally, the kind of computer sup-
port used and the presence of one or more interactions
(student-teacher-content) enhance student achieve-
ment (Bernard et al., 2014).

Two later systematic reviews of blended learning in
health professions education support the learning ef-
fectiveness of this approach. “Blended learning appears
to have a consistent positive effect in comparison with
no intervention, and to be more effective than or at least
as effective as nonblended instruction for knowledge
acquisition in health professions” (Liu, et al., 2016). A
prior systematic review of online learning in under-
graduate health professions that focused on student
knowledge, skills, satisfaction, and cost-effectiveness
also yielded positive conclusions. Significant positive
differences in those studying online were noted in 12
of 50 studies included. And 27 of 50 studies showed
no significant differences in learning, or mixed re-
sults, suggesting that incorporating online learning
is most likely at least as effective as traditional meth-
ods (George & Shocksnider, 2014). Evidence exists
that similar positive outcomes with online learning
can be achieved in graduate study, including doc-
toral programs (Broome, Halstead, Pesut, Rawl, &
Boland, 2011).

Having an awareness of and planning for predicted
changes to web-based learning technologies is critical
when developing or redesigning curricula at all levels.
One of the most important trend reports is the New
Media Consortium’s (NMC, 2017) Horizon Report. The
annual Horizon Report details key trends, significant
characteristics impeding higher education technology
adoption, and important developments in educational
technology for higher education. Some of the key
trends of this recent report with significant implica-
tions for nursing education include continued focus
on and growth of blended and collaborative learning
designs, measuring learning, and deeper learning ap-
proaches. Characteristics reportedly impeding adop-
tion of education technology in higher education
included improving digital literacy, advancing digital
equity and dealing with achievement gaps, and dealing
with knowledge obsolescence and rethinking the roles
of educators. Important developments in educational
technology forecast for the next year included adaptive
learning technologies and mobile learning for higher
education. Chapters 19, 20, and 21 discuss technology-
based education and related pedagogies and faculty
implication in more detail.

CURRICULUM DESIGNS

A well-conceived curriculum is critical to the prepara-
tion of practicing nurses at all levels. Once a program’s
curriculum is designed, curriculum building becomes
an ongoing task that is indispensable to, yet separate
from, the acts of teaching and learning. Curriculum
is a dynamic, evolving entity shaped by learner needs
and desired achievement, faculty’s beliefs about the
science and art of nursing, and emerging needs of the
populations served within changing health care ser-
vices, delivery structures, and organization.

Creating a specific curriculum design for a given
program must take into account many factors, includ-
ing the mission, vision, and goals of the educational
entity; the philosophy of the educational entity and
that of the school of nursing; and the priorities of ma-
jor stakeholder groups (e.g., students, faculty, employ-
ers, and alumni). After deciding on desired program
outcomes and competencies, faculty are positioned to
design the curriculum. It is important to note, how-
ever, that it is helpful to create a working organizing
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framework to guide the development of program out-
comes and competencies, as these components must
become synchronized for curricular integrity.

The topic of curriculum design models is complex
because of the numerous and often overlapping no-
menclature or differential use of the same terms. This
discussion is further complicated because nursing
education programs frequently use a combination of
design models. Descriptions of two of the most com-
monly used models for curricular design currently in
use in nursing education curricula are presented.

Curricular Design Models

The overall organization of a curriculum may be iden-
tified as based primarily on one of three models of de-
sign: (1) blocks of content (often in nursing education
reflecting clinical specialties), (2) concepts (that often
reflect subjects within nursing and from other disci-
plines thought to be critical for nursing practice), or
(3) competencies (that reflect broad areas of expected
graduate performance that are sequentially “lev-
eled” throughout the curriculum by semester, year, or
other time parameter to enable students to advance in
knowledge and skill development and achieve desired
learning outcomes).

Virtually all nursing education programs incorpo-
rate a strong focus on competencies because nursing is
a practice profession and because program accredita-
tion and professional licensing requirements incorpo-
rate expected results or competencies. Competencies
can be imbedded throughout either “blocking” or
concept design models. A specific challenge that nurs-
ing and other practice disciplines share is how to best
plan for clinical or practice experiences. The more tra-
ditional model consists of a mostly concurrent plan,
wherein didactic courses are paired with clinical ex-
perience courses with the goal of matching the two. In
reality, this rarely works, and the logistical issues can
be insurmountable. Many programs use a mixed ap-
proach, in which some didactic nursing courses have
associated clinical experiences and others do not.
Some programs are experimenting with frontloading
didactic content and sometimes clinical simulation
activities after which a clinical intensive or immersion
occurs with the goal of integrating the targeted KSA
competencies to be achieved. Faculty should also care-
fully consider clinical learning sites that will provide

students with exposure to clinical experiences across
the care continuum and in collaboration with learners
from other disciplines.

Blocked Course Content Curricula

Faculty who wish to design a curriculum primarily
using blocks of content must first carefully enumerate
the major blocks or clusters of information that need
to be represented within the curriculum. Patterns can
be built on the premise of sequencing specific courses
and corresponding clinical learning experiences. This
approach assumes that there is a logical order to se-
quencing content that will facilitate learning and re-
quires faculty to consider what evidence exists to help
them make evidence-based decisions regarding what
the “logical” order might be.

Courses in a blocked curriculum are usually struc-
tured around clinical specialty areas, patient popula-
tion, pathological conditions, or physical systems.
Historically, nursing programs have been organized
by type of patient (medical condition, specialty, or
age) and sometimes by settings (predominantly acute
care hospitals with some ambulatory or skilled nurs-
ing focus and clinical experiences as well as within the
community). Courses with titles based on medical or
clinical specialty areas such as adult medical-surgical,
pediatric, maternal-child, and community nursing
are examples of a blocked approach to curriculum de-
sign. Other important content or concepts are taught
in separate courses, such as research- and evidence-
based practice and foundations of professional nurs-
ing, among others. Additionally, some important
content or concepts are placed in courses that seemed
to be the best match; such examples include quality
and safety, leadership, and cultural diversity topics. It
is also possible to have a predominately blocked ap-
proach to curriculum design with selective integration
of some content areas across the curriculum, such as
pharmacology and nutrition, or some concepts such as
pain or inflammation.

The idea of blocking content organizes both teach-
ing and learning. It facilitates faculty course assign-
ments and complements faculty expertise, allowing
faculty to teach primarily in their areas of expertise
in a specific location within the curriculum. It is also
relatively easy to trace placement of content in the
curriculum.
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However, the segregation or blocking of content into
specific courses can cause content to become isolated
from previous or subsequent coursework and can impede
the learner’s ability to integrate knowledge and transfer
concepts, information, and experiences from one course
to another. By and large, this curriculum design model
produces a curriculum that is highly structured, with lit-
tle latitude for deviation and meeting individual learning
needs. Faculty who design curriculum with a block de-
sign also need to guard against the tendency for a strong
sense of course ownership to develop among faculty who
consider a course to be “theirs” and thus become resis-
tant to changes within their course that need to occur
to maintain curricular integrity. Open, ongoing com-
munication and shared faculty decision making around
curriculum development and revision are essential to
maintain curricular integrity.

Blocked curriculum design also has the potential to
obscure issues with learner development and growth as
a professional. When a student does not pass a course,
it is not uncommon to hear faculty say that the stu-
dent failed pediatrics or intensive care, for example.
In reality, although the student was not able to apply
the expected knowledge, skills, or behaviors to a given
population, it was actually the student’s inability to
transfer and apply the key concepts required to demon-
strate safe clinical reasoning skills that led to the failure.
Faculty must look beyond the content to the concepts
to gain an understanding of what has led to the failing
performance.

Concept-based Curricula

Significant interest in a more conceptual approach to
curriculum design continues to grow with the use of
core concepts as a focal point of curriculum construc-
tion (Giddens, Wright, & Gay, 2012; Hendricks, Taylor,
Walker, & Welch, 2016). Concept-based curricula are
designed to better reflect the complexity of nursing
and health care while using core ideas or concepts im-
portant to nursing practice to help learners grasp the
connections and master deeper learning of how these
concepts explain a variety of conditions and situations
they will encounter in nursing practice. These goals
are in contrast to a traditional curriculum organized
around medical diagnoses or patient groups that use
a less flexible and encompassing schema, such as de-
scribed when “blocking” curriculum.

In a concept-based curriculum, faculty identify and
define concepts considered to be core to nursing prac-
tice and integral to achieving the program’s established
end-of-program outcomes for graduates. The concepts
are integrated (threaded) throughout the curriculum
in a manner that facilitates acquisition of competen-
cies that are leveled throughout the curriculum, ul-
timately leading to student achievement of expected
end-of-program outcomes. Faculty develop learning
experiences that will guide the students’ application
of the concepts across a variety of patient populations
and care settings.

Although there is significant variation in the con-
cepts chosen to organize a nursing curriculum, some
concepts have emerged across the majority of under-
graduate nursing programs. Examples of these com-
mon concepts include oxygenation, cognition, pain,
nutrition, pharmacology, and lifespan development.
Additionally, nursing roles, communication and team-
work, quality and safety, and ethics and legal issues are
also frequently present. Table 6.1 shows the concepts
used by the University of Kansas School of Nursing in
designing a new undergraduate curriculum. Graduate
curricula may also be organized by concepts relevant
to advanced practice roles and settings.

An example of content integration may be seen in
the following description of the concept of pain. Early
in the curriculum, students first learn about the patho-
physiologic causes of pain, causes and cardinal charac-
teristics of pain, factors that shape or affect pain, and
how to assess and evaluate the characteristics of pain.
As students move through the curriculum, they in-
crease their understanding about the manifestations of
and treatments for pain, review research related to the
concept of pain, and identify appropriate therapeutic
nursing interventions related to the care of a patient
with pain, thus progressing from a global understand-
ing of pain to a more specific, in-depth understanding
of the concept. Eventually, students learn about pain as
it relates to acute and chronic health issues, to physi-
cal or nondisease-based causes, or to specific situa-
tions such as surgery and childbirth in various clinical
populations.

In an example of a curriculum that was developed
around four conceptual themes, D’Antonio, Brennan,
and Curley (2013) described the process used to
develop an undergraduate curriculum framework
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TABLE 6.1

Concept-Based Curriculum Plan: BSN Program

Concepts in Health & lllness I:
Foundations of Nursing

Concepts in Health &

lliness 1l: Nursing Across

the Lifespan

Concepts Related to
Concepts in Health & Professional Practice
lliness 11l: Nursing With

Diverse Populations

(Various Other Courses in
Order of Introduction)

Clinical Reasoning 1
Comfort
Elimination
Health Promotion
Infection
Inflammation
Mobility
Nutrition
Self-concept
Sleep

Stress & Coping 1

Human Development
Family Dynamics
Fluid Balance
Electrolyte Balance
Metabolism
Oxygenation 1
Acid-Base Balance
Perfusion 1
Sensory-Perception
Mood & Affect
Stress & Coping 2

Thermoregulation Fatigue
Tissue Integrity Grief
End of Life

Addiction Caring

Behavior Professional Identity
Cellular Regulation Scholarly Inquiry
Clotting Advocacy
Cognition Team

Oxygenation 2 Collaboration 1, 2

Intracranial Regulation Ethics

Perfusion 2 Leadership 1, 2
Genetic Predisposition Change
Reproduction Lifelong Learning
Sexuality Diversity
Spirituality Health Literacy

Health Informatics
Relationships

Teaching & Learning
Health Care Quality 1, 2, 3
Patient Safety

Evidence and Research
Communication
Health Policy 1, 2
Clinical Reasoning 2
Care Coordination
Health Care Economics
Health Systems 1, 2
Health Equity

Fletcher, K., Kumm, S., Buchanan, L., Gay, J., Laverentz, D., Pierce, L., ... Klenke-Borgman, L. (2015). Concepts in the University of Kansas
School of Nursing Bachelor of Science in Nursing program. Unpublished manuscript. Kansas City, KS: University of Kansas School of Nursing.

Used with permission.

based on judgment, inquiry, engagement, and voice.
Faculty used a shared decision-making model to
identify concepts that would be meaningful to faculty
and students. Additionally, the QSEN standards pro-
vide key concepts related to quality and safety that
can be used to create a framework to organize curri-
cula along with other important concepts (Sherwood
& Barnsteiner, 2017).

Historically, accreditation standards and perfor-
mance expectations have had a significant effect on
many organizing frameworks as faculty recognize

the need to directly address these expectations that
include such concepts as clinical reasoning, problem
solving, communication, caring, diversity, and thera-
peutic nursing interventions (Olds & Dolansky, 2017;
Sherwood & Barnsteiner, 2017). The concept of clini-
cal reasoning or “thinking like a nurse” is increasingly
replacing the more general critical thinking concept to
better focus on and measure situated knowledge devel-
opment that leads to action rather than a general intel-
lectual skill (Benner et al., 2010; Herron et al., 2016;
Liou et al., 2016; Neilsen, Lasater, & Stock, 2016).
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Faculty adopting a concept-based, outcome orien-
tation to curriculum must be able to construct the con-
text and meaning that the outcomes will have in the
curriculum structure. An outcomes focus reflects the
need to achieve designated competencies that students
are expected to have at the completion of the program
to demonstrate expected program outcomes. Faculty
must identify and integrate the curriculum concepts
that will support the students’ achievement of the
identified competencies and outcomes. Hendricks,
Taylor, Walker and Welch (2016) grouped curricular
concepts into themes to map content to courses and
major program learning outcome focus areas, which
creates a clear roadmap for use by faculty, students,
and other stakeholders.

In a concept-based curriculum design, there are no
boundaries to knowledge development and skill acqui-
sition, as noted in the blocking approach. The concepts
that form the curriculum must be clearly and visibly
explicated for students so that they can see and expe-
rience the integration of the concepts across the cur-
riculum. Students use clinical experiences to learn the
essence of identified concepts and are encouraged to
transfer and expand their knowledge and skills to dif-
ferent settings, populations, and experiences. Active,
engaged teaching and learning strategies pair naturally
with this conceptual approach to nursing education.
Problem-based learning, team-based learning, case
studies, and reflection are just a few examples of teach-
ing and learning strategies that can be used to facilitate
student understanding of the concepts being studied
and help them to become “users” of knowledge. See
Chapter 16 for further discussion of active learning
strategies.

Disadvantages to a more conceptual approach to
curriculum design include difficulty in maintaining
the integrity of the curriculum because of the lack of
discrete boundaries for content and the potential for
inadvertently eliminating from the curriculum key
aspects of the concept. Faculty must carefully map
the concepts across the curriculum to ensure that the
students’ knowledge of the concept will grow in depth
and breadth and not become mired in repetition or
omission. See the “Guiding Principles for Developing
Organizing Frameworks” section of this chapter
for further suggestions on how to select curricular
concepts.

Another potential disadvantage is that student
learning styles may favor a more traditional and less
conceptual approach to learning, as that is how they
have likely become accustomed to learning. Faculty
need to consider the various learning styles of students
in their classroom and design approaches that will
facilitate students adjusting to a more conceptual ap-
proach to learning.

Competency-Based Education

The term competency-based education (CBE) as a cur-
riculum approach has a specific, formal definition and
is used to define practices embedded in a given cur-
riculum. According to the formal definition, CBE is a
“framework for designing and implementing education
that focuses on the desired performance characteris-
tics of health care professions.... CBE makes explicit
[the implicit goal of competence in more traditional
education frameworks] by establishing observable and
measurable performance metrics that learners must at-
tain to be deemed competent” (Gruppen, Mangrulkar,
& Kolars, 2012, p. 1).

In contrast, traditional education programs employ
learning objectives with definitions of competence that
are less clear and precise and sometimes a weaker or
inconsistent approach to actually testing and measur-
ing competency achievement. Supporters of CBE cite
its systematic and valid assessment of competencies
and the opportunity for students to progress at their
own pace rather than fit into a planned time for and
sequence of learning activities. Additionally, CBE may
be more resource effective than traditional education
methods. A recent systematic review of CBE in the
health professions suggested that, while noting the
complexity of and variation among the disciplines’
sets of competencies, CBE can be useful and effective
in meeting learning needs across professions (Wu,
Martin, & Ni, 2017). Challenges to fully implement-
ing CBE in health-related roles include identifying the
health needs of the community, defining competen-
cies, developing self-regulated and flexible learning
options, and assessing learners for competence. A for-
mal CBE approach also may not suit all learners’ pref-
erences and abilities.

As noted earlier, virtually all nursing and profes-
sional education programs incorporate some aspects
of CBE, as it is required for accreditation and licensure,
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but the amount of and consistency with which CBE
principles are employed varies widely across nursing
education programs.

Ordering or Constructing Knowledge
Within the Curriculum

Regardless of the curriculum design model chosen,
faculty must still make decisions about how knowledge
will be ordered or constructed within the curriculum.
Wiles and Bondi (2011) describe five patterns of order-
ing or constructing knowledge in a curriculum. Similar
to the blending of curricular design approaches, many
nursing education programs use aspects of the five pat-
terns within the overall curriculum, sometimes within
the same semester or course. It is helpful that faculty be
clear and guide students through how the curriculum
and courses are organized to avoid confusion and pro-
vide clear expectations.

In a building blocks design, content and learning
activities commence with foundational knowledge or
skills, followed by more detailed or specialized mate-
rial and, if appropriate, a higher level of depth or spe-
cialized knowledge. A branching design is similar to a
building blocks design in that foundational knowledge
or skills occur first, after which there are varied learn-
ing option pathways to achieve the desired KSAs. This
pattern is typically strongly represented in the blocked
curriculum design model.

In a spiral design, selected areas of knowledge ap-
pear repeatedly through the curriculum in greater
depth or breadth. In some fields, this area is further
differentiated into a spiral versus a strand design. In
a spiral curriculum, many different topics are cov-
ered at designated points throughout the curriculum.
The points may be at regular or intermittent intervals
because of concerns that students often forget previ-
ously covered information as a result of the brief in-
structional time devoted to each and because students
do not have time to master important foundational
knowledge. To minimize these issues, some education
experts advocate the use of a strand (sometimes also
called a thread) design. In a strand design, topics are
arranged into meaningful groups that are regularly
repeated, thus building better achievement and reten-
tion rates. Spiral or strand designs are prominent in
concept-based curricula.

A tasks or skills design is characterized by presen-
tation of specific knowledge and experiences that are
expected to lead learners to achieve the desired compe-
tencies. There may be varying pathways for students as
individuals or by groupings that reflect learning pref-
erences or other characteristics. This pattern is usually
prominent in CBE programs, although the tasks and
skills are grouped into the larger competencies for as-
sessment purposes.

The fifth pattern of ordering knowledge is the pro-
cess design where the focus is on the process of learn-
ing with specific information or content-provided
examples to illustrate the process. Some educators be-
lieve that the enhanced focus on narrative pedagogy
and related teaching and learning strategies (e.g., the
concept of learning to “think like a nurse”) reflect a
process design.

CURRICULUM ELEMENTS

Curriculum development is a challenging yet reward-
ing endeavor that ranks among the top responsibilities
of a collective faculty. Although much has been written
about curriculum and its associated processes, there
are multiple approaches and terminologies proposed,
leading to confusion and disagreements about what
elements compose a curriculum. For purposes of this
chapter, the following curricular elements are included
and discussed: curriculum design, organizing frame-
work, end-of-program outcomes and competencies,
level competencies, course design, teaching strategies
and learning experiences, and resources needed to im-
plement the curriculum. The terminology and defini-
tions reflect some of the most commonly used across
schools of nursing. The influence of contemporary
thinking and newer approaches to teaching and learn-
ing are highlighted within each element.

Organizing Frameworks

Organizing frameworks can be a means for creating
access to knowledge about the phenomena of interest
or importance to the discipline. Organizing frame-
works do provide a logical structure for cataloging and
retrieving knowledge. This structure, often depicted
as a schematic conceptualization, is essential to the
processes of teaching and learning as faculty guide stu-
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dents in the development of cognitive linkages among
knowledge. This helps faculty and students understand
the abstract nature of nursing. Fawcett’s (1989) classic
work on conceptual models and frameworks can pro-
vide readers with a discussion of theories, models, and
concepts that is beyond the scope of this chapter.

Organizing frameworks have been used in curricu-
lum development to delineate the constructs embed-
ded in a traditional philosophy statement that reflects
the collective faculty belief. It is important that orga-
nizing frameworks not be construed as a permanent
feature of a program but as a kaleidoscope of complex
patterns related to what students need to know and
how they will best learn it.

The purpose in constructing frameworks is to sys-
tematically design a mental picture that is meaning-
ful to the faculty and students when determining what
knowledge is important and has value to nursing today
and how that knowledge should be defined, catego-
rized, and linked with other knowledge. Although the
majority of nurses continue to practice in acute care
settings, with the increasing emphasis on transitional
care, there needs to be broader orientation to a con-
tinuum of care settings within a global context. This
thinking is consistent with the widely held view that to-
morrow’s nurse be prepared to practice across a broad
range of settings, including community-based care for
individuals and populations. Organizing curriculum
frameworks provide a blueprint for determining the
scope of knowledge (i.e., which concepts are important
to include in the teachers’ and learners’ mental picture)
and a means of structuring that knowledge in a dis-
tinctive and meaningful way for faculty and students.
As such, organizing curriculum frameworks are the
educational road maps to teaching and learning. As
with any road map, multiple route options are available
for arriving at a given destination or outcome. A num-
ber of approaches are used in defining and shaping
frameworks. However, an organizing framework must
reflect the sphere of nursing practice, the phenomena
of concern to nurses, and how nurses relate to others
who are dealing with health concerns, often referred to
as nursing’s metaparadigm (Lee & Fawcett, 2013).

Box 6.1 shows one school’s depiction of an orga-
nizing framework for the undergraduate program
(D’Antonio et al., 2013). On review of the organiz-

BOX 6.1
PENN NURSING ORGANIZING
FRAMEWORK

ONE UNIVERSITY, ONE SCHOOL, ONE
CURRICULUM

Penn’s baccalaureate curriculum brings structure to the
school’s mission, vision, and values by centering on the
primacy of nursing practice situated in caring relation-
ships that facilitate health and healing. The baccalau-
reate curriculum builds on this conceptualization of
nursing because it moves students toward increasingly
contextualized understandings of individuals, families,
communities, and populations living with health and ill-
ness. It also moves students into increasingly complex sit-
uations and care environments because they experience
the dynamic nature of nursing’s embeddedness in health
care systems, social structures, and society.

The baccalaureate curriculum concentrates on four
intersecting core themes that characterize the complex
and contextual nature of nursing practice: judgment, in-
quiry, engagement, and voice.

Reprinted from D’Antonio, P. O. B., Brennan, A. M. W., &
Curley, M. A. (2013). Judgment, inquiry, engagement, voice:
Reenvisioning an undergraduate nursing curriculum using a
shared decision-making model, fournal of Professional Nursing,
29(6), 407-413. Used with permission from Elsevier.

ing framework, one would expect to find the follow-
ing concepts to be further developed and explicitly
interconnected for students within the curriculum:
nursing practice situated within a caring relationship;
health, illness, and healing; nursing’s embeddedness
within health care systems, social structures, and so-
ciety; and judgment, inquiry, engagement, and voice.
Using this organizing framework as the structural
curriculum guidepost for which it is intended, fac-
ulty would be held accountable for designing learning
experiences that foster students’ application of these
concepts in increasingly complex and contextualized
clinical experiences with patients, families, communi-
ties, and populations.

As faculty embrace adoption of an outcome orien-
tation in curriculum building, organizing frameworks
or models will continue to serve the same purposes
but will be driven by philosophical views and futuris-
tic mental pictures regarding the evolving practice of
nursing. For example, the role of nurses in telehealth
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and retail-based clinics, in both undergraduate and
graduate roles, provide new and expanding career op-
tions for nurses, so competencies must reflect a wider
perspective on nursing practice essentials. There is
also growing support for increasing the number of
registered nurses practicing in primary care settings
(Barton, 2017; Bodenheimer & Bauer, 2016).

Organizing frameworks directly guide develop-
ment of educational outcomes and end-of-program
competencies that are also leveled for more detailed
planning purposes.

The process of selecting or designing an organiz-
ing framework that will best serve a program or school
is not an easy task, but this process is an exceptional
opportunity for faculty to build teamwork and inno-
vation skills. Two general approaches may be used in
determining the kind of organizing framework faculty
wish to construct. The first approach is to select a sin-
gle specific nursing theory or model on which to build
the framework, a traditional approach that is used to-
day in some schools. A second, more commonly used
approach is more eclectic and blends concepts from
multiple theories or models, a method that has gained
in popularity as the complexity of nursing and the
health care environment has increased.

Developing a Single-Theory Framework

A traditional approach to constructing an organiz-
ing framework is to use a particular nursing theory or
model to help shape the visual image that is consis-
tent with the philosophy of the faculty. For example,
if faculty believe that caring is at the core of nursing, a
theory of caring (Clark, 2016; Monsen, Le, Handler, &
Dean, 2017). Pajnkihar, McKenna, Stiglic, and Vrbnjak
(2017) might serve as the anchoring model when ex-
plaining the discipline to students and cataloging
knowledge about the discipline of nursing. The advan-
tage to building an organizing framework on a single
theory or model is the ability to use a single image with
a defined vocabulary that is shared by both the learner
and the teacher. Using a single theory or existing con-
ceptual model has limitations and poses challenges,
including that it may not reflect everybody’s view of
nursing and nursing practice. This becomes problem-
atic when faculty have developed or been educated in
curricula that have used a different theory or orienta-
tion to the discipline. The use of only one theory in

a framework may limit the ability of faculty to pull
together all elements of their curriculum, which pro-
vides a rationale for moving away from this approach,
as does recognizing that the practice of nursing is be-
ing transformed by a dynamic, evolving health care
system. Further, it is clear that nursing educators and
practitioners will not agree on a single theory. Students
educated in a curriculum driven by a single theory are
likely to experience frustration and confusion when
they find themselves in clinical practice settings that
do not ascribe to the same theory—or to any theory,
for that matter.

Developing an Eclectic Framework

Given the challenges and limitations of using a single
theory as an organizing framework, faculty choice
does not have to be constrained by a single theory
or model. Those who believe that a combination of
many theories or concepts is more reflective of their
beliefs about nursing may use an eclectic approach
to developing a curricular framework. Fig. 6.1 shows
an eclectic framework that has been used to guide
work in several nursing programs. The Care Quality
Commission framework incorporates an updated use
of traditional nursing role concepts of care, cure, and
coordination with the QSEN and IPE competencies as
the major guiding structures.

The use of a more eclectic approach when design-
ing an organizing framework is not without its pitfalls.
Some view this approach as an impediment to the de-
velopment of a comprehensive nursing theory and the
development of a body of knowledge that is uniquely
nursing. The advantage to an eclectic approach is the
ability to “borrow” concepts and definitions that best
fit the faculty’s beliefs and values from nursing and
nonnursing theories. The eclectic approach may also
promote incorporation of contemporary or evolving
conceptualizations of nursing, health, the environ-
ment, and other key concepts and better reflect the
practice of nursing across the continuum of settings
and patient populations. However, if faculty develop
an eclectic framework in which concepts and their
definitions are “borrowed” from a number of theories,
they need to ensure that in the act of borrowing they
have not changed conceptual meaning. It is impor-
tant to clearly show the relationships among the se-
lected concepts. Therefore it is important to clarify the
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Care, Cure,

* Physiologic

* Pathologic

* Psychological

¢ Social/Social
Determinants

* Community

Coordination e Care Transitions
Concepts ¢ Nursing Roles & Ethics

Fig. 6.1

meaning of concepts that will be used in an organizing
framework so that faculty and students are clear about
the phenomena being studied.

Guiding Principles for Developing
Organizing Frameworks

Although there are no specific steps or “how-tos” for
developing organizing frameworks for curriculum,
there are some guiding principles that faculty can fol-
low. (D’Antonio et al., 2013; Godfrey & Martinet al.,
2016) describe the process used by two schools of
nursing to identify curricular concepts that illustrates
the use of many of these principles.

The first principle is to choose those concepts that
mostaccurately reflect the faculty’s beliefs about the prac-
tice and discipline of nursing and how students learn.
The introduction of contemporary, student-centered

Interprofessional
Competencies

¢ Patient-Centered Care

* Safety

¢ Quality Improvement

¢ Health Technology

* Evidence-Based Practice

e Teamwork &
Collaboration

 Values/Ethics

* Roles/Responsibilities

e Teams and Teamwork

¢ Interprofessional
Communication

* Health care Settings

* Health care Systems

Care Quality Commission Organizing Framework for Nursing Education. (Courtesy D.T. Sullivan.)

approaches to learning, which stem from constructiv-
ism theory (see Chapter 14), are becoming more evident
in faculty belief statements and are influencing curricu-
lum development. The concepts identified should also
reflect or complement the philosophy, mission, and
goals of the college or university in which the program
is embedded. By creating an organizing framework that
reflects concepts valued by both the discipline of nurs-
ing and the parent institution, faculty have begun to ar-
ticulate the contributions their nursing program makes
to all stakeholder entities.

The most important aspect of choosing the con-
cepts that tie the curriculum together is relevancy. This
means that the concepts chosen need to be relevant
and meaningful to the future practicing nurse, consis-
tent with the science and art of nursing, and address
the needs of the populations served through health
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care delivery systems. During this phase of the cur-
riculum development, it is important to involve stake-
holders in the process. Reading professional standards
and recommendations; understanding regulatory and
accrediting criteria; and gathering input from prac-
tice partners, students, community leaders, and other
identified stakeholders can all help faculty with select-
ing appropriate concepts.

The selected concepts are often organized into a
graphic representation to facilitate understanding and
recognition of the organizing framework (see Fig. 6.1).
The concepts included in the organization are further
developed through creation of end-of-program out-
comes and competencies (Hendricks, Taylor, & Welch,
2016). The requisite KSAs are then defined for each of
the concepts and integrated throughout the curricu-
lum in course content and learning activities.

The second principle is to clearly define the major
concepts underpinning the curriculum framework.
Consensus should be established in this process be-
cause it will fall to the faculty to articulate these con-
cepts to the students. Consistency in terminology and
definitions along with making the organizing frame-
work visible to faculty, students, practice partners, and
other program stakeholders will enhance the frame-
work’s role in mastery of the desired level of compe-
tency at program completion.

The third principle is to explain the linkages be-
tween and among the concepts identified. This is criti-
cal because the linkages are the basis for how students
comprehend, apply, analyze, synthesize, and evaluate
knowledge learned throughout the educational pro-
cess. These principles are analogous to putting to-
gether a jigsaw puzzle in which the concepts are the
puzzle pieces and the total picture is of high-quality,
contemporary nursing practice. Puzzles come in vari-
ous numbers of pieces. Usually the greater the number
of pieces, the greater the challenge in its construction.
The outline and coloring of the pieces are the defini-
tions of the concepts. The more clearly the puzzle
pieces are defined and the sharper the color delinea-
tions, the easier it is to fit the puzzle together. It is criti-
cal that faculty and students grasp an understanding
of the framework without an intensive investment of
time and energy.

Faculty must decide on the major concepts that
make up the organizing framework and focus on il-

lustrating the linkages among those concepts. It is
not necessary or desirable to identify each and every
concept that students will be introduced to. The more
faculty focus on minute concepts, the more likely it
is that they are defining facts (not concepts) that will
quickly become irrelevant. It is important to keep the
work of concept identification, definition, and linkage
at a broader level involving concepts that will retain
salience with safe, quality practice.

However faculty decide to approach the work of de-
veloping a framework for their curriculum, the frame-
work that is eventually constructed must be consistent
with the school’s mission and philosophy statements,
faculty values and beliefs, program goals, professional
standards, state and federal regulations, and current
and future nursing practice trends. Faculty should have
broad-based agreement on the curriculum framework,
because such agreement is fundamental to the consis-
tent interpretation, implementation, and evaluation of
the curriculum in meeting the expected program goals
and outcomes. If there is a disconnect among philoso-
phy, values, program expectations, professional prac-
tice expectations and outcomes, and the framework,
faculty need to raise significant questions as to the util-
ity of the created frameworks.

Once the work has been completed, faculty should
share the completed framework with various stake-
holders, soliciting feedback on how the organizing
framework is interpreted by others. Such an exercise
can help faculty determine whether they have been
successful in publicly articulating their beliefs and val-
ues to others.

Outcomes and Competencies

If curriculum frameworks are the road maps to un-
derstanding the discipline of nursing, then outcomes
can be equated with the trip’s destination and com-
petencies with the mileage markers seen along the
way. Program outcomes (also referred to as learning
outcomes or sometimes expected outcomes) then take
the place of what was traditionally and more gener-
ally called terminal objectives as the outcomes repre-
sent the integrated knowledge, skills, and abilities or
competencies students are expected to demonstrate at
program completion.

Outcomes, in the simplest of terms, are those char-
acteristics students should display at a designated
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time, most often at the completion of the curriculum,
and reflect a description of the ideal program gradu-
ate. Competencies are sometimes described as what
students can do with what they know at designated
points during and at the end of the educational pro-
gram. Each broader desired outcome may be linked
with multiple competencies to achieve a meaning-
ful level of specificity for student assessment and, in
the aggregate, for program evaluation. The chapters
in Unit V—Evaluation provide detailed information
about assessment of student learning, program evalua-
tion, and related topics.

Identifying Curriculum Outcomes

The movement to an outcomes orientation has devel-
oped over time in nursing education as it has in higher
education. These resulting changes provide a strong fo-
cus on the quality and value of postsecondary education
(K-12 has experienced a similar set of changes with a
focus on competency testing). Being able to demon-
strate achievement of the stated program outcomes is
consistent with the social efficiency ideology of curri-
cula presented earlier in this chapter. Regional higher
education accrediting bodies have fully embraced the
idea that educational outcomes should prepare gradu-
ates to serve some aspect of societal need or improve-
ment, resulting in strong and, some argue, prescriptive
approaches to the assessment of student learning and
enhanced review of program evaluation metrics.

Over the past decade, the focus on outcomes in
higher education has continued to increase. In re-
sponse to the provocative questions raised when focus-
ing on program outcomes, the NLN (2010) convened
an advisory group to explore the outcomes and com-
petencies needed at each educational program level,
from licensed practical nurse to the clinical doctorate.
Similar efforts have occurred within the AACN, whose
Essentials publications contain the expected outcomes
and competencies for baccalaureate (AACN, 2008),
master’s (AANC, 2011), and doctor of nursing practice
(AACN, 2006) programs in nursing.

With the need for nursing educators to ensure that
the curricula they design keep pace with the ongoing
changes in health care and higher education, more em-
phasis will continue to be placed on the school’s abil-
ity to demonstrate success. Outcomes assessment has
been seen as the key by which school programs can

document strengths and weaknesses. A comprehen-
sive assessment program can help faculty determine
what works and what does not in achieving academic
quality and producing the desired program outcomes
(McDonald, 2014; Oerrmann & Gaberson, 2016).

This logic is a significant departure from the pre-
dominantly process-oriented Tylerian approach to
curriculum and evaluation, in which the emphasis was
placed on detailed course objectives, the identification
of content needed to meet course objectives, and the
appropriate pedagogical approaches to complement
the type of content needing to be taught. Outcome as-
sessment emphasizes assessment of competencies, that
is what students have actually learned and related skills
they are able to demonstrate in their educational ex-
periences, not merely the knowledge and experiences
that were designed with the intent of achieving these
results. These differences, which may seem like nu-
ances to many, are core to the changing focus in cur-
riculum development and student learning assessment
and evaluation that continues to evolve in higher edu-
cation and nursing education.

When moving to a curriculum that is more centered
on the development of outcomes relevant to nursing
practice, it is often easier to think about curriculum
development as starting at a program’s end rather than
its beginning. Outcomes then become the critical fo-
cus of curriculum development. This method of cur-
riculum development places a different emphasis on
the need for organizing frameworks as a starting point
for curriculum development. Approaching curriculum
development beginning with the desired outcome or
what the student needs to demonstrate at graduation to
be a competent nurse and then working backward to-
ward the beginning of the curriculum provides faculty
with an opportunity to identify the essential outcomes
and competencies that they wish to see their students
demonstrate at the completion of the program.

It is important to note that development of out-
comes should be significantly informed by the mis-
sion, vision, values, and philosophy of the program;
an environmental scan that includes the perspectives
of major external stakeholders; the use of best current
evidence in nursing and health professions education;
and internal stakeholder preferences from faculty,
students, alumni, and appropriate others. See Box 6.2
for an example of BSN program outcomes that are
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BOX 6.2
AQUINAS COLLEGE MISSION AND CORE PRINCIPLES

The Mission of Aquinas College is a Catholic community
of learning in the Dominican Tradition with Christ at its
center. The College directs all its efforts to the intellectual,
moral, spiritual, and professional formation of the human
person in wisdom. Students are formed individually and
in a Christian community so that the harmonious integra-
tion between faith and reason can permeate every dimen-
sion of their lives. Immersed in exploring the relationship
between human civilization and the message of salvation,
the College community embraces the Dominican impera-
tive to preach the Gospel, serve others, and engage culture
in truth and charity.

BSN PROGRAM OUTCOMES

Upon the completion of the program the graduate will be
able to:

1. Administer evidence-based, clinically relevant holistic
care to individuals, families, groups and multidimen-
sional populations with diverse demographic and cul-
tural characteristics in a variety of settings.

2. Communicate effectively using oral, written, and elec-
tronic methods, to transmit the analysis and integration
of data required to provide safe quality care and inform
nursing practice.

Courtesy Aquinas College School of Nursing. Used with permission.

3. Integrate critical reasoning and problem-solving meth-
ods to make effective nursing judgments and help pa-
tients make relevant decisions to improve their health
and quality of life.

4. Implement interventions that integrate ethical, legal,
and Christian principles and behaviors, consistent with
the Catholic and Dominican Tradition, in all profes-
sional nursing activities in order to advocate for the
health, well-being, and the best interests of nurses, pa-
tients, families, significant others, and the community.

5. Integrate teaching strategies to assist individuals, fami-
lies, and communities to achieve the highest level of
health and well-being possible.

6. Collaborate in partnership with other healthcare team
members to promote, protect, and improve health of
patients at any point on the illness/wellness continuum.

7. Engage in leadership and management activities in a
multidisciplinary healthcare environment to plan, im-
plement, delegate, evaluate, and promote safe quality
nursing care that is holistic and cost effective.

8. Participate in the ongoing changes in the profession and
actions that promote safe quality patient care and en-
gage in ongoing preparation through continued learn-
ing and advanced practice education that advance the
goals of the profession.

significantly aligned with the mission statement of a
religious-affiliated college.

The interrelationship between the organizing frame-
work and the outcomes and competencies becomes
clear with the organizing framework being shaped by
the theories and concepts embedded in the outcomes
and competencies. For example, if faculty believe that
students need to possess clinical reasoning, communi-
cation, teamwork, and leadership skills, these concepts
will be evident in the organizing framework. In an
outcomes-focused curriculum, the driver of faculty
conversations is not what content must be taught but
rather what KSAs (professional values) students need
to demonstrate to meet expected curriculum outcomes.
Before they can think about curriculum from the out-
come, or end stage, faculty first must identify the desired
program outcomes using a stakeholder-informed and
future-oriented picture of nursing practice (Sroczynski
etal., 2017). Here are some examples of end-of-program
competencies that reflect evolving stakeholder priorities

with an emphasis on transition care coordination across
settings, emerging technologies, and culturally sensitive
care.

Upon completion of this BSN program, the gradu-
ate will be able to:

= Use knowledge of health care regulation to ad-
vocate for policy change to improve health care
systems and professional nursing practice.

= Collaborate with the health care team and clients
to provide safe, cost-effective, high-quality care.

® Demonstrate professional communication, col-
laboration, and documentation with the health
care team to support improvement in patient
health outcomes.

® Build therapeutic alliances with patients and
families to provide personalized care (University
of Florida College of Nursing, 2017).

As faculty identify outcomes, it is important to em-
bed these outcomes in actions that promote the practice
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of nursing. Using an outcomes perspective, it is impor-
tant that faculty not only clarify and define the concepts
they wish to use in the development of outcomes but
also ensure that they have outcomes that are broad
enough to incorporate all of the attributes desired.

A common question is how many program out-
comes are needed. There is no evidence-based answer
to this question, but many programs strive for no more
than eight to 10 outcomes. Keep in mind that these
should be broad-based outcomes that encompass a
number of competencies that will evolve with chang-
ing practice. If faculty are identifying a large number
of program outcomes, it is likely that they have con-
fused program outcomes with the knowledge, skills, or
behaviors related to competencies. Program outcomes
should not need to be frequently updated; they should
stand the test of time. For example, consider the fol-
lowing BSN program outcomes (2 of 9).

As a graduate of the BSN program you will be:

= A culturally sensitive individual who provides holis-
tic, individual, family, community, and population-
centered nursing care;

® An effective communicator who collaborates with
interprofessional team members, patients, and their
support systems for improved health outcomes
(Indiana University School of Nursing, 2012).

These outcomes are written broadly and will be
contemporary for some time to come. The knowledge,
skills, and behaviors (competencies) that the graduate
will need to acquire to demonstrate these outcomes
will likely change, but the outcomes will remain cur-
rent. The faculty can review and update the competen-
cies as needed to stay current.

Some of the criteria that will be useful in determin-
ing how many outcomes to include are ensuring that
the major aspects of the organizing framework are
included, that significant professional practice and ac-
creditation standards are appropriately reflected, and
that a clear picture of the major components of a prac-
titioner who is engaged in safe, quality nursing care
emerges when the outcomes are considered as a whole.

Consideration of a more ontological philosophical
approach to defining outcomes adds the perspective
of the learner on core characteristics. The importance
of reflection and reflective practice is increasingly rec-
ognized as a crucial strategy to develop professional

identity, emotionally intelligent practitioners, and a
commitment to lifelong learning and development
(Horton-Deutsch & Sherwood, 2017).

Identifying and Developing Competencies

After the expected program outcomes have been es-
tablished, the next step in the curriculum development
process is to identify the competencies that students
need to possess to attain these outcomes. Competency
statements identify the knowledge, skills, and profes-
sional attitudes and values that students need to de-
velop if they are to achieve the program outcomes.
Competency statements are behaviorally anchored and
student focused. Nursing faculty must approach cur-
riculum development from the premise that nursing
knowledge and skills are built on or interwoven with
general education knowledge and skills. Outcomes
should include those competencies that are specific
to the nursing discipline and those competencies that
establish a foundation for lifelong learning. Students
achieve the identified competencies through acquisi-
tion of necessary KSAs, leading to the achievement of
the expected program outcomes whether as an under-
graduate or graduate student.

Competency statements are important in assessing
student learning because they become the foundation
that drives evaluation. When identifying competen-
cies, faculty should give attention to determining the
right student, the right behavior, the right level of be-
havior, and the right context of the behavior. Here, stu-
dent refers to the level of student from whom faculty
are expecting these behaviors (e.g., prenursing, nurs-
ing sophomore, nursing senior, master’s, or doctoral
level); level of behavior refers to the level of learning
or performance at which the behavior is to be demon-
strated (this is where learning taxonomies are helpful);
and context of the behavior refers to the environment in
which the behavior should occur. For example, if fac-
ulty believe that it is essential for students to exhibit a
particular skill, knowledge, or attitude across a contin-
uum of health care settings or with a select population
of patients, then the competency statement should in-
dicate the parameters in which the behavior should be
expressed. It is equally important for faculty to remem-
ber not to be so specific as to “paint themselves into a
corner” from which there is no escape (e.g., if faculty
specify that a certain behavior will be demonstrated
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with postoperative patients in an outpatient surgical
setting, all students must be guaranteed this type of ex-
perience for faculty to make an accurate and consistent
assessment and evaluation of student performance).

Leveling Competencies

In leveling or specifying competencies, faculty must
recognize the level at which the KSAs need to be dem-
onstrated to obtain the outcome desired throughout
the curriculum. The learning environment will need
to be designed to enable the students to acquire knowl-
edge at the level identified. Evaluation measures also
need to be consistent with the level of learning identi-
fied to ensure consistency in evaluation from the time
of input of information through the time of output of
the expected competency. Learning occurs at various
levels, and the level of learning needs to be explic-
itly stated in the competencies faculty generate for
each level within the curriculum. Table 6.2 provides a
sample end-of-program competency related to com-
munication leveled across the last four semesters of a
baccalaureate nursing program.

Once competencies have been leveled to a year or
semester or academic level, faculty must carefully ex-
amine these competencies and determine how courses
can be designed to contribute to the ongoing develop-
ment of these competencies. The behaviors embed-
ded in each competency become the focus for writing
course-level competencies. Not all competencies will
or should be included in all courses that make up
the curriculum. Competencies at the course level are
more concrete and detail how the chosen competen-

cies explicitly relate to the course. The faculty will then
need to identify what prerequisite and requisite knowl-
edge and skills students will need to possess to demon-
strate this behavior.

If, for example, faculty believe that the individualiza-
tion of a standard care map is critical to a nurse practi-
tioner student learning experience, then a course-level
competency resulting in course objectives, learning ac-
tivities, and evaluation of learning will be included to
reflect this behavior.

Because structured learning tends to be grounded
in developmental theories, students are expected to
become more accomplished in applying knowledge to
increasingly more complex or new situations as they
move through the curriculum. Course competencies
(course expectations) then should be written to reflect
the placement of the course within the curriculum; the
expectations of learning for courses that precede, ar-
ticulate, and follow each course; and how each course
can contribute to the development of program compe-
tencies. Precision is needed when writing competency
statements. The language of the competencies must re-
flect a continued sense of development. Development
may take the form of increasing complexity, differen-
tiation, delineation, or sophistication.

Competency Learning Progression Charts

As noted earlier in this chapter, outcomes are typically
measured through more specific competency state-
ments that, in aggregate, provide evidence that the out-
come was achieved. To maintain curricula integrity,
tracking competencies associated with each program

TABLE 6.2

Leveling Competencies Across the Curriculum: Communication

End of Program Competency: Uses Appropriate, Accurate, and Effective Communication
Processes With Clients, Colleagues, and Others

Semester 1 Semester 2

Semester 3 Semester 4

Assess own communication
style (verbal, written, and
via technology) to evaluate

Access and appraise
the quality and
appropriateness of

strengths and weaknesses information retrieved via

in sending and receiving

information accurately.

information technology
sources for professional
information and client
education uses.

Use principles of
effective interpersonal
communication theories

Express oneself effectively
in a variety of media and
contexts to educate,
influence, and collaborate
with others.

to enact goal-directed
communications with
individuals and groups.
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outcome is an important activity, but tracking the nu-
merous competencies associated with all of the out-
comes can become an onerous task. Comprehensive
content grids are useful and necessary, but they can be
so voluminous that they lose utility for depicting the
building blocks of KSAs desired.

Several methods for documenting learning pro-
gression may be used; one exemplar is the competency
learning progression chart. A competency learning
progression chart (Sullivan, 2014) can succinctly dem-
onstrate the progression of learning (Table 6.3). Each
program outcome is measured through multiple de-
rived competencies created to reflect learning achieve-
ment. Each of the component competencies is shown
in a grid beneath the larger learning outcome, includ-
ing information regarding the course location, specific
learning activities, and evaluation criteria to assess stu-
dent learning. Once these are agreed on by faculty and
included in the competency learning progression chart,
individual faculty may not independently change the
key learning activities and evaluation methods. Further,
selected assignment products may be used to create stu-
dent portfolios as an expression of their comprehensive
achievement of the desired learning outcomes. Finally,
specification of key learning activities is an effective tool
to identify content duplication and gaps.

In one recent example within a nursing program,
it was discovered that students were asked to perform
three community assessments in three different courses
using almost identical criteria. Faculty agreed that one
community assessment was sufficient and thus freed up
precious time for other learning topics. Competency
learning progression charts can be reviewed on a regu-
lar basis to incorporate new information and concepts,
with the designated faculty group making decisions re-
garding changes. This practice is an exemplar of how
curricular integrity can be balanced with the concept of
academic freedom discussed earlier.

Course Design

Faculty have now completed the overarching curricu-
lum structure with the identification of the organiz-
ing framework, outcomes, and competencies. These
competencies now need to be organized or threaded
through the courses that faculty will develop. To begin
this process, faculty must consider the antecedents or
factors that need to be in place for the outcomes and
competencies to be achieved in each course in the cur-
riculum. Antecedents are defined as the prerequisite
knowledge needed to develop or foster the identified at-
tributes or characteristics. It is assumed that each course
within the curriculum will make a unique contribution

TABLE 6.3

Competency Learning Progression Chart

Excellence University: BSN Program

Competency Number: 1
Competency Theme/Thread: Nursing/Collaboration

End of Program Competency: Work collaboratively with other health care team members using a process
grounded in respect for and knowledge of others’ roles.

Competency Course Learning Activity Evaluation
Demonstrate knowledge of other N 100 Summarize interviews with three nonnursing Assignment Rubric
health care team members’ health care team members regarding their
contributions to care scope of practice and care focus
Apply knowledge of group N 200 Construct a patient education plan Peer-rated Group

behavior and collaboration
skills to promote effective team
relationships and decisions

that incorporates other disciplines as
appropriate to the topic

Describe a theory-based approach to effective
teamwork

Presentation
Scholarly Paper with
Rubric
Simulation with Debrief

Evaluate two health care team scenarios

using teamwork and quality improvement

principles
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to the ability of students to meet the identified compe-
tencies at each level of the program.

The key is for faculty as curriculum developers to
consciously consider and design courses and sequences
that will best lead to achieving the desired learning
outcomes across the diversity of students within the
population. See Chapter 10 for an in-depth discussion
on designing courses and learning experiences.

Teaching and Learning Trends in
Curriculum Design

Seismic shifts have occurred in conceptualizing and
designing nursing education programs. Some of these
changes have been presented earlier in this chapter.
Several additional trends of significance are briefly
described here because of their profound and growing
influence on nursing education curricula. Among the
most important are theories and approaches seeking to
promote deeper and more engaged learning while bet-
ter reflecting the complexity of teaching nursing, es-
pecially but not limited to prelicensure students. Four
popular trends are overviewed to illustrate the evolu-
tion occurring in nursing education: constructivism,
narrative pedagogy, problem-based and team-based
learning, and flipping the classroom.

Constructivism and Narrative Pedagogy

The influence of constructivism and phenomenological-
based approaches to teaching and learning has led
to creation of new pedagogies reflecting this shift in
foundational beliefs about education. A constructivist
perspective embraces elements of cognitive psychol-
ogy that suggest knowledge is not simply absorbed
but must be “created” by and within the learner, with
faculty serving as a guide. Hartle, Baviskar, and Smith
(2012) published a field guide to constructivism for the
college level, noting that there are four essential crite-
ria: prior knowledge assessment, cognitive dissonance
creation, application and feedback, and metacogni-
tion. Metacognition may be simply defined as students
reflecting on what they have learned, how they learned
it, and why it is important. Recently a nursing educa-
tion research framework for transformative learning
was proposed that relies on and extends construction-
ism. Labeled as a constructivist-competency-based
approach to education, the outcomes of nursing “are
defined as competencies, which are viewed as complex

knowledge of how to act in a variety of situations”
(Pepin et al., 2017, p. 50).

With narrative pedagogy, “teachers focus on think-
ing anew about the experiences they cocreate with
students, rather than on the activities common in con-
ventional pedagogies ... and work with students to in-
terpret shared experiences of learning and practicing
nursing” (Ironside, 2014, p. 212). In a review of 15 years
of narrative pedagogy experience, Ironside (2015) noted
that “Narrative pedagogy has an extensive and longitu-
dinal body of research describing how the approach
contributes to the educational transformation the disci-
pline seeks. Although narrative pedagogy may be inter-
preted and used as an entirely new paradigm for nursing
education, presently it is most often implemented as a
strategy and used concurrently with more traditional
approaches to curriculum development. Narrative ped-
agogy practices are highly congruent with Benner et al’s
(2010) recommendations for major changes in nursing
education, including contextualizing knowledge, pro-
moting situated clinical reasoning, linking classroom
and clinical information, and focusing on professional
identity formation. Narrative pedagogy provides an
evidence-based strategy to revolutionize teaching and
learning in nursing. Chapter 14 provides a comprehen-
sive discussion of constructivism, narrative pedagogy,
and other learning theories.

Problem-Based and Team-Based Learning

Although some substantive differences exist between
the two, problem-based learning and team-based learn-
ing share fundamental characteristics, including the
value of peer learning. A systematic review of peer
learning in nursing programs revealed improvement
in either an objective effect or subjective assessment
in 16 of 18 included studies (Stone, Cooper, & Cant,
2013). Additionally, peer learning in nursing education
was shown to develop student communication, critical
thinking, and self-confidence. Problem-based learning
may be defined as a “cognitive endeavor whereby the
learner constructs mental models relevant to problems”
(Schmidt, Rotgans, & Yew, 2011, p. 792), or more re-
cently as “a pedagogical approach that enables students
to learn while engaging actively with meaningful prob-
lems (Yew & Goh, 2016).

Team-based learning (TBL) is also a learner-centered
approach with faculty serving as expert facilitators
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(Hrynchak & Batty, 2012; Mennenga & Smyer, 2010).
As in problem-based learning, cases and scenarios are
used to promote problem solving through group inter-
action and analysis. One major difference is the more
structured process generally associated with team-based
learning. After completing a preassignment, which is
often readings, (1) individuals complete a quiz on the
material, (2) individuals in small groups share and dis-
cuss their quiz answers, and (3) faculty-informed dis-
cussion and feedback occurs along with activities to use
the information learned and integrate new with prior
knowledge. There is strong evidence of the effectiveness
of TBL (Miles, Larson, & Swanson, 2017). In addition, a
benefit of TBL is the ability to use the technique with a
fairly large group of students (Black, Blue, Davidson, &
McCormack, 2016); in contrast, problem-based learn-
ing is usually conducted in smaller, facilitated indepen-
dent teams requiring more resources. See Chapter 16 for
further discussion of problem-based and team-based
learning, as well as other active learning strategies.

The “Flipped Classroom”

Last, the concept of “flipping the classroom” has re-
ceived significant attention in higher education circles.
Consistent with much of the prior content, the goal of
a flipped classroom is for students to prepare individu-
ally for learning with the goal of creating meaningful
and engaging learning activities within groups in the
classroom. Faculty facilitate the classroom discussions
to promote active, engaged learning that results in lon-
ger lasting and deeper knowledge gains (Alexandre &
Wright, 2013; Dickerson, Lubejko, McGowan, Balmer,
& Chappell, 2014). Two recent reviews of the flipped
classroom in nursing education concluded that the
flipped classroom provides a student-centered ap-
proach tolearning, engages students in the complexities
of contemporary health care, and offers transformative
potential to reform nursing education (Betihavas et al.,
2016; Presti, 2016). Chapter 20 discusses the concept
of interconnectedness in the classroom, including the
flipped classroom.

Clinical Teaching and Learning

As a practice discipline, teaching and learning the
role of a nurse in a health care setting is paramount to
achieving the desired learning outcomes. The ratio of
clinical instructors to prelicensure students is regulated

by state boards of nursing to ensure public safety when
students are practicing. Clinical teaching is one of the
most time- and resource-intensive aspects of nursing
education and is of critical importance at all levels of
nursing education and any practice discipline. Clinical
faculty must develop the teaching skills and strategies
to transform their clinical expertise into meaningful
experiences for and with students. Ironside (2014)
reported that “teachers’ and students’ focus on task
completion persists and often overshadows the more
complex aspects of learning nursing practice” (p. 185).
Similarly, another study (McNelis et al., 2014) found
that “missed opportunities for learning, inadequate
measures for clinical progress and learning, and lack
of interprofessional practice are failing to optimize stu-
dent clinical learning experiences” (p. 30). Preceptors
are used extensively in numerous clinical placements,
especially at the graduate level. Thus preceptor identi-
fication, development, and evaluation merits the nec-
essary attention and support.

The complexity of health care organizations and
competition for clinical sites as schools of nursing in-
creased enrollments to meet health care needs has of-
ten suboptimized student clinical experiences through
inconsistent scheduling, working 12-hour shifts, and
being unable to follow a patient’s trajectory of illness
and recovery. Students frequently do not care for pa-
tients with conditions matching the content being
covered in classrooms; may work with different nurses
as opposed to an identified preceptor; and struggle to
become familiar with the necessary structure, systems,
and practices of the several clinical sites they may be
assigned to over the course of a semester. The use
of concepts to showcase similarities and differences
across discrete patient diagnoses is particularly use-
ful given these realities as they help learners relate in-
formation to multiple situations. Last, the underlying
pedagogy and role of clinical instructors, who in many
cases are not full-time faculty and may not be familiar
with the overall curriculum, is often not clear or con-
sistent. Chapter 18 provides a thorough discussion of
clinical teaching.

Clinical immersion experiences have waxed and
waned in popularity and seem to be experiencing a
new wave of popularity. Immersion may be as short
as a week or two or as long as one or two semesters,
depending on curricular design and clinical site
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relationships and support. The benefits of immer-
sion include sufficient time to learn the setting and
its practices and procedures, opportunities to see the
trajectory of patient health and illness patterns over
longer periods, and the ability to form work relation-
ships with a variety of health disciplines to master the
intra- and interprofessional skills of teamwork and
collaboration. Although the increasing support for
postlicensure residence programs may bridge some of
the gaps related to transition into practice, the impor-
tance of clinical practice teaching and learning before
that time deserves continued attention.

Resources

When designing or revising curricula, it is important
to consider the effects of various decisions on the re-
sources that will be required to implement those plans
in a manner that will ensure a quality outcome. This
assessment and discussion requires collaboration be-
tween academic administration and the faculty leading
the curriculum efforts. It is most helpful to agree on
assumptions regarding resources of faculty (full-time
and clinical instructors or others), simulation and re-
lated materials, clinical sites, and support services. In
some cases, resources will be constrained, requiring
that curricula be created with that fact in mind.

Decisions regarding many of the curricular elements
have implications for resources with three elements
creating the most potential influence on resources: the
organizing framework, learning outcomes, and peda-
gogical strategies. As an example, if a problem-based
learning approach is identified as a major teaching
strategy, additional faculty facilitators might be desir-
able for the same number of students. Or if simulation
activities are to be increased in amount and level of
complexity—perhaps using simulated patients—the
costs of these plans must be considered and approved
before the process of curriculum change is completed,
not after. Academic administrators and faculty leaders
would be well advised to outline the scope of the cur-
riculum development or change project, including an
assessment of and future assumptions about resources
to avoid disappointment and rework.

Another aspect of resources related to curricular
design and change is the amount of faculty time and
effort expended to accomplish this important work.
Unfortunately, in many cases, curricular change is

handled according to existing processes and meetings
structures, which may be onerous, time consuming,
and sometimes unclear. Viewing the work of curricu-
lar change from the lens of project management and
quality improvement leads to embracing tested models
for data collection, assessment, and decision making
within a prescribed timeframe versus an open-ended
approach to completing the desired work. More re-
cently, various schools of nursing have reported ac-
complishing major curricular redesigns within 1 to
2 years, but it is still common to see curriculum proj-
ects expand to 3 or more years. Given that the time-
line for receiving various institutional and regulatory
approvals can be lengthy and delay curricular imple-
mentation even longer, there is the potential for a
“new” curriculum to be out of date before it has been
implemented.

Some potential disadvantages of this more struc-
tured approach may include perceptions that faculty
decision-making power relationships are shifted and
that more time is needed to fully consider all of the
issues and topics. Appropriate strategies may be used
to proactively address these concerns to accomplish
curricular change in an effective manner. Given the
central importance of resources in any curriculum, a
clear understanding of the assumptions related to and
amount and type of available resources will position a
curriculum project for success.

PROCESS FOR CURRICULUM
DEVELOPMENT OR REVISION

Faculty have a responsibility to develop, evaluate, and
revise their curriculum. Curriculum evaluation and
revision is an ongoing process. Because a significant
amount of faculty time is spent in this effort, faculty
can consider effective and efficient ways to approach
this work.

One of the first steps is to identify the leadership
and structure. The leader may be a consultant who is
employed to consult or lead the development or revi-
sion process, but more often the leader is an appointed
or elected faculty member. When undertaking a sig-
nificant curriculum revision, it may also be helpful
to consider using a small group of faculty to serve as
coleaders of the process instead of one individual. In
this manner, there is shared responsibility for leading
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the curricular change, which avoids overwhelming any
one individual. Faculty must also determine whether
the curriculum work will be done by the faculty as a
whole, by volunteers, or by faculty who are elected to
represent a constituency and serve on the curriculum
committee on their behalf. Faculty must also have by-
laws in place to define the curriculum process.

Curriculum development or revision is a change
process, and some faculty find it helpful to use a change
model to guide the process. Some models include
Rogers’s (2003) Diffusion of Innovations and Lewin’s
(1951) Force Field Analysis, or a Strengths, Weakness,
Opportunity, Threat (SWOT) model. Regardless of
the model used, if any, faculty will benefit from estab-
lishing norms for change, identifying the benefits and
risks of change, determining what must change and
what can stay the same, and obtaining the needed re-
sources to do the work.

Inevitably there will be barriers and resistance to
change. Barriers can include lack of time; large num-
bers of inexperienced faculty; faculty with a sense of
loss of control, lack of trust, or concerns about losing
their area of expertise in the curriculum; and uncer-
tainty related to the need to learn new clinical skills,
teaching strategies, or content. At the same time,
faculty can use strategies to facilitate change. Having
key faculty involved in the curriculum development
and revision is important, as is having agreed-on
goals, a transparent process, and respect for every-
one’s opinion. Setting a timeline for completion of
the work is also important, or the work may stagnate
and even become outdated before it is implemented.
Recognizing both the barriers and the facilitators
improve the curriculum development and revision
process.

SUMMARY

Although some traditional concepts of curriculum de-
velopment continue to provide structure for an impor-
tant, planned, and sequenced approach to achieving
desired educational outcomes, aspects of nursing edu-
cation are undergoing significant and sometimes dis-
ruptive innovations. Although there is often growing
support for change, faculty in schools of nursing are
challenged to reconceptualize their current curricula
while continuing to teach in the current framework

and teaching strategies. Major forces influencing cur-
riculum changes provide the context for reenvisioning
nursing curricula using innovative yet evidence-based
approaches to achieve the desired learning outcomes
and competencies. An approach to designing and
documenting curricula was reviewed along with ex-
emplars to support effectiveness of selected elements
or strategies.

There are exciting innovations in nursing edu-
cation today that are expected to result in enhanced
outcomes for graduates and in a new excitement about
the educator role in this process. Systematic process
and outcome evaluation of curriculum development,
implementation, and outcomes will be crucial to learn-
ing how to best design education curricula to prepare
graduates for the ever-expanding and complex role of
the nurses across the health care continuum to ensure
comprehensive, high-quality care for the populations
served.

Reflecting on the Evidence

1. How can faculty ascertain whether the curricu-
lum framework is providing adequate structure
to support decisions faculty make regarding
curriculum development and implementation?

2. What are effective strategies that faculty can
adopt to ensure that their program curricula
maintain integrity while allowing for incorpo-
ration of current evidence and innovative con-
cepts and practices?

3. How will faculty use student assessment and
program outcomes information to continu-
ously improve the curriculum?
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PHILOSOPHICAL FOUNDATIONS OF
THE CURRICULUM

THERESA M. “TERRY” VALIGA, EDD, RN, CNE, ANEF, FAAN

Eeautiful words. Admirable values. Published
prominently on websites and in catalogs, student
handbooks and accreditation reports. The philosophi-
cal statement of a school of nursing is accepted by
faculty as a document that must be crafted to please
external reviewers, but for many it remains little more
than that. Far too often the schools philosophy re-
mains safely tucked inside a report but is rarely seen as
a living document that guides the day-to-day workings
of the school.

In reality, the philosophy of a school of nursing should
be referenced and reflected upon often. It should be re-
viewed seriously with candidates for faculty positions
and with those individuals who join the community as
new members. It should be discussed in a deliberate way
with potential students and with students as they prog-
ress throughout the program. And it should be a strong
guiding force as the school revises or sharpens its goals,
outlines action steps to implement its strategic plan, and
makes decisions about the allocation of resources.

This chapter explores the significance of reflecting
on, articulating, and being guided by a philosophy; ex-
amines the essential components of a philosophy for
a school of nursing; and points out how philosophi-
cal statements guide the design and implementation of
the curriculum and the evaluation of its effectiveness.
The role of faculty, administrators, and students in
crafting and “living” the philosophy is discussed, and
the issues and debates surrounding what educational
philosopher Maxine Greene (1973) calls the “doing of
philosophy” are examined. Finally, suggestions are of-
fered regarding how faculty might go about writing or
revising the school’s philosophy.

WHAT IS PHILOSOPHY?

Maxine Greene (1973) challenged educators to “do
philosophy” By this she meant that we need to take
the risk of thinking about what we do when we teach
and what we mean when we talk of enabling others to
learn. It also means we need to become progressively
more conscious of the choices and commitments we
make in our professional lives. Greene also challenged
educators to look at our presuppositions, to exam-
ine critically the principles underlying what we think
and what we say as educators, and to confront the in-
dividual within us. She acknowledged that we often
have to ask and answer painful questions when we “do
philosophy”

In his seminal book, The Courage to Teach, Parker
Palmer (2007) asserted that “though the academy
claims to value multiple modes of knowing, it honors
only one—an ‘objective’ way of knowing that takes us
into the ‘real’ world by taking us ‘out of ourselves™ (p.
18). He encouraged educators to challenge this culture
by bringing a more human, personal perspective to the
teaching-learning experience. Like Greene, Palmer sug-
gested that to do this, educators must look inside so that
we can understand that “we teach who we are” (p. xi)
and so that we can appreciate that such insight is critical
for “authentic teaching, learning, and living” (p. ix).

Philosophy, then, is a way of framing questions
that have to do with what is presupposed, perceived,
intuited, believed, and known. It is a way of contem-
plating, examining, or thinking about what is taken
to be significant, valuable, or worthy of commitment.
Additionally, it is a way of becoming self-aware and
thinking of everyday experiences as opportunities to

135



136 UNIT Il = CURRICULUM AS A PROCESS

reflect, contemplate, and exercise our curiosity so that
questions are posed about what we do and how we do
it, usual practices are challenged and not merely ac-
cepted as “the way things are,” and positive change can
occur. Indeed, each of us—as a fundamental practice
of being—must go beyond the reality we confront, re-
fuse to accept it as a given and, instead, view life as a
reality to be created.

These perspectives on “doing philosophy” focus pri-
marily on individuals—as human beings in general or
as teachers in particular—reflecting seriously on their
beliefs and values. There is no question that such re-
flection is critical and is to be valued and encouraged.
However, “doing philosophy” must also be a group
activity when one is involved in curriculum work. In
crafting a statement of philosophy for a school of nurs-
ing, the beliefs and values of all faculty must be consid-
ered, addressed, and incorporated as much as possible.
In fact, the very process of talking about one’s beliefs
and values—although it may generate heated debates—
leads to a deeper understanding of what a group truly
accepts as guiding principles for all it does.

PHILOSOPHICAL STATEMENTS

A philosophy is essentially a narrative statement of
values or beliefs. It reflects broad principles or funda-
mental “isms” that guide actions and decision mak-
ing, and it expresses the assumptions we make about
people, situations, or goals. As noted by Bevis (1989)
in her seminal work Curriculum Building: A Process,
the philosophy “provides the value system for or-
dering priorities and selecting from among various
data” (p. 35).

In writing a philosophical statement, we must raise
questions, contemplate ideas, examine what it is we
truly believe, become self-aware, and probe what might
be—and what should be. It calls on us to think critically
and deeply, forge ideas and ideals, and become highly
conscious of the phenomena and events in the world.

We also must reflect on the mission, vision, values
of our parent institution and of our school itself, and
the values of our profession. Fig. 7.1 illustrates how a
school’s statement of philosophy is related to but dif-
fers from these other sources. A mission statement
describes unique purposes for which an institution
or nursing unit exists: to improve the health of the

surrounding community, to advance scientific under-
standing or contribute to the development of nursing
science, to prepare responsible citizens, or to graduate
individuals who will influence public policy to ensure
access to quality health care for all. A vision is an ex-
pression of what an institution or nursing unit wants
to be: the institution of choice for highly qualified
students wishing to make a positive difference in our
world; the leader in integrating innovative technology
in the preparation of nurses; or a center of synergy for
teaching, research, professional practice, and public
service. Institutions and schools of nursing often also
articulate a set of values that guide their operation:
honesty and transparency, serving the public good,
excellence, innovation, or constantly being open to
change and transformation.

As stated, a philosophy statement is the narrative
that reflects and integrates concepts expressed in the
mission, vision, and values of the institution or pro-
fession; it serves to guide the actions and decisions of
those involved in the organization. Educational phi-
losophy is a matter of “doing philosophy” with respect
to the educational enterprise as it engages the educa-
tor. It involves becoming critically conscious of what
is involved in the complex teaching-learning relation-
ship and what education truly means. The following
statements about education, many by well-known in-
dividuals, provide examples of different philosophical
perspectives:

® The secret of education lies in respecting the
pupil.—Ralph Waldo Emerson (1921)

m If the student is to grow, the teacher must also
grow.—Confucius

® [ think [education] refines you. I think some of
us have rough edges. Education is like sanding
down a piece of wood and putting the varnish to
it.—Suzanne Gordon (1991, p. 131)

® The whole art of teaching is only the art of awak-
ening the natural curiosity of young minds for
the purpose of satisfying it afterward.—Anatole
France (1920)

® The teacher learns from the student just as the
student learns from the teacher with their en-
counters as examples of mutual openness to each
other’s needs.—Nili Tabak, Livne Adi, and Mali
Eherenfeld (2003, p. 251)
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PHILOSOPHY AS IT RELATES TO
NURSING EDUCATION

As noted earlier, “doing philosophy” must move from
individual work to group work when engaged in cur-
riculum development, implementation, and evaluation.
Faculty need to reflect on their own individual beliefs
and values, share them with colleagues, affirm points
of agreement, and discuss points of disagreement.
Table 7.1 summarizes many of the philosophical per-
spectives expressed through the years, and faculty are
encouraged to explore the meaning and implications of
each as they engage in developing, reviewing, or refin-
ing the philosophical statement that guides their work.
A discussion of three basic educational ideologies is
presented here to point out how differences might arise
if each person on a faculty were to approach education
from her or his own belief system only.

One basic educational ideology is that of romanti-
cism (Jarvis, 1995). This perspective, which emerged

in the 1960s, is highly learner-centered and asserts
that what comes from within the learner is most im-
portant. Within this ideological perspective, one would
construct an educational environment that is permis-
sive and freeing; promotes creativity and discovery; al-
lows each student’s inner abilities to unfold and grow;
and stresses the unique, the novel, and the personal.
Bradshaw (1998), asserted that “this ‘romantic’ educa-
tional philosophy underpins current nurse education”
(p. 104); however, those who acknowledge our current
“content-laden curricula® in nursing (Diekelmann,
2002; Diekelmann & Smythe, 2004; Giddens & Brady,
2007; Tanner, 2010) would disagree and posit that, al-
though a “romantic” philosophy is embraced as an ideal,
it is not always evident in our day-to-day practices.

A second educational ideology, that of cultural
transmission (Bernstein, 1975), is more society- or
culture-centered. Here the emphasis is on transmit-
ting bodies of information, rules, values, and the cul-
turally given (i.e., the beliefs and practices that are

TABLE 7.1

Summary of Philosophical Perspectives

Philosophical Perspective Brief Description

Behaviorism

Education focuses on developing mental discipline, particularly through memorization, drill, and

recitation. Because learning is systematic, sequential building on previous learning is important.

Essentialism

Existentialism
commitment are crucial.

Hermeneutics

Because knowledge is key, the goal of education is to transmit and uphold the cultural heritage of the past.

The function of education is to help individuals explore reasons for existence. Personal choice and

Because individuals are self-interpreting beings, uniquely defined by personal beliefs, concerns, and

experiences of life, education must attend to the meaning of experiences for learners.

Humanism

Education must provide for learner autonomy and respect their dignity. It also must help individuals

achieve self-actualization by developing their full potential.

Idealism

Individuals desire to live in a perfect world of high ideals, beauty, and art, and they search for

ultimate truth. Education assists in this search.

Postmodernism

Education challenges convention, values a high tolerance for ambiguity, emphasizes diversity of

culture and thought, and encourages innovation and change.

Pragmatism
experiences.

Progressivism
facilitate their learning.

Realism

Reconstructionism
vehicle for social change.

Truth is relative to an individual’s experience; therefore education must provide for “real-world”
The role of learners is to make choices about what is important, and the role of teachers is to

Education is designed to help learners understand the natural laws that regulate all of nature.

Education embraces the social ideal of a democratic life, and the school is viewed as the major

Adapted from Csokasy, J. (2009). Philosophical foundations of the curriculum. In D. M. Billings & J. A. Halstead (Eds.), Teaching in nursing: A guide

for faculty. St. Louis, MO: Saunders.
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central to our educational environments and our so-
ciety in general). One would expect an educational
environment that is framed within a cultural trans-
mission perspective to be structured, rigid, and con-
trolled, with an emphasis on the common and the
already established.

The third major educational ideology has been
called progressivism (Dewey, 1944; Kohlberg & Mayer,
1972), where the focus is oriented toward the future and
the goal of education is to nourish the learner’s natural
interaction with the world. Here the educational envi-
ronment is designed to present resolvable but genuine
problems or conflicts that “force” learners to think so
that they can be effective later in life. The total develop-
ment of learners—not merely their cognitive or intel-
lectual abilities—is emphasized and enhanced.

Increasingly, education experts agree that develop-
ment must be an overarching paradigm of education,
students must be central to the educational enterprise,
and education must be designed to empower learn-
ers and help them fulfill their potentials. Beliefs and
values such as these surely would influence expecta-
tions faculty express regarding students” and their own
performance, the relationships between students and
teachers, how the curriculum is designed and imple-
mented (see Fig. 7.1), and the kind of “evidence” that
is gathered to determine whether the curriculum has
been successful and effective.

There is no doubt that a statement of philosophy
for a school of nursing must address beliefs and values
about education, teaching, and learning. However, it
also must address other concepts that are critical to the
practice of nursing, namely human beings, society and
the environment, health, and the roles of nurses them-
selves (Valiga, 2018). These major concepts have been
referred to as the metaparadigm of nursing, a concept
first introduced by Fawcett in 1984.

CENTRAL CONCEPTS IN A SCHOOL
OF NURSING’S PHILOSOPHY

Several central concepts are typically contained
within a nursing school’s statement of philosophy
about which faculty communicate their beliefs and
values. These concepts include beliefs about human
beings, the societal or environmental context in which
humans live and act, health, and nursing. Faculty

may also add additional concepts about phenomena
they hold to be particularly meaningful to the learn-
ing environment they are creating within their pro-
grams. Indeed, “ideas expressed in the philosophy
should highlight the core concepts that faculty will
integrate throughout the curriculum: concepts which
then serve as the framework for continued curriculum
work” (Valiga, 2018, p. 324).

In preparing or revising the school of nursing’s
statement of philosophy, faculty must articulate their
beliefs and values about human beings, including the
individual patients for whom nurses care, patients’
families, the communities in which patients live and
work, students, and fellow nurses and faculty. It is in-
consistent to express a belief that patients and families
want to be involved in making decisions that affect
them and then never give students an opportunity to
make decisions that will affect them. Likewise, it is ad-
mirable to talk about respecting others, treating others
with dignity, and valuing differences among people,
but when faculty then treat one another in disrespect-
ful ways or insist that everyone teach in the same way
and do exactly the same thing, the validity of those
expressed values must be questioned. Consider the
following statements about human beings that might
be expressed in a school’s philosophy, keeping in mind
that human beings refers to students, faculty, adminis-
trators, and patients:

® Human beings are unique, complex, holistic
individuals.

® Human beings have the inherent capacity for
rational thinking, self-actualization, and growth
throughout the life cycle.

® Human beings engage in deliberate action to
achieve goals.

® Human beings want and have the right to be in-
volved in making decisions that affect their lives.

® All human beings have both strengths and weak-
nesses, and they often need support and guidance
to capitalize on those strengths or to overcome or
manage those weaknesses or limitations.

® All human beings are to be respected and valued.

Faculty also need to reflect on their beliefs and val-
ues related to society and environment, their effect on
human beings, and the ways in which individuals and
groups can influence their environments and society.
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The following statements may be ones to consider as
faculty write or refine the philosophy of their school
of nursing:

® Human beings interact in families, groups, and
communities in an interdependent manner.

® Individuals, families, and communities reflect
unique and diverse cultural, ethnic, experiential,
and socioeconomic backgrounds.

® Human beings determine societal goals, values,
and ethical systems.

® Society has a responsibility for providing envi-
ronments conducive to maximizing the health
and wellbeing of its members.

® Although human beings often must adapt to
their environments, the environment also adapts
to them in reciprocal ways.

Because the goal of nursing is to promote health
and wellbeing, faculty must consider the values and
beliefs they hold about health. For example, the follow-
ing statements express values and beliefs about health
that a faculty might consider:

® Health connotes a sense of wholeness or integrity.

® Health is a goal to be attained.

® Health is the energy that sustains life, allows an
individual to participate in a variety of human
experiences, and supports one’s ability to set and
meet life goals.

® Health is a dynamic, complex state of being that
human beings use as a resource to achieve their
life goals; it is therefore a means to an end rather
than an end in itself.

® Health can be promoted, maintained, or regained.

® Health is a right more than a privilege.

® All human beings must have access to quality
health care.

Finally, it is critical for faculty to discuss their beliefs
about nurses and nursing because this is the essence of
our programs. In doing so, it may be important to re-
flect on the current and evolving roles of the nurse, the
purpose of nursing, the ways in which nurses practice
in collaboration with other health care professionals,
and how one€’s identity as a nurse evolves. The following
statements may stimulate thinking about beliefs and
values related to nurses and nursing: