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Foreword

The year 2020, the bicentennial of Florence Nightingale’s birth, was desig-
nated by the World Health Organization (WHO) as the International Year of the 
Nurse and the Midwife. According to WHO, “Nurses and midwives play a vital 
role in providing health services. These are the people who devote their lives to 
caring for mothers and children; giving lifesaving immunizations and health ad-
vice; looking after older people and generally meeting everyday essential health 
needs. They are often, the first and only point of care in their communities.”

As president of the National Academy of Medicine (NAM) and as a physi-
cian who has worked closely with nurses over the decades, I know the central 
role of nursing in achieving the high-quality, accessible, and compassionate care 
that individuals, families, and communities richly deserve. I am proud that we 
can help commemorate this occasion through the release of our latest report, The 
Future of Nursing 2020–2030: Charting a Path to Achieve Health Equity.

This report is the third in a series on the future of nursing that we at the 
NAM (formerly known as the Institute of Medicine [IOM]) have been privileged 
to create with the sponsorship of the Robert Wood Johnson Foundation. The first 
of these reports, The Future of Nursing: Leading Change, Advancing Health, 
published in 2011, presented a set of bold recommendations to strengthen the 
capacity, education, and critical role of the nursing workforce.  It emboldened 
nurses to play a central role in improving health care for people, families, and 
communities around the world. That report, which has served as a blueprint for 
the nursing profession, is the National Academies’ second most downloaded 
health and medicine report since its release and continues to reach thousands of 
nurses and other important stakeholders around the world. 
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x	 FOREWORD

The second nursing report, released in 2016, Assessing Progress on the Insti-
tute of Medicine Report The Future of Nursing, highlighted promising progress 
made since the 2011 report while noting that much more needed to be done. It 
outlined three themes central to the future success of the Robert Wood Johnson 
Foundation/AARP Future of Nursing Campaign for Action (the Campaign):

the need to build a broader coalition to increase awareness of nurses’ ability 
to play a full role in health professions practice, education, collaboration, and 
leadership; the need to continue to make promoting diversity in the nursing 
workforce a priority; and the need for better data with which to assess and drive 
progress.

Alongside these two reports have been the exemplary and steadfast efforts 
of the innovative change initiative, the Campaign, in continuing to implement 
the recommendations from the first report while working to take on the recom-
mendations of the second in a more robust way. Of note, efforts to create a more 
diverse workforce and to expand ways of working with others in and outside of 
the health system have served to foreshadow the importance of nurses as key 
players in achieving health equity in the United States and globally. No one 
profession or group will achieve the health equity needed in this nation without 
all health professions, working within and across disciplines, aspiring to advance 
the culture required. Working across sectors with steadfast vigilance will be a 
necessary ingredient not only in understanding but also in taking real action to 
achieve health equity.

With this third report, The Future of Nursing 2020–2030: Charting a Path 
to Achieve Health Equity, the NAM and the Robert Wood Johnson Foundation 
continue their steadfast collaboration toward promoting a culture of health for 
all. Both organizations believe that uneven access to conditions needed for good 
health across the United States has been well documented, as have the poor ef-
fects on health that result. The growing visibility of the impacts of systemic rac-
ism in almost every aspect of people’s lives—policing, health care, the economy, 
education—is evident. Now more than ever, the nation sees clearly the need for 
an equitable, just, and fair society—one that promotes racial equity, as well as 
equity across circumstances, communities, and abilities. The good news is that so 
many of us are asking, “How can we do better? How can I do better?” In a time 
marked by COVID-19’s unprecedented global health challenges, nurses have 
stepped up—many times at great personal cost to themselves. 

Nurses have seen firsthand this disease’s inequitable impact on those they 
serve. They have also experienced firsthand COVID-19’s inequitable impact on 
the profession. Nurses are more likely to die than are other health care profes-
sionals, and nurses of color are far more likely to die. As this report points out 
with compelling evidence, nurses can play a central role in addressing these in-
equities across the entire spectrum. The nation cannot achieve true health equity 
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FOREWORD	 xi

without nurses, which means it must do better for nurses. They must be supported 
in charting a path for themselves while they work to serve others. This report is 
intended to do just that. 

I am very grateful to the committee for their consensus on the important 
recommendations in this report—especially the co-chairs, Mary Wakefield and 
David Williams—and to the National Academies staff, including Suzanne Le 
Menestrel, Jennifer Flaubert, Adrienne Formentos, and Tochi Ogbu-Mbadiugha, 
as well as Susan Hassmiller, who served as senior scholar in residence and who 
provided continuity between the first and third reports. 

This report calls on many within and around the nursing community to take 
more definitive action on eliminating systemic racism, whether in schools, institu-
tions, or the profession and its associations. Nurses are powerful in number and in 
voice and the world needs their actions now more than ever on how individuals, 
families, and communities might best be served in a more equitable fashion. And 
in asking nurses to play a central leadership role, I am reminded of the importance 
of nurse well-being. Nurses have been called on to do so much in this last year 
throughout the COVID-19 pandemic, and the nation must support them, includ-
ing by giving them all the necessary tools and equipment to do their job in the 
best way possible. I am confident that the nursing community and other important 
stakeholders will use the recommendations in this report and their evidence base 
to lead the way to a more equitable and healthy society.

Victor J. Dzau, M.D.
President, National Academy of Medicine
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Preface

In 2019, the Robert Wood Johnson Foundation (RWJF) sponsored this study 
to explore the important contributions of nursing to addressing social determi-
nants of health (SDOH) and health equity in the United States. This was to serve 
as a parallel effort to other National Academy of Medicine reports and initiatives 
sponsored by RWJF around efforts to create a more robust culture of health in the 
United States. The work of this committee began in 2019 after years of evidence 
documenting the relationship between SDOH and health outcomes, as well as 
broader challenges associated with health and health care equity. By the end of 
2020, this report was to be released in a year that was being commemorated by 
the World Health Organization as the International Year of the Nurse and the 
Midwife.1

Throughout the year, the committee participated in three major town hall 
meetings; a series of site visits in and around Seattle, Chicago, and Philadelphia; 
and two other public sessions, recordings and materials from which are available 
online.2 We heard time and again how the highly complex health and social needs 
of people were critical in defining their overall health and well-being, and that of 
their families and populations at large. 

The committee’s work continued in 2020 with the goal of launching this 
report at the end of the year. In March, however, the COVID-19 pandemic hit the 

1 See https://www.who.int/campaigns/annual-theme/year-of-the-nurse-and-the-midwife-2020 (ac-
cessed April 13, 2021).

2  Town hall recordings and materials can be accessed at https://nam.edu/publications/the-future-of-
nursing-2020-2030 (accessed April 13, 2021). 

xiii
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United States, and throughout the year it was evident that the challenges outlined 
in this report were vastly magnified by the most devastating health care event in 
more than a century. The pandemic, which has since killed nearly 3 million peo-
ple globally and sickened more than 135 million more,3 laid bare the depth and 
breadth of inequity and its impacts on the health and well-being of large swaths 
of the nation’s population, disproportionately impacting people of color, those 
with low income, and those living in rural areas. 

Simultaneously, 2020 taxed the nation’s nursing workforce in ways that had 
never been fully anticipated and planned for. Overcrowded hospitals, countless 
deaths, and lack of personal protective equipment to secure their safety, in addi-
tion to falling sick themselves, pushed nurses to their limits. Many called nurses 
heroes, but nurses time and again shunned that title and responded by saying they 
were doing the work they were called to do as nurses, albeit without the equip-
ment, including respirators and personal protective gear, they needed to deliver 
care safely. Caring for highly infectious patients with dire needs had sweeping 
adverse impacts on the physical and mental health of scores of thousands of the 
nation’s nurses. 

In addition to the crises created by the pandemic and the trauma it caused for 
society at large and nurses, years of racial injustice culminated in tragic events 
that also shone a light on inequities for people of color. The tragic deaths of 
George Floyd, Breonna Taylor, and countless others unleashed decades of pent-up 
emotion and widespread protests regarding the state of equity in the United States 
and around the world. These deaths highlighted the reality that serious challenges 
were being faced, especially by people of color. 

This report’s release in 2021 comes as the United States and the world 
have suffered great loss, but also are buoyed by the promise of lessons learned, 
including witnessing the nursing profession’s commitment to health, nursing 
innovations that improved health care in real time for patients and families im-
pacted by COVID-19, and nurse-driven adaptations in education and practice 
that will likely drive lasting changes in both. There is now deeper evidence and 
understanding of the differential impact of generations of inequity associated 
with racism and bias, socioeconomic status, disabilities, financial poverty, and 
living in areas with decreased health care access that has fueled compromised 
health status for many of our fellow Americans. It is against this backdrop that 
the committee strove to produce a report that would anticipate the needs of the 
population and the nursing profession for the next decade while advancing a set 
of recommended actions that can make a meaningful impact on deploying the 
profession more robustly, so that nurses will be both prepared for disasters in the 

3 The figures as of April 13, 2021, were 135.1 million global cases and more than 2.9 million 
COVID-related deaths. Nearly 600,000 of these deaths were in the United States. See https://www.
who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---13-april-2021 (accessed 
April 13, 2021).
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future and prepared to engage in the complex but essential work of advancing 
health equity, addressing SDOH, and meeting social needs of individuals and 
families. 

While the 2011 The Future of Nursing report was about building the capacity 
of the nursing workforce, this report clearly answers the question of to what end. 
Nursing capacity must be brought to bear on the above complex health and social 
issues and inequities.

By virtue of its history, its focus, and its presence across sectors and popula-
tions, the nursing profession is well positioned to bring its expertise to working 
in partnership with other disciplines and sectors to leverage contemporary oppor-
tunities and address deep-seated health and social challenges. And the committee 
believes that all nurses, at all levels, and no matter the setting in which they work, 
have a duty and responsibility to work with other health professionals and sectors 
to address SDOH and help achieve health equity. 

As was noted in the preface of the 2011 report, “What nursing brings to 
the future is a steadfast commitment to patient care, improved safety and qual-
ity, and better outcomes.”4 The present report expands that report’s focus on 
outcomes by clearly incorporating and leveraging the profession’s own ethics, 
values, and knowledge assets to address the upstream and midstream work of 
applying evidence linking health and health care equity to health outcomes for 
individuals, families, communities, and populations, as well as further building 
out evidence-based models, health system policies and health-related public 
policies, and educational approaches. Nurses in particular are well prepared to 
create, partner in, and lead the complex work of integrating the social and health 
sectors in support of the health and well-being of individuals, families, and 
communities. Nurses, working with social service sectors in and across commu-
nity-based ambulatory care and public health settings to implement health system 
and point-of-care interventions can help advance continuous care models that are 
individual- and population-centered. 

In addition to addressing social needs, nurses are called upon to inform and 
implement policies that will ultimately affect the greatest numbers of people 
in the most profound ways. For decades, the International Council of Nurses 
(ICN) has explicitly supported nurses around the world in contributing their 
expertise to informing health-related public policy. The ICN has also called 
for policy maker receptivity to nurses’ expertise. Nurses recognize that poorly 
informed public policy, like poor health care and compromised SDOH, can 
undermine the health of patients, families and communities. And upstream ac-
tions to address social determinants are often rooted in long-standing policies 
that contribute to inequity in housing, employment, education, and other key 
precursors to health. 

4 IOM (Institute of Medicine). 2011. The future of nursing: Leading change, advancing health. 
Washington, DC: The National Academies Press.
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We are grateful to a very committed expert group of committee members 
who spent countless hours discussing, debating, and then reaching consensus 
around some very difficult topics. In any consensus-building process, not every 
individual will agree with every statement in a report such as this, as reflected 
in a supplemental statement written by one committee member, provided in Ap-
pendix E; the response of the rest of the committee to this statement appears in 
Appendix F. The discussion and ultimate set of recommendations in this report 
were enhanced by the breadth of expertise brought to bear, expertise that went 
far beyond the nursing profession. We are also grateful to the talented staff of the 
National Academies of Sciences, Engineering, and Medicine who worked tire-
lessly with us to create this report. Finally, we appreciate the foresight of RWJF 
in valuing the contributions and leadership of nursing in addressing SDOH and 
health equity and their sponsorship of this report.

Mary K. Wakefield and David R. Williams, Co-Chairs
Committee on the Future of Nursing 2020–2030
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Dedication

This report is dedicated to the nurses around the world who paid the ultimate 
price of caring for people during the COVID-19 crisis of 2020–2021. Hundreds 
lost their lives, and many thousands became sick themselves. And those who 
escaped the physical symptoms of the illness did not necessarily escape the phys-
ical and mental toll of working long hours in grueling circumstances, sometimes 
without proper personal protective equipment. Their dedication and persistence 
in the face of adversity saved countless lives. They were also there to ease the 
suffering of the dying with a hand held, a song sung, or a video call to loved ones. 

For them, we look to the future of nursing to help ensure that what happened 
to the nursing profession this year and those in their care, especially the disad-
vantaged and people of color, becomes an event of the past.

xvii
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Summary1

The decade ahead will test the nation’s nearly 4 million nurses in new and com-
plex ways. Nurses live and work at the intersection of health, education, and com-
munities. In the decade since the prior The Future of Nursing report was issued by 
the Institute of Medicine, the world has come to understand the critical importance 
of health to all aspects of life, particularly the relationship among what are termed 
social determinants of health (SDOH), health equity, and health outcomes. In a year 
that was designated to honor and uplift nursing (the International Year of the Nurse 
and the Midwife 2020), nurses have been placed in unimaginable circumstances 
by the COVID-19 pandemic. The decade ahead will demand a stronger, more 
diversified nursing workforce that is prepared to provide care; promote health and 
well-being among nurses, individuals, and communities; and address the systemic 
inequities that have fueled wide and persistent health disparities. 

The vision of the Committee on the Future of Nursing 2020–2030, which 
informs this report, is the achievement of health equity in the United States built 
on strengthened nursing capacity and expertise. By leveraging these attributes, 
nursing will help to create and contribute comprehensively to equitable public 
health and health care systems that are designed to work for everyone. To achieve 
health equity, the committee also envisions a major role for the nursing profession 
in engaging in the complex work of aligning public health, health care, social 
services, and public policies to eliminate health disparities and achieve health 
equity. Specifically, with implementation of this report’s recommendations, the 
committee envisions 10 outcomes that position the nursing profession to contrib-
ute meaningfully to achieving health equity (see Box S-1). 

1 This Summary does not include references. Citations for the discussion presented in the Summary 
appear in the subsequent report chapters. 

1
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BOX S-1 
Achieving Health Equity Through  

Nursing: Desired Outcomes

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

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

•	� Nurses reflect the people and communities served throughout the nation, 
helping to ensure that individuals receive culturally competent, equitable health 
care services.

•	� Health care systems enable and support nurses to tailor care to meet the 
specific medical and social needs of diverse patients to optimize their health.

•	� Nurses’ overarching contributions, especially those found beneficial during the 
COVID-19 pandemic, are quantified, extended, and strengthened, including 
the removal of institutional and regulatory barriers that have prevented nurses 
from working to the full extent of their education and training. Practice settings 
that were historically undercompensated, such as public health and school 
nursing, are reimbursed for nursing services in a manner comparable to that 
of other settings. 

•	� Nurses and other leaders in health care and public health create organizational 
structures and processes that facilitate the profession’s expedited acquisition 
of relevant content expertise to serve flexibly in areas of greatest need in times 
of public health emergencies and disasters. 

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

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

•	� Nurses focus on preventive person-centered care and have an orientation 
toward innovation, always seeking new opportunities for growth and devel-
opment. They expand their roles, work in new settings and in new ways, and 
markedly expand their partnerships connecting health and health care with all 
individuals and communities. 

•	� Nurses attend to their own self-care and help to ensure that nurse well-being 
is addressed in educational and employment settings through the implemen-
tation of evidence-based strategies. 
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SUMMARY	 3

HEALTH AND HEALTH INEQUITIES

Health inequities, defined as “systematic differences in the opportunities that 
groups have to achieve optimal health, leading to unfair and avoidable differences 
in health outcomes,” disproportionately impact people of color; the lesbian, gay, 
bisexual, transgender, and queer (LGBTQ) community; people with disabilities; 
those with low income; and those living in rural areas. Indeed, growing evidence 
reveals a clear association between inequities in both health and access to health 
care and SDOH—the conditions in the environments in which people live, learn, 
work, play, worship, and age that affect a wide range of health, functioning, and 
quality-of-life outcomes and risks. SDOH include both the positive and negative 
aspects of these conditions. Examples of SDOH include education, employment, 
health systems and services, housing, income and wealth, the physical environ-
ment, public safety, the social environment (including structures, institutions, and 
policies), and transportation. Everyone is affected by SDOH. Some people who 
have more education or higher incomes will fare better healthwise as they may 
be able to make more informed choices, have better opportunities to access health 
care, and have the means to pay for health care. Others, without the benefit of 
these positive social determinants, are unlikely to fare as well. 

A related concept is social needs—individual-level, nonmedical, acute re-
source needs for such things as housing, reliable transportation, and a strong 
support system at home that are necessary for good health outcomes and health 
equity. Health equity can be advanced at the individual level by addressing these 
needs and at the population level by addressing SDOH. Health equity benefits 
all individuals by promoting such macrostructural benefits as economic growth, 
a healthier environment, and national security. 

For too long, the United States has overinvested in treating illness and un-
derinvested in promoting health and preventing disease. The nation has spent 
more on medical care than any other high-income country, yet it has seen con-
sistently worse health outcomes than those of its peer countries, including the 
lowest life expectancy, more chronic health conditions, and the highest rates of 
infant mortality. At the same time, the COVID-19 pandemic has starkly revealed 
Americans’ unequal access to opportunities to live a healthy life, often resulting 
from entrenched structural and systemic barriers that include poverty, racism, and 
discrimination. These two phenomena—suboptimal health outcomes and inequi-
ties in health and health care—are not unrelated. If the nation is to achieve better 
population health, it will have to meet the challenge of mitigating these inequities. 
Herein lies the greatest contribution of the nursing workforce in the decade ahead.

THE ROLE OF NURSES IN ADVANCING HEALTH EQUITY

A nation cannot fully thrive until everyone—no matter who they are, where they 
live, or how much money they make—can live the healthiest possible life, and help-
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ing people live their healthiest life is and has always been the essential role of nurses. 
Whether in a school, a hospital, or a community health clinic, they have worked to 
address the root causes of poor health. The history of nursing is grounded in social 
justice and community health advocacy. The Code of Ethics for Nurses with Inter-
pretive Statements from the American Nurses Association (ANA), for example, obli-
gates nurses to “integrate principles of social justice into nursing and health policy.”2

Nurses work in a wide array of settings and practice at a range of profes-
sional levels. They often act as the first and most frequent line of contact with 
people of all backgrounds and experiences seeking care. The nursing workforce 
also represents the largest of the health care professions—nearly four times 
the size of the physician workforce. In their various capacities and given their 
numbers, nurses are uniquely positioned to manage teams and link clinical care, 
public health, and social services. 

STUDY PURPOSE AND APPROACH

Nurses, then, have a critical role to play in achieving the goal of health eq-
uity. But to take on the pursuit of that goal, they need robust education, supportive 
work environments, and autonomy. Accordingly, the Robert Wood Johnson Foun-
dation asked the National Academies of Sciences, Engineering, and Medicine 
to conduct a study aimed at charting a path forward for the nursing profession 
to help create a culture of health and reduce disparities in people’s ability to 
achieve their full health potential. To carry out this study, the National Academies 
convened an ad hoc committee of 15 experts in the fields of nursing leadership, 
education, practice, and workforce, as well as health policy, economics and health 
care finance, informatics, population health and health disparities, health care 
quality and delivery, and health care research and interventions. 

To supplement the knowledge and expertise of its members, the committee 
solicited input from additional experts and interested members of the public at 
two public sessions held in conjunction with committee meetings. Further input 
came from several site visits that included town hall meetings. In addition, the 
committee reviewed the salient peer-reviewed and grey literature not associated 
with commercial publishers, carried out original data analyses, commissioned 
papers on topics of particular relevance, and considered public and organizational 
statements pertinent to this study. 

To organize and consolidate this wealth of information, the committee de-
veloped the framework depicted in Figure S-1. This framework structures the 
report’s discussion of the key areas for strengthening the nursing profession to 
meet the challenges of the decade ahead. The heart of this framework is the key 
areas shown at the top of the figure: the nursing workforce, leadership, nursing 

2 See https://www.nursingworld.org/practice-policy/nursing-excellence/ethics/code-of-ethics-for- 
nurses/coe-view-only.
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education, nurse well-being, and emergency preparedness and response, and the 
responsibilities of nursing with respect to structural and individual determinants 
of health. Nurses play multiple roles in acute, community, and public health set-
tings that include, but are not limited to, care team member and leader, primary 
care provider, patient and family advocate, population health coordinator, educa-
tor, public health professional, health systems leader, organizational and public 
policy maker, researcher and scientist, and informaticist. Through each of these 
roles, nurses impact the medical and social factors that drive health outcomes and 
health and health care equity. Nurses can address SDOH through interventions at 
both the individual level (e.g., referring an individual’s family to a food assistance 
program) and the structural level (e.g., alleviating the problem of food insecurity 
in the community). Similarly, nurses can address medical determinants of health 
at both the individual level (e.g., providing patient education and medication 
management) and the structural level (e.g., implementing a system of team-based 
multisector care that includes coordination of care across settings and sectors). 

ACTING NOW TO IMPROVE THE HEALTH 
AND WELL-BEING OF THE NATION

The health and well-being of the nation are at an inflection point. In the 
decade ahead, in addition to growth in the overall size of the U.S. population, 

FIGURE S-1 A framework for understanding nurses’ role in addressing the equity of 
health and health care.
* Examples of nursing roles in acute, community, and public health settings include care 
coordinator, policy maker, clinician, educator, researcher/scientist, administrator, and 
informaticist.

NURSE’S ROLE IN ADDRESSING HEALTH EQUITY AND HEALTH CARE EQUITY
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other sociodemographic factors and health workforce imbalances will increase 
the demand for nurses, particularly in areas in which the current registered nurse 
(RN) and advanced practice registered nurse (APRN) workforce is inadequate 
to meet the nation’s health care needs. For instance, a 2020 report prepared for 
the American Association of Medical Colleges estimated that by 2033, current 
physician shortages, seen particularly in the areas of primary care, mental health, 
and gerontology and in rural areas, could increase—for primary care physicians, 
ranging between 21,400 and 55,200 and for non–primary care specialty phy-
sicians, between 33,700 and 86,700. Salient sociodemographic factors include 
the aging population, the increasing incidence of mental and behavioral health 
conditions, increases in lack of access to primary health care, persistently high 
maternal mortality rates, and worsening physician shortages. For example, the 
aging of the U.S. population means that over this decade, increasing numbers of 
people will age into their 70s, 80s, 90s, and beyond. In 2030, 73.1 million people, 
or 21 percent of the U.S. population, will be older than 65—a population that typ-
ically presents with morbidities at higher rates than are seen in younger people.

The strengths of the nursing workforce are many, yet they will be tested by 
formidable challenges that are already beginning to affect nurses and the health 
systems and organizations in which they work. These challenges will arise not 
only from the above changes occurring throughout the broader society but also 
from changes within the health care system itself and within the nursing and 
larger health care workforce. Further challenges for nursing will arise from 
health-related public policies and other factors that affect the scope of practice, 
size, distribution, diversity, and educational preparation of the nursing workforce. 
These many challenges include the need to

•	 increase the number of nurses available to meet the nation’s growing 
health care needs;

•	 rightsize the clinical specialty distribution of nurses; 
•	 increase the distribution of nurses to where they are needed most;
•	 ensure a nursing workforce that is diverse and prepared with the knowl-

edge and skills to address SDOH;
•	 overcome current and future barriers affecting workforce capacity; and
•	 anticipate long-term impacts of the COVID-19 pandemic on the nursing 

workforce.

Conclusion 3-1: A substantial increase in the numbers, types, and dis-
tribution of members of the nursing workforce and improvements in 
their knowledge and skills in addressing social determinants of health 
are essential to filling gaps in care related to sociodemographic and 
population factors. These factors include the aging population, the 
increasing incidence of mental and behavioral health conditions, and 
the increasing lack of access to primary and maternal health care. 
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Access to comprehensive health services is an essential precursor to equi-
table, high-quality health care. Nurses can help advance health care equity and 
improve health outcomes by assisting people in navigating the health care system, 
providing close monitoring and follow-up across the care continuum, focusing 
care on the whole person, and providing care that is appropriate and shows cul-
tural humility.3 In the current system, care is often disjointed. Nurses can provide 
care management that helps ensure seamless care, serve as advocates for patients 
and communities, and assist in increasing individuals’ trust in and engagement 
with the health care system. 

Lifting Barriers to Expand the Contributions of Nursing

Nurses can address SDOH and help improve health equity by providing 
care management and team-based care; expanding the capacity of primary care, 
including maternal and pediatric care, mental health care, and telehealth; and 
providing care in school, home, work, and public health settings. Yet, their ability 
to fulfill this potential is limited by state-level regulations restricting nurse prac-
titioners’ (NPs’) scope of practice. While considerable progress has been made 
over the past two decades in lifting such regulations, 27 states still do not allow 
full practice authority for NPs. As of January 2021, 23 states and the District of 
Columbia allowed full practice authority for NPs, permitting them to prescribe 
medication, diagnose patients, and provide treatment without the presence of a 
physician. In 16 states, NPs need a physician’s authority to prescribe medication, 
and in 11 states, they require physician oversight for all practice.

Conclusion 3-2: Eliminating restrictions on the scope of practice of 
advanced practice registered nurses and registered nurses so they can 
practice to the full extent of their education and training will increase 
the types and amount of high-quality health care services that can be 
provided to those with complex health and social needs and improve 
both access to care and health equity.

Designing Better Payment Models

How care is paid for can directly influence access to care. The design of pay-
ment systems influences what health care is provided to individuals and commu-
nities, where care is provided, and by whom. Positioning health systems to work 
in partnership with other sectors to meet the complex health and social needs of 
individuals can help reduce health inequities. However, current payment systems 
are not designed to pay for services—including those provided by nurses, such as 

3 Cultural humility is “defined by flexibility; awareness of bias; a lifelong, learning-oriented ap-
proach to working with diversity; and a recognition of the role of power in health care interactions.”  
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supporting team-based care and advancing proven interventions and strategies for 
reducing health disparities—that address social needs and SDOH. Going forward, 
payment systems need to be redesigned to recognize the value of those services. 

Nurses are essential to whole-person care through their vital roles in coor-
dinating and managing care, helping people navigate the health care system, and 
providing health education, as well as addressing SDOH and advancing health 
equity. By supporting team-based care, improved communication, and proven 
interventions and strategies that can reduce health disparities, payment systems 
can enable nurses to make these essential contributions to improving care and 
outcomes for all patients. 

Conclusion 6-3: Payment mechanisms need to be designed to support 
the nursing workforce and nursing education in addressing social 
needs and social determinants of health in order to improve population 
health and advance health equity. 

New payment models, such as accountable care organizations (ACOs), ac-
countable health communities (AHCs), and value-based payment (VBP), can 
give health care organizations the flexibility to pursue these goals. Changing 
the ways in which the nation pays for health care will cause discomfort among 
some, but will also stimulate those seeking innovative ways of maximizing the 
population’s health. Payment reform represents an opportunity to consider who 
has access to health care and who does not, what types of services are needed to 
improve individual and population health, and how the nation’s resources can be 
used most wisely to these ends. 

Strengthening Nursing Education

Nursing education needs to be markedly strengthened to prepare nurses to 
identify and act on the complex social, economic, and environmental factors that 
influence health and well-being. In particular, their education needs to provide 
nursing students with substantive, diverse, and sustained community-based ex-
periences, as well as to substantially reorient curricula and reevaluate hiring and 
admission practices so as to achieve a diverse faculty and student population. 

Nursing organizations have developed guidelines for how nursing education 
should prepare nurses to address health equity issues and SDOH in a meaningful 
way. The American Association of Colleges of Nursing’s (AACN’s) Essentials 
provides an outline for the necessary curriculum content and expected competen-
cies for graduates of baccalaureate, master’s, and doctor of nursing practice (DNP) 
programs. Yet, despite this guidance and the numerous calls to incorporate equity, 
population health, and SDOH into undergraduate and graduate nursing education, 
these and related concepts are currently not well integrated into nursing curricula. 
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Conclusion 7-1: A curriculum embedded in coursework and experien-
tial learning that effectively prepares students to promote health equity, 
reduce health disparities, and improve the health and well-being of the 
population will build the capacity of the nursing workforce.	

Nursing is increasingly practiced in community settings, such as schools and 
workplaces, as well as through home health care and public health clinics. Other 
innovative care delivery models are situated in libraries and homeless shelters 
and implemented through telehealth visits. Nursing students are prepared to 
practice in hospitals, but do not necessarily receive the same level of training and 
preparation for community and telehealth settings. Education in the community 
allows nursing students to learn about the broad range of care environments and 
to work collaboratively with other professionals who work in these environments, 
including those from nonhealth sectors. 

Conclusion 7-3: Learning experiences that develop nursing students’ 
understanding of health equity, social determinants of health, and 
population health and prepare them to incorporate that understanding 
into their professional practice include opportunities to
•	�� learn cultural humility and recognize one’s own implicit biases;
•	� gain experience with interprofessional collaboration and multi-

sector partnerships to enable them to address social needs com-
prehensively and drive structural improvements;

•	� develop such technical competencies as use of telehealth, digital 
health tools, and data analytics; and 

•	� gain substantive experience with delivering care in diverse com-
munity settings, such as public health departments, schools, 
libraries, workplaces, and neighborhood clinics.

Building a diverse nursing workforce is a critical part of preparing nurses to 
address SDOH and health equity. While the nursing workforce has steadily grown 
more diverse, nursing schools need to continue and expand their efforts to recruit 
and support diverse students that reflect the populations they will serve. 

Conclusion 7-4: Successfully diversifying the nursing workforce will 
depend on holistic efforts to support and mentor/sponsor students and 
faculty from a wide range of backgrounds, including cultivating an 
inclusive environment; providing economic, social, professional, and 
academic supports; ensuring access to information on school quality; 
and minimizing inequities. 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

10	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

Valuing Community Nursing

School and public health nurses play a vital role in advancing health equity. 
Adequate funding for these nurses is essential if they are to take on that role. 
School nurses are front-line health care providers, serving as a bridge between the 
health care and education systems and other sectors. Whether they are hired by 
school districts, health departments, or hospitals, school nurses focus on the phys-
ical and mental health of students in the context of educational environments. 
They serve as both essential care providers for individuals and links to broader 
community health issues through the student populations they serve. 

School nurses are a particularly critical resource for students experiencing 
such challenges as food insecurity, homelessness, and living in impoverished 
circumstances, for whom the school nurse may be the only health care profes-
sional they see regularly. Accordingly, access to a school nurse is a health care 
equity issue for some students, especially in light of the increasing number of 
students who have complex health needs. School nurses also are well positioned 
to work with students and families in their neighborhoods and homes to address 
individual and family social needs, such as access to care, healthy food, and safe 
and healthy environments/neighborhoods. More school nurses need the practice 
authority to address in creative ways the complex health and social needs of the 
populations they serve. 

Likewise, the COVID-19 pandemic has highlighted the pivotal role of nurses 
in improving health care equity. During the pandemic, public health and hospital 
nurses have had to work synergistically both to help flatten the infection curve 
and support mitigation strategies (public health nurses) and to care for the sick 
and critically ill (in-patient and intensive care unit [ICU] nurses). The pandemic 
also has heightened the need for team-based care, infection control, person-cen-
tered care, and other skills that reflect the strengths of community nurses. 

Fostering Nurses’ Roles as Leaders and Advocates

Creating a future in which opportunities to optimize health are more equita-
ble will require disrupting the deeply entrenched prevailing paradigms of health 
care, which in turn will require enlightened, diverse, courageous, and competent 
leadership. Nurses have always been key to the health and well-being of patients 
and communities, but a new generation of nurse leaders is now needed—one 
that recognizes the importance of diversity and is able to use and build on the 
increasing evidence base supporting the link between SDOH and health status. 
Today’s nurses are called on to lead in the development of effective strategies for 
improving the nation’s health with due attention to the needs of the most under-
served individuals, neighborhoods, and communities and the crucial importance 
of advancing health equity. Implementing change to address SDOH and advance 
health equity will require the contributions of nurses in all roles and all settings; 
although no one nurse can successfully implement change without the collabo-
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ration of others. In addition to collaboration among members of the nursing pro-
fession, the creation of enduring change will require the involvement of patients 
and community members. Rather than a more hierarchal system of leadership, 
moreover, collaborative leadership assumes that everyone involved has unique 
contributions to make and that constructive dialogue and joint resources are 
needed to achieve ongoing goals.

Conclusion 9-1: Nurse leaders at every level and across all settings can 
strengthen the profession’s long-standing focus on social determinants 
of health and health equity to meet the needs of underserved individu-
als, neighborhoods, and communities and to prioritize the elimination 
of health inequities. 

Racism and discrimination are deeply entrenched in U.S. society and its in-
stitutions, and the nursing profession is no exception. Nurse leaders can play an 
important role in acknowledging the history of racism within the profession and 
in helping to dismantle structural racism and mitigate the effects of discrimination 
and implicit bias on health. If they are to take on this role, it will be essential 
to build a more diverse nursing workforce and support nurses of diverse back-
grounds in pursuing leadership roles.

Conclusion 9-4: Nurse leaders have a responsibility to address struc-
tural racism, cultural racism, and discrimination based on identity 
(e.g., sexual orientation, gender), place (e.g., rural, urban), and cir-
cumstances (e.g., disabled, mental health condition) within the nurs-
ing profession and to help build structures and systems at the societal 
level that address these issues to promote health equity. 

Preparing Nurses to Respond to Disasters

The increasing frequency of natural and environmental disasters and public 
health emergencies, such as the COVID-19 pandemic, reveals in stark detail 
the critical importance of having a national nursing workforce prepared with 
the knowledge, skills, and abilities to respond to these events. COVID-19 has 
revealed deep chasms within an already fragmented U.S. health care system, 
resulting in significant excess mortality and morbidity, glaring health inequities, 
and the inability to contain a rapidly escalating pandemic. Most severely—and 
unfairly—affected are individuals and communities of color, who suffer from the 
compound disadvantages of racism, poverty, workplace hazards, limited health 
care access, and preexisting health conditions resulting from the foregoing fac-
tors. As other disasters and public health emergencies threaten population health 
in the decades ahead, articulation of the roles and responsibilities of nurses in 
disaster response and public health emergency management will be critical to the 
nation’s capacity to plan for and respond to these types of events. 
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Conclusion 8-2: A bold and expansive effort, executed across multiple 
platforms, will be needed to fully support nurses in becoming prepared 
for disaster and public health emergency response. It is essential to 
convene experts who can develop a national strategic plan articulat-
ing the existing deficiencies in this regard and action steps to address 
them, and, most important, establishing where responsibility will lie 
for ensuring that those action steps are taken. 

Supporting the Health and Well-Being of Nurses

Nurses’ health and well-being are affected by the demands of their work-
place, and in turn affect the quality and safety of the care they provide. Thus, it 
is essential to address the systems, structures, and policies that create workplace 
hazards and stresses that lead to burnout, fatigue, and poor physical and mental 
health among the nursing workforce. With the emergence of COVID-19, the 
day-to-day demands of nursing have been both illuminated and exacerbated. 
Nurses are coping with unrealistic workloads; insufficient resources and pro-
tective equipment; risk of infection; stigma directed at health care workers; and 
the mental, emotional, and moral burdens of caring for patients with a new and 
unpredictable disease and helping with contact tracing and testing. Moreover, if 
nurses are to contribute to addressing the many social determinants that influence 
health, they must first feel healthy, well, and supported themselves. Policy mak-
ers, employers of nurses, nursing schools, nurse leaders, and nursing associations 
all have a role to play to this end. 

Conclusion 10-1: All environments in which nurses work affect the 
health and well-being of the nursing workforce. Ultimately, the health 
and well-being of nurses influence the quality, safety, and cost of the 
care they provide, as well as organizations and systems of care. The 
COVID-19 crisis has highlighted the shortcomings of historical efforts 
to address nurses’ health and well-being.

RECOMMENDATIONS 

The committee’s recommendations (see Box S-2) call for change at both the 
individual and system levels, constituting a call for action to the nation’s largest 
health care workforce, including nurses in all settings and at all levels, to listen, 
engage, deeply examine practices, collect evidence, and act to move the country 
toward greater health equity for all. The committee’s recommendations also are 
targeted to the actions required of policy makers, educators, health care system 
leaders, and payers to enable these crucial changes.
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BOX S-2 
The Committee’s Recommendations

Recommendation 1: In 2021, all national nursing organizations should initiate 
work to develop a shared agenda for addressing social determinants of health and 
achieving health equity. This agenda should include explicit priorities across nurs-
ing practice, education, leadership, and health policy engagement. The Tri-Council 
for Nursinga and the Council of Public Health Nursing Organizations,b with their 
associated member organizations, should work collaboratively and leverage their 
respective expertise in leading this agenda-setting process. Relevant expertise 
should be identified and shared across national nursing organizations, including 
the Federal Nursing Service Councilc and the National Coalition of Ethnic Minority 
Nurse Associations. With support from the government, payers, health and health 
care organizations, and foundations, the implementation of this agenda should 
include associated timelines and metrics for measuring impact. 

Recommendation 2: By 2023, state and federal government agencies, health 
care and public health organizations, payers, and foundations should initiate sub-
stantive actions to enable the nursing workforce to address social determinants 
of health and health equity more comprehensively, regardless of practice setting. 

Recommendation 3: By 2021, nursing education programs, employers, nursing 
leaders, licensing boards, and nursing organizations should initiate the imple-
mentation of structures, systems, and evidence-based interventions to promote 
nurses’ health and well-being, especially as they take on new roles to advance 
health equity. 

Recommendation 4: All organizations, including state and federal entities and 
employing organizations, should enable nurses to practice to the full extent of 
their education and training by removing barriers that prevent them from more 
fully addressing social needs and social determinants of health and improving 
health care access, quality, and value. These barriers include regulatory and public 
and private payment limitations; restrictive policies and practices; and other legal, 
professional, and commerciald impediments. 

Recommendation 5: Federal, tribal, state, local, and private payers and public 
health agencies should establish sustainable and flexible payment mechanisms to 
support nurses in both health care and public health, including school nurses, in 
addressing social needs, social determinants of health, and health equity.

Recommendation 6: All public and private health care systems should incorporate 
nursing expertise in designing, generating, analyzing, and applying data to sup-
port initiatives focused on social determinants of health and health equity using 
diverse digital platforms, artificial intelligence, and other innovative technologies.

Recommendation 7: Nursing education programs, including continuing educa-
tion, and accreditors and the National Council of State Boards of Nursing should 

continued

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

14	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

ensure that nurses are prepared to address social determinants of health and 
achieve health equity.

Recommendation 8: To enable nurses to address inequities within communities, 
federal agencies and other key stakeholders within and outside the nursing profes-
sion should strengthen and protect the nursing workforce during the response to 
such public health emergencies as the COVID-19 pandemic and natural disasters, 
including those related to climate change.

Recommendation 9: The National Institutes of Health, the Centers for Medicare 
& Medicaid Services, the Centers for Disease Control and Prevention, the Health 
Resources and Services Administration, the Agency for Healthcare Research 
and Quality, the Administration for Children and Families, the Administration for 
Community Living, and private associations and foundations should convene rep-
resentatives from nursing, public health, and health care to develop and support 
a research agenda and evidence base describing the impact of nursing inter-
ventions, including multisector collaboration, on social determinants of health, 
environmental health, health equity, and nurses’ health and well-being.

a The Tri-Council for Nursing includes the following organizations as members: the  
American Association of Colleges of Nursing, the American Nurses Association, the American  
Organization for Nursing Leadership, the National Council of State Boards of Nursing,  
and the National League for Nursing.	  
	 b The Council of Public Health Nursing Organizations includes the following  
organizations as members: the Alliance of Nurses for Healthy Environments, the Ameri-
can Nurses Association, the American Public Health Association—Public Health Nursing  
Section, the Association of Community Health Nursing Educators, the Association  
of Public Health Nurses, and the Rural Nurse Organization.	  
	 c The Federal Nursing Service Council is a united federal nursing leadership team rep-
resenting the U.S. Army, Air Force, Navy, National Guard and Reserves, Public Health 
Service Commissioned Corps, American Red Cross, U.S. Department of Veteran Affairs, 
and Uniformed Services University of the Health Sciences Graduate School of Nursing. 
	 d The term “commercial” refers to contractual agreements and customary practices that 
make antiquated or unjustifiable assumptions about nursing.

FINAL THOUGHTS

In conclusion, the nation will never fully thrive until everyone can live the 
healthiest possible life. Promoting health and well-being has always been nurses’ 
business. Thus, it is essential to harness the vast expertise and untapped potential 
of nurses at every level and in every setting to build healthy communities for all. 
As evidenced in this report, nurses are bridge builders and collaborators who 
engage and connect with people, communities, and organizations to promote 
health and well-being. But they need ongoing support from the systems that 
educate, train, employ them and enable them to advance health equity. As of this 
writing, the COVID-19 pandemic has starkly revealed the challenges nurses face 

BOX S-2 Continued 
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every day. But this crisis has also given some nurses more autonomy, shifted 
payment models, and sparked overdue conversations about dismantling racism 
in health care. Policy makers and system leaders must seize this moment to sup-
port, strengthen, and transform the largest segment of the health care workforce 
so nurses can help chart the nation’s course to good health and well-being for 
all. Over the course of this decade, nurses will face a host of challenges—from 
addressing the lasting effects of COVID-19 on themselves and their communities 
to dismantling the racist systems that create and perpetuate inequities. No one is 
immune from hate and bigotry, but everyone has the capacity for empathy, un-
derstanding, and solidarity in a shared hope for a more just and equitable world. 
The nursing profession is resilient and well positioned to help usher in a new era 
in which everyone has a chance to live the healthiest possible life.

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

1

Introduction

Two decades ago, the Institute of Medicine (IOM) published Crossing the 
Quality Chasm: A New Health System for the 21st Century (IOM, 2001). That re-
port delineates six aims for improving health care to reduce the burden of illness, 
injury, and disability and improve the functioning of the people of the United 
States. With the explicit purpose of securing these benefits for all people, equity 
was included as one of the six aims, incorporating a focus on both individuals 
and the population. In the intervening 20 years, among the six aims, equity in 
health and health care has been perhaps the least understood, considered, and 
addressed—until now. 

Today, a rapidly growing body of evidence documenting the relationship 
among social determinants of health (SDOH), inequity in health and health care, 
and the health status of individuals and populations is generating a widespread 
call to action. Because of its impact on health status, achieving health equity is 
urgent. Achieving this goal will require stakeholders, including nurses and the 
nursing profession, to focus singular attention on closing the chasm between what 
is known about equity in health and health care and what can be done to achieve 
it. The 2011 IOM report The Future of Nursing: Leading Change, Advancing 
Health focuses on actions that can build critical capacity in nursing to meet 
increased demand for care and advance health system improvement. Significant 
progress has been made in building the capacity called for in that report; however, 
more remains to be done. 

The vision of the Committee on the Future of Nursing 2020–2030, which 
informs this report, is the achievement of health equity in the United States built 
on strengthened nursing capacity and expertise. By leveraging these attributes, 
nursing will help to create and contribute comprehensively to equitable public 

It will never be comfortable or easy to advocate for change, but I am  
a nurse leader because I am comfortable with being uncomfortable….  

I am unafraid to use my voice to influence positive change.  
In doing so, I have taught others how to advocate and inspired  

others to use their voices as well.

	 —Andrea Riley, RN, Nebraska 40 Under 40 Leader

17
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health and health care systems that are designed to work for everyone. To achieve 
health equity, the committee also envisions a major role for the nursing profession 
in engaging in the complex work of aligning public health, health care, social ser-
vices, and public policies to eliminate health disparities and achieve health equity. 

To provide a broad and deep foundation from which to achieve this vision, 
the committee formulated nine recommendations (see Chapter 11) that touch 
on virtually every component of the nursing profession. Implementing these 
recommendations to achieve the committee’s vision will require substantive and 
sustained action by the nursing profession. Nursing will need to consider and 
reset components of education, leadership, practice, and research, as well as the 
structures and priorities of vitally important nursing organizations. Nurses will 
need new knowledge on which to act, and the profession itself will need to reflect 
the diversity of the populations it serves. Nurses working in all settings will need 
to be prepared to participate on and lead multidisciplinary teams and multisector 
partnerships and, through data development, management, and use, identify and 
respond to challenges that disproportionately affect some segments of the U.S. 
population, ranging from public health emergencies to community characteristics. 

The committee recognizes the significant scope and scale of its recommen-
dations and the associated efforts required to implement them. Mobilizing to take 
the actions called for in this report will require change, commitment, and perse-
verance. Nurses will also need courage to engage in difficult conversations about 
racial inequities, address their own biases and those in the institutions where they 
work, and then participate actively in calling out and breaking down structural 
racism. Given the evidence delineating the adverse impacts of inequity on health, 
operationalizing the recommendations in this report will uphold nursing’s social 
responsibility to improve the health of all people. 

The committee also notes, however, that for nursing to make the substantive 
contributions needed to advance health equity, the profession will require re-
sources, autonomy, and positions of leadership as called for in this report. Across 
the coming decade, nurses will be key contributors to the substantial progress 
toward health and health care equity that is needed in the United States. They 
will do so by taking on expanded roles, working in new settings in innovative 
ways, and partnering with communities and other sectors. Achieving this vision 
will require much more rapid, substantive, and widespread efforts than those 
undertaken to date. If the path as set forth in this report and its recommendations 
is followed, the committee envisions that this decade will usher in a new era of 
promoting health equity and well-being for all, and the nursing profession will 
have contributed substantially to making this so. 

THE NURSING PROFESSION

Nursing is the nation’s largest health profession, numbering close to 4 mil-
lion nurses in 2018 (HRSA, 2021). There are three categories of nurses, based on 
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education—licensed practical nurses (LPNs)/licensed vocational nurses (LVNs), 
registered nurses (RNs), and advanced practice registered nurses (APRNs)—
practicing in many different specialties and settings (see Box 1-1). More infor-
mation about the current and future nursing workforce can be found in Chapter 3. 

BOX 1-1 
Types of Nursing Care Providers

Licensed practical nurses (LPNs)/licensed vocational nurses (LVNs) support 
the health care team and perform basic tasks, such as taking vital signs; admin-
istering medications, changing wound dressings; and ensuring that patients are 
comfortable and receive nutrition and hydration. LPNs/LVNs complete a 12- to 
18-month-long education program at a vocational/technical school or community 
college, and are required to take a nationally standardized licensing exam in the 
state where they begin practice (IOM, 2011). In nursing homes, where they pre-
dominate, they supervise nurse aides to oversee care. LPNs/LVNs can become 
registered nurses (RNs) through associate’s degree or baccalaureate in nursing 
bridge programs. 

Registered nurses (RNs) provide preventive, primary, and acute care in collab-
oration with other health professionals. Their roles vary enormously by setting but 
can include such activities as conducting health assessments and taking health 
histories, looking for signs that health is deteriorating or improving, providing coun-
seling and education to promote health and manage chronic disease, administering 
medications and other personalized interventions and treatments, and coordinating 
care. They work across the continuum of care in all health care and public health 
settings in a variety of interprofessional and multisector teams. RNs are required 
to take a nationally standardized licensing exam after completing a program at a 
community college, diploma school, or 4-year college or university. There are more 
than 50 specialty certifications for RNs, including critical care, home health and 
hospice, occupational and employee health, oncology, perioperative and operating 
room, rehabilitation, psychiatric and mental health, and school nursing.

Advanced practice registered nurses (APRNs) hold at least a master’s degree 
in addition to the initial nursing education and licensing required for all RNs, and 
may continue in clinical practice or prepare for administrative and leadership posi-
tions. The responsibilities of an APRN include, but are not limited to, providing 
primary and preventive health care to the public and prescribing medications 
and tests when needed. APRNs treat and diagnose illnesses, advise the public 
on health issues, manage chronic disease, and coordinate care. They work in a 
variety of interprofessional and multisector teams. There are four categories of 
APRNs: certified nurse midwife, who provides a “full range of primary health care 
services to women throughout the lifespan,” including gynecologic and obstetric 
care; clinical nurse specialist, who “integrates care across the continuum […
with a goal of] continuous improvement of patient outcomes and nursing care”; 
certified registered nurse anesthetist, who provides a “full spectrum of patients’ 
anesthesia care and anesthesia-related care for individuals across the lifespan”; 

continued
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and certified nurse practitioner, who provides a range of specialized services in 
primary, acute, and specialty health care across settings (APRN Joint Dialogue 
Group, 2008). Nurse practitioners are “prepared to diagnose and treat patients 
with undifferentiated symptoms as well as those with established diagnoses” 
(APRN Joint Dialogue Group, 2008). APRNs engage in continuing education to 
remain up to date on technological, methodological, pharmacological, and other 
developments in the field. 

STUDY CONTEXT

As of this writing, the world is confronting the pandemic caused by the novel 
coronavirus SARS-CoV-2. Headlines daily report the growing numbers of sick 
and dying around the world. Many nurses are going to work every day, often for 
extended shifts, to care for patients despite the risk to themselves and their family 
members. Nurses are on the front lines of this crisis, in many cases without ade-
quate personal protective equipment (PPE) or psychological PPE to promote their 
mental health and well-being. They are working in emergency rooms, hospitals, 
schools, and urgent care centers. They are in research labs and at policy-making 
tables. They are educating the public at the local, state, and national levels. And 
they are in their communities conducting testing and contact tracing and helping 
to dispense vaccines. 

This crisis has occurred in the context of broader changes in health care in 
the United States that have important implications for the nursing profession. 
The nation is still adapting to the passage of the Patient Protection and Afford-
able Care Act of 2010, but additional policy changes will come in this decade 
with the recent passage of the American Rescue Plan Act of 2021.1 Significantly, 
low- and middle-income individuals and families will receive additional help 
with their insurance premiums and tax credits and mental health and substance 
abuse services. 

Approaches to health care payment are evolving, with fee-for-service pay-
ment increasingly giving way to an emphasis on the use of payment to reward 
providers for achieving better health outcomes. Attention to the social determi-
nants that influence health and well-being has also increased as researchers have 
demonstrated the direct effects of such environmental factors as inadequate hous-
ing, food insecurity, lack of transportation, lack of or underemployment, social 
isolation, and unhealthy environments on health, on demands on the health care 
system, and on health care costs (Adler et al., 2016). Policy makers focusing on 
these issues are seeking to address not only rising costs but also health inequities 

1   American Rescue Plan Act of 2021, HR 1319, 117th Cong. See https://www.congress.gov/
bill/117th-congress/house-bill/1319 (accessed April 10, 2021).

BOX 1-1 Continued
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perpetuated by poverty, institutional and systemic racism, and discrimination, and 
it is important to recognize the key role of nurses in addressing these problems 
(Pittman, 2019).

A FOCUS ON SOCIAL DETERMINANTS OF HEALTH

The United States has devoted vast resources to medical care to improve 
the nation’s health. Medical care denotes services clinicians provide on a daily 
basis, such as performing surgeries, checking blood sugar, and titrating blood 
pressure medications, in settings that include hospitals, surgery centers, and 
clinics. However, medical care emphasizes disease treatment rather than preven-
tion and rarely addresses SDOH), such as socioeconomic factors and physical 
environments, that are strong predictors of health outcomes (Hood et al., 2016; 
Nau et al., 2019). SDOH affect a wide range of outcomes in health, functioning, 
and quality of life; they affect individuals, communities, and the overall health of 
the national population; and they have consequences for the economy, national 
security, business, and future generations (NASEM, 2017). Chapter 2 provides a 
more detailed overview of SDOH and health equity. 

Available evidence suggests that characteristics both of the health care sys-
tem and of communities and society influence health outcomes and their equity 
in the United States (IOM, 2013). There are a number of ways to conceptualize 
the overlapping pursuit of goals for population health, health equity, and better 
health care. The Centers for Disease Control and Prevention (CDC), for example, 
describes population health interventions as the harnessing of multiple sectors 
(e.g., public health, industry, academia, health care, local government) to improve 
health outcomes (CDC, 2019). And the Institute for Healthcare Improvement has 
defined the primary objectives for health care improvement as simultaneously 
improving the patient experience of care, improving the health of populations, 
and reducing the per capita cost of health care (IHI, n.d.). 

Nurses’ Accessibility

Nurses have long been advocates for health equity and worked to address the 
root causes of poor health (Pittman, 2019). Nurses at all levels are present in a 
wide range of settings outside of traditional health care facilities, working directly 
in communities to provide care in schools, workplaces, and prisons. They make 
home visits to families, provide primary care to school-age children, administer 
vaccines, provide health education, coordinate health care services within and 
across settings, and educate people on preventive measures for staying healthy 
(Bodenheimer and Mason, 2016). Nurses routinely work with people who have 
had adverse life experiences, including not only medical challenges but also such 
social stressors such as trauma, lack of food, or homelessness. They are also key 
to the provision of long-term, hospice, and palliative care and support for care-
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givers (Dahlin and Coyne, 2019; Pawlow et al., 2018). Nurse practitioners (NPs) 
working in primary care are often the only providers caring for low-income or 
uninsured people, Medicaid beneficiaries, and historically disadvantaged groups 
in both rural and urban populations (Auerbach et al., 2018; Barnes et al., 2018; 
Buerhaus, 2018), who cannot always easily access a physician. These interactions 
give nurses opportunities to get to know and engage meaningfully with people 
and families on matters related to health and well-being, health care, and the 
social factors that influence health. 

Expansion of Nurses’ Responsibilities and Capabilities 

Nurses are increasingly developing new kinds of expertise while transition-
ing to new roles and nurse-led alternative models of care (Pittman, 2019). They 
are helping to develop new ways of keeping individuals connected to health care 
services, such as telehealth and home care (Dillon et al., 2018; Glasgow et al., 
2018; Machon et al., 2019). And they are increasingly moving into leadership 
positions in which they are serving as collaborative partners with other health 
care workers, as well as coordinating with others in non–health care settings and 
areas of focus (Dyess et al., 2016) to improve overall health. 

Even as their capabilities and roles evolve, nurses will face new challenges 
over the coming decade. By 2030, the nursing profession will look very different 
than it does today and will need to provide care for a changing America. As the 
U.S. population changes in diversity, age, and health status, the distribution of 
people along those spectrums will change, and the roles of nurses will change 
accordingly. More than 1 million RNs in the baby boom generation, who have 
amassed a substantial body of knowledge and experience, will retire during this 
decade. Moreover, as the U.S. population ages, patients will include increasing 
percentages of older people, many of whom will have multiple comorbid con-
ditions that will increase the complexity and intensity of the nursing care they 
require. As the population diversifies in race and ethnicity and other factors, 
nurses will need to be well-versed in providing care that is culturally respectful 
and appropriate. Nurses also will be called on to address the persistent and in 
most cases widening disparities in health tied to poverty, structural racism, and 
discrimination that have been magnified and exacerbated by the COVID-19 
pandemic. There is an increasing need as well for mental health care among the 
general population, stemming from high rates of depression, suicide, anxiety, 
trauma, and stress due to such challenges as substance abuse, gun violence, and 
now the lingering effects of the pandemic (Baker et al., 2019). Shifts in care mod-
els, where care is delivered, and new technology applications will impact how 
nurses interface with individuals seeking health care. And nurses will have to ex-
pand their roles to supplement a shrinking primary care workforce, provide care 
to rural populations, help improve maternal health outcomes, and deliver more 
health and preventive care in community-based settings (Edmonson et al., 2017). 
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PREVIOUS WORK OF THE NATIONAL ACADEMIES 
ON THE FUTURE OF NURSING 

Before embarking on this study, the National Academies produced two 
reports on the future of nursing. The first—The Future of Nursing: Leading 
Change, Advancing Health (IOM, 2011)—offered four key messages, embodied 
in that study committee’s recommendations:

•	 Nurses should practice to the full extent of their education and training.
•	 Nurses should achieve higher levels of education and training through 

an improved education system that promotes seamless academic 
progression.

•	 Nurses should be full partners, with physicians and other health care 
professionals, in redesigning health care in the United States.

•	 Effective workforce planning and policy making require better data 
collection and information infrastructure.

In support of recommendations offered in The Future of Nursing, many 
organizations worldwide invested in bolstering the nursing workforce over 
the ensuing decade. The Center to Champion Nursing in America (CCNA) 
called for the Future of Nursing: Campaign for Action, which was organized 
to implement solutions to the challenges facing the nursing profession and to 
build on nurse-based approaches. CCNA, a joint effort of the Robert Wood 
Johnson Foundation (RWJF), AARP, and the AARP Foundation, is a leading 
national resource center created to ensure that the nation has the skilled nurses 
needed to provide care for all Americans, now and in the future. The Future of 
Nursing: Campaign for Action serves as a focal point for information, public 
policy research, and analysis at the state, federal, and international levels. The 
campaign has helped form state action coalitions—groups of nurses and other 
health care providers, employers, patients, students, and others—in every state 
to work with health, education, business, and other leaders in promoting better 
health through nursing to improve health equity and to create communities in 
which everyone has access to high-quality care. The campaign’s focus has been 
on implementing the recommendations of the 2011 The Future of Nursing report, 
as well as inspiring and specifying strategies for involving nurses in addressing 
SDOH and health equity.

The second prior National Academies study on the future of nursing is a 
2016 assessment of the Campaign for Action’s effectiveness in achieving the 
goals set forth in the 2011 report. The committee that produced the report on that 
assessment—Assessing Progress on the Institute of Medicine Report The Future 
of Nursing (NASEM, 2016)—noted significant progress in galvanizing nurses at 
the national and state levels to implement the 2011 report’s recommendations. 
However, the committee strongly encouraged the Campaign for Action to
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•	 engage a broader network of stakeholders to increase awareness of 
nurses’ ability to participate fully in practice, education, collaboration, 
and leadership among health professionals;

•	 promote diversity in the nursing workforce; and 
•	 collect better data to assess and drive progress.

STATEMENT OF TASK

With the intent of building on the above two previous reports to engage nurs-
ing in efforts to achieve health equity, RWJF developed the Statement of Task for 
the present study, provided in Box 1-2.

BOX 1-2  
Statement of Task

	 An ad hoc committee under the auspices of the National Academies of Sci-
ences, Engineering, and Medicine will produce a consensus report that will chart 
a path for the nursing profession to help our nation create a Culture of Health, 
reduce health disparities, and improve the health and well-being of the U.S. pop-
ulation in the 21st century. The committee will consider newly emerging evidence 
related to the COVID-19 global pandemic and include recommendations regarding 
the role of nurses in responding to the crisis created by a pandemic.
	 The committee will also examine the lessons learned from the Future of Nurs-
ing Campaign for Action as well as the current state of science and technology to 
inform the assessment of the capacity of the profession to meet the anticipated 
health and social care demands from 2020 to 2030, with emphasis on multisector 
teams and partnerships. 
	 In examining current and future challenges, the committee will take into ac-
count the dramatically changed context and the rapidly deployed changes in 
clinical care, nurse education, nursing leadership, and nursing–community part-
nerships as a result of the pandemic. The committee will consider the following: 

	 •	� the role of nurses in improving the health of individuals, families, and 
communities by addressing social determinants of health and providing 
effective, efficient, equitable, and accessible care for all across the care 
continuum, as well identifying the system facilitators and barriers to achiev-
ing this goal. 

	 •	� the current and future deployment of all levels of nurses across the care 
continuum, including in collaborative practice models, to address the chal-
lenges of building a culture of health.

	 •	� system facilitators and barriers to achieving a workforce that is diverse, 
including gender, race, and ethnicity, across all levels of nursing education.

	 •	� the role of the nursing profession in assuring that the voice of individuals, 
families and communities are incorporated into design and operations of 
clinical and community health systems.

continued
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	 •	� the training and competency development skills needed to prepare nurses, 
including advanced practice nurses, to work outside of acute care settings 
and to lead efforts to build a culture of health and health equity, and the 
extent to which current curricula meets these needs.

	 •	� the ability of nurses to serve as change agents in creating systems that 
bridge the delivery of health care and social needs care in the community. 

	 •	� the research needed to identify or develop effective nursing practices for 
eliminating gaps and disparities in health care.

	 •	� the importance of nurse well-being and resilience in ensuring the delivery 
of high quality care and improving community health.

	 •	� the role of nurses in response to emergencies that arise due to natural and 
man-made disasters and the impact on health equity.

	 In developing its recommendations for the future decade of nursing in the 
United States, the committee will draw from domestic and global examples of 
evidence-based models of care that address social determinants of health and 
help build and sustain a Culture of Health.

STUDY APPROACH 

To conduct this study, the National Academies assembled a committee of 15 
experts in the fields of nursing leadership, education, practice, and workforce; 
some members have backgrounds in health policy, economics and health care 
finance, informatics,2 population health and health disparities, health care quality 
and delivery, and health care research and interventions. Biographical sketches of 
the committee members and study staff are provided in Appendix A.

The committee met eight times, including two meetings during which ses-
sions open to the public were held. In addition, some committee members con-
ducted site visits in Chicago, Philadelphia, and Seattle to better understand the 
context for the challenges and opportunities facing nurses working in different 
types of health care settings who are actively addressing social needs and SDOH 
in their work. The committee also conducted town hall meetings in those same 
cities to hear from other experts and gather input from interested members of 
the public. 

Further information about the committee’s data and information gathering 
is available in Appendix B. Briefly, in addition to its members’ knowledge and 
expertise, its public sessions, and its town hall meetings, the committee relied on 
a variety of data and information sources to support its deliberations, including

2 Nursing informatics is “the specialty that integrates nursing science with multiple information and 
analytical sciences to identify, define, manage and communicate data, information, knowledge and 
wisdom in nursing practice” (ANA, 2016).

BOX 1-2 Continued
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•	 staff searches of the published literature, such as a search for evi-
dence-based examples of successful programs that improved health 
equity in which nurses played essential roles;

•	 grey3 literature searches focused on SDOH (including reports and arti-
cles from government agencies, universities, foundations, professional 
associations, and other organizations);

•	 data and analyses provided by AcademyHealth4 in response to the com-
mittee’s requests; 

•	 papers commissioned for this study; and
•	 public and organizational statements pertaining to the committee’s task. 

Committee’s Interpretation of Its Task

The committee interpreted its Statement of Task (see Box 1-2) as a challenge 
to map out a path for the nursing profession to help improve all aspects of the 
U.S. health care system and create a culture of health. As expressed by RWJF, 
the objective of a culture of health is “to help raise the health of everyone in the 
U.S.” (RWJF, n.d.). The committee interpreted the concept of a culture of health 
as essentially denoting health equity, and therefore considered health equity to 
be its primary focus as it considered the evolving roles of nurses and the nursing 
profession in helping to improve population health.

Challenges in Addressing the Task

In its information-gathering process, the committee was challenged by the 
lack of peer-reviewed, published literature regarding the involvement and/or im-
pact of nurses in new and challenging roles. This paucity of published literature 
is not surprising, given that the sponsor’s charge to the committee was to look 
to the future. Although some published reports address innovative programs for 
which there is evidence and that feature nurses in key roles, many such programs 
are novel and have not yet reported outcomes. In other cases, reports on some 
programs assumed to rely heavily on nurses do not explicitly describe their roles 
or responsibilities. To address that challenge, the committee sought reports of 
potentially scalable, innovative models of care in which nurses have played key 
roles and for which evidence of improvement in health equity might be avail-

3 Grey literature is “literature that is produced by and on all levels of government, academia, pri-
vate industry in both print and electronic formats, and is not associated with commercial publishers” 
(Farace and Frantzen, 2004).

4 AcademyHealth supports the production and use of evidence to inform policy and practice. The 
organization was formed in June 2000, following a merger between the Alpha Center and the Asso-
ciation for Health Services Research, to educate consumers and policy makers about the importance 
of health services research, secure funding for the field, and provide networking and professional 
development opportunities. 
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able. Similarly, new information regarding COVID-19 is continually emerging 
as knowledge of the novel SARS-CoV-2 coronavirus is gained. Given all of 
these challenges, this report relies on the available knowledge base; however, the 
committee stresses that lessons will continue to be learned and that evidence will 
continue to build for years after this report has been released.

Study Framework

The committee developed a framework to guide its examination of how 
nursing can address medical and SDOH to improve the health of individuals and 
populations and increase equity in health and health care (see Figure 1-1). The 
framework structures this report’s discussion of the key areas for strengthening 
the nursing profession to meet the challenges of the decade ahead. The heart of 
this framework is the key areas, specifically the nursing workforce (see Chapter 
3), leadership (see Chapter 9), nursing education (see Chapter 7), nurse well-be-
ing (see Chapter 10), and emergency preparedness and response (see Chapter 8) 
and the responsibilities of nursing with respect to structural and individual de-
terminants of health. Nurses play multiple roles in acute, community, and public 
health settings that include, but are not limited to, care team member and leader, 
primary care provider, patient and family advocate, population health coordina-

FIGURE 1-1 A framework for understanding the nurse’s role in addressing the equity of 
health and health care.
* Examples of nursing roles in acute, community, and public health settings include care 
coordinator, policy maker, clinician, advocate, educator, researcher/scientist, administra-
tor, and informaticist.

NURSE’S ROLE IN ADDRESSING HEALTH EQUITY AND HEALTH CARE EQUITY

KEY AREAS FOR STRENGTHENING NURSING

Workforce   |   Leadership   |   Education   |   Well-being   |   Emergency Preparedness/Response 

NURSING ROLES*
PAYMENT, 

LAWS, 
POLICIES, 

AND 
REGULATIONS

HEALTH EQUITY AND HEALTH CARE EQUITY

Improved Individual and Population Health

DETERMINANTS OF HEALTH
Medical
and Social

Structural            

Individual

*Examples of nursing roles in acute, community, and public health settings include: 
 Care Coordinator, Policy Maker, Clinician, Advocate, Educator, Researcher/Scientist, Administrator, Informaticist 

Demographics  |  Technology  |  Care Models  |  Public Health Emergencies  |  Attitudes toward Racism and Equity    
EVOLVING TRENDS     
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tor, educator, public health professional, health systems leader, organizational 
and public policy maker, researcher and scientist, and informaticist. Through 
each of these roles, they impact the medical and social factors that drive health 
outcomes and the equity of health and health care. Nurses can address SDOH 
through interventions at both the individual level (e.g., referring an individual’s 
family to a food assistance program) and the structural level (e.g., alleviating 
the problem of food insecurity in the community). Similarly, nurses can address 
medical determinants at both the individual level (e.g., providing patient educa-
tion and medication management) and the structural level (e.g., implementing a 
system of team-based multisector care that includes coordination of care across 
settings and sectors). 

Nursing approaches need to be flexible given the complex, multiple, in-
tersecting characteristics of individuals and families and the opportunities and 
demands of diverse populations and settings, as well as the many evolving trends 
that affect the nature of their work. Relevant trends include the aging and racial/
ethnic diversification of the population, technology advances, evolving models 
of care, growing recognition of the importance of preparedness for and response 
to public health emergencies, and increasing awareness of racism and equity 
issues. Payment methods, laws, organizational policies, and regulations impact 
the ability of nurses to function successfully in addressing the determinants of 
health. 

ORGANIZATION OF THIS REPORT

Following this introductory chapter, the report continues with Chapter 2, 
which provides an overview of SDOH and health equity to highlight the chal-
lenges nurses are being asked to address—themes that are repeated throughout the 
report. Chapter 3 explores the workforce needed to prepare the nursing profession 
of the future. In Chapters 4 and 5, respectively, the committee examines some of 
the current ways in which nurses are working to improve health care equity and 
health equity. Chapter 6 describes the financial infrastructure needed to support 
the nursing profession. Chapter 7 explores the changes in education needed to 
prepare and engage the nursing profession to address disparities and contribute 
to achieving equity in health and health care, and Chapter 8 describes the role of 
nurses in disaster preparedness and public health emergency response. Chapters 
9 and 10, respectively, examine nursing leadership, with a focus on ensuring that 
nurses are leading and engaging across sectors and teams, and the importance of 
supporting nurses’ well-being as they take on new roles and challenges to meet 
evolving needs. The committee’s conclusions are presented in Chapters 2 through 
10. Finally, Chapter 11 offers the committee’s key messages and perspectives for 
the future in the form of recommendations and research priorities. 

The report’s appendixes provide additional information. Biosketches of com-
mittee members and project staff are presented in Appendix A. Additional detail 
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on the committee’s information-gathering methods can be found in Appendix B. 
Appendix C presents a comprehensive overview of the methods used to gather 
information on the nursing workforce. Appendix D provides a glossary of the 
terms used throughout the report. Appendix E includes a supplemental statement 
on the report, followed by Appendix F, presenting the committee’s response to 
that supplemental statement. Appendix G includes illustrative profiles of nursing 
programs and organizations.
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2

Social Determinants of Health 
and Health Equity

Compared with any other country in the Organisation for Economic Co-oper-
ation and Development (OECD), the United States spends more money on health 
care and still has the highest poverty rate measured by the OECD, the greatest 
income inequality, and some of the poorest health outcomes among developed 
countries (Escarce, 2019). For a variety of reasons, low-income individuals, 

The United States spends more money on health care than any other 
highly industrialized country, yet it has the highest poverty rate, the 
greatest income inequality, and some of the poorest health outcomes of 
the developed countries. Although access to health care is important, 
health is driven by many factors outside of medical care, including the 
neighborhood where one lives, the kind of job one has, one’s economic 
status, one’s level of education, and one’s access to such things as 
healthy foods and reliable transportation. The roots of health inequi-
ties are deep and complex. It is critical that today’s and tomorrow’s 
nurses understand the extent to which health is shaped by conditions 
beyond medical care and what it will take to help everyone lead a 
healthier life. This chapter examines the social determinants of health; 
how COVID-19 has exacerbated inequities in health among low-in-
come communities and people of color that existed pre-pandemic; and 
the strategies and tactics that can be used to improve health upstream, 
midstream, and downstream.

As a nurse, we have the opportunity to heal the heart, mind, soul and body  
of our patients, their families and ourselves. They may forget your  

name, but they will never forget how you made them feel.

—Maya Angelou, author, poet, and civil rights activist
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people of color, and residents of rural areas in the United States experience a 
significantly greater burden of disease and lower life expectancy relative to their 
higher income, White, and urban counterparts, and this gap has been growing 
over time (Escarce, 2019). The roots of these inequities are deep and complex, 
and understanding them can help elucidate how nurses who currently serve a 
highly diverse population play a pivotal role in addressing social determinants of 
health (SDOH)—the conditions in the environments in which people live, learn, 
work, play, worship, and age that affect a wide range of health, functioning, 
and quality-of-life outcomes and risks—to improve health outcomes and reduce 
health inequities. To further that understanding, this chapter provides background 
on SDOH and highlights social factors that disproportionately affect some com-
munities more than others; Chapters 4 and 5, respectively, describe the role of 
nurses in addressing these inequities in health and health care. This chapter also 
describes the impact of the COVID-19 pandemic in exacerbating the negative ef-
fects of SDOH and health inequities among low-income communities and people 
of color (Garcia et al., 2020; Kantamneni, 2020). 

SOCIAL DETERMINANTS OF HEALTH

The growing evidence for inequities in both health and access to health care 
has brought added scrutiny to SDOH. The term typically refers to “nonmedical 
factors influencing health, including health-related knowledge, attitudes, beliefs, 
or behaviors” (such as smoking) (Bharmal et al., 2015, p. 2). Examples of SDOH 
also include education, employment, health systems and services, housing, in-
come and wealth, the physical environment, public safety, the social environment 
(including structures, institutions, and policies), and transportation (NASEM, 
2019b). 

SDOH have consequences for the economy, national security, business, and 
future generations (NASEM, 2017). Box 2-1 lists SDOH in five areas defined by 
the U.S. Department of Health and Human Services (HHS)—economic stability, 
education, social and community context, health and health care, and neighbor-
hood and built environment.

SDOH affect everyone. They include both the positive and negative aspects 
of the conditions in which people are born, grow, live, work, and age. At their 
best, SDOH can be protective of good health. Many people, however, exhibit a 
pattern of social risk factors (the negative aspects of SDOH) that contribute to 
increased morbidity and mortality (NASEM, 2019a). 

A concept related to SDOH is social needs—individual-level nonmedical 
acute resource needs related to SDOH, such as housing, reliable transportation, 
and a strong support system at home, that must be met for individuals to achieve 
good health outcomes and for communities to achieve health equity (NASEM, 
2019a; Nau et al., 2019). Social needs are a person-centered concept that incor-
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porates each person’s perception of his or her own health-related needs, which 
therefore vary among individuals (NASEM, 2019a). The nursing community has 
long focused on the social needs of people and communities, and has worked 
closely with social workers and community health workers to address individuals’ 
more complex social needs (Foster et al., 2019; Gordon et al., 2020). Nurse-de-
signed models of care, discussed throughout this report, often successfully in-
tegrate the social needs of individuals and families, as documented in a recent 
RAND report (Martsolf et al., 2017). 

BOX 2-1 
 Social Determinants of Health

Economic Stability
	 •	 Employment
	 •	 Food Insecurity
	 •	 Housing Instability
	 •	 Poverty

Education
	 •	 Early Childhood Education and Development
	 •	 Enrollment in Higher Education
	 •	 High School Graduation
	 •	 Language and Literacy

Social and Community Context
	 •	 Civic Participation
	 •	 Discrimination
	 •	 Incarceration
	 •	 Social Cohesion

Health and Health Care
	 •	 Access to Health Care
	 •	 Access to Primary Care
	 •	 Health Literacy

Neighborhood and Built Environment
	 •	 Access to Foods That Support Healthy Eating Patterns
	 •	 Crime and Violence
	 •	 Environmental Conditions
	 •	 Quality of Housing

SOURCE: ODPHP, 2020a.
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Improving population health (e.g., through measures that improve life ex-
pectancy) means improving health for everyone. However, historically disad-
vantaged groups trail dramatically behind others by many measures of health. 
Health equity is achieved by addressing the underlying issues that prevent people 
from being healthy. At the population level, health equity can be achieved by 
addressing SDOH, while at the individual level, it can be achieved by addressing 
social needs. Health equity benefits everyone through, for example, economic 
growth, a healthier environment, and national security. At both the population 
and individual levels, work to improve health and health equity will require 
cross-sector collaborations and, where necessary, enabling policies, regulations, 
and community interventions.

Conceptual Frameworks for the Social Determinants of Health 

Several frameworks have been developed to explain the interactive nature of 
how social factors can contribute to health. These frameworks help health pro-
fessionals and others understand and address SDOH to reduce health disparities 
and improve health equity. Two important frameworks—the conceptual SDOH 
framework developed by the World Health Organization’s (WHO’s) Commission 
on the Social Determinants of Health and the Social Determinants of Health and 
Social Needs Model of Castrucci and Auerbach (2019)—are described below to 
show the relationship between health and social factors and strategies for improv-
ing health and well-being, providing context for the report’s focus on the nurse’s 
role in addressing health and health care equity. 

Conceptual Social Determinants of Health Framework of the Commission on 
the Social Determinants of Health 

In 2010, WHO’s Commission on the Social Determinants developed a 
widely used conceptual framework designed to explain the complex relationships 
between social determinants and health (see Figure 2-1). This framework divides 
SDOH into two categories: structural determinants, defined as SDOH inequities, 
such as socioeconomic and political context, social class, gender, and ethnicity; 
and intermediary determinants, defined as such SDOH as material circumstances, 
psychosocial circumstances, and behavioral and biological factors.

The WHO model shows how inequities created by policies and structures 
(structural determinants) underlie community resources and circumstances (in-
termediary determinants). In this model, social, economic, and political mecha-
nisms contribute to socioeconomic position, characterized by income, education, 
occupation, gender, race/ethnicity, and other factors that reflect social hierarchy 
and status. Social standing is related to an individual’s exposures and vulnera-

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

SOCIAL DETERMINANTS OF HEALTH AND HEALTH EQUITY	 35

bility to health conditions. Those structural determinants shape the intermediary 
determinants—material conditions (living and working conditions, food secu-
rity), behaviors and biological factors (e.g., alcohol and tobacco consumption, 
physical activity), and psychosocial factors (e.g., social support, psychosocial 
stress) that underlie health. All of these factors impact health, and health can 
also create a feedback loop back to the structural determinants. For example, 
poor health or lack of education can impact an individual’s employment oppor-
tunities, which in turn constrains income. Low income reduces access to health 
care and nutritious food and increases hardship (NEJM Catalyst, 2017; Solar 
and Irwin, 2010).

The health care system falls in the framework as an intermediary determi-
nant. The impact of the health care system creates another layer of determinants 
based on differences in access to and quality of care. By improving equitable 
access to health care and creating multisector solutions to improve health status—
such as access to healthy food, transportation, and linkage to other social services 
as needed—the health care system can address disparities in health (Solar and 
Irwin, 2010). Furthermore, the health care system provides an opportunity to me-
diate the indirect consequences of poor health related to deteriorating social status 
(Solar and Irwin, 2010). Understanding the complex relationship between SDOH 
and health is essential in order for nurses to address health equity. Accordingly, 
Chapter 9 highlights the importance of transforming nursing curriculum and 
continuing education by integrating SDOH to improve health equity. 

FIGURE 2-1 Conceptual framework of the Commission on the Social Determinants of 
Health.
SOURCE: Adapted from Solar and Irwin, 2010.
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Social Determinants of Health and Social Needs Model 

Throughout this report, the committee uses the Social Determinants of 
Health and Social Needs Model of Castrucci and Auerbach (2019) to describe the 
upstream, midstream, and downstream strategies used by nurses to improve indi-
vidual and population health (see Figure 2-2). Upstream factors represent SDOH 
and affect communities in a broad and inequitable way. Low educational status 
and opportunity, income disparity, discrimination, and social marginalization are 
upstream factors that prevent good health outcomes. For example, nurses engage 
in upstream factors by informing government policies at the local and federal lev-
els. Midstream factors represent social needs, or the individual factors that might 
affect a person’s health. These are specific nonmedical acute resource needs that 
lie on the causal path between SDOH and health inequities (Nau et al., 2019). 
Midstream factors that might prevent a person from achieving optimal health 
include homelessness, food insecurity, poor access to education, and trauma. 
Through midstream efforts, nurses focus on preventing disease and meeting so-
cial needs—for example, in federally qualified health centers or through public 
health departments—by screening for such social risk factors as lack of housing 
and food access and using these data to inform referrals to government and 
community resources related to the identified social needs. Activities addressing 
downstream factors include disease treatment and chronic disease management, 
in which nurses typically engage in settings where health care is delivered, from 
homes to urgent care clinics to hospitals. Nursing research typically focuses on 
downstream and midstream factors. 

The majority of nurses work in hospitals and clinics; therefore, most work 
midstream and downstream providing individual-level interventions to patients. 
Nonetheless, an understanding of the interrelationships among upstream, mid-
stream, and downstream factors and interventions is necessary to fully com-
prehend and influence the health of individuals and communities. Moreover, 
all nurses have the opportunity to work upstream through advocacy for policy 
changes that promote population health. To engage robustly at all three levels, 
however, nurses need education, training, and support. The following sections 
review SDOH and social needs at all three levels of this model, along with their 
health implications.

HEALTH IMPLICATIONS OF SOCIAL FACTORS

This section describes social factors into which people are born, that may 
change as they age, and that have implications for health outcomes. Addition-
ally, it describes factors in the places where people live, including housing and 
homelessness, food insecurity, environmental factors, and geography/rurality, 
that also affect health outcomes. Before proceeding, it is important to note that 
social determinants intersect, with further implications for health (see Box 2-2).
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FIGURE 2-2 Social Determinants of Health and Social Needs Model. 
SOURCE: Adapted from Castrucci and Auerbach, 2019.
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Race and Racism

Racism, a structural inequity that negatively impacts health and health eq-
uity, is “an organized social system in which the dominant racial group, based on 
an ideology of inferiority, categorizes and ranks people into social groups called 
‘races’ and uses its power to devalue, disempower, and differentially allocate val-
ued societal resources and opportunities to groups defined as inferior” (Williams 
et al., 2019, p. 106). Williams and colleagues describe three interrelated forms of 
racism: structural racism, cultural racism, and discrimination. 

Structural racism is racism that is embedded in laws, policies, and institutions 
and provides advantages to the dominant racial group while oppressing, disadvan-
taging, or neglecting other racial groups (Williams et al., 2019). Structural racism 
can be seen in residential segregation, the criminal justice system, the public 
education system, and immigration policy. Williams and colleagues identify struc-
tural racism as the most important way in which racism impacts health. A robust 
body of evidence on the link between residential segregation and poor health, for 
example, shows that segregation is associated with outcomes that include low 
birthweight and preterm birth (Mehra et al., 2017) and lower cancer survival rates 
(Landrine et al., 2017). However, methodological limitations can make structural 
racism a challenging topic to study. Researchers have developed some novel 
measures of the phenomenon, including one that combines indicators of political 
participation, employment and job status, educational attainment, and judicial 
treatment (Lukachko et al., 2014). In this study, structural racism is defined by 
state-level racial disparities across those four domains. Using this measure, the 
researchers found that Blacks living in states with high levels of structural racism 
were more likely to experience myocardial infarction relative to Blacks living in 
states with low levels of structural racism (Lukachko et al., 2014). Another group 
of researchers developed a measure of state-level structural racism that combines 
indicators of residential segregation, incarceration rates, educational attainment, 
economic indicators, and employment status. This study found that higher levels 
of structural racism were associated with a larger disparity between Black and 
White victims of fatal police shootings (Mesic et al., 2018). 

Structural racism has also contributed to the high incarceration rate in the 
United States, which exceeds the rates of other countries in which people of color 
make up the majority of the population (Acker et al., 2019). Mass incarceration is 
a public health crisis that disproportionately impacts Black and Hispanic individ-
uals and their families and communities (Brinkley-Rubinstein and Cloud, 2020; 
Carson, 2020). Individuals who are incarcerated have greater chances of develop-
ing chronic health conditions and are exposed to factors, including overcrowding, 
poor ventilation and sanitation, stress, and solitary confinement, that exacerbate 
chronic conditions and impact long-term physical and mental health (Acker et 
al., 2019; Kinner and Young, 2018). Evidence shows that following incarceration, 
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mortality rates increase significantly, and individuals also face limited opportu-
nities in employment, housing, and education (Massoglia and Remster, 2019). 

The second form of racism, cultural racism, is the “instillation of the ide-
ology of inferiority in the values, language, imagery, symbols, and unstated as-

BOX 2-2 
Intersectionality

	 Intersectionality recognizes the complex factors contributing to health ineq-
uities by stressing the importance of the intersection of multiple interdependent 
social determinants that shape the health and well-being of individuals and com-
munities. More specifically, the theoretical framework considers the intersec-
tion of these social determinants at the “micro level of individual experience to 
reflect multiple interlocking systems of privilege and oppression at the macro, 
social-structural level” (Bowleg, 2012). 
	 In a study examining the intersection of gender, race, and class inequity; 
HIV-related stigma; and motherhood among African American mothers living with 
HIV, a majority of data from participant interviews showed that the intersection 
of social determinants produced an overall negative health response or worked 
interdependently to negatively influence a participant’s health (Caiola et al., 2018). 
A study participant described her experiences of HIV stigma in being perceived 
as a sex worker and its significant impact on her psychosocial health. At the indi-
vidual level, the participant’s race and sex intersected with structural-level factors 
of racism, sexism, and HIV stigma to impact her health and well-being. 
	 In another study, the intersection of race; gender; and socioeconomic status, such 
as education or income, among American adults either worked to protect against or 
acted as a risk factor for major depressive episode (MDE) (Assari, 2017). High income 
protected White women from MDE; education protected African American women; 
and high income was a risk factor for African American men even after controlling 
for other socioeconomic indicators. The results of the study show the heterogeneous 
effects of socioeconomic status across social groups—high income acting as a risk 
factor for MDE among African American men but protecting White women. The impact 
of socioeconomic status on a population’s life circumstances can be influenced by 
multiple social determinants that interact to impact health and well-being negatively. 
Hudson and colleagues (2012) have reported on the diminishing effects of socioeco-
nomic status (characterized by high income and education) in increasing the risk of 
depression among African American men when racial discrimination is high. 
	 Findings from these studies suggest that the intersection of such social deter-
minants as race, gender, and socioeconomic status is multiplicative rather than 
additive with respect to health outcomes (Assari, 2017). Although there is a wealth 
of literature on social determinants of health, less literature is available on the 
intersection of social determinants and its impact on health outcomes. A full un-
derstanding of intersectionality will allow nurses to take a more holistic approach 
that considers the intersection of multiple interdependent social determinants that 
impact the health and well-being of individuals and communities.
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sumptions of the larger society” (Williams et al., 2019, p. 110). Through cultural 
racism, people absorb and internalize negative stereotypes and beliefs about race, 
which can both create and support structural and individual racism and create im-
plicit biases (Williams et al., 2019). Implicit bias can in turn lead to unintentional 
and unconscious discrimination against others. Important in the context of this 
study is that implicit bias has been shown to be prevalent in health care (FitzGer-
ald and Hurst, 2017; Hall et al., 2015) and to result in disparate outcomes among 
individuals of different races. For example, some research suggests that women 
of color are less likely than their White counterparts to receive an epidural during 
childbirth because of providers’ beliefs about the relationship between race and 
pain tolerance, as well as poor communication in racially discordant provider–
patient relationships (NASEM, 2020). Research has also shown that providers 
perceive Black individuals as less likely than White individuals to adhere to 
medical advice, a perception that contributes to poor communication and care 
(Laws et al., 2014; Van Ryn and Burke, 2000). These experiences of implicit bias, 
together with a long history of unethical treatment of people of color in the health 
care system, can lead to mistrust and avoidance of the system, thus exacerbating 
health disparities (Chaturvedi and Gabriel, 2020). 

Discrimination is the third—and most researched—form of racism. It oc-
curs when people or institutions treat racial groups differently, with or without 
intent, and this difference results in inequitable access to opportunities and 
resources (Williams et al., 2019). Self-reported discrimination, in which the 
discrimination is perceived by the individual being discriminated against, is 
often used as an indicator of racism in studies on health care and health out-
comes. Self-reported discrimination is believed to impact health by triggering 
emotional and physiological reactions and by changing an individual’s health 
behaviors (Williams et al., 2019). It has been associated with poor health in 
multiple areas, including mental health (Paradies et al., 2015), sleep (Slopen 
et al., 2016), obesity (Bernardo et al., 2017), hypertension (Dolezsar et al., 
2014), and cardiovascular disease (Lewis et al., 2014). In addition to the actual 
experience of discrimination, just the threat of discrimination—and the asso-
ciated hypervigilance—can negatively impact health. Discrimination can also 
be experienced through microaggressions, defined as “brief and commonplace 
daily verbal, behavioral, or environmental indignities, whether intentional or 
unintentional, that communicate hostile, derogatory, or negative racial slights 
and insults toward people of color” (Sue et al., 2007, p. 273). Microaggressions 
have been correlated with outcomes that include poor mental health (Cruz et al., 
2019), poor physical health (Nadal et al., 2017, and sleep disturbance (Ong et al., 
2017). Moreover, microaggressions that are experienced within the health care 
setting may undermine the provider–patient relationship and thus the quality of 
care (Cruz et al., 2019). 

The COVID-19 pandemic has brought the issue of racism as a social deter-
minant into sharp focus, illuminating the mechanisms by which it affects health 
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outcomes. COVID-19 has disproportionately affected Black Americans, Hispanic 
Americans/Latinos, and American Indians/Alaska Natives (AI/ANs) (Cuellar et 
al., 2020). Blacks have been more likely to be diagnosed with COVID-19 and 
more likely to die relative to people of other races. The death rates for COVID-19 
among Blacks reported by the Centers for Disease Control and Prevention (CDC) 
are higher than the rates for non-Hispanic Whites, AI/ANs, Asians, and Hispan-
ics/Latinos (CDC, 2020a). Van Dorn and colleagues (2020) also report dispro-
portionately high rates of COVID-19 deaths among African Americans. As of 
April 2020, when their article was published, three-quarters of all COVID-19 
deaths in Milwaukee, Wisconsin, had occurred among African Americans, who 
also accounted for all but three COVID-related deaths in St. Louis, Missouri. 
Still, according to CDC, COVID-19 cases were 3.5 times higher among AI/ANs 
and 2.8 times higher among Hispanics/Latinos than among non-Hispanic Whites 
(CDC, 2020b). Van Dorn and colleagues (2020) point out that AI/AN populations 
have disproportionately high levels of such underlying conditions as heart disease 
and diabetes that make them more susceptible to the virus, and the Indian Health 
Service (IHS), which provides health care for the 2.6 million AI/ANs living on 
tribal reservations, has only 1,257 hospital beds and 36 intensive care units across 
the United States, so that many people covered by the IHS are hours away from 
its nearest facility (van Dorn et al., 2020). 

Research on the specific mechanisms behind these disparities is ongoing, but 
there are many potential explanations for the link between race and COVID-19 
outcomes. Camara Phyllis Jones, past president of the American Public Health 
Association, posits that people of color are more at risk for four reasons (Wallis, 
2020). First, they are more exposed to the risk of infection because they are more 
likely to live in dense neighborhoods, work in front-line or essential jobs, and 
be incarcerated or held in immigration facilities (see also van Dorn et al., 2020). 
This set of risk factors is tied to structural racism, including historical and current 
residential and educational segregation in the United States. Second, people of 
color are less protected from infection because of cultural norms that devalue 
their lives and their health. Third, people of color are more likely to suffer from 
underlying conditions that put them at risk of poor outcomes once infected. For 
example, Black Americans are 60 percent more likely to have diabetes and 40 
percent more likely to have hypertension relative to their White counterparts 
(HHS, 2019, 2020). These conditions, says Jones, are due to the context of their 
lives—the lack of healthy food choices, more polluted air, and few places to 
exercise safely. Finally, people of color are less likely to have access to quality 
health care (and thus are more likely to experience unnecessary treatments, inac-
curate diagnoses, and medication errors), and more commonly face structural and 
individual discrimination within the health care system. Yancy (2020) echoes this 
analysis, noting that social distancing—one of the most effective strategies for 
reducing transmission of COVID-19—is a privilege that is unavailable to many 
people of color because of where they live and work. 
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The confluence in 2020 of the COVID-19 pandemic and the Black Lives 
Matter1 protests has brought new opportunities for nurses to be involved in dis-
mantling racism. For example, while the American Nurses Association (ANA) 
issued a position statement in 2018 opposing individual and organizational dis-
crimination (ANA Ethics Advisory Board, 2019), its 2020 resolution took an even 
stronger stand, calling for an end to systemic racism and health inequities and 
condemning brutality by law enforcement (ANA, 2020). The executive director 
of National Nurses United, Bonnie Castillo, stated in June 2020 that “it is racism 
that is the deadly disease,” as reflected in disparities in health, police killings, 
housing, employment, criminal justice, and other areas (NNU, 2020). Nurses are 
attending protests to offer aid to injured protestors, despite the threat of tear gas 
and rubber bullets (Jividen, 2020).

Income and Wealth

Higher income (earnings and other money acquired annually) is associated 
with a lower likelihood of disease and premature death (Woolf et al., 2015). The 
relationship of wealth (net worth and assets) to health outcomes shows a similar 
relationship with disease and premature death. Studies have found longitudinal 
associations between higher levels of wealth and better health outcomes that 
include lower mortality, higher life expectancy, slower declines in physical func-
tioning, and decreased risk of smoking and hypertension (Hajat et al., 2010; Kim 
and Richardson, 2012; Zagorsky and Smith, 2016). Significant health-related 
differences exist between the income levels of individuals below 100 percent and 
above 200 percent of the federal poverty level. 

With respect to life expectancy, the expected age at death among 40-year-
olds is lowest for individuals with the lowest household income and increases as 
household income rises (Escarce, 2019). Notably, this is a continuous gradient 
(see Figure 2-3). Between women in the top 1 percent and the bottom 1 percent of 
income, there is a 10-year difference in life expectancy. This disparity is greater 
among men, for whom this gap rises to 15 years. These trends have been wors-
ening over time. Since 2000, individuals in all income groups have gained in life 
expectancy, but the highest earners have had the highest gains, and the gap in life 
expectancy between the highest and lowest earners is increasing (Escarce, 2019).

Income correlates highly as well with risk factors for chronic disease and 
mental health conditions. Relative to people with higher family income, for 
example, people with lower family income have higher rates of heart disease, 
stroke, diabetes, and hypertension and are more likely to have four or more 
common chronic conditions (NCHS, 2017). People in families whose income 

1 Black Lives Matter is a global organization whose mission is “to eradicate white supremacy and 
build local power to intervene in violence inflicted on Black communities by the state and vigilantes” 
(BLM, n.d.).
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is below 200 percent of the federal poverty level are more likely than people in 
families with higher income to be obese and to smoke cigarettes. Adults who 
live in poverty are also more likely to have self-reported serious psychological 
distress—6.4 percent of those making less than $35,000 feel sadness and 3.8 per-
cent feel worthlessness, compared with 1.3 percent and 0.6 percent, respectively, 
of those making $75,000–$99,999 (Weissman et al., 2015; Woolf et al., 2015). 

In addition to impacting the safety and quality of neighborhoods and schools, 
parental income and wealth can affect the resources and support available within 
families (Chetty and Hendren, 2018). Children in low-income families typically 
face barriers to educational and social opportunities, which in turn limits their 
social mobility and good health as adults (Braveman et al., 2018; Killewald et al., 
2017; Odgers and Adler, 2018; Owen and Candipan, 2019). As health and socio-
economic disadvantages accumulate over a person’s lifetime, this pattern of ineq-
uity, exacerbated by structural barriers, can persist across generations, preventing 
intergenerational social mobility (Braveman et al., 2018; Chetty et al., 2014). 

Access to Health Care

Equitable access to health care is needed for “promoting and maintaining 
health, preventing and managing disease, reducing unnecessary disability and 

FIGURE 2-3 Expected age at death among 40-year-old men and women, by household 
income percentile.
SOURCES: Escarce, 2019; reproduced from Chetty et al., 2016.
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premature death, and achieving health equity” (ODPHP, 2020b). Evidence shows 
that access to primary care prevents illness and death and is associated with 
positive health outcomes (Levine et al., 2019; Macinko et al., 2007; Shi, 2012). 
Access to health care services is therefore an important SDOH, and inequities in 
multiple factors, such as a lack of health insurance coverage and limited avail-
ability of health care providers, limit that access. 

Studies have shown that individuals without health insurance are much less 
likely to receive preventive care and care for major health conditions and chronic 
diseases (Cole et al., 2018; Seo et al., 2019). In a study of nonelderly adult pa-
tients, insured versus uninsured individuals were more likely to obtain necessary 
medical care, see a recommended specialist, see a mental health professional if 
advised, receive recommended follow-up care after an abnormal pap test, and 
get necessary prescription medications (Cole et al., 2018). Lack of insurance is 
also associated with a lower likelihood of receiving treatments recommended 
by health care providers and longer appointment wait times (Chou et al., 2018; 
Fernandez-Lazaro et al., 2019). In one study, two groups posing as new patients 
discharged from the emergency department requested follow-up appointments. 
Those who claimed commercial insurance were more likely than the Medicaid-in-
sured group to receive care within 7 days (Chou et al., 2018).

Wide income and racial/ethnic inequities in insurance coverage therefore 
have a significant effect on access to health care services, thus influencing health 
equity. In the United States, African American and Hispanic individuals have 
a higher risk of being uninsured relative to non-Hispanic Whites (Artiga et al., 
2020). Census Bureau data indicate that Hispanics face the greatest barriers to 
health insurance: between 2017 and 2018, the uninsurance rate increased from 
16.2 to 17.8 percent for Hispanics, from 9.3 to 9.7 percent for Blacks, from 6.4 
to 6.8 percent for Asians, and from 5.2 to 5.4 percent for non-Hispanic Whites 
(Barnett et al., 2019). American Indians have high uninsured rates; CDC reports 
that 28.6 percent of these individuals under age 65 are uninsured (HHS, 2018). 
It is important to note that uninsured people often delay or forgo care because 
of its cost and are less likely than those with insurance to have a usual source of 
care or receive preventive care (Amin et al., 2019), which can lead them to ex-
perience serious illness or other health problems. Chapter 4 provides information 
on nursing’s role in expanding access to health care. 

Access to Education

Lower-income families often live in school districts that are resource-poor, 
and they lack the resources available to upper-income families for making invest-
ments in early childhood enrichment activities. Over time, the gap between the 
rich and poor with respect to receiving higher education has widened. Children 
born in 1979–1982 were 18 percent more likely to complete college if their par-
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ents were in the highest relative to the lowest income quartile. This percentage 
grew to 69.2 percent (Woolf, 2015). 

Hahn and Truman (2015) report a strong association between educational 
attainment and both morbidity and mortality. In the United States, adults with 
lower educational attainment have higher rates of major circulatory diseases; 
diabetes; liver diseases; and such psychological symptoms as feelings of sadness, 
hopelessness, and worthlessness (although those with higher levels of educational 
attainment experience higher rates of prostate cancer and sinusitis). As for life 
expectancy, in 2017 a White man in the United States with less than a high school 
education could expect to live 73.5 years, while his counterpart with a graduate 
degree could expect to live more than 10 years longer. Likewise, a White woman 
could expect to live 8 years longer if she had a graduate degree than if she had 
less than a high school degree (Sasson et al., 2019). 

Housing Instability and Homelessness

Research shows that people need stable housing to be healthy; people with 
limited resources and unstable housing are exposed to a number of health risks 
but often cannot move to better neighborhoods (Woolf et al., 2015). Homeless-
ness also is closely linked to poor physical and mental health. Homeless people 
experience higher rates of such health problems as HIV, alcohol and drug abuse, 
mental illness, tuberculosis, and other conditions (Aldridge et al., 2018; Mos-
ites et al., 2020). Providing stable housing coupled with such services as case 
management has been shown to improve mental health and health status in both 
children and parents (Bovell-Ammon et al., 2020).

Researchers have identified four pathways by which housing and health are 
connected (Taylor, 2018):

•	 The stability pathway: As noted above, not having stable housing has 
negative effects on health. Health problems among youth associated 
with residential instability include increased risk of teen pregnancy, 
early drug use, and depression (Taylor, 2018).

•	 The quality and safety pathway: A number of negative environmental 
factors within homes are correlated with poor health. In-home exposure 
to lead irreversibly damages the brains and nervous systems of children. 
Substandard housing conditions, such as water leaks, poor ventilation, 
poor air quality, dirty carpets, mold, and pest infestation, have been as-
sociated with poor health outcomes, most notably asthma (Taylor, 2018).

•	 The affordability pathway: A lack of affordable housing options can 
affect families’ ability to meet other essential expenses and create seri-
ous financial strain. Low-income families with difficulty paying rent or 
utilities are less likely to have a usual source of medical care and more 
likely to postpone needed treatment (Taylor, 2018).
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•	 The neighborhood pathway: Researchers have found that the availability 
of resources, such as public transportation to one’s job, grocery stores 
with nutritious foods, and safe spaces to exercise, is correlated with 
better health outcomes (Taylor, 2018).

Food Insecurity

Food-insecure households are those that lack the resources to purchase ade-
quate food to maintain their health. The U.S. Department of Agriculture (USDA) 
estimates that in 2018, 11.1 percent of U.S. households were food-insecure at some 
time during the year (USDA, 2020). Residents of low-resource neighborhoods 
often have limited access to sources of healthy food, such as supermarkets that 
sell fresh produce and other healthful food options. They are more likely to live 
in food deserts, characterized by an overconcentration of fast food outlets, corner 
stores, and liquor stores and a shortage of options for fresh fruits and vegetables 
and restaurants that offer healthy choices and menu labeling (Woolf et al., 2015). 

Gundersen and Ziliak (2015) reviewed the literature on the effect of food in-
security on health in the United States. They found that the majority of research in 
this area has focused on children, revealing that food insecurity is associated with 
birth defects, anemia, lower nutrient intakes, cognitive problems, and aggression 
and anxiety, as well as higher hospitalization rates, poorer general health, asthma, 
behavioral problems, depression, suicidal ideation, and poor oral health. The 
authors also found that food insecurity is more common in households headed 
by an African American or Hispanic person and households with children (Gun-
dersen and Ziliak, 2015). COVID-19 has exacerbated food insecurity; Feeding 
America estimates that almost 17 million individuals may have experienced food 
insecurity during the pandemic (Balch, 2020).

Environment and Climate Change

Environmental conditions affect the health of all individuals and communi-
ties. Environmental hazards, such as air pollution, harmful agricultural chemi-
cals, and poor water quality, are more likely to exist in low-income communities 
and those populated by people of color, and those communities tend to be more 
vulnerable to such hazards. Additionally, while natural disasters, such as floods, 
hurricanes, tornadoes, fires, winter storms, drought, and earthquakes, pose great 
threats to life and property and strain emergency and health care services wher-
ever they strike, they affect underresourced populations more severely. These 
populations are more likely to live in geographic areas that are at high risk of 
natural disasters, such as flood plains, and to live in housing that is less resilient, 
such as mobile homes. Moreover, low-income residents have less capacity to 
move when such risks become evident (Boustan et al., 2017). In addition, the 
impacts of natural disasters depend not only on the magnitude of the event but 
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also on the exposure and vulnerability of the population, which vary with levels 
of wealth and education; disability and health status; and gender, age, class, and 
other social and cultural characteristics (IPCC, 2012). These inequities become 
even more pronounced if populations are displaced or forced to evacuate (Supe-
kar, 2019). Natural disasters have long-term economic impacts on communities 
as well. Research shows that as damages from natural disasters increase, so, too, 
does wealth inequity in the long term, especially in relation to race, education, 
and homeownership (Howell and Elliott, 2018). 

Researchers have increasingly found evidence that global climate change 
is increasing the magnitude and frequency of such severe events, including 
droughts, wildfires, and damaging storms (McNutt, 2019). Extreme weather 
(heat, drought), flooding, air and water pollution, allergens, vector- and water-
borne diseases (Demain, 2018; IFRC, 2019), fire and its effects on air quality 
(Fann et al., 2018), and effects on the food supply related to nutrition and mi-
gration (NASEM, 2018)—all developments exacerbated by climate change—are 
already affecting human health around the globe. The changing climate will mean 
new challenges to health and disproportionate stress on some communities.

Rurality

Geography is associated with barriers to high-quality health care that can im-
pact health outcomes. Rural Americans face numerous health inequities compared 
with their urban counterparts. More than 46 million Americans, or 15 percent of 
the U.S. population, live in rural areas (CDC, 2017). Compared with metropol-
itan areas, rural areas have higher death rates across the five leading causes of 
death nationally (heart disease, stroke, cancer, unintentional injury, and chronic 
lower respiratory disease). Among those aged <80 years in 2014, the numbers of 
potential excess deaths in rural areas for those five leading causes were 25,278 
from heart disease, 19,055 from cancer, 12,165 from unintentional injury, 10,676 
from chronic lower respiratory disease, and 4,108 from stroke. Death rates for 
unintentional injuries are 50 percent higher in rural than in metropolitan areas, 
attributable mainly to motor vehicle crashes and opioid overdoses (Garcia et al., 
2017; Moy et al., 2017). Rural relative to urban residents have a higher percent-
age of several risk factors associated with poorer health. For example, obesity 
prevalence is significantly higher among rural than urban residents (34.2 percent 
versus 28.7 percent) (Lundeen et al., 2018). 

Inequities within rural areas also exist, particularly at the intersection of geog-
raphy and race and ethnicity. Based on County Health Rankings data for 2015, rural 
counties in which the majority of the population was non-Hispanic White had higher 
median household incomes, lower unemployment rates, fewer households with peo-
ple younger than 18, and better access to healthy food compared with counties where 
other racial and ethnic groups made up the majority of the population. Not only 
did counties with majority Black and majority AI/AN residents have significantly 
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greater potential years of life lost before age 75 relative to counties with predomi-
nantly White residents, but those differences were mediated by sociodemographic 
characteristics, including household income, unemployment rates, and the number 
of primary care physicians in the county (Henning-Smith et al., 2019).

Shortages of Health Care Providers

Shortages of health care providers significantly affect access to care in rural 
areas; as of December 2019, approximately 62.9 percent of primary care health 
professional shortage areas (HPSAs) were located in rural areas (RHI, 2020). 
According to the Georgetown University Health Policy Institute, fewer than 11 
percent of U.S. physicians practice in rural areas, while 20 percent of the U.S. 
population lives in these areas (Georgetown University, n.d.). Adding to this chal-
lenge is the closure of more than 160 rural hospitals since 2005 as the result of a 
number of factors, including decreasing profits, consolidation of the health care 
system, high rates of uninsured, and waning rural populations to support hospitals 
(Cecil G. Sheps Center for Health Services Research, 2014a,b). The decline in 
rural acute care services highlights the increased need for primary care and indi-
vidual and community-wide education in these areas to help prevent and manage 
chronic conditions and avoid related health crises that can lead to hospitalization 
and death (RHI, 2020).

Health Insurance Status

Uninsured rural residents face greater difficulty accessing care compared 
with their urban counterparts because of the limited supply of rural health care 
personnel who can provide low-cost or charity health care (Newkirk and Damico, 
2014). According to a June 2016 issue brief from HHS, 43.4 percent of uninsured 
rural residents reported not having a usual source of care (Avery et al., 2016). 
The brief also states that 26.5 percent of uninsured rural residents had delayed 
receiving health care in the past year because of cost constraints. The affordability 
of health insurance is also a barrier for rural residents (Barker et al., 2018). 

Transportation and Internet Access

Transportation poses a barrier to accessing appropriate care for all underre-
sourced populations because of the travel time, cost, and time away from work 
involved. In rural areas, individuals are more likely to have to travel long distances 
for care, which can be burdensome given the higher rates of rural versus urban pov-
erty. Longer distances can also result in longer wait times for emergency medical 
services and endanger individuals seeking prompt care for a potentially life-threat-
ening emergency. Moreover, rural areas lack reliable transportation, whereas urban 
areas often have public transit available as an option for traveling to appointments. 
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Telehealth can help mitigate the challenges associated with transportation in 
rural areas; however, adequate broadband access is often limited in these areas. 
Almost 33 percent of rural individuals lack access to high-speed broadband In-
ternet, defined by the Federal Communications Commission as download speeds 
of 25 Mbps or higher (FCC, 2015). Without access to broadband Internet, indi-
viduals seeking care cannot access video-based telehealth visits. In Michigan, for 
example, approximately 40 percent of rural residents lack access to high-speed 
broadband Internet versus just 3 percent of urban residents (FCC, n.d.). Thus, the 
shift to telehealth during COVID-19 may have exacerbated health disparities for 
millions of individuals living in rural areas.

THE COVID-19 PANDEMIC AND HEALTH INEQUITIES

The economic impacts of COVID-19 have been wide-reaching in the face 
of record high unemployment rates (BLS, 2020). The effects of the pandemic on 
both health and income have been especially severe for low-income individuals 
and people of color. Internationally, rates of job loss have been high among 
low-income versus high-income people, further impacting their ability to access 
such essentials as healthy food (Daly et al., 2020; Lopez et al., 2020).

The disproportionate effects of COVID-19 on people of color were discussed 
earlier in the chapter. Undocumented immigrants are another population in the 
United States that has been particularly vulnerable to the effects of the virus. An 
estimated 7.1 million undocumented immigrants lack health insurance, and the 
Patient Protection and Affordable Care Act excludes undocumented immigrants 
from eligibility for coverage. As a result, many undocumented immigrants lack 
access to primary care and have relied on emergency departments for years 
(Page et al., 2020). Although immigrant communities tend to be relatively young 
and healthy, the prevalence of diabetes, a risk factor for COVID-19, is high (22 
percent) among Hispanics (Page et al., 2020). The prevalence of diabetes is also 
high among AI/ANs—14.7 percent for adults (CDC, 2018). Additionally, as in the 
African American community, a high proportion of undocumented workers are 
employed in service industries, such as restaurants and hotels, or in the informal 
economy, which places them at increased risk of infection. 

Another important consideration is the inequity inherent in school closures 
during the pandemic, which has affected children from underresourced families 
disproportionately. As with telehealth, access to distance learning is unequal for 
those who lack access to the Internet or the requisite technologies. Moreover, 
many underresourced communities rely on subsidized meal programs for ade-
quate nutrition and on school nurses for vaccines and other health care services 
(Armitage and Nellums, 2020). Schools also may provide safeguarding and 
supervision, and school closures mean that parents considered essential workers 
may leave children unsupervised at home or forgo employment to stay at home 
with them (Armitage and Nellums, 2020). Low-income families have fewer 
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resources to expend on their children’s at-home education, meaning that during 
the pandemic, their children have fallen further behind relative to higher-income 
classmates who may have easier access to computers and the Internet while they 
are distance learning.

People in prisons, nursing homes, homeless shelters, and refugee camps 
constitute other vulnerable populations at higher risk during the pandemic. Many 
people in certain congregate settings have inadequate access to even basic health 
care, and many are older and have preexisting conditions, in addition to their 
close proximity to other people, that have placed them at high risk of infection 
(Berger et al., 2020). CDC assessed the prevalence of COVID-19 infections in 
homeless shelters in four U.S. cities during March 27–April 15, 2020, working 
with local partners to test residents and staff proactively, and found high levels of 
COVID-19 in both groups. Specifically, they found that 17 percent of residents 
and 17 percent of staff in Seattle, Washington; 36 percent of residents and 30 
percent of staff in Boston, Massachusetts; and 66 percent of residents and 16 
percent of staff in San Francisco, California, tested positive for the virus. Clearly, 
in many congregate care environments both residents and staff have been at high 
risk for contracting this disease; the latter, many of whom are low-income, are 
often deemed essential workers. 

Emerging morbidity and mortality data further demonstrate that the effects 
of the pandemic have fallen disproportionately on vulnerable U.S. populations 
and exacerbate the deeply rooted social, racial, and economic disparities to which 
these populations are subject. Berger and colleagues (2020) note that underserved 
communities are distrustful of public health institutions, which have historically 
mistreated them, and suggest that it is unfair to ask them to act in the public in-
terest by staying home at the expense of supporting themselves and their families. 
Governments, institutions, and health care facilities all have a role in enacting 
policies that are respectful and inclusive of vulnerable populations when the 
nation is faced with a public health emergency such as the COVID-19 pandemic.

In the present context, the global COVID-19 pandemic has exacerbated 
existing health disparities and health care challenges and long-standing ethical 
issues that threaten the core values of the nursing profession (Laurencin and 
McClinton, 2020; see Chapter 3). The roles nurses are playing to address these 
challenges are described throughout the report. On a positive note, however, the 
crisis of COVID-19 has brought much-needed attention to these challenges and 
has accelerated the adoption of tools and approaches for responding to them. 
For example, while telehealth has long been touted as a way to address issues of 
access to care, it took COVID-19 for clinicians, payers, and individuals to fully 
embrace it as a viable—and sometimes even preferred—alternative to in-person 
care (Shah et al., 2020). 

Before the COVID-19 pandemic, the United States was combatting the opi-
oid overdose epidemic, which has led to devastating consequences that include 
opioid misuse, overdoses, and a rising number of newborns experiencing with-
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drawal syndrome due to parental opioid use and misuse during pregnancy (NIH, 
2021). Data for 2019 show that 70,630 people had died from drug overdose, 1.6 
million had experienced an opioid use disorder, and 10.1 million had misused 
prescription opioids in the past year (HHS, 2021). The opioid epidemic is a public 
health crisis that impacts both social and economic welfare, and its convergence 
with the COVID-19 pandemic has exacerbated health disparities and created new 
health care challenges that need to be addressed. 

CONCLUSION

People of lower socioeconomic status, rural populations, and communities of 
color experience a higher burden of poor health relative to those of higher socio-
economic status, urban populations, and Whites, and the health inequity gap has 
been growing over time. Such inequities are unnecessary, unjust, and avoidable. 
The roots of these inequities are shaped by structural determinants, and under-
standing and acting on those determinants will help nurses play a pivotal role in 
improving health equity. Improving social conditions upstream and midstream 
has been found to have positive impacts on health status, and improving those 
conditions will likely reduce health inequities and improve the health of the U.S. 
population as a whole. Changes upstream through changes in national policy and 
midstream at the individual level through integrated social care are needed to 
connect individuals to social services that include healthy food, affordable hous-
ing, and transportation. As an example, although many other developed nations 
spend less per capita than the United States on medical services, they spend more 
on social services related to medical care, and their residents lead healthier lives 
(NASEM, 2019a). Addressing SDOH requires a community-oriented approach 
that involves aligning health care resources and investments to facilitate collabo-
rations with community and government sectors, and bringing health care assets 
into broader advocacy activities that augment and strengthen social care resources 
(NASEM, 2019a). 

This report focuses on how the next generation of nurses can contribute to 
efforts to address SDOH and achieve health equity if provided with appropriate 
resources, including education, training, and financial support. Later chapters 
will describe the relatively new efforts of nurses to address SDOH that have 
been enabled, for example, by new technologies, changes in payment models, 
and integration of social care. 

Conclusion 2-1: Structural racism, cultural racism, and discrimination 
exist across all sectors, such as housing, education, criminal justice, 
employment, and health care, impacting the daily lives and health of in-
dividuals and communities of color. Nurses have a responsibility to ad-
dress all those forms of racism and to advocate for policies and laws that 
promote equity and the delivery of high-quality care to all individuals. 
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3

The Nursing Workforce

Today in the United States, the health of far too many individuals, families, 
entire neighborhoods, and communities is compromised by social determinants 
of health (SDOH), such as food insecurity and poverty, as well as by limited 
access to health care services. The size, distribution, diversity, and educational 
preparation of the nursing workforce needed to assist in addressing these health 
challenges are therefore critically important. Even as the potential for nurses to 
help improve both SDOH and health outcomes has become clear, however, it has 
become increasingly apparent that a robust nursing workforce ready to meet these 

Health care delivery systems are “held together, glued together,  
enabled to function … by the nurses.” 

—Adapted from Lewis Thomas, physician, essayist, researcher

The nursing workforce will be tested in a variety of ways over the next 
decade, including responding to an aging population that has more 
complex and intense medical needs, demand for more primary care ca-
pacity, and the need to bridge medical and health care with the social 
factors that influence people’s health and well-being. To build a future 
workforce that effectively provides the health and health care that soci-
ety needs will require a substantial increase in the numbers, types, and 
distribution of the nursing workforce, as well as an education system 
that better prepares nurses for practicing in community-based settings 
with diverse populations that face a variety of lived experiences. These 
improvements will occur more rapidly, more uniformly, and more suc-
cessfully if programmatic, policy, and funding opportunities can be 
leveraged by health systems, governments, educators, and payers.
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challenges does not yet exist. In fact, some of the data discussed in this chapter 
highlight the potential for current gaps in the capacity of the nursing workforce 
to widen over the present decade. 

As described in the committee’s framework for this study (see Figure 1-1 in 
Chapter 1), strengthening the nursing workforce is one of the key areas that will 
enhance nursing’s role in addressing SDOH and improving health and health care 
equity. This chapter focuses on building the nursing workforce needed to respond 
to SDOH that affect the health care needs of individuals, communities, and soci-
ety, including the pressing need to reduce health and health care inequities. The 
chapter begins by placing the nursing workforce in context and summarizing its 
current state and strengths. Next, it describes key challenges nurses will face over 
the current decade. Comparison of these challenges against the current state of the 
nursing workforce illuminates numerous gaps in the workforce that will need to 
be filled to meet the goal of addressing SDOH and improving health equity. After 
summarizing research needed to help nurses meet these challenges, the chapter 
ends with conclusions. 

The nursing workforce is composed of actively employed registered nurses 
(RNs), licensed practical or licensed vocational nurses (LPN/LVNs), and ad-
vanced practice registered nurses (APRNs). As described in greater detail at the 
end of the chapter, the data and methods used to describe the nursing workforce 
come primarily from the 2008 and 2018 National Sample Survey of Registered 
Nurses (NSSRN), the U.S. Census Bureau’s yearly American Community Survey 
(ACS) for 2000–2018, and other sources. 

THE NURSING WORKFORCE IN CONTEXT

The number of nurses in the United States has grown steadily over the past 
100 years. The nursing workforce is the largest among all the health care profes-
sions and is nearly four times the size of the physician workforce. RNs practice 
in a wide variety of care delivery settings, and they provide care to people living 
in both urban and rural areas and to vulnerable populations, including women, 
people of color, American Indians/Alaska Natives (AI/ANs), low-income individ-
uals, individuals with disabilities, and people who are enrolled in both Medicare 
and Medicaid (dual eligible). 

The shift in nursing education from hospital-based diploma programs to 
degrees from colleges and universities has prepared RNs for more highly skilled 
roles that have expanded their reach and impact, benefiting both nurses and their 
employers. The emergence and growth of nurse practitioners (NPs) in the mid-
1960s, together with other advanced practice nursing roles (certified nurse mid-
wives, nurse anesthetists, and clinical nurse specialists), represent a significant 
advancement. Nurses also benefit individuals, communities, and society through 
their efforts as scientists conducting clinical and health services research; as 
executives and entrepreneurs leading health care organizations; as members of 
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hospital and health system boards; as public health officers and educators; and as 
members of federal, state, and local governments. 

For decades, nurse employment has grown concurrently with increased U.S. 
spending on acute care, seemingly impervious to either government or mar-
ket-oriented efforts aimed at constraining the overutilization of costly health care 
services. With unemployment rates rarely exceeding 1.5 percent, job availability 
has seldom been a problem for nurses (BLS, 2020a; Zhang et al., 2018). Even 
during economic downturns, RN employment typically has increased, some-
times dramatically. Hospitals added nearly 250,000 nursing full-time equivalents 
(FTEs) during the Great Recession, for example, including in economically de-
pressed areas of the country (Buerhaus and Auerbach, 2011). Even so, vacancies 
exist in some areas, including Indian Health Service areas, with uneven distribu-
tion across several states, ranging from 10 to 31 percent (GAO, 2018). 

RNs and APRNs are among the most highly paid health professionals, mak-
ing the nursing profession an economic engine for families and communities. In 
2018, national RN earnings averaged $76,000, and with an estimated 3.35 million 
RNs working on an FTE basis in the United States, total RN earnings amounted 
to roughly $255 billion (not counting nonwage benefits). As a result, the value 
of the clinical care they deliver typically appears on the cost side rather than the 
revenue side of earnings statements for provider organizations. When thinking 
about how nurses can promote health equity, however, one should not lose sight 
of their contributions to the economic as well as the social and environmental 
fabric of the places where they live and work. 

The COVID-19 pandemic has illuminated the critical importance of nurses, 
but it also has disrupted long-standing employment patterns and threatened nurses’ 
financial, psychological, and physical resilience. Nurses heroically risked exposure 
to the coronavirus each day to care for patients and their families, sometimes with-
out adequate personal protective equipment. But the pandemic also exposed nurses’ 
vulnerability to their clinical employers’ dependence on reimbursable services, 
especially elective procedures, to remain in business. With revenue from private 
health insurers in steep decline, many hospitals and clinics seeking quick reductions 
in costs have cut back on nursing through furloughs and layoffs (Gooch, 2020). 
This counterproductive response to the pandemic could cause long-lasting damage 
to the nursing profession and the health care system. This and other destabilizing 
effects on the nursing workforce associated with COVID-19 merit close attention.

CURRENT STATE AND STRENGTHS OF 
THE NURSING WORKFORCE

Although this chapter’s main focus is on identifying the challenges and gaps 
in the nursing workforce that will develop over this decade and describing ways to 
overcome them, the success of such actions will depend on leveraging the capacity 
and the many strengths of the current nursing workforce. These strengths represent 
opportunities to achieve and sustain a workforce of sufficient size, distribution, 
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diversity, and expertise to help achieve equity in health and health care and reverse 
the trajectory of poor health status seen in communities across the nation. 

Registered Nurses 

Over the past 20 years, the number of people becoming RNs has increased 
rapidly, reaching 3.35 million FTEs in 2018 (see Table 3-1). Although the RN work-
force continues to be composed largely of White women, the proportion of White 
RNs decreased from 79.1 percent in 2000 to 69 percent in 2018. The workforce 
has steadily become more diverse as the proportion of RNs who are Black/African 
American now approximates that of the nation’s population (12 percent), while the 
proportion of RNs who are Asian (9.1 percent) exceeds that of the population (6.0 
percent). On the other hand, despite doubling since 2001, the proportion of Hispanic 
RNs in the nursing workforce (7.4 percent) is well below that of the population (18.3 
percent). The proportion of men who are RNs had grown to 12.7 percent by 2018.

RNs are increasingly educated at both the undergraduate and graduate levels. 
It is important to note that the 2011 The Future of Nursing report recommends 
increasing the percentage of nurses with a baccalaureate degree to 80 percent by 
2020 (IOM, 2011). The number of employed RNs prepared with at least a bachelor’s 
degree has surpassed the number prepared with an associate’s degree. This growth 
has been driven, in part, by RNs completing RN-to-bachelor of science in nursing 
(BSN) education programs, which provide additional education needed by RNs with 
an associate’s degree to earn a BSN. The increase in educational attainment has been 
particularly strong among people of color (POC) RNs. Table 3-2 shows that na-
tionally, a higher percentage of Black/African American, Hispanic, and particularly 
Asian RNs relative to White RNs have a BSN.1 Proportionately, more Black/African 
American and Asian RNs than White and Hispanic RNs have a master’s degree, or a 
doctor of nursing practice (DNP) or a PhD in nursing. Box 3-1 provides information 
on the nursing workforce educated in countries outside of the United States. 

Analysis of data from the American Association of Colleges of Nursing 
(AACN) show that between 2010 and 2017, the number of RNs who obtained a 
doctoral degree increased rapidly, with those obtaining a DNP far outnumbering 
those obtaining a PhD (see Figure 3-1). Among White RNs, the number of DNP 
graduates increased from 982 in 2010 to 4,138 in 2017 (an increase exceeding 
3,000 percent), while the number of PhD graduates increased from 363 to 462 

1 It is possible that nurses educated in other countries are more likely to have earned a bachelor’s 
degree, which could partially account for the higher percentage of bachelor’s-level education reported 
by Black/African American and Asian RNs relative to White RNs. When the committee investigated 
this possibility, it found no supporting evidence with regard to Black/African American nurses but a 
significant impact for Asian RNs. Additionally, when we examined RNs under age 40, the pattern of 
results persisted, as a higher proportion of Black/African American (67.3 percent), Asian (76.7 per-
cent), and other (68.0 percent) RNs compared with White (65 percent) RNs had earned a bachelor’s 
degree in nursing, Hispanics (58 percent) being the exception. 
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TABLE 3-1 Demographic Characteristics of Full-Time Equivalent (FTE) 
Registered Nurses (RNs), 2000–2018

Year

Characteristics 2000 2004 2008 2018

Total FTE RNs 1,985,944 2,142,353 2,542,703 3,352,461

FTE RNs/ 
population

7.04 7.32 8.36 10.26

Gender Men 157,285
(7.9%)

211,891
(9.9%)

244,363
(9.6%)

424,342
(12.7%)

Women 1,828,709
(92.1%)

1,930,462
(90.1%)

2,298,340
(90.4%)

2,928,119
(87.3%)

Race White 1,571,136
(79.1)

1,673,073
(78.1)

1,906,756
(75.0)

2,313,002
(69.0)

Black/African 
American

175,669
(8.8%)

191,102
(8.9%)

269,271
(10.6%)

401,755
(12.0%)

Asian 128,064
(6.4%)

161,598
(7.5%)

211,751
(8.3%)

305,740
(9.1%)

Other 37,266
(1.9%)

28,027
(1.3%)

37,370
(1.5%)

84,454
(2.5%)

Hispanic 73,859
(3.7%)

88,553
(4.1%)

117,556
(4.6%)

247,511
(7.4%)

Education Associate’s 
degree

703,959
(37.7%)

839,506
(37.4%)

997,671
(38.1%)

910,629
(29.3%)

Bachelor’s 
degree

610,735
(32.7%)

778,513
(34.7%)

957,422
(36.6%)

1,411,525
(45.4%)

Master’s 
degree/PhD

202,018
(10.8%)

296,245
(13.2%)

361,559
(13.8%)

644,764
(20.7%)

Employment Hospital 1,307,476
(63%)

1,352,356 
(63.1%)

 1,606,924 
(63.2%)

 2,071,034 
(61.8%)

Nonhospital 778,461
(37%)

789,997
(36.9%)

935,779
(36.8%)

1,281,424
(38.2%)

Age <35 895,759
(23.0%)

486,098
(22.7%)

584,982
(23.0%)

980,779
(29.3%)

35–49 2,017,925
(51.8%)

968,308
(45.2%)

1,017,328
(40.0%)

1,202,345
(35.9%)

50+ 980,651
(25.2%)

687,947
(32.1%)

940,394
(37.0%)

1,169,337
(34.9%)

Overall average 42.68 43.87 44.37 43.69

SOURCE: Calculations of data from the American Community Survey (IPUMS USA, 2020).
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(27 percent). The proportionate growth among POC RNs was even greater. For 
example, the number of Black/African American RNs who obtained a DNP 
increased from 139 in 2010 to 826 in 2017 (a nearly 5,000 percent increase), 
while the number earning a PhD increased from 52 to 107 (105 percent) over 
this same period. Unfortunately, because RNs who have earned DNPs could not 
be identified in the 2018 NSSRN public use files, it is impossible to identify the 
sociodemographic, economic, or employment characteristics of this growing 
segment of the doctoral-level nursing workforce. It will be important for future 
NSSRNs to ensure the ability to identify RNs who have obtained a DNP so the 
sociodemographic, economic, and practice characteristics of this rapidly growing 
segment of the nursing workforce can be identified and analyzed, particularly in 
relation to whether and how DNPs are addressing SDOH.

The average age of the RN workforce has decreased to just under 44 years as 
the large number of RNs belonging to the baby boom generation (estimated at 1.2 
million) have retired and younger RNs have entered the workforce. RNs working 
in hospitals are younger (42.3) than those working in nonhospital settings (47.0) 
(see Table 3-1), which suggests that the large numbers of RNs retiring over this 
decade will likely be among those working in non–acute care settings. 

While many policy makers, consumers, and the media often associate RNs 
with working in hospitals (in fact, hospitals employ almost two-thirds of the RN 
workforce), what should not be overlooked is that RNs come into contact with 
individuals in a large number and wide array of settings. Table 3-3 shows more 
than 30 settings in which some RNs provide direct primary care, while others 
supplement the primary care workforce, provide care to rural populations, help 

TABLE 3-2 Number and Percentage of Nurses with Various Levels of Nursing 
Education by Race, 2018

Nursing Education White (%)
Black/ African
American (%) Asian (%) Hispanic (%)

Other 
(%)

All 
(%)

Diploma 118,131 
(5.9)

6,584
(2.9)

4,794
(2.8) 13,366 (4.3)

3,056
(3.6) 5.3

Associate’s Degree 687,671 
(34.6)

67,163
(29.6)

26,491
(15.6)

112,409 
(36.2)

24,429 
(29.1) 33.1

Bachelor’s Degree 968,411
(48.8)

119,605
(52.07)

117,425
(69.0)

155,324
(49.8)

49,783
(59.2) 50.8

Master’s
Degree

196,362
(9.9)

28,582
(12.6)

19,465
(11.4)

27,701
(8.9)

6,612
(7.9) 10.0

Doctor of Nursing 
Practice (DNP) or 
PhD

14,897
(0.8)

4,841
(2.1)

1,908
(1.1)

2,388
(0.8)

179
(0.2) 0.9

Total 1,985,472 226,766 170,083 311,188 84,059

SOURCE: Calculations of data from the 2018 National Sample Survey of Registered Nurses.
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improve maternal health outcomes, deliver acute and emergency care, provide 
health education and preventive care, coordinate patient care, and facilitate con-
tinuity of care for patients and families across settings and providers. The table 
also shows that the average annual earnings of RNs are lowest in settings (e.g., 
critical access hospitals, nursing homes, inpatient and outpatient mental health 
facilities, public clinics, public health, school health, and home health) where 
RNs often interact with people facing multiple social risk factors. 

BOX 3-1 
Internationally Educated Nurses

	 Internationally educated nurses (IENs) are individuals who have completed 
nursing education outside of the United States. IENs make up 8–15 percent 
of the nursing workforce in the United States, with a majority coming from the 
Philippines (Hohn et al., 2016; HRSA, 2010). To gain employment in the United 
States, IENs are required to obtain employment-based (EB) visas—EB-2 visas 
for advanced degree nurses and EB-3 visas for associate’s or bachelor’s degree 
nurses. Although historically, employers typically recruited IENs during nursing 
shortages, this trend has changed since 2000, with greater focus on expanding 
the domestic nursing workforce (Auerbach et al., 2015). Data from the National 
Sample Survey of Registered Nurses (NSSRN) show an increase in the propor-
tion of IENs between 2004 and 2008, from 3.5 percent to 5.4 percent (100,791 
to 165,539 nurses) (Cho et al., 2011; HRSA, 2010). However, more recent data 
show decreases in the number of IENs. Data from the Organisation for Economic 
Co-operation and Development (OECD) demonstrate significant decreases in the 
annual inflow of IENs, from 24,000 in 2007 to fewer than 6,500 in 2015 (OECD, 
2018). The number of first-time internationally educated candidates taking the 
NCLEX-RN exam decreased between 2007 and 2019, from 33,768 to 15,053 
(NCSBN, 2008, 2019). Conversely, the nursing workforce has increased over 
time in the United States: from 2000 to 2018, the number of RNs increased from 
1,985,944 to 3,352,461. 
	 The decreases in IENs can be attributed to factors that include visa retrogres-
sion and the economic recession of 2007 to 2009. Visa retrogression occurs “when 
the number of visa applications within a particular country or category exceeds 
the number of available visas, causing the cutoff date to move backward in time 
instead of forward” (Shaffer et al., 2020, p. 30). Retrogression has major impacts 
on IEN recruitment. For instance, it can delay the waiting period for obtaining a 
visa, which sometimes exceeds a decade, and there have been times when visas 
have not been available. During a recession, health care employment typically 
does not decline since the demand for health care services is constant. Similarly, 
during the 2007–2009 recession, health care employment grew, with positions 
being filled mainly by domestic health care workers. The nursing workforce saw 
less turnover, and there was a decline in IEN recruitment. As the economy recov-
ered, recruitment of IENs slowly increased; however, the numbers of IENs have 
remained significantly lower than the peak in 2007 (Masselink and Jones, 2014).
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TABLE 3-3 Number of Registered Nurses (RNs) by Employment Setting, 
Average Annual Earnings, and Age, 2018

Employment Setting
All
RNs

Percentage 
of All RNs

Average 
Annual 
Earnings

RNs 
Older 
Than Age 
50

Percentage
of RNs 
Older Than 
Age 50

Hospital (not mental health) 

Critical access hospital  309,822 11.2 $ 77,122 120,353 38.8

Inpatient unit—not critical access 
hospital  755,639 27.2 72,668 210,958 27.9

Emergency department—not critical 161,603 5.8 76,577 32,708 20.2

Hospital-sponsored ambulatory care  253,347 9.1 77,826 128,015 50.5

Hospital ancillary unit  54,181 2.0 82,063 23,514 43.4

Hospital nursing home unit  13,288 0.5 72,442 7,564 56.9

Hospital administration  95,543 3.4 110,396 54,103 56.6

Other hospital setting  20,133 0.7 88,454 8,054 40.0

Other hospital setting (consultative)  49,717 1.8 85,924 34,436 69.3

Other Inpatient Setting

Nursing home unit not in hospital  60,615 2.2 69,479 30,557 50.4

Rehabilitation facility/long-term 
care  110,554 4.0 74,832 50,160 45.4

Inpatient mental health  55,089 2.0 68,044 24,091 43.7

Correctional facility  13,775 0.5 75,769 5,028 36.5

-200 300 800 1,300 1,800 2,300 2,800 3,300 3,800 4,300

Native Hawaiian or Other Pacific Islander
American Indian or Alaskan Native

Asian
Hispanic or Latino

Black or African American
White

Two or more races*
Non-U.S. Residents (International)

Race/Ethnicity Unknown

Number of Nursing Doctorate Graduates by 
Race/Ethnicity

2010 PhD 2017 PhD 2010 DNP 2017 DNP

FIGURE 3-1 Number of nursing doctoral graduates by race/ethnicity. 
NOTE: DNP = doctor of nursing practice.
SOURCE: Data calculated from data from the American Association of Colleges of 
Nursing.

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

THE NURSING WORKFORCE	 67

Employment Setting
All
RNs

Percentage 
of All RNs

Average 
Annual 
Earnings

RNs 
Older 
Than Age 
50

Percentage
of RNs 
Older Than 
Age 50

Other inpatient setting 11,938 0.4 70,729 4,414 37.0

Clinic/Ambulatory Setting

Nursing-managed health center  9,183 0.3 91,244 2,594 28.2

Private medical practice (clinic, 
physician)  138,291 5.0 72,787 58,379 42.2

Public clinic (rural health 
center, federally qualified health 
center [FQHC], Indian Health 
Service, tribal clinic, etc.) 33,484 1.2 69,983 14,210 42.4

School health service (K–12 or 
college) 65,015 2.3 57,506 36,718 56.5

Outpatient mental health/substance 
abuse facility  14,995 0.5 68,288 7,124 47.5

Ambulatory surgery center 
(freestanding) 8,807 0.3 63,668 3,062 34.8

Other clinical setting  67,182 2.4 71,599 28,773 42.8

Other Types of Settings

Home health agency/service  175,212 6.3 71,277 96,400 55.0

Occupational health or employee 
health  11,360 0.4 77,556 8,346 73.5

Public health or community health 41,176 1.5 71,712 16,952 41.2

Government agency other 
than public/community health or 
correctional facility 41,229 1.5 81,423 23,777 57.7

Outpatient dialysis center  27,704 1.0 81,032 11,231 40.5

University or college 
academic department 34,698 1.2 70,857 19,178 55.3

Case management/disease 
management and insurance 
company 78,637 2.8 81,324 38,202 48.6

Call center/telenursing center  15,935 0.6 79,754 9,613 60.3

Other type of setting  12,197 0.4 89,431 7,298 59.8

Other type of setting (consultative) 38,130 1.4 92,522 21,366 56.0

All 2,778,476 100.0 76,180 1,137,176
 
SOURCE: Calculations based on the 2018 National Sample Survey of Registered Nurses. 

TABLE 3-3 Continued
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Table 3-3 also shows the percentages of RNs in each employment setting 
who are over the age of 50, many of whom are expected to retire by the end 
of the decade. Indeed, the number of employment settings in which more than 
40 percent of RNs are over age 50 is striking: critical access hospitals (40 
percent); outpatient dialysis centers (40.5 percent); public health/community 
health (41.2 percent); private physician offices (42 percent); public clinics, such 
as rural health centers, federally qualified health centers (FQHCs), and Indian 
Health Service facilities (42.4 percent); inpatient mental health facilities (43.7 
percent); outpatient mental health/substance units (47.5 percent); case manage-
ment/disease management (48.6 percent); nursing home units not in hospitals 
(50 percent); hospital-sponsored ambulatory clinics (50.5 percent); home health 
agencies (55 percent); school health (56.5 percent); hospital nursing home units 
(57 percent); call centers (60.3 percent); occupational health (73.5 percent); 
and other settings (>50 percent). As RNs in these settings retire, they will be 
replaced by more recently educated nurses who, as discussed below, may not 
be as prepared for taking care of medically complex patients and addressing 
SDOH.

Fewer RNs are working in rural areas today than in the past (17 percent in 
2005 versus 14.4 percent in 2018). The percentage working in rural hospitals 
also decreased over these same years (from 16.4 percent to 13.4 percent), as 
did the percentage of rural RNs working in nonhospital settings (18.0 percent to 
16.0 percent). Furthermore, the decline in rural practicing RNs occurred more 
rapidly among younger RNs (under age 40) (from 18.1 percent to 13.7 percent) 
than among RNs over age 40 (from 16.4 percent to 14.9 percent). If this decrease 
continues, it will threaten access to care among the nation’s rural population. 
Given the large number of RNs working in critical access hospitals (more than 
300,000) and the concern that more rural hospitals will close in the years ahead 
(Frakt, 2019), the number of RNs and physicians practicing in rural areas could 
decline further during this decade, complicating policies aimed at increasing 
access to care for the populations in these areas.

Looking to the future, the size of the FTE RN workforce is projected to grow 
substantially, from 3.35 million in 2018 to 4.54 million in 2030, enough to replace 
all the baby boom RNs who will retire over the decade. However, this projected 
growth will not occur uniformly across the nation because the replacement of 
the large numbers of retiring RNs by younger nurses will vary by state and by 
region. Thus, health care delivery organizations in some regions of the country 
will confront more rapid retirements and slower replacements among their RN 
workforce relative to other regions, which could in turn result in staffing disrup-
tions. Still, the estimated growth in the RN supply is encouraging and means 
that large, long-lasting national shortages of RNs are unlikely to be seen during 
the decade. At the same time, as with all projections, these estimates are based 
on assumptions that may not hold over the projection period and are subject to 
unforeseen developments, such as the economic and noneconomic effects of the 
COVID-19 pandemic. 
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Licensed Practical/Vocational Nurses 

LPN/LVNs (for brevity, referred to here as LPNs) support RNs and APRNs 
in providing patient care. In 2018, an estimated 701,650 LPNs provided health 
care to mostly racially and ethnically diverse populations both in the community 
and in health care organizations. These nurses also add meaningfully to the 
pipeline for RN and APRN roles and, importantly, allow RNs to concentrate on 
caring for medically complex patients. As the U.S. population ages, LPNs are 
likely to become an important resource for home care, long-term care, and care 
for individuals with disabilities and otherwise vulnerable groups. As in the case of 
RNs, the majority of LPNs are White (71.4 percent), but there are proportionately 
more Black/African American LPNs (18.5 percent) than is the case among RNs 
(12 percent). Also, as with RNs, the proportion of Hispanic (7.4 percent) and 
male (7.7 percent) LPNs in 2017 was far below their proportion in the population. 
Smiley and colleagues (2018) report that newer cohorts of LPNs are younger and 
more likely to be racially and ethnically diverse. 

As of 2018, more than one-third (38 percent) of LPNs worked in nursing and 
residential care facilities, considerably more than in hospitals (15 percent), phy-
sician offices (13 percent), and home health care facilities (12 percent). Almost 
one in four LPNs lived in rural areas (166,000). Because nearly one-third of LPNs 
are over age 55, their impending retirement over the next decade raises concern 
about a potential shortage of these nurses. A 2017 Health Resources and Services 
Administration analysis suggests that, because the demand for LPNs is growing 
at a slightly faster rate than the supply, a shortfall of roughly 150,000 FTE LPNs 
is possible by 2030. Such a shortage could mean that home care, long-term care, 
and care for individuals with disabilities and otherwise vulnerable groups will 
increasingly have to be provided by the RN workforce. 

Box 3-2 provides information on the impacts of COVID-19 on the nursing 
workforce in nursing homes.

Advanced Practice Registered Nurses 

APRNs are nurses who hold a master’s degree, post-master’s certificate, or 
practice-focused DNP degree in one of four roles: NP, certified registered nurse 
anesthetist (CRNA), clinical nurse specialist (CNS), or certified nurse midwife 
(CNM). As shown in Table 3-4, counting the number of APRNs is complicated 
because many APRNs are prepared in more than one role (e.g., they could be an 
NP and also a CNM or a CNS), and because a considerable number are employed 
in a position that is not what they were prepared for (e.g., an NP might be working 
as an RN rather than as an NP, or a CNM working as an NP). For consistency, 
this section focuses on APRNs who are employed in nursing and are working in 
the role for which they were prepared. Also, because of the larger numbers of 
APRNs practicing in the NP role relative to other advanced practice roles, this 
section focuses largely on NPs.
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BOX 3-2 
COVID-19 and Nurse Staffing in Nursing Homes

	 As of 2020, there were 15,417 long-term care facilities in the United States 
(CMS, 2020), and in 2017, these facilities housed just over 1.3 million people 
(Chidambaram, 2020). As of the end of May 2020, there were 95,515 cumulative 
confirmed cases of COVID-19 among nursing home residents in the United States 
and 30.2 deaths per 1,000 residents. Almost one-third (31,782) of the 103,700 
people who died from COVID-19 in the United States through the end of May were 
residents of nursing homes (CMS, 2020). As of the end of July 2020, more than 
60,000 deaths had occurred in nursing homes and long-term care facilities in the 
United Sates, and close to 800 staff had died (McGarry et al., 2020). 
	 A 2019 study (Geng et al., 2019) assessed nursing home staffing prior to the 
spread of COVID-19 using various data available from the Centers for Medicare 
& Medicaid Services (CMS). Among the study’s findings were the following: 

	 •	� Seventy-five percent of nursing homes were almost never in compliance 
with what CMS expected their registered nurse (RN) staffing levels to be, 
based on residents’ acuity. 

	 •	� Across staffing categories (RN, licensed practical nurse [LPN], and nurse 
aide), staffing levels, especially for RNs, were stable during weekdays but 
dropped on weekends. On average, weekend RN staffing in terms of time 
spent per resident was 17 minutes (42 percent) less than weekday staff-
ing, LPN staffing 9 minutes (17 percent) less, and nurse aide staffing 12 
minutes (9 percent) less. 

	 Larger facilities, on average, had a larger decrease in staffing time per resident 
during weekends. Decreases were smaller among facilities with higher five-star 
overall ratings and with lower shares of Medicaid residents.
	 A 2020 study (McGarry et al., 2020) examined access to personal protective 
equipment (PPE), staffing, and facility characteristics associated with shortages 
of PPE and staffing from May through the end of July 2020. Findings included the 
following:

	 •	� One in five nursing homes reported facing a severe shortage of PPE or staff 
shortage in early July 2020. Rates of both PPE shortages and staff did not 
meaningfully improve from May to July 2020.

	 •	� PPE shortages were magnified in nursing homes with COVID-19 cases 
among staff or residents and those with low quality scores.

	 •	� Staff shortages were greater in facilities with COVID-19 cases, particularly 
among those serving a high proportion of disadvantaged patients on Medicaid 
and those with lower quality scores, including pre-pandemic staffing score.

	 •	� Most prominent staff shortages were for nurses and nursing aides as op-
posed to other providers or staff.

	 As shown in the table below, by a wide margin, the numbers of LPNs, home 
and personal care aides, nursing assistants, and other support staff working in 
skilled nursing facilities (SNFs) far exceeded the numbers of professionals over 
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the 5-year period 2014–2018. There are also large proportions of Black/African 
American LPNs, personal care aides, and nursing assistants staffing SNFs in 
the United States. Nursing homes are ill prepared to manage infectious disease 
epidemics such as COVID-19. The burden of care falls disproportionately on the 
nursing staff, which too often is inadequate in numbers and insufficiently trained 
and protected to deal with such situations. Indeed, a recent study (Figueroa et 
al., 2020) of 4,254 nursing homes across eight states found that those that were 
high-performing with respect to nurse staffing had fewer COVID-19 cases relative 
to their low-performing counterparts. These findings suggest that poorly resourced 
nursing homes with nurse staffing shortages may be more susceptible to the 
spread of COVID-19 (Figueroa et al., 2020).

Employment in Skilled Nursing Facilities, 2014–2018

Occupation White

�Black or  
African 
American Asian Hispanic Other Total

�Social 
Worker 72.9% 13.3% 3.0% 9.0% 1.9% 22,905

�Occupational 
Therapist 77.1% 6.1% 10.9% 5.1% 0.8% 12,547

�Physical  
Therapist 65.7% 5.8% 21.5% 5.4% 1.5% 15,911

�Registered  
Nurse 63.8% 18.7% 9.5% 5.6% 2.4% 237,230

�Licensed  
Vocational  
Nurse 54.8% 29.1% 5.5% 8.0% 2.6% 219,974

�Home Health 
Aide 44.5% 37.2% 3.7% 11.7% 2.8% 115,582

�Personal 
Care Aide 42.5% 30.3% 7.9% 15.7% 3.5% 71,914

�Nursing  
Assistant 44.8% 36.8% 4.3% 10.7% 3.4% 470,183

�Other Health 
Care Support  
Aides/
Assistants* 60.8% 19.9% 6.0% 10.8% 2.5% 37,726

	     * Includes occupational and physical therapy aides, orderlies, psychiatric aides, and medical    
  assistants.
NOTE: Data should be interpreted as 5-year averages over the 2014–2018 period. 
�SOURCE: Calculations based on the American Community Survey 2014–2018, 5-Year Public 
Use Micro Sample file.
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Size and Sociodemographic Characteristics

The total number of APRNs increased considerably in the 10-year period be-
tween the last two NSSRNs (2008 to 2018), reaching nearly 375,000 in 2018 (see 
Table 3-4), although APRN shortages remain in Indian Health Service areas—
with vacancy rates ranging between 12 and 47 percent for NPs (GAO, 2018). By 
a wide margin, NPs outnumber any other APRN role, and their numbers grew 
more rapidly relative to other APRN roles, nearly doubling over this period. The 
number of APRNs working in the role of a CNS also increased. Although the 
total number of RNs prepared as a CRNA-only decreased, the number of CRNAs 
who were also prepared in another APRN role increased substantially. With 
regard to CNMs, difficulties associated with question wording in the 2008 and 

TABLE 3-4 Number of Employed Advanced Practice Registered Nurses 
(APRNs), 2008 and 2018

2008 2018

All APRN-Prepared Registered Nurses (RNs) Employed in Nursing 

Prepared in a single APRN role 205,074 347,861

Prepared in more than one APRN role 18,015 2,968

Total 223,089 373,829

Share of all APRNs prepared in more than one role 8% 7%

Nurse Practitioner (NP)–Prepared RNs Employed in Nursing 

Prepared in the role of an NP only 125,264 258,241

Prepared as an NP and also in another APRN role 17,527 24,395

Total 142,791 282,636

Share of all NP-prepared APRNs also prepared in another APRN role 12% 9%

Clinical Nurse Specialist (CNS)–Prepared RNs Employed in Nursing 

Prepared in the role of a CNS only 34,987 55,111

Prepared as a CNS and also in another APRN role 14,806 15,626

Total 49,793 70,737

Share of all CNS-prepared APRNs also prepared in another APRN role 30% 22%

Certified Registered Nurse Anesthetist (CRNA)–Prepared RNs Employed 
in Nursing 

Prepared as a CRNA only 31,156 29,869

Prepared as a CRNA and also in another APRN role 871 7,542

Total 32,027 37,411

Share of all CRNA-prepared APRNs also prepared in another APRN role 3% 20%
 
SOURCE: Calculations based on the 2008 and 2018 National Sample Survey of Registered Nurses. 
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2018 NSSRNs, combined with small numbers of CNMs sampled in each survey, 
make estimating the numbers of CNMs problematic. Instead, using data from the 
American Midwifery Certification Board (AMCB), the number of AMCB-certi-
fied nurse midwives in the United States increased from an estimated 11,262 in 
2014 to 12,276 in 2018 (AMCB, 2019). 

The racial/ethnic composition of NPs has become more diverse (see Figure 
3-2), though it lags behind the gains of the basic RN workforce. The proportion 
of Hispanic NPs increased the most between 2008 and 2018, from 3.8 percent 
of all NPs to 9.2 percent (an increase of 12,900). The number of Black/African 
American NPs also increased over this period, from just under 8,000 to nearly 
13,000, while the numbers of Asian and other POC NPs increased more slowly. 

Similar to the basic RN workforce, NPs and CNSs have remained over-
whelmingly women (in 2018, 90.3 percent and 96.7 percent, respectively). The 
number of male NPs increased slowly between 2008 and 2018, accounting for 
about 10 percent of NPs in the latter year. In contrast, the proportion of male 
CRNAs exceeded 40 percent in 2008 but had decreased to 32.7 percent by 2018. 
CNMs are predominantly female (99 percent) and White (87 percent), with only 
6 percent Black or African American (AMCB, 2019). 

Employment Settings and Clinical Specialties

Table 3-5 shows that NPs provide access to care for millions of Americans 
in a wide variety of settings. In 2018, more than 100,000 NPs (52 percent of 
all NPs) worked in different types of clinics or ambulatory settings (including 
nurse-managed health centers; private medical practices; school health services; 

83.5%

3.8% 6.2% 3.8% 2.7%

75.3%

9.2% 7.7% 4.3% 3.5%
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FIGURE 3-2 Nurse practitioners by race and ethnicity, 2018.
SOURCE: Calculations based on data from the 2018 National Sample Survey of Regis-
tered Nurses.
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TABLE 3-5 Nurse Practitioner Employment Settings, 2018

Employment Setting Number Percentage

Median 
Full-Time 
Equivalent 
(FTE) Annual 
Earnings

Clinic or Ambulatory Care Settings
Nurse-managed health center 1,736 0.9 $99,000
Private medical practice (e.g., clinic, physician office) 63,155 32.6 100,000
Public clinic (e.g., rural health center, federally qualified 
health center [FQHC], Indian Health Service [IHS]) 16,309 8.4 97,000
School health service (K–12 or college) 4,060 2.1 90,000
Outpatient mental health/substance abuse facility 5,528 2.9 110,000
Other clinic/outpatient/ambulatory care setting 9,742 5.0 106,000
Total 100,529 51.9
Other Settings
Home health agency/service 4,118 2.1 $105,000
Occupational health/employee health service 1,459 0.8 106,000
Public health/community health agency 995 0.5 100,000
Government agency, other than public/community health 
or correctional facility 3,558 1.8 110,000
University or college academic department 2,021 1.0 91,000
Case mgmt./disease mgmt. in insurance company 970 0.5 114,000
Other setting (outpatient dialysis center, call center) 1,064 0.5 100,000
Total 14,185 7.3 105,000
Hospitals 
Critical access hospital (CAH) 7,971 4.1 $112,000
Inpatient unit, non-CAH 28,855 14.9 110,000
Hospital-sponsored ambulatory care 21,464 11.1 109,000
Emergency department, non-CAH 6,077 3.1 120,000
Other hospital-based setting 3,758 1.9 105,000
Total 68,125 35.2 112,000
Other Inpatient Settings
Nursing home, nonhospital 2,687 1.4 $105,000
Rehabilitation facility/long-term care 3,705 1.9 105,000
Inpatient mental health/substance abuse 2,502 1.3 111,000
Correctional facility 1,567 0.8 108,000
Other inpatient setting 288 0.1 103,000
Total 10,749 5.6
 
SOURCE: Calculations from data in the 2018 National Sample Survey of Registered Nurses.
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outpatient mental health/substance abuse facilities; and public clinics, includ-
ing rural health centers, FQHCs, and Indian Health Service facilities). Another 
14,000 (7.3 percent of all NPs) worked in various other settings, such as home 
health agencies, occupational health/employee health services, and universities 
or colleges. Roughly 68,000 (35 percent of all NPs) worked in hospitals, ranging 
from critical access hospitals to inpatient units, hospital ambulatory clinics, and 
emergency departments. Nearly 11,000 (5.6 percent of all NPs) worked in other 
inpatient settings, including nursing homes, rehabilitation and long-term care 
facilities, and correctional facilities. With regard to annual earnings, NPs’ median 
earnings varied considerably by setting, ranging from a low of $90,000 for those 
employed in school health settings to $120,000 for those working in emergency 
departments in non–critical access hospitals. 

In 2018, a little more than half of NPs (54.7 percent or nearly 106,000) were 
certified as a family NP. The next largest group were NPs certified in the care 
of adults (33,620) and in pediatrics (21,622). The numbers of NPs certified in 
gerontology and psychiatric and mental health care grew the least between 2008 
and 2018—9.7 percent and 5.3 percent, respectively, and in 2018 numbered only 
15,921 and 10,174, respectively. 

Within the different settings in which they work, NPs provide a vast array 
of clinical specialty care. Of the nearly two dozen clinical specialties shown in 
Table 3-6, NPs were most likely to provide primary and ambulatory care (39.2 
percent), followed by general medical surgical care (9.1 percent), psychiatric or 
mental health care (6.4 percent), critical care (5.9 percent), and gynecology and 
women’s health care (4.3 percent). The remaining 35 percent of NPs provided 
care in 17 other specialties, ranging from oncology (3.9 percent) to infections/
communicable diseases (0.8 percent). 

Care for People of Color and People with Limited English Proficiency 

Analysis of the 2018 NSSRN shows that a majority (70.6 percent) of NPs 
who reported managing a panel of patients as a primary provider said at least 
25 percent of their patient panel consisted of “racial/ethnic minority groups”; 
one in five indicated that this was the case for 75 percent or more of their 
panel. Slightly more than one-quarter of NPs (25.9 percent) also reported that 
25 percent or more of their patient panel had limited proficiency in English. 
Additionally, the vast majority of NPs indicated that to a “great or somewhat 
extent” (versus “very little” or “not at all”), they participated in team-based 
care (85.8 percent), and felt confident in their ability to practice effectively in 
interprofessional teams (96.1 percent) and to use health information technology 
effectively in their practice to manage their patient population (81.1 percent). 
Most NPs had observed their organization emphasizing team-based care (84 
percent) and evidenced-based care (97 percent); only 60 percent reported ob-
serving their organization emphasizing discharge planning to a great extent or 
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somewhat. Refer to Chapter 7 for more detailed information on interprofessional 
education and training. 

Growth in the Size of the Nurse Practitioner Workforce 

The NP workforce is growing rapidly. Using data from the 2001–2016 Amer-
ican Community Survey (ACS), Auerbach and colleagues (2018) project that the 
number of FTE NPs will more than double from 157,025 in 2016 to 396,546 in 
2030 (increasing 6.8 percent annually). As discussed later, the contributions of 

TABLE 3-6 Nurse Practitioner Employment by Clinical Specialty Area, 2018
Clinical Specialty Number Percentage

Primary Care 47,176 24.4

Ambulatory Care (including primary care outpatient setting, 
except surgical) 28,787 14.9

General Medical Surgical 17,564 9.1

Psychiatric or Mental Health (substance abuse and counseling) 12,460 6.4

Critical Care 11,462 5.9

Gynecology 8,289 4.3

Oncology 7,556 3.9

Chronic Care 7,538 3.9

Dermatology 7,337 3.8

Cardiac or Cardiovascular Care 5,224 2.7

Neurology 4,373 2.3

Home Health/Hospice 3,809 2.0

Obstetrics 3,406 1.8

Orthopedics 2,854 1.5

Gastrointestinal 2,633 1.4

Pulmonary/Respiratory 2,347 1.2

Occupational Health 2,248 1.2

Other Specialty (neonatology) 2,048 1.1

Renal/Dialysis 1,508 0.8

Infectious/Communicable Disease 1,467 0.8

Labor and Delivery 1,019 0.5

Other Specialty (including school health service, gerontology, and 
radiology) 12,482 6.4

Total 193,587
 
SOURCE: Calculations based on data from the 2018 National Sample Survey of Registered Nurses.
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the growing NP workforce will be useful to overcome projections of primary care 
and specialty physician shortages over the decade.

CHALLENGES FOR THE NURSING WORKFORCE 
THROUGH THE CURRENT DECADE

Looking out over this decade, the nursing workforce is growing and provid-
ing many different types of care in a variety of settings, giving them opportunities 
to understand and interact with people who face substantial social risk factors. 
The strengths of the nursing workforce are many, yet they will be tested by for-
midable challenges that are already beginning to affect nurses and the health care 
systems and organizations in which they work. These challenges will arise from 
changes occurring throughout the broader society that are increasing the number 
of people who need health care; from within the nursing and larger health care 
workforce; and from health-related public policies and other factors that affect 
the size, distribution, diversity, and educational preparation of nurses. These 
challenges include the need to 

•	 increase the number of nurses available to meet the nation’s growing 
health care needs;

•	 rightsize the clinical specialty distribution of nurses; 
•	 increase the distribution of nurses to where they are needed most;
•	 ensure a nursing workforce that is diverse and prepared with the knowl-

edge and skills to address SDOH;
•	 overcome current and future barriers affecting workforce capacity; and
•	 anticipate long term impacts of the COVID-19 pandemic on the nursing 

workforce.

These challenges will unfold simultaneously over the decade, and will ex-
pose shortcomings throughout the nursing workforce, widening current gaps that 
should be filled if nurses are to fully leverage their expertise in helping to address 
SDOH for individuals, communities, and society. 

Increasing the Number of Nurses Available to Meet 
the Nation’s Growing Health Care Needs

In addition to growth in the overall size of the U.S. population, other fac-
tors and health workforce imbalances will increase the demand for nurses, par-
ticularly in areas where the RN and APRN workforce are already undersized. 
Salient sociodemographic factors include the aging population, increases in 
mental and behavioral health conditions, increases in lack of access to primary 
health care, persistently high maternal mortality rates, and worsening physician 
shortages.
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The Aging Population

The aging of the U.S. population means that over this decade, increasing 
numbers of people will age into their 70s, 80s, 90s, and beyond. In 2030, 73.1 
million people or 21 percent of the U.S. population, including all baby boomers, 
will be older than 65 (Vespa et al., 2020). The prevalence of multiple comorbid 
chronic conditions (e.g., diabetes, heart disease, obesity, cancer, disabilities, men-
tal illness, Alzheimer’s disease, dementia) is high among older people and greatly 
increases the complexity of their care (Figueroa et al., 2019). Increases can also 
be expected in the number of frail older adults—those who need assistance with 
multiple activities of daily living, are weak and losing body mass, have multiple 
chronic or complex illnesses, and have an increased risk of dying within the 
next 2–3 years (Collard et al., 2012; Fried et al., 2001). The old-age dependency 
ratio (the number of people aged 65 and over per 100 people aged 20–64) in the 
United States will increase from 21 in 2010 to more than 35 by the end of the 
decade (Vespa et al., 2020). The nation’s aging population will pose extraordinary 
challenges for society at large and for health care delivery organizations, nurses, 
social workers, and families. 

There are wide disparities in the economic and physical welfare of older 
adults by gender, racial/ethnic group, and geographic location. Older women are 
more likely than men to live alone and are twice as likely to be poor. At age 50, 
Black men and women still have lower life expectancies relative to their White 
counterparts. Among adults aged 65 and older, POC individuals are much more 
likely than Whites to rely solely on Social Security for their family income. 
In addition to the increased risk of age-associated mental health problems and 
cognitive degenerative diseases, older adults living in rural areas are more likely 
than their counterparts living in urban areas to be poor; to experience social iso-
lation; and to have significantly less access to fewer health and social resources, 
including mental health services (Administration on Aging, 2011). It is essential 
for policy makers and others to pay attention to these gender and racial/ethnic 
gaps and geographic trends, which could undermine progress in advancing the 
well-being of older Americans in the present decade. 

As the nation’s health care and social support systems come to terms with 
caring for increasing numbers of older people, increases will be seen not only in 
the demand for nurses but also in the intensity and types of nursing care required 
to care for these older adults, extending across inpatient, community-based, 
and home settings. The gap in the ability of nurses to respond to these needs 
is already deep and worrisome; according to the 2018 NSSRN, relatively few 
RNs work in a long-term care facility (60,000) or provide home care (91,000). 
Similarly, relatively few NPs work in nursing homes (in 2018, 2,700 or 1.4 
percent of all employed NPs) or provide home health care services (4,100 NPs 
or 2.1 percent).

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

THE NURSING WORKFORCE	 79

Increases in Mental and Behavioral Health Conditions 

Prior to the COVID-19 pandemic, sharp increases in suicide, substance 
abuse, the opioid crisis, gun violence, and severe depression among younger 
people were placing growing demands on the mental and behavioral health care 
workforce, including nurses. Yet, the rising demand for mental and behavioral 
health services, let alone treatment for the 44 million American adults who are 
estimated to have a diagnosable mental health condition, is occurring in the face 
of a shortage of behavioral health professionals that the Health Resources and 
Services Administration (HRSA, 2016) projects could worsen to a shortfall of as 
many as 250,000 workers by 2025. 

Despite current and projected shortages of mental and behavioral health 
workers, the regulatory policies of many states limit the capacity of existing NPs 
who provide psychiatric and mental health care. For example, a study by Alexan-
der and Schnell (2019) assessing independent practice authority for NPs between 
1990 and 2014 showed that broadening prescriptive authority was associated with 
improvements in self-reported mental health and decreases in mental health–re-
lated mortality, including suicides. These improvements were concentrated in ar-
eas underserved by psychiatrists and among populations traditionally underserved 
by mental health providers. According to the authors, “results demonstrate that 
extending prescriptive authority to NPs can help mitigate physician shortages and 
extend care to disadvantaged populations” (Alexander and Schnell, 2019, p. ii). 

Similarly, Barnett and colleagues (2019) examined the issuing to NPs and 
physician assistants of federal waivers for prescribing buprenorphine following 
passage of the 2017 Comprehensive Addiction and Recovery Act. The waiver 
expansions were intended to increase patients’ access to opioid use treatment, 
which is particularly important in rural areas underserved by physicians. The 
study found that between 2016 and 2019, the number of waivered clinicians 
per 100,000 population in rural areas increased by 111 percent, with NPs and 
physician assistants accounting for more than half of this increase. Furthermore, 
rural counties in states that granted full scope-of-practice authority to NPs saw 
significantly faster growth in NPs’ buprenorphine treatment capacity compared 
with states with restrictive scope-of-practice regulations. “By March 2019 this 
pattern of growth had led to rural counties in states with full scope of practice 
having twice as many waivered NPs per 100,000 population, compared to those 
in states with restricted scope of practice (5.2 versus 2.5)” (Barnett et al., 2019, 
pp. 2051–2052).

The COVID-19 pandemic has added new stresses for many people, partic-
ularly those living in or near places with large outbreaks of the virus, increasing 
the need for mental and behavioral health treatment. As nurses continue to care 
for people with COVID-19, many will experience added stress; feelings of inad-
equacy, guilt, compassion fatigue, and physical exhaustion; and uncertainty over 
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their employment. Some of these nurses may leave the profession, many will 
need help, and too many will suffer alone (Lai et al., 2020). 

Increasing demand for mental and behavioral health care in the face of the 
decreasing capacity of mental and behavioral health care professionals implies 
that the nursing workforce will be relied upon to help address gaps in this care 
(Henderson, 2020). In addition to the capacity-reducing effect of regulations, 
however, the nursing workforce is unlikely to fill these gaps over the current 
decade because such a small percentage of RNs (3.5 percent or 78,300) provide 
care in psychiatric, mental health, or substance abuse settings. Similarly, small 
numbers of NPs work in inpatient (2,500 NPs in 2018) and outpatient (5,500) 
mental health/substance abuse settings. 

Increases in Lack of Access to Primary Health Care 

On the eve of the Patient Protection and Affordable Care Act’s (ACA’s) 2014 
health insurance expansions, nearly 60 million people had inadequate access to 
primary care in the United States (Graves et al., 2016), and HRSA reported 5,900 
health professional shortage areas (HPSAs). While the ACA eventually expanded 
insurance coverage to an estimated 20 million individuals, not all of those who 
gained coverage had adequate access to health care. Unfortunately, the size of the 
population with inadequate access to health care is rising: in March 2020, HRSA 
reported that the number of HPSAs nationwide had increased to 7,059, affecting 
80.6 million people. 

The persistent lack of access to primary health care has led to recommen-
dations to increase the number of nurses practicing in primary care and commu-
nity-based settings (Bodenheimer and Bauer, 2016). A 2016 report of the Josiah 
Macy Jr. Foundation, Registered Nurses: Partners in Transforming Primary Care 
(Bodenheimer and Mason, 2016), emphasizes the need to overcome the limited 
ways in which many primary care practices currently use RNs (e.g., telephoning 
prescriptions to pharmacies, performing administrative duties). Instead, the re-
port urges primary care practices to expand the role of RNs in providing primary 
care services and allow them to practice to the full extent of their education and 
training (e.g., by managing stable patient panels with controlled diabetes, hy-
pertension, and other conditions). As discussed in Chapter 7, nursing education 
programs have historically emphasized preparing students for inpatient acute care 
and medical and surgical nursing. Consequently, too few nurses today are ade-
quately prepared to practice in non–acute care settings. To address the growing 
need for primary care providers, educators will have to increase coursework and 
student clinical experiences in primary care settings, which in turn could lead to 
more graduates choosing careers in primary care and ambulatory and communi-
ty-based settings.

Fortunately, more than 160,000 NPs certified in either family health, adult 
health, or pediatrics provide primary care. And a large and growing body of 
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evidence shows that primary care NPs are more likely than their physician 
counterparts to practice in rural areas—areas characterized by more uninsured 
individuals and chronic physician shortages—and to provide care to vulnerable 
populations that are impacted by SDOH (Barnes et al., 2018; Buerhaus, 2018; 
Buerhaus et al., 2015; DesRoches et al., 2017; Xue et al., 2019). Yet, despite the 
growing shortage of physicians practicing primary care and growing calls from 
public- and private-sector organizations to expand the roles and uses of NPs, 
many states, hospitals, and health systems continue to restrict NPs’ scope of 
practice. These restrictions limit access to the high-quality primary care needed 
by millions of Americans.

Persistently High Maternal Mortality Rates

In addition to filling gaps in the delivery of mental and behavioral and pri-
mary care, momentum is growing to address the increasing rates of maternal mor-
bidity and mortality that are disproportionately affecting Black/African American 
and AI/AN women (Leonard et al., 2019; Petersen et al., 2019). As discussed 
in Chapter 4, these inequities can be reduced by using RNs and expanding the 
number of CNMs and nurses prepared to provide women’s health care to help im-
prove the health status of and health care provided to pregnant women. Although 
perinatal RNs currently serving this population are concentrated in acute care 
hospitals, they could become a community resource in antenatal and postpartum 
maternity care. This use of RNs could be particularly effective if informed by 
established, evidence-based public health home visiting models.

Crucial gaps in the APRN workforce need to be filled to improve maternal 
health. At a time when CNMs are needed more than ever, their numbers are grow-
ing slowly. There were 3.745 million U.S. births in 2019 (Hamilton et al., 2020). 
Acute care hospitals are the site of 98 percent of U.S. births (MacDorman and 
Declercq, 2019), and only about 2,900 hospitals provide maternity care (AHA, 
2018). If the supply of CNMs, NPs, and CNSs who specialize in perinatal care/
women’s health is not expanded (let alone maintained), millions of women will 
continue to be excluded from critical APRN services at a time when maternal 
care is increasingly complex, and improving the quality, safety, and equity of 
maternal care is paramount. Additionally, evidence of disparate care provided 
by White clinicians to Blacks, AI/ANs, and other persons of color (Altman et 
al., 2019; Davis, 2019; Johnson et al., 2019; McLemore et al., 2018; Serbin and 
Donnelly, 2016; Vedam et al., 2019; Williams et al., 2020) highlights the cru-
cial need to strengthen efforts to increase the racial and ethnic diversity of the 
nursing workforce providing care for pregnant women. Finally, a recent study 
by McMichael (2020) examined all births in the United States between 1998 
and 2015 (n = 69 million) and found “consistent evidence that allowing APRNs 
and PAs [physician assistants] to practice with more autonomy reduces the use 
of medically intensive procedures” (p. 880), specifically caesarean section rates, 
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which place both mothers and infants at risk. This study adds new evidence of 
how restrictive scope-of-practice regulations (discussed further below) negatively 
affect maternal and child well-being.

Worsening Physician Shortages

A 2020 report prepared for the American Association of Medical Colleges 
estimates that by 2033, current physician shortages could increase, ranging be-
tween 21,400 and 55,200 for primary care physicians, and between 33,700 and 
86,700 for non–primary care specialty physicians (AAMC, 2020). These pro-
jections, made prior to the COVID-19 pandemic, took into account decreasing 
hours worked by physicians, accelerating retirements, and increasing demands for 
medical care among aging baby boomers. Separately, HRSA projected a shortage 
of 24,000 primary care physicians by 2025, due mainly to population aging and 
overall population growth exceeding the growth in physician supply (HRSA, 
2016). Current and projected shortages of primary care and specialty care phy-
sicians over the next 10 years mean that both RNs and APRNs will increasingly 
be called upon to fill gaps in individuals’ access to care.

Rightsizing the Clinical Specialty Distribution of Nurses

As described above, the health and social ramifications associated with the 
nation’s aging population, growth in mental and behavioral health conditions, 
inadequate access to primary care, and unacceptably high maternal mortality 
rates will increasingly fall on the nursing workforce. Not only are there too few 
nurses and APRNs working in the settings where these populations receive care, 
but the number of nurses specializing in these clinical areas needs to increase. 

Despite the availability of many fellowship programs and the high career 
satisfaction reported by clinicians in geriatrics, the number of physicians enter-
ing the specialty has consistently been far below the need. Currently, there are 
6,671 board-certified geriatricians in the United States—1 for every 7,242 older 
Americans (Fried and Rowe, 2020). According to the 2018 NSSRN, fewer than 
1.0 percent of RNs (0.4 percent) cited gerontology as the type of specialty care 
they provide in their primary employment position, and only 8.2 percent of NPs 
(just under 16,000) were certified in gerontology. With regard to mental and be-
havioral health, despite current and projected shortages of psychiatrists, only 4.0 
percent of RNs (91,750) spent most of their time providing patient care, including 
substance abuse treatment and counseling, in psychiatric or mental health care 
settings, and just 5.3 percent of NPs (10,173) were certified in psychiatric or 
mental health care. It is not enough merely to increase the number of RNs and 
APRNs during the decade ahead; rather, there is an urgent need to increase the 
numbers of nurses in gerontology, mental and behavioral health care, primary 
care, and maternal health. 
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Increasing the Distribution of Nurses to Where They Are Needed Most 

A third major challenge facing the nursing workforce over this decade is 
to address the large portions of the U.S. population that are unable to access 
affordable health care because of geography, insurance status, and other circum-
stances. In 2018, HRSA reported that 66 percent of HPSAs for primary care and 
62 percent of those for mental health care were located in rural or partially rural 
areas. Because of a lack of education or transportation and competing needs, 
such as housing and food, individuals and families living in rural areas too often 
are unable to manage their health and chronic conditions. NPs and the expertise 
they possess have in many cases markedly expanded access to care in rural and 
other underserved locations, making them an important resource to help meet 
individual and community health care needs. As noted earlier, however, too 
often reimbursement policies and limitations on NPs’ scope of practice impede 
their effective deployment to help address these challenges. Indeed, as discussed 
below, state-level restrictions on the practice authority of NPs are associated with 
decreased access to primary care.

Beyond current and growing physician shortages discussed above, particu-
larly in the areas of primary care, mental health, and gerontology, the physician 
workforce has historically been unevenly distributed. Unfortunately, this trend is 
expected to worsen during this decade, with the number of physicians per 10,000 
population in rural areas projected to decrease by 23 percent between 2017 and 
2030 (from 12.2 to 9.4 physicians per 10,000 population) (Skinner et al., 2019). 
Over the same years, by contrast, the number of physicians per capita practicing 
in metropolitan areas will remain roughly constant at 31 per 10,000 population. 
The major reason for the forecast decline in rural physicians is the large number 
expected to retire over the decade and the need to be replaced by smaller cohorts 
of younger physicians. As a result, current large disparities in physician supply 
between rural and nonrural areas will grow over the decade, with resultant gaps 
in unmet needs for care falling increasingly on the nursing workforce. 

As noted earlier, however, fewer RNs are working in rural areas and in rural 
hospitals today than in the past, a decrease occurring most rapidly among younger 
RNs. If this trend continues, it will threaten access to care among the nation’s 
rural populations at a time when nurses will be counted on to fill gaps in their 
care. Moreover, given the large number of RNs working in critical access/rural 
hospitals (more than 300,000) and the number of such hospitals that could close 
in the years ahead, the number of nurses practicing in rural areas could decline 
even more during the decade, further complicating policies aimed at increasing 
access to care for rural populations.

With respect to the NP workforce, studies show that NPs providing primary 
care are more likely to practice in rural areas than are physicians, and states that 
do not versus those that do restrict NPs’ scope of practice have a much larger 
supply of NPs per capita (Barnes et al., 2018; Graves et al., 2016; Xue et al., 
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2019). For nurses to respond successfully to rural access problems associated 
with growing physician shortages and falling numbers of rural physicians pro-
jected over the next 10 years, restrictive scope-of-practice provisions will need 
to be removed and the trend of fewer RNs working in rural areas to be reversed. 

Ensuring a Nursing Workforce That Is Diverse and Prepared with 
the Knowledge and Skills to Address Social Determinants of Health

A fourth challenge facing the nursing workforce over the current decade is to 
ensure that nurses reflect the people and communities with whom they interact. 
In addition, nurses need to be prepared to address SDOH that negatively affect 
health and well-being. 

Ensuring a Diverse Workforce 

Over the next decade (and beyond), the U.S. population is expected to be-
come more racially and ethnically diverse. Based on data reported by the U.S. 
Census Bureau, while the number of White individuals will increase by roughly 
4 percent, the numbers of all other races will grow much more rapidly: Blacks/
African Americans and AI/ANs both by 10 percent, Hispanics by 20 percent, and 
Asians by 22 percent (Vespa et al., 2020). The fastest growth will be seen among 
people of two or more races. Box 3-3 provides information on the health dispari-
ties that the AI/AN population face and the critical need for nurses to provide cul-
turally competent care. Of note, data on the AI/AN population are limited. More 
accurate and timely collection of data on AI/AN populations living in and outside 
tribal lands in the United States is needed to help in determining the allocation of 
essential resources and services to improve health equity for these populations. 

On the other hand, increases in the racial diversity of the APRN workforce 
have not kept pace with those in the basic RN workforce. Today, most APRNs 
are White and female (with the exception of CRNAs, who are 30 percent male); 
the proportion of men who are APRNs (with the exception of CRNAs) is lower 
than the proportion of men in the basic RN workforce. While higher proportions 
of POC individuals (with the exception of Hispanics) are obtaining a master’s 
or PhD degree, and especially a DNP degree, APRNs have a long way to go to 
match RNs in achieving a more diverse workforce. At the same time, it is im-
portant to keep in mind that although three-quarters of NPs are White, a strong 
majority provide care to people who are poor, lack insurance, are female, and 
are POC with complex health and social needs, and are more likely to practice 
in rural areas. Despite these attributes, however, the APRN workforce will need 
to rapidly become more diverse over the decade or it will fall further behind in 
reflecting the racial make-up of many of the people it serves. Chapters 7 and 9 on 
leadership and education, respectively, provide further information on the need 
for diversity in nursing. 
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As recommended in the 2016 report Assessing Progress on the Institute of 
Medicine Report The Future of Nursing, recruitment and retention of a diverse 
nursing workforce is a priority (NASEM, 2016). As the nation’s population be-
comes more diverse, it will be important to sustain efforts to diversify the racial, 
ethnic, and gender composition of the nursing workforce—particularly with 
respect to increasing the number of Hispanics and their educational attainment. 
Educators can target efforts to ensure more diverse graduates and better-prepared 
nurses to match population and community needs by understanding the racial 
and ethnic characteristics of their communities, expected future trends in racial 

BOX 3-3 
Health Disparities Among American Indians/Alaska Natives 

 	 The American Indian/Alaska Native (AI/AN) population has faced significant 
health inequities that have contributed to poorer health outcomes compared with 
non-AI/AN populations. According to the Indian Health Services (IHS), life expec-
tancy for AI/AN people is 5.5 years less than life expectancy for all races in the 
United States (73.0 versus 78.5 years) (GAO, 2018; IHS, 2019). In addition, AI/AN 
populations have higher rates of mortality associated with preventable conditions, 
including chronic liver disease and cirrhosis, diabetes mellitus, unintentional inju-
ries, assault/homicide, intentional self-harm/suicide, and chronic lower respiratory 
diseases (IHS, 2019; Leavitt et al., 2018). Specifically, AI/ANs have high rates of 
obesity and diabetes. In 2018, 48.1 percent of AI/AN people were obese com-
pared with 31.0 percent of White people. Diabetes is the fourth leading cause of 
death for AI/ANs. The prevalence of diabetes among AI/ANs is almost double the 
percentage for Whites (15.1 versus 7.4 percent) (Carron, 2020). Historical trauma 
has had lasting effects on physical, mental, social, and environmental determi-
nants of health for AI/AN populations (Smallwood et al., 2020). 
	 The significant health inequities that AI/ANs experience underscore the critical 
need for an adequate supply of nurses to address these disparities and provide 
culturally competent care. There are sizeable provider shortages in areas serving 
AI/ANs, which negatively affect their access to and quality of care (GAO, 2018). 
In 2017, 27 percent of positions for nurses were vacant across eight areas (Al-
buquerque, Bemidji, Billings, Great Plains, Navajo, Oklahoma City, Phoenix, and 
Portland) in which IHS provides substantial direct health care to AI/ANs (GAO, 
2018). For nurse practitioners (NPs), there was a 32 percent vacancy rate, ranging 
from 12 percent in Oklahoma City to 47 percent in Albuquerque (GAO, 2018). IHS 
has reported considerable difficulty in filling provider vacancies because of the 
rural location, geographic isolation, and insufficient housing that characterize AI/
ANs. It is also especially difficult to recruit and retain providers for health care fa-
cilities on tribal lands. To increase the number of nurses who can provide culturally 
competent care to AI/AN populations, it will be important to educate nurses on 
culturally appropriate care specific to AI/ANs and employ strategies for recruiting 
and retaining these nurses that include financial incentives, professional develop-
ment opportunities, and access to housing (Carron, 2020).
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and ethnic diversity, and opportunities to capitalize on nurses’ ability to provide 
culturally and racially concordant care. 

Overcoming Deficits in the Knowledge and Skills Needed to Address Social 
Determinants of Health 

Nurses often treat people with multiple comorbid conditions who live in en-
vironments that exacerbate social risk factors that negatively affect their health. 
Yet, as described earlier, many RNs and NPs perceive gaps in their preparation 
in areas that would help them do their jobs better—mental and behavioral health, 
SDOH, population health, working in underserved communities, and care for 
people with complex medical/social needs. Nurses working in schools, public 
and community health agencies, emergency rooms and urgent care settings, and 
long-term care settings were most likely to identify these gaps. Furthermore, 
both RNs and NPs who had graduated since 2010 were more likely to indicate 
that they would benefit from training in these areas. If RNs and NPs in both the 
current and future workforce are to be relied on to address social risk factors and 
respond effectively to the needs of complex individuals, it is critical for them to 
receive education and training in these areas. 

Overcoming Current and Future Barriers Affecting Workforce Capacity 

A fifth major challenge facing the nursing workforce over the current decade 
involves overcoming regulatory restrictions placed on nurses’ scope of practice 
and avoiding disruptions in care associated with the retirement of large numbers 
of baby boom RNs. Such restrictions limit access to care generally and to the 
high-quality care offered by APRNs. Those supporting these restrictions maintain 
that nonphysician providers are less likely to provide high-quality care because 
they are required to receive less training and clinical experience. However, evi-
dence does not show that scope-of-practice restrictions improve quality of care 
(Perloff et al., 2019; Yang et al., 2020). Rather, these regulations restrict com-
petition and can contribute to higher health care costs (Adams and Markowitz, 
2018; Perloff et al., 2019). 

Scope-of-Practice Restrictions That Reduce the Productive Capacity of 
Registered Nurses and Nurse Practitioners 

Frogner and colleagues (2020) write: 
Ongoing payment reforms are pressing health systems to reorganize the delivery 
of care to achieve greater value, improve access, integrate patient care across 
settings, provide population health, and address social determinants of health. 
Many organizations are experimenting with new ways to unleash the potential of 
their workforce by using telehealth, various forms of digital technology and de-
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veloping team- and community-based delivery models. Such approaches require 
flexibility to reconfigure provider roles yet states and health care organizations 
often place restrictions on health professionals’ scope of practice (SoP) that limit 
their flexibility. These restrictions are inefficient, increase costs, and decrease 
access to care. (p. 591)

While considerable progress has been made over the past two decades in lift-
ing state-level regulations restricting NPs’ scope of practice, however, 27 states 
still do not allow full practice authority for NPs (AANP, 2020). As of January 
2021, 23 states and the District of Columbia allow full practice authority for 
NPs (see Figure 3-3), allowing them to prescribe medication, diagnose patients, 
and provide treatment without the presence of a physician. Conversely, 16 states 
restrict NPs’ ability to prescribe medication, requiring a physician’s authorization, 
while 11 states require physician oversight for all NP practice (AANP, 2020). 
Some states have stipulations on the kinds of medications NPs can prescribe. In 
Arkansas, Georgia, Louisiana, Missouri, Oklahoma, South Carolina, Texas, and 

FIGURE 3-3 Scope of practice for nurse practitioners by state.
SOURCE: AANP, 2020.
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West Virginia, for example, NPs are prohibited from prescribing any Schedule 
II medications (AMA, 2017). CNMs are likewise restricted by scope-of-practice 
laws: they can practice independently in 27 states and the District of Columbia; 
a collaborative agreement with a physician is required in 19 states; and the 4 
remaining states allow them to practice independently, but without the ability to 
prescribe medications (Georgetown University, 2019).

Not permitting NPs and CNMs to practice to the full extent of their license 
and education decreases the types and amounts of health care services that can 
be provided for people who need care. As noted earlier, this artificially imposed 
reduction in NP and CNM capacity has significant implications for addressing 
the disparities in access to health care between rural and urban areas. According 
to the above-cited study by Graves and colleagues (2016), state-level scope-of-
practice restrictions on NPs were associated with up to 40 percent fewer primary 
care NPs per capita in restrictive versus full-practice states, and people living 
in states allowing for the full practice authority of NPs had significantly greater 
access to primary care (63 percent) relative to those living in states that reduced 
(47 percent) or restricted (34 percent) NPs’ scope of practice. 

The harmful consequences of restricting NPs’ scope of practice become 
starker in light of the findings of a 2018 UnitedHealth report on primary care and 
NP scope-of-practice laws. According to that report, if all states were to allow 
NPs to practice to the full extent of their graduate education, advanced clinical 
training, and national certification, the number of U.S. residents living in a county 
with a primary care shortage would decline from 44 million to fewer than 13 mil-
lion (a 70 percent reduction). Furthermore, the number of rural residents living in 
a county with a primary care shortage would decline from 23 million to 8 million 
(a 65 percent reduction). 

A 2020 study (Xu et al., 2021) examined the geographic locations of dual 
eligibles and primary care providers and found that one-third (n = 271) of the 
791 counties with the highest density of dual eligibles in the United States were 
designated as HPSAs. These counties were more likely to be rural, located in 
the Southeast region of the country, and encumbered by high poverty rates and a 
heavy burden of chronic conditions. The investigators found that in nearly half 
(n = 128) of the 271 counties with both a high-density dual eligible population 
and a primary care physician shortage, the density of primary care NPs (PCNPs) 
was the highest, meaning that the distribution of PCNPs was within the highest 
quartile of the overall supply of PCNPs in the country. The study found that 
Southeastern states “impose the most restrictive scope of practice regulations that 
limit the capacity of NPs. Such restrictions may also increase NPs’ reluctance to 
locate in these states. Thus, a first step to expand access to care is to lessen the 
state-imposed restrictions on scope of practice for the NPs” (Xu et al., 2021). 

The damaging effects of scope-of-practice restrictions on access to care 
were recently acknowledged during the COVID-19 pandemic when several states 
(Florida, Kentucky, Louisiana, New Jersey, New York, Tennessee, Wisconsin, and 
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West Virginia) and the Centers for Medicare & Medicaid Services eased super-
vision and other restrictions placed on NPs to increase the capacity of the health 
care workforce. It is uncertain whether these restrictions will be reinstated after 
the pandemic subsides (Yuanhong et al., 2020). Clearly, however, if government 
leaders concluded that removing restrictions on NPs was beneficial in expanding 
the public’s access to care during the pandemic, it would be counterproductive to 
reimpose those restrictions once the pandemic eases, thereby decreasing access 
to care. 

Until all APRNs are permitted to practice to the full extent of their education 
and training, significant and preventable gaps in access to care will continue. 
Millions of people who need health care will be unable to obtain needed care 
as readily as others who happen to live in states where NPs’ scope of practice is 
not restricted. For many people, delays in obtaining care lead to worsening of 
symptoms and disease progression, and to greater costs when care is ultimately 
provided. Allowing APRNs to practice to the full extent of their education and 
training as recommended in the 2011 The Future of Nursing report would help 
remediate inequities in access to health care and enable more people to enjoy the 
benefits of care provided by NPs and other APRNs.

Disruptions in Care Delivery Associated with the Retirement of Baby Boom 
Registered Nurses 

An estimated 600,000 baby boom RNs have not yet retired and are expected 
to leave the workforce by 2030. The exit from the workforce by so many experi-
enced RNs (about 70,000 per year) means that health care delivery organizations 
that depend on RNs will face a significant loss of nursing knowledge, clinical 
expertise, leadership, and institutional history. The number of experience-years 
lost from the nursing workforce is estimated to exceed 2 million each year in the 
current decade (Buerhaus et al., 2017). As shown earlier in Table 3-3, in 2018 well 
over one-third and in many cases more than half of RNs working in noninpatient 
settings, including many settings where nurses are vital in ensuring access to care 
for minority and other vulnerable populations, were over age 50. The loss of nurs-
ing knowledge, clinical expertise, leadership, and institutional history associated 
with the retirement of baby boom RNs is likely to increase gaps in nurses’ ability 
to provide needed care to vulnerable populations, who often have complex clinical 
conditions. It is crucial for nurses who enter the workforce during this decade to 
be well prepared for their role in addressing SDOH and reducing health inequities.

Anticipating Long-Term Impacts of the COVID-19 
Pandemic on the Nursing Workforce

A final challenge concerns the pandemic’s economic and noneconomic im-
pacts on the nursing workforce over the immediate (next few years) and lon-
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ger-term future. The impacts are difficult to predict because of uncertainties about 
the length and severity of the pandemic; its effects on health care systems and 
other health care professions; and whether it leads to a deep or shallow economic 
recession, how long the recession lasts, and the speed with which the economy 
recovers. 

During the first half of 2020, health care systems reoriented their oper-
ations to manage a substantial influx of COVID-19 related testing, hospital-
izations, and use of postacute care. Stay-at-home orders and social distancing 
then led to a massive reduction in hospital admissions, surgeries, tests, diag-
nostic procedures, and elective procedures. As revenues fell, hospitals took 
actions to decrease their costs, including furloughing nurses. Many physician 
offices and clinics similarly reduced their staffing. The magnitude of these 
short-run cost-cutting actions has varied by region and type of employer and 
may result in disparities in impacts by providers’ race, ethnicity, gender, and 
age. In the longer run, the pandemic may lead to fundamental shifts in the 
demand for and supply of nurses. On the demand side, there may be a sub-
stantial restructuring of care delivery (e.g., toward telehealth or permanent 
staffing reductions in hospitals) that affects the nursing workforce. On the 
supply side, the pandemic may either increase or decrease entry into nursing 
and accelerate or slow retirement from nursing among the older members of 
the nursing workforce. 

RESEARCH NEEDS TO HELP NURSES 
MANAGE THESE CHALLENGES

This chapter has provided information about the state of the nursing work-
force, its strengths, and the many formidable challenges nurses will face in the 
coming years. Throughout this report, many ideas are provided for how nurses 
can address SDOH. What will be useful is to conduct research on how well 
nurses are implementing these ideas and evaluate whether the desired results are 
being achieved. For example, nurses are urged to become more active in com-
munity-based settings, and nurse educators are urged to modify their curriculum 
to expand the diversity of the workforce and better prepare nurses for practicing 
effectively in such settings. Over the decade then, it will be important to assess 
whether and how effectively educators and nurses have responded to the ideas put 
forth in this report and determine whether and how their efforts have impacted 
SDOH that negatively affect health. 

Research is also needed in many other areas to generate information and evi-
dence on what is working and fill gaps in knowledge. Box 3-4 provides questions 
that can be addressed through a robust research agenda. These questions were 
generated by experts in nursing health services research and represent their views 
on the most important and feasible research questions that need to be investigated 
to increase nurses’ ability to
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•	 improve access to mental and behavioral health care and assess the 
effectiveness of interventions and services; 

•	 improve access to primary health care and the effectiveness of primary 
care delivery systems;

•	 improve maternal health outcomes and the delivery of maternal health 
care; 

•	 improve the care provided to the nation’s aging population, particularly 
frail adults; and

•	 control health care spending, reduce costs, and increase the value of 
nurses’ contributions to improving health and health care delivery

As can be seen, these questions mirror many of the concerns about the gaps 
in the nursing workforce and their implications for SDOH that have been dis-
cussed throughout this chapter. 

CONCLUSIONS

The many strengths of the nursing workforce—its large and growing numbers 
of increasingly educated nurses; provision of basic and advanced specialty care in 
numerous types of acute care and community-based settings; delivery of public 
health, school health, and home health services; and compassion in caring for 
vulnerable populations in rural and undeserved locations, as well as the public’s 
positive perceptions of and trust in nurses, will be tested by a variety of challenges 
that will develop over this decade. These challenges will widen gaps in the size, 
distribution, diversity, and expertise of the full spectrum of the nursing workforce, 
gaps that will need to be addressed to help achieve health equity and reverse the 
trajectory of poor health status too often found in communities across the nation. 

Among these challenges is the growing population of older people, many 
of whom, particularly frail older adults, have multiple comorbid conditions that 
increase the complexity and intensity of the nursing care they require. Nurses at 
all levels will also be challenged to help expand the capacity of the primary care 
workforce, provide care to rural populations, improve maternal health outcomes, 
and deliver more health and preventive care in community-based settings. And 
nurses will be called on to provide mental and behavioral health care to treat 
growing numbers of Americans with mental health conditions and help stem 
increases in substance abuse, suicide, and gun violence. Projected shortages of 
physicians in both primary care and non–primary care specialties, combined with 
projections of decreasing numbers of physicians practicing in rural areas, will 
increase the demand for RNs and APRNs. Yet, scope-of-practice restrictions that 
persist in many states and within many health care organizations will reduce the 
capacity of the nursing workforce when and where it is most needed. Meanwhile, 
various health care reforms expected to evolve over the decade will require a 
well-prepared and engaged nursing workforce if they are to succeed. 
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BOX 3-4 
Agenda for Nursing Health Services Research

	 In July 2019, a meeting of 38 individuals was convened in Bozeman, Montana, 
to develop a nursing health services research (NHSR) agenda for the 2020s. 
Experts in the fields of health services and social sciences research, survey 
and outcomes research, informatics, health workforce research, economics and 
policy, as well as physicians, and leaders in nursing education and public health, 
focused on identifying the key research questions that, if acted upon over the next 
decade, would generate evidence needed to help nurses meet the challenges of 
the current decade: 

	 1.	� Improve Access to Behavioral Health and the Effectiveness of Interventions 
and Services 

		  •	� What are the emerging roles and functions of RNs and APRNs providing 
behavioral and mental health as health care delivery becomes increas-
ingly value-based? 

		  •	� What are the behavioral health competencies needed for all nurses, 
RNs and APRNs? 

		  •	� What are the specific roles and functions of RNs and APRNs providing 
behavioral healthcare generally, and how do they vary by severity of 
behavioral health issues?

		  •	� How is team-based care affecting the delivery of behavioral health care, 
and what is the role of the nurse? What is the optimal configuration of 
teams to provide effective behavioral health care, and what role(s) do 
nurses play in such teams? 

		  •	� How are hospitals and healthcare systems using nurses to address 
SDOH that negatively affect health and well-being? What is the role of 
nurses in addressing these SDOH?

	 2.	� Improve Access to Primary Care and Improve the Effectiveness of Primary 
Care Delivery Systems

		  •	� How do we measure the value of primary care provided by nurses and 
measure their productivity in achieving desired primary care outcomes? 

		  •	� How do APRN scope of practice (SoP) restrictions imposed by organi-
zations and health systems impact access to care and effectiveness of 
primary care delivery systems? 

		  •	� What are models of high-performing team-based primary care and how 
do RNs and APRNs contribute? 

		  •	� How can nurse practitioners (NPs) transition into primary care practice 
be improved? 

		  •	� What are the innovations in training RNs for careers in primary care? 
How can effective innovations be replicated?

	 3.	� Improve Maternal Health Outcomes and the Delivery of Maternal Health 
Care 

		  •	� What is the current and future capacity of the nursing workforce to 
provide the full spectrum of women’s health care along the reproductive 
life course (not just in the perinatal period)?
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		  •	� What are the maternal health outcomes that are directly and indirectly 
influenced by nurses and nursing practice? 

		  •	� How can evidence-based practices in maternal care be implemented 
consistently across care delivery settings?

		  •	� Why are maternal mortality rates increasing overall in the US, and what 
accounts for the severe disparities in mortality rates between racial and 
ethnic groups? 

		  •	� What are the patterns and drivers of postpartum complications and 
deaths, and what can nurses do to address them? 

		  •	� What are the effects of hospital and obstetric unit closures on the deliv-
ery of maternal care and on the nursing workforce skilled in delivering 
this care?

	 4.	 Improve Care of the Nation’s Aging Population, Including Frail Adults 
		  •	� What are the roles and composition of teams caring for older people 

and frail adults? How do nurses contribute to team-based care serving 
this population? 

		  •	� What are the knowledge and skills needed by nurses to work effectively 
with informal and unregulated care givers? 

		  •	� How do other countries care for their aging populations? What can be 
learned from other countries in how they use nurses to provide care for 
older adults? What is the SOP of nurses caring for older and frail adults 
in other countries?

		  •	� How well educated and skilled are nurses in providing long-term care, 
home-based care, and care coordination? What can be done to prepare 
more nurses to work in non-acute settings?

		  •	� How can collaboration be improved between nurses and public health 
and community partners to address SDOH? 

	
	 5.	� Help Control Healthcare Spending, Reduce Costs, and Increase the Value 

of Nurses’ Contribution to Health and Health Care Delivery
		  •	� What are the drivers of variation in the productivity of individual nurses 

and can studying individual variation identify ways to improve nurse’s 
contribution to value of services provided to patients and consumers?

		  •	� What are examples of successful nurse-led innovations that improve 
the value of health care? What are the outcomes of such innovations? 
What are the elements of successful innovation models? 

		  •	� What are the contributions of nurses under a shared/alternative savings 
model of care delivery?

		  •	� What impact do nurses have on addressing the SDOH that negatively 
affect health and well-being? 

		  •	� How are nurses contributing to or helping eliminate waste in the health 
care system? What are the financial, resource, ethical, and environmen-
tal dimensions of waste reduction? What forms of waste are of concern 
to nurses and how can systems empower nurses to reduce waste?

SOURCE: Excerpted from Cohen et al., 2020.
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All of these challenges will be faced by a nursing workforce that will be 
expanding unevenly across the nation and whose composition and capabilities 
will be changing as the most experienced nurses in the nation’s history retire, 
leading to fewer RNs practicing in rural areas and many nurses being ill pre-
pared to practice in non–acute care settings. Furthermore, the number of nurses 
in the specialties that are most needed to serve all Americans and achieve im-
proved population health are woefully lacking. While each of these challenges is 
uniquely consequential, it is important to recognize that the nursing workforce in 
the United States will confront all of these challenges simultaneously. And not to 
be forgotten are the unknown effects of the COVID-19 pandemic on the near- and 
longer-term supply of and demand for nurses.

The many gaps in the capacity of the current nursing workforce will need 
to be overcome if the nation is to build a future workforce that can provide the 
health care it needs. Such a workforce would address social risk factors that 
negatively affect individual and overall population health and help ensure that all 
people can attain their highest level of well-being. Currently, there are insufficient 
numbers of nurses providing enough of the right types of care to the people who 
need health care the most, particularly in underserved locations. To overcome 
these deficits, substantial increases in the numbers, types, and distribution of the 
nursing workforce, as well as improvements in the knowledge and skills needed 
to address SDOH, will be needed. These improvements will occur more rapidly, 
more uniformly, and more successfully if programmatic, policy, and funding 
opportunities can be leveraged by health systems, government, educators, and 
payers, as well as stakeholders outside of the health care sector. 

Conclusion 3-1: A substantial increase in the numbers, types, and dis-
tribution of members of the nursing workforce and improvements in 
their knowledge and skills in addressing social determinants of health 
are essential to filling gaps in care related to sociodemographic and 
population factors. These factors include the aging population, the 
increasing incidence of mental and behavioral health conditions, and 
the increasing lack of access to primary and maternal health care.

Conclusion 3-2: Eliminating restrictions on the scope of practice of 
advanced practice registered nurses and registered nurses so they can 
practice to the full extent of their education and training will increase 
the types and amount of high-quality health care services that can be 
provided to those with complex health and social needs and improve 
both access to care and health equity.

Conclusion 3-3: As the nation’s population becomes more diverse, sus-
taining efforts to diversify the racial, ethnic, and gender composition 
of the nursing workforce will be important.
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4

The Role of Nurses in Improving 
Health Care Access and Quality

Nurses can be key contributors to making substantial progress toward 
health care equity in the United States in the decade ahead by taking on 
expanded roles, working in new settings in innovative ways, and part-
nering with communities and other sectors. But the potential for nurses 
to help people and communities live healthier lives can be realized 
only if the barriers to their working to the full extent of their education 
and training are removed. To this end, it will be necessary to revise 
scope-of-practice laws, public health and health system policies, state 
laws regarding the use of standing orders, and reimbursement rules for 
Medicare and other payers. Major shifts occurring both within society 
at large and within health care will transform the environment in which 
the next generation of nurses will practice and lead. If health care equity 
is to be fully achieved, nursing schools will need to focus on ensuring 
that all nurses, regardless of their practice setting, can address the 
social factors that influence health and provide care that meets people 
where they are.

Of all the forms of inequality, injustice in  
health care is the most shocking and inhumane. 

—Dr. Martin Luther King, civil rights activist

Health care equity focuses on ensuring that everyone has access to high-qual-
ity health care. As shown in the Social Determinants of Health and Social Needs 
Model of Castrucci and Auerbach (2019) (see Chapter 2), health care is a down-
stream determinant of health, but disparities in health care access and quality can 

99

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

100	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

widen and exacerbate disparities produced by upstream and midstream determi-
nants of health outcomes. 

According to Healthy People 2020, access to quality health care encompasses 
the ability to gain entry into the health care system through health insurance, 
geographic availability, and access to a health care provider. Health care quality 
has been defined as “the degree to which health care services for individuals and 
populations increase the likelihood of desired outcomes and are consistent with 
current professional knowledge” (IOM, 1990, p. 4). The Agency for Healthcare 
Research and Quality (AHRQ) defines quality health care “as doing the right 
thing for the right patient, at the right time, in the right way to achieve the best 
possible results” (Sofaer and Hibbard, 2010). Nurses deliver high-quality care 
by providing care that is safe, effective, person-centered, timely, efficient, and 
equitable (IOM, 2001).

As noted, frameworks for social determinants of health (SDOH) place the 
health care system downstream, often operating in response to illness, rather than 
upstream, impacting the underlying causes of health outcomes (Castrucci and Au-
erbach, 2019). Therefore, health care itself does not address most of the upstream 
factors, or root causes of illness, that affect health equity; such upstream social 
factors as economic and housing instability, discrimination and other forms of 
racism, educational disparities, and inadequate nutrition can affect an individual’s 
health before the health care system is ever involved (Castrucci and Auerbach, 
2019). Health equity is discussed in detail in Chapter 5. Some estimates indicate 
that a small portion of health outcomes is related to health care, while equity in 
health care is an important contributing factor to health equity (Hood et al., 2016; 
Remington et al., 2015). 

Major shifts occurring both within society at large and within health care will 
transform the environment in which the next generation of nurses will practice 
and lead. These shifts encompass changing demographics, including declining 
physical and mental health; increased attention to racism and equity issues; the 
development and adoption of new technologies; and changing patterns of health 
care delivery. The widespread movement for racial justice, along with the stark 
racial disparities in the impacts of COVID-19, has reinforced the nursing pro-
fession’s ethical mandate to advocate for racial justice and to help combat the 
inequities embedded in the current health care system. The commitment to social 
justice is reflected in provision 9 of the Code of Ethics of the American Nurses 
Association (ANA, 2015), and its priority has been elevated by the increased 
demand for social justice within communities and society at large.

Changing health outcomes will require action at all levels—upstream, mid-
stream, and downstream—and nurses have a major role at all levels in reducing 
gaps in clinical outcomes and improving health care equity. Nurses can strengthen 
their commitment to diversity, equity, and inclusion by leading large-scale ef-
forts to dismantle systemic contributors to inequality and create new norms and 
competencies within health care. In that process, nurses will need to meet the 
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complex ethical challenges that will arise as health care reorients to respond to the 
rapidly changing landscape (ANA, 2020; Beard and Julion, 2016; Koschmann et 
al., 2020; Villarruel and Broome, 2020). To ensure nursing’s robust engagement 
with these major shifts in health care and society, investments in the well-being 
of nurses will be essential (ANA, 2015) (see Chapter 10). 

This chapter examines ways in which nurses today work to improve health 
care equity, as well as their potential future roles and responsibilities in improving 
equity through efforts to expand access to and improve the quality of health care. 
Existing exemplars are also described, as well as implications of COVID-19 for 
health care access and quality. 

NURSES’ ROLES IN EXPANDING ACCESS 
TO QUALITY HEALTH CARE

The United States spends more than $3.5 trillion per year on health care, 
25 percent more per capita than the next highest-spending country, and under-
performs on nearly every metric (Emanuel et al., 2020). Life expectancy, infant 
mortality, and maternal mortality are all worse in the United States than in most 
developed countries. In the United States, moreover, disparities in health care 
access and health outcomes are seen across racial lines; however, being able 
to use social and financial capital to buy the best health care is not necessarily 
associated with the world’s best health outcomes. Even among White U.S. citi-
zens and those of higher socioeconomic status (SES), U.S. health indicators still 
lag behind those in many other countries (Emanuel, 2020). The U.S. population 
will not fully thrive unless all individuals can live their healthiest lives, regard-
less of their income, their race or ethnicity, or where they live. As discussed in 
Chapter 2, however, race and ethnicity, income, gender, and geographic location 
all play substantial roles in a person’s ability to access high-quality, equitable, 
and affordable health care. A variety of professionals from within and outside 
of health care settings participate in efforts to ensure equitable access to care. 
But the role of nurses in these efforts is key, given their interactions with in-
dividuals and families in providing and coordinating person-centered care for 
preventive, acute, and chronic health needs within health settings, collaborating 
with social services to meet the social needs of individuals, and engaging in 
broader population and community health through roles in public health and 
community-based settings. 

Both in the United States and globally, the rapid growth in the number of 
older people in the population will likely lead to increased demand for services 
and programs to meet their health and social care needs (Donelan et al., 2019; 
Spetz et al., 2015), including care for chronic conditions, which account for 
approximately 75 percent of all primary care visits (Zamosky, 2013). The aging 
population will also bring change in the kinds of care the patient population will 
need. Older people tend to require more expensive care, and to need increasing 
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support in managing multiple conditions and retaining strength and resilience 
as they age (Pohl et al., 2018). These realities underscore the importance of 
designing, testing, and adopting chronic care models, in which teams are essen-
tial to managing chronic disease, and registered nurses (RNs) play a key role 
as chronic disease care managers (Bodenheimer and Mason, 2016). Studies of 
exemplary primary care practices (Bodenheimer et al., 2015; Smolowitz et al., 
2015) define key domains of RN practice in primary care, including preventive 
care, chronic illness management, practice operations, care management, and 
transition care. 

Since the passage of the Patient Protection and Affordable Care Act, sub-
stantial changes have occurred in the organization and delivery of primary care, 
emphasizing greater team involvement in care and expansion of the roles of 
each team member, including RNs (Flinter et al., 2017). Including RNs as team 
members can increase access to care, improve care quality and coordination for 
chronic conditions, and reduce burnout among primary care practitioners by 
expanding primary care capacity (Fraher et al., 2015; Ghorob and Bodenheimer, 
2012; Lamb et al., 2015). 

In primary care, RNs can assume
at least four responsibilities: 1) Engaging patients with chronic conditions in 
behavior change and adjusting medications according to practitioner-written 
protocols; 2) Leading teams to improve the care and reduce the costs of high-
need, high-cost patients; 3) Coordinating the care of chronically ill patients 
between the primary care home and the surrounding healthcare neighborhood; 
and 4) Promoting population health, including working with communities to 
create healthier spaces for people to live, work, learn, and play. (Bodenheimer 
and Mason, 2016)

Findings from a 2013 study of The Primary Care Team: Learning from 
Effective Ambulatory Practices (LEAP) suggest that a large majority of LEAP 
primary care practices, regardless of practice type or corporate structure, use 
RNs as a key part of their care team model (Ladden et al., 2013). This contrasts 
with a study of 496 practices in the Centers for Medicare & Medicaid Services 
(CMS) Comprehensive Primary Care initiative (Peikes et al., 2014) that found 
that only 36 percent of practices had RNs on staff, compared with 77 percent of 
LEAP sites (Flinter et al., 2017). 

The health needs of individuals exist across a spectrum, ranging from healthy 
people, for whom health promotion and disease prevention efforts are most ap-
propriate, to people who have limited functional capacity as a result of disabili-
ties, severe or multiple chronic conditions, or unmet social needs or are nearing 
the end of life. Access to quality health care services is an important SDOH, 
and equitable access to care is needed for “promoting and maintaining health, 
preventing and managing disease, reducing unnecessary disability and premature 
death, and achieving health equity” (ODPHP, 2020). Likewise, “strengthening 
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the core of primary care service delivery is key to achieving the Triple Aim of 
improved patient care experiences, better population health outcomes, and lower 
health care costs” (Bodenheimer and Mason, 2016, p. 23). The 2011 The Future 
of Nursing report echoes these themes:

while changes in the healthcare system will have profound effects on all pro-
viders, this will be undoubtedly true for nurses. Traditional nursing compe-
tencies, such as care management and coordination, patient education, public 
health intervention, and transitional care, are likely to dominate in a reformed 
healthcare system as it inevitably moves toward an emphasis on prevention and 
management rather than acute [hospital] care. (IOM, 2011, p. 24)

Given the increased evidence supporting the focus on addressing social 
needs and SDOH to improve health outcomes, these competencies are even more 
important a decade later. While progress has been made, there is still work to be 
done, and leveraging and expanding the roles and responsibilities of nurses can 
help improve access to care (Campaign for Action, n.d.). 

For people who have difficulty accessing health care because of distance, 
lack of providers, lack of insurance, or other reasons, nurses are a lifeline to care 
that meets them where they are. Nurses work in areas that are underserved by 
other health care providers and serve the uninsured and underinsured. They often 
engage with and provide care to people in their homes, they work in a variety of 
clinics, they use telehealth to connect with people, and they establish partnerships 
and create relationships in schools and communities. In addition to expanding 
the capacity of primary care, nurses serve in vital roles during natural disasters 
and public health emergencies, helping to meet the surge in the need for care 
(see Chapter 8). Yet, the potential for nurses to advance health equity through 
expanded access to care is limited by state and federal laws and regulations 
that restrict nurses’ ability to provide care to the full extent of their education 
and training (see Chapter 3). Ways in which nurses can fulfill this potential to 
increase access to care for populations with complex health and social needs are 
discussed below. 

INCREASING ACCESS FOR POPULATIONS WITH 
COMPLEX HEALTH AND SOCIAL NEEDS 

Many individuals cannot access health care because of lack of insurance, in-
ability to pay, and lack of clinics or providers in their geographic area. To bridge 
this gap, access to care is expanded through a variety of settings where nurses 
work, including federally qualified health centers (FQHCs), retail clinics, home 
health and home visiting, telehealth, school nursing, and school-based health cen-
ters, as well as nurse-managed health centers. Across all of these settings, nurses 
are present and facilitate access to health services for individuals and families, 
often serving as a bridge to social services as well.

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

104	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

Federally Qualified Health Centers

Through FQHCs—outpatient facilities located in a federally designated med-
ically underserved area or serving a medically underserved population—nurses 
expand access to services for individuals regardless of ability to pay by helping to 
provide comprehensive primary health care services, referrals, and services that 
facilitate access to care. The role of advanced practice registered nurses (APRNs) 
in FQHCs has grown over time (NACHC, 2019). The emerging role of RNs in 
FQHCs is seen in increased interactions with patients, involvement in care man-
agement, and autonomy in the delivery of care. Nurses also work to address key 
social factors in partnership with care coordinators, health coaches, and social 
workers to improve health outcomes (Flinter et al., 2017). 

Retail Clinics

Health care delivery in the United States has been undergoing transforma-
tion, and these changes provide new opportunities for more patients and greater 
access to nurses as new policies are implemented, new payment models take 
hold, resources are focused on SDOH, and consumerism shapes care choices. 
One change in particular since the prior The Future of Nursing report (IOM, 
2011) has been and will continue to be impactful for nursing: the emergence of 
nontraditional health care entities, such as retail clinics. The evolution and rapid 
growth of these established retail clinics provide increased accessibility of basic 
care, health screenings, vaccines, and other services for some populations (Gaur 
et al., 2019). The number of such is growing rapidly, from around 1,800 in 2015 
to 2,700 operating in 44 states and the District of Columbia by 2018. 

Retail clinics provide more accessible primary care for some populations. 
In 2016, 58 percent of retail clinic visits represented new utilization instead 
of substitution for more costly primary care or emergency department visits 
(Bachrach and Frohlich, 2016). Many individuals and families use retail clin-
ics for their convenience, which includes long hours of operation, accessible 
location, and walk-in policies, as well as low-cost visits. These attributes are 
important for those with lower income or without insurance who may not have a 
regular source of care or be able to access a primary care provider (Bachrach and 
Frohlich, 2016). However, research shows retail clinics are typically placed in 
higher-income, urban, and suburban settings with higher concentrations of White 
and fewer Black and Hispanic residents (RAND Corporation, 2016). The RAND 
Corporation (2016) study found that while 21 percent of the U.S. population lived 
in medically underserved areas, only 12.5 percent of retail clinics were located 
in these areas. RAND concluded that “overall, retail clinics are not improving 
access to care for the medically underserved.” Thus, while these new models of 
care have the potential to advance health care equity and population-level health, 
the available data do not indicate that this potential has been realized (RAND 
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Corporation, 2016). The equity impact of these retail clincs depends in large part 
on who utilizes the services, and whether the utilization patterns are similar to or 
different from those of traditional health care.

Retail clinics are staffed largely by nurse practitioners (NPs) (Carthon et 
al., 2017). These clinics in pharmacies and grocery stores often have been con-
strained by restrictive scope-of-practice laws. In 2016, a study by the University 
of Pennsylvania School of Nursing’s Center for Health Outcomes and Policy 
Research investigated scope-of-practice regulatory environments and retail-based 
clinic growth. Looking at three states with varying levels of scope-of-practice 
restrictions, the study found an association between relaxation of practice regu-
lations and retail clinic growth. Evidence suggests that optimization of innovative 
health care sites such as retail clinics will require moving toward the adoption of 
policies that standardize the scope of practice for NPs, the providers who largely 
staff retail clinics (Carthon et al., 2017).

Home Health and Home Visiting

Visiting people in their homes can advance equitable access to quality health 
care. Home health care has increased access to care for many Americans, from 
older individuals to medically fragile children. Yao and colleagues (2021) recently 
explored trends in the U.S. workforce providing home-based medical care and 
found that fewer than 1 percent of physicians participating in traditional Medicare 
provide more than 50 home visits each year (a rate unchanged between 2012 and 
2016). By contrast, the number of NPs providing home visits nearly doubled 
during that same period. Home health nurses address a fragmented system by 
coordinating care for patients transitioning from a tertiary care facility to ongoing 
health care within their own homes. Since the onset of the COVID-19 pandemic, 
these nurses have increasingly provided families with respite for caregivers and 
offered mental health services in many forms, but certainly in decreasing social 
isolation for elderly people. Delivering care at home has offered a window for 
physicians and NPs to see where patients live, to engage in telehealth video calls 
with family members present, and to see the features of neighborhoods that im-
pact health (e.g., sidewalks, playgrounds, stairs). 

With the expansion in the home health care industry driven by an aging pop-
ulation, home visiting nurses are essential to providing care and enhancing health 
care equity (Walker, 2019). Prior to 2020, Medicare rules allowed only physicians 
to order home health services for Medicare beneficiaries. However, the Corona-
virus Aid, Relief, and Economic Security (CARES) Act permanently authorizes 
physician assistants and NPs to order home health care services for Medicare 
patients. In addition, CMS has instituted new policies outlining comprehensive 
temporary measures for increasing the capacity of the U.S. health care system to 
provide care to patients outside a traditional hospital setting amid the rising num-
ber of COVID-19-related hospitalizations nationwide. These measures include 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

106	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

both the Hospital Without Walls and Acute Hospital Care At Home programs, 
both initiated during the pandemic. Under previous federal requirements, hospi-
tals had to provide services within their own buildings, raising concerns about 
capacity for treating COVID-19 patients, especially those requiring ventilator and 
intensive care. Under CMS’s temporary new rules, hospitals can transfer patients 
to outside facilities, such as ambulatory surgery centers, inpatient rehabilitation 
hospitals, hotels, and dormitories, while still receiving hospital payments under 
Medicare. Provision for at-home care, which is often preferred by patients, is 
especially important during a crisis such as the pandemic, when hospital care 
means family and/or caregivers cannot be present. Moreover, some research has 
shown home care to be less costly and to result in fewer readmissions relative 
to hospital care (Levine et al., 2020). These programs also will create new 
demand for nurses to work in the community and are the types of adaptations that 
occurred as a result of the COVID-19 pandemic that should remain permanent to 
expand high-quality access to care. 

The locus of care delivery will continue to follow personal preferences of 
individuals and families. To improve health care access, nurses will need to be 
intentional about meeting patients where they are in the most literal sense, and to 
serve as advocates with and within public health, retail clinics, and health systems 
to ensure that patients can access the care they need in their homes and neighbor-
hoods. Box 4-1 describes several innovative nurse-led, in-home care programs. 

In addition to home health, nurse home visiting programs often include such 
services as health check-ups, screenings, referrals, and guidance in navigating 
other programs and services in the community (Child and Family Research 
Partnership, 2015). Growing evidence suggests that home visits by nurses during 
pregnancy and in the first years of a child’s life can improve the health and 
well-being of both child and family, including by promoting maternal and child 
health, prevention of child abuse and neglect, positive parenting, child develop-
ment, and school readiness. This positive impact has been found to continue into 
adolescence and early adulthood (NASEM, 2019).

Telehealth

The proliferation of mobile devices and applications offers an opportunity 
for nurses to use telehealth more broadly to connect with individuals. Telehealth, 
including video visits, email, and distance education, serves as a tool to connect 
with people on an ongoing basis without their having to leave their homes, work-
places, or other settings, and allows for long-distance patient and clinician contact 
for purposes of clinical interventions, health promotion, education, assessment, 
and monitoring. The use of telehealth is especially helpful for those who have 
difficulty traveling to obtain care and those who reside in rural or remote areas. 
Vulnerable populations with multiple chronic illnesses, poor health literacy, and 
lack of supportive resources may benefit the most from telehealth use. However, 
use of telehealth or virtual health tools is limited by access to reliable Internet 
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BOX 4-1  
Innovative In-Home Care Programs

	 The aging population’s health and social needs will call for more programs that 
meet those needs in elderly people’s homes and communities. Examples of such 
programs are described below. 

CAPABLE: The Community Aging in Place—Advancing Better Living for Elders 
(CAPABLE) program targets low-income seniors and provides comprehensive 
services to improve daily function, improve quality of life, and reduce mortality risk. 
It is a multidisciplinary, nurse-led home visiting intervention with the goal of helping 
older adults age in place. CAPABLE has been studied in randomized controlled 
trials (RCTs) funded by Medicaid and Medicare in 13 cities and 8 states. It has 
successfully reduced hospital and nursing home admissions, reduced incorrect 
medication dosing, and improved nutrition and diet. It has yielded reported savings 
of more than $10,000 per member per year for Medicare (Szanton et al., 2019). 

House Calls: This United HealthCare program provides Medicare Advantage 
recipients with nurse home visits. The nurse visits are meant to identify care op-
portunities that may not be readily apparent in primary care provider office visits, 
and then to coordinate care to ensure that those needs are addressed. The pro-
gram was found to yield a 14 percent decrease in member hospital admissions, a 
90 percent decrease in the risk for long-term care stays, a 6 percent reduction in 
emergency department visits and a 2–6 percent increase in primary care provider 
office visits (United HealthCare, 2018).

Nurse-Family Partnership: The Home Visiting Evidence of Effectiveness proj-
ect, established by the Administration for Children and Families (ACF) in the 
U.S. Department of Health and Human Services, identified 20 home visiting 
models as meeting criteria for effectiveness that warranted recommending them 
for state-based home visitation programs (OPRE, 2020). Based on the available 
high- or moderate-quality studies identified, the review showed that most of these 
programs have multiple favorable effects with sustained impact, with Healthy Fam-
ilies America and the Nurse-Family Partnership (NFP) showing favorable impact 
across the greatest breadth of outcomes 
	 NFP, a program of intensive pre- and postnatal home visitation by registered 
nurses targeting low-income mothers and their first children, has been evaluated 
in six RCTs and several more limited analyses of operational programs.The pro-
gram has demonstrated multiple positive outcomes. It was found to have reduced 
both emergency department visits for children (Michaleopoulos et al., 2019) and 
domestic violence reports (Eckenrode et al., 2017). Mothers receiving visits from 
nurse home visitors had fewer health care encounters for injuries and higher 
ratings on the home environment and parents’ reports of caregiving (Kitzman et 
al., 1997; Olds et al., 2019). Estimates indicate that by 2031, NFP program enroll-
ments in 1996–2013 will have prevented an estimated 500 infant deaths, 10,000 
preterm births, 13,000 dangerous closely spaced second births, 4,700 abortions, 
42,000 child maltreatment incidents, 36,000 intimate partner violence incidents, 
90,000 violent crimes by youth, 594,000 property and public order crimes (e.g., 
vandalism, loitering) by youth, 36,000 youth arrests, and 41,000 person-years of 
youth substance abuse (Miller, 2015).
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connections and the availability of the necessary hardware, including smart-
phones, computers, or webcams. A recent report in the Journal of the American 
Medical Association looks at 41 FQHCs serving 1.7 million patients. Prior to the 
COVID-19 pandemic, there was minimal telehealth use at these facilities. During 
March 2020, FQHCs rapidly substituted in-person visits with telephone and video 
visits. For primary care, however, 48.5 percent of telehealth visits occured by 
telephone and 3.4 percent by video. In addition, CMS estimated that 30 percent 
of telehealth visits were audio-only during the pandemic. These numbers indicate 
that telehealth appointments for lower-income Americans were in large part au-
dio-only, raising questions about the quality of care (Uscher-Pines et al., 2021). 

There have been examples of telehealth activities that have demonstrated 
great success. The Mississippi Diabetes Telehealth Network, for example, im-
plemented a program that uses telehealth in the home as a viable way to bring a 
care team to patients to assist them as they manage their illnesses. NPs provide 
daily health sessions and remote monitoring for individuals with diabetes (Davis 
et al., 2020; Henderson et al., 2014). A prospective, longitudinal cohort study 
design evaluated the relationship between using telehealth for chronic care man-
agement and diabetes outcomes over a 12-month period, finding a significant 
difference in HbA1c values from baseline to 3-, 6-, 9-, and 12-month values 
(Davis et al., 2020). In another example, Mercy Hospital, a virtual care center, 
delivers telehealth services to rural communities in Arkansas, Kansas, Missouri, 
and Oklahoma. One of its many services is Nurse on Call, which provides timely 
clinical advice and is available around the clock. In still another example, Ban-
ner Health’s skilled nursing model delivers home care combined with telehealth 
services to people at home instead of their having to move to a nursing home 
facility (Roth, 2018). 

School Nursing

School nurses are front-line health care providers, serving as a bridge be-
tween the health care and education systems. Hired by school districts, health 
departments, or hospitals, school nurses attend to the physical and mental health 
of students in school. As public health sentinels, they engage school communi-
ties, parents, and health care providers to promote wellness and improve health 
outcomes for children. School nurses are essential to expanding access to quality 
health care for students, especially in light of the increasing number of students 
with complex health and social needs. Access to school nurses helps increase 
health care equity for students. For many children living in or near poverty, the 
school nurse may be the only health care professional they regularly access.

School nurses treat and help students manage chronic health conditions 
and disabilities; address injuries and urgent care needs; provide preventive and 
screening services, health education, immunizations, and psychosocial support; 
conduct behavioral assessments; and collaborate with health care providers, 
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school staff, and the community to facilitate the holistic care each child needs 
(Council on School Health, 2008; Holmes et al., 2016; HRSA, 2017; Lineberry 
and Ickes, 2015; Maughan, 2018). By helping students get and stay healthy, 
school health programs can contribute to closing the achievement gap (Basch, 
2011; Maughan, 2018). According to Johnson (2017),

Healthy children learn better; educated children grow to raise healthier families 
advancing a stronger, more productive nation for generations to come. School 
nurses work to assure that children have access to educational opportunities 
regardless of their state of health. (p. 1)

Meeting the mental health needs of children can be particularly challenging. 
Researchers estimate that about a quarter of all school-age children and adoles-
cents struggle with mental health issues, such as anxiety and depression. Ap-
proximately 30 percent of student health visits to the school nurse are for mental 
health concerns, often disguised by complaints of headaches and stomachaches 
(Foster et al., 2005). School nurses have experience with screening students at 
risk for a variety of such concerns and can assist students in addressing them 
(NASN, 2020a). However, most youth—nearly 80 percent—who need mental 
health services will not receive them (Kataoka et al., 2002); schools are not 
always equipped to deal with students’ emotional needs, and parents often lack 
the awareness or resources to get help for their children. Additionally, a recent 
study found disparities in access to mental health treatment for students along 
racial and ethnic lines (Lipson et al., 2018), and structural racism undergirds 
many risk factors for mental illness (see Chapter 2). The COVID-19 pandemic 
has revealed—and exacerbated—inequities among children of different incomes 
and races/ethnicities. School closures and social isolation have affected all stu-
dents, but especially those living in poverty. In addition to the damage to student 
learning, the loss of access to mental health services that were offered by schools 
has resulted in the emergence of a mental health crisis (Leeb et al., 2020; Patrick 
et al., 2020; Singh et al., 2020). 

Schools are increasingly being recognized not just as core educational insti-
tutions but also as community-based assets that can be a central component of 
building healthy and vibrant communities (NASEM, 2017). Accordingly, schools 
and, by extension, school nurses are being incorporated into strategies for im-
proving health care access, serving as hubs of health promotion and providers of 
population-based care (Maughan et al., 2018). Yet, while there have been calls for 
every school to have acess to a nurse (Council on School Health, 2016; NASN, 
2020b), only 39.9 percent of schools employed a full-time nurse in 2017. The re-
mainder of schools (39.3 percent) employed a part-time nurse or did not employ a 
nurse at all (25.2 percent) (Willgerodt, 2018). The availability and staffing levels 
of school nurses vary greatly by geography (Willgerodt, 2018) (see Figure 4-1). 

To address the lack of health care resources in rural school settings, tele-
health programs have been implemented with success (RHI, 2019). An example is 
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Health-e-Schools, in which onsite school nurses connect sick students with health 
care providers. The program employs a full-time, off-site family NP who uses 
telehealth to evaluate and diagnose patients with such health issues as earaches, 
sore throats, colds, and rashes, as well as to provide sports physicals, medication, 
chronic disease management, and behavioral health care. It began as a telehealth 
program implemented by only three schools in 2011 and has since expanded to 
more than 80 schools serving more than 25,000 students. Health-e-Schools has 
helped increase classroom attendance and decrease the amount of time parents or 
guardians must take off from work to bring their children to appointments. This 
model relies heavily on the school nurses employed within each school district 
to serve as primary telehealth providers, thus requiring that funding be allocated 
to provide a school nurse in each school.

School-Based Health Centers

School-based health centers (SBHCs) also make care accessible to students 
in the school setting. In 2017, 2,584 SBHCs were operating in the United States 
(Love et al., 2019). SBHCs often operate as a partnership between the school and 
a community health organization, such as a community health center, hospital, or 
local health department; more than half are supported by or are an extension of 
FQHCs (SBHA, n.d.). SBHC services include primary care, mental health care, 
social services, dentistry, and health education, but vary based on community 
needs and resources as determined through collaborations among the commu-
nity, the school district, and health care providers (CPSTF, 2015; HRSA, 2017). 
Services are provided by interprofessional teams of health care professionals that 
include nurses, mental health care providers, physicians, nutritionists, and others. 
As of 2017, NPs provided primary care services onsite and through telehealth 
services at 85 percent of SBHCs (Love et al., 2019; SBHA, 2018). 

One example of an SBHC is the nurse-run Vine School Health Center 
(VSHC) located at the Vine Middle Magnet School in Knoxville, Tennessee, a 

FIGURE 4-1 Licensure staffing patterns (paid and unpaid volunteer) by geography.
SOURCE: Data from Willgerodt, 2018. 
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Title I school where 100 percent of the students qualify for free lunch. VSHC 
provides onsite and telehealth services to anyone up to 21 years of age who lives 
in the county. It also serves 10 other Title I schools through direct health care 
or telehealth services. The clinic is a partnership between the University of Ten-
nessee College of Nursing and Knox County Schools and is staffed by nurses, 
nursing students, social workers, and special education professionals. Staff assist 
families with social needs, including food, housing, clothing, linkages to health 
insurance, and financial support for rent and utilities (AAN, 2015; Pittman, 2019). 
Services rendered during the 2016–2017 school year included 1,110 early and 
periodic screening, diagnostic and treatment (EPSDT) exams; 1,896 immuniza-
tions; 4,455 physical health visits; and 1,796 mental health clinic visits. VSHC 
estimates that its services enabled the avoidance of more than 2,500 potential 
emergency room visits per academic year, associated with savings of about 
$375,000 per year (AAN, 2015). 

IMPROVING THE QUALITY OF HEALTH CARE

Access to comprehensive health care services is a precursor to equitable, 
quality health care. Nurses are uniquely qualified to help improve the quality of 
health care by helping people navigate the health care system, providing close 
monitoring and follow-up across the care continuum, focusing care on the whole 
person, and providing care that is culturally respectful and appropriate. Nurses 
can help overcome barriers to quality care, including structural inequities and im-
plicit bias, through care management, person-centered care, and cultural humility.

Care Management

In the current health care system, care is often disjointed, with processes 
varying between primary and specialty care and between traditional and emerging 
care sites. People may not understand the processes of the health care system, 
such as where they will receive care, how to make appointments, or the various 
providers with whom they may come into contact. Perhaps most important, pa-
tients may not understand why all the providers across settings where they receive 
care should be knowledgeable about the services they receive and the problems 
that have been identified to ensure seamless, continuous high-quality care. Social 
factors affecting people with complex health needs may also adversely affect 
their ability to receive optimal care. Care management, care coordination, and 
transitional care are activities that nurses perform as members of a health care 
team to decrease fragmentation, bolster communication, and improve care quality 
and safety. A care management approach is particularly important for people with 
complex health and social needs, who may require care from multiple providers, 
medical follow-up, medication management, and help in addressing their social 
needs.
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Care management—a set of activities designed to “enhance coordination of 
care, eliminate duplication of services, reduce the need for expensive medical 
services, and increase patient engagement in self-care”—helps ensure seamless 
care (CHCS, 2007; Goodell et al., 2009). The components of care management 
include care coordination, transitional care, and social care. 

Care coordination is defined as the “deliberate organization of patient care 
activities between two or more participants (including the patient) involved in a 
patient’s care to facilitate the appropriate delivery of healthcare services.” It is 
needed both to overcome obstacles of the health care system, such as fragmenta-
tion, communication, and billing/cost, and to increase access (McDonald et al., 
2007, p. 4). 

Transitional care entails coordinating care for people moving between var-
ious locations or levels of care, providing navigation, coordination, medication 
reconciliation, and education services (Storfjell et al., 2017). The Transitional 
Care Model, developed by Mary Naylor (see Box 4-2), and the Care Transitions 
Intervention, developed by Eric Coleman, are prominent nurse-centered care 
models focused on the often disjointed transition from an inpatient hospital stay 
to follow-up ambulatory care. Both models engage people with chronic illness 
from hospitalization to postdischarge, and employ a nursing coach or team “to 
manage clinical, psychosocial, rehabilitative, nutritional and pharmacy needs; 
teach or coach people about medications, self-care and symptom recognition 
and management; and encourage physician appointments” (Storfjell et al., 2017,  
p. 27). Both reduce readmissions and costs (Storfjell et al., 2017).

Health care delivery models that incorporate social care have created critical 
roles for nurses in coordinating care across providers and settings and collaborat-
ing with other professionals and community resources to improve the health of 
individuals with complex health and social needs. Chapter 5 provides examples 
of nurse-centered programs incorporating social care. Nurses are vital to carrying 
out these functions of care management. Common to nurses’ roles are functions 
including providing care coordination, developing care plans based on a person’s 
needs and preferences, educating people and families within care settings and 
during discharge, and facilitating continuity of care for people across settings 
and providers (ANA, n.d.).

Person-Centered Care

The person-centered care model embraces personal choice and autonomy and 
customizes care to an individual’s abilities, needs, and preferences (Kogan et al., 
2016; Van Haitsma et al., 2014). Through person-centered care, nurses collaborate 
with people, including the patient and other care team members, to deliver person-
alized quality care that addresses physical, mental, and social needs (CMS, 2012; 
Terada et al., 2013). Features of person-centered care include an emphasis on 
codesign of interventions, services, and policies that focus on what the person and 
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BOX 4-2 
Transitional Care Model

	 The Transitional Care Model (TCM) is a rigorously tested nurse-led intervention 
targeting chronically ill older adults as they move across health care settings and 
between clinicians. TCM has multiple aims, such as improving care, reducing 
preventable hospital readmissions, reducing gaps in care, enhancing patient and 
family outcomes, and reducing costs. The intervention has been studied and re-
fined over two decades. An assigned advanced practice registered nurse (APRN) 
works collaboratively with the person to develop health goals and to design and 
implement a care plan. That nurse maintains continuity of care across settings 
and between providers throughout episodes of acute illness. Care is both de-
livered and coordinated by the same APRN in collaboration with patients, their 
caregivers, physicians, and other health team members. The TCM nurse provides 
supplemental care if the person is hospitalized, and is responsible for care in the 
home (Hirschman et al., 2015). 
	 TCM relies on a master’s-level “transitional care nurse” who is trained in the 
care of people with chronic conditions. Upon hospitalization, the nurse

	 •	� conducts a comprehensive assessment of the patient’s health status, 
health behaviors, level of social support, and goals;

	 •	� develops an individualized plan of care consistent with evidence-based 
guidelines, in collaboration with the patient and her doctors; and 

	 •	� conducts daily patient visits, focused on optimizing patient health at 
discharge. 

	
	 Following discharge, the nurse conducts periodic home visits and/or scheduled 
phone contacts with the patient based on a standard protocol. The postdischarge 
program varies in length from 1 to 3 months and includes an average of 4.5 to 12 
home visits, with no scheduled phone contacts or weekly nurse-initiated phone 
contacts with patients or family caregivers. In both cases, the nurse is available to 
patients via telephone 7 days per week. The nurse home visits and phone contacts 
identify changes in the patient’s health and help manage and/or prevent health 
problems, including making any adjustments in therapy in collaboration with the 
patient’s physicians. The nurse also accompanies the patient to her first physician 
visit following hospital discharge to ensure effective communication. Each nurse 
handles a caseload of 18–20 patients. 
	 Three randomized controlled trials found lower all-cause hospitalizations at 1 
year postdischarge, resulting in cost savings as compared with a control group 
(Naylor et al., 1999, 2004, 2014). One study found lower readmission rates, a 
longer time period before death, and cost savings for people identified for the 
intervention through primary care settings as compared with those who received 
less intensive interventions (Naylor, 2014). Specifically, TCM resulted in a 30–50 
percent reduction in rehospitalizations and net savings in health care expenditures 
of approximately $4,500 per patient within 5–12 months after patient discharge. 
TCM also replaces the hospital’s usual discharge planning and postdischarge 
activities. Its cost ranges from $519 to $1,160 per patient, in 2017 dollars (Social 
Programs that Work, n.d).
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community want and need; respect for the beliefs and values of people; promotion 
of antidiscriminatory care; and attention to such issues as race, ethnicity, gender, 
sexual identity, religion, age, socioeconomic status, and differing ability status 
(Santana et al., 2018). And person-centered care focuses not only on the individual 
but also on families and caregivers, as well as prevention and health promotion. 
Integrating person-centered care that improves patient health literacy is necessary 
to ensure patient empowerment and engagement and maximize health outcomes. 
Health literacy ensures that “patients know what they must do after all health care 
encounters to self-manage their health” (Loan et al., 2018, p. 98). 

Research has demonstrated the efficacy of person-centered care, for ex-
ample, in reducing agitation, neuropsychiatric symptoms, and depression, as 
well as improving quality of life, for individuals with dementia (Kim and Park, 
2017). In another example, people with acute coronary syndrome receiving 
person-centered care reported significantly higher self-efficacy (Pirhonen et al., 
2017). Person-centered care is person-directed, such that people are provided 
with sufficient information to help them in making decisions about their care and 
increase their level of engagement in care (Pelzang, 2010; Scherger, 2009), and 
nurses who engage people in their care are less likely to make mistakes (Leiter 
and Laschinger, 2006; Prins et al., 2010; Shiparski, 2005). Person-centered care 
leads to better communication between patients and caregivers and improves 
quality of care, thereby increasing patient satisfaction, care adherence, and care 
outcomes (Hochman, 2017). 

Cultural Humility

As discussed in Chapter 2, implicit bias can lead to discrimination against 
others. In particular, structural racism in health care compromises the ability to 
deliver culturally competent care (Evans et al., 2020). “Historically, nursing has 
been at the forefront of advocacy, and there are many examples of how nurses 
have addressed, and are addressing, inequities in many aspects of our teaching, 
research, scholarship, and practice. Yet, there remain too many examples of struc-
tural racism throughout nursing and we must be open to continuing to examine, 
identify, and change these within our own profession” (Villaruel and Broome, 
2020, p. 375). Nurses may contribute to structural inequities in how they facilitate 
or hamper access to quality health care services since they are frequently the first 
point of contact for many individuals who need care. Cultural humility—“de-
fined by flexibility; awareness of bias; a lifelong, learning-oriented approach 
to working with diversity; and a recognition of the role of power in health care 
interactions” (Agner, 2020, p. 1)—is therefore essential for nurses.

Cultural humility enables nurses to participate in more respectful partner-
ships with patients in order to advance health care equity. According to Foronda 
and colleagues (2016), cultural humility has been found to result in effective 
treatment, decision making, communication, and understanding; better quality of 
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life; and improved care. In contrast, clinicians with implicit bias may show less 
compassion toward and spend less time and effort with certain patients, leading 
to adverse assessment and care (Narayan, 2019). Because implicit bias can neg-
atively affect patient interactions and health outcomes, it is important for nurses 
to be aware of their bias and how it may directly or indirectly impact patient 
interactions and the quality of care they provide (Hall et al., 2015). 

Multiple strategies exist to help nurses achieve cultural humility and manage 
implicit bias to ensure that they provide high-quality, equitable care. Chapter 7 
details the importance of incorporating cultural humility in nursing education. 
Instead of focusing broadly on the general population, quality improvement 
interventions characterized by cultural humility focus on needs that are unique 
to people of color and tailor care to overcome cultural and linguistic barriers 
that cause disparities in care (Green et al., 2010). With this approach, data on 
disparities are used to assess an intervention, with an emphasis on addressing 
barriers that are specific to underrepresented groups (ANA, 2018; Green et al., 
2010; Villarruel and Broome, 2020). Box 4-3 describes culturally and linguisti-
cally appropriate services, designed to equip nurses with the knowledge, skills, 
and awareness to provide high-quality care for all patients regardless of cultural 
or linguistic background.

BOX 4-3 
Culturally and Linguistically Appropriate Services

	 Linguistic diversity is at record highs, making health care language barriers 
more prevalent. Nurses, often the first point of contact with patients in the health 
care system, can improve outcomes, including safety and satisfaction, through 
how they manage language barriers (Gerchow et al., 2021).
	 In some health care settings, resources exist to ensure that the organizations 
where nurses work are prepared to implement culturally and linguistically appropri-
ate services (CLAS). The U.S. Department of Health and Human Services (HHS, 
n.d.) has national CLAS standards intended to promote health equity and improve 
quality. These include a principal standard that recognizes and respects diverse 
patient populations. Also included are governance, leadership, and workforce that 
support policy and practices focused on diverse leadership and governance and 
policies focused on CLAS and equity. Communication and language assistance is 
an area in which nurses can have the most direct impact because it aligns with 
nurses’ charge to inform patients, receive their consent to treatment, and provide 
ongoing education in their care plan. These services should be extended to ensure 
that community health clinics, outpatient facilities, and public health partners also 
focus on CLAS in goals, policies, and management. Importantly, a community 
needs assessment would appropriately account for the community’s demographics, 
changes in population, collaboration with stakeholders and constituencies and the 
community’s linguistic diversity to ensure services for equitable care (HHS, n.d.).
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When nurses are educated and empowered to act at multiple levels—up-
stream, midstream, and downstream—they help reduce the effects of structural 
inequities generated by the health care system. This includes education about how 
structural inequities may affect their practice environments (as well as research 
and policy) and, by association, the people with whom they work in clinical and 
community-based settings (see the detailed discussion of nursing education in 
Chapter 7). 

IMPLICATIONS OF COVID-19 FOR HEALTH CARE EQUITY

The COVID-19 pandemic has highlighted the pivotal role of nurses in ad-
dressing health care equity. During public health emergencies, nurses in hospitals 
and in public health and other community settings need to function collabora-
tively and seamlessly. The pandemic has heightened the need for team-based 
care, infection control, person-centered care, and other skills that capitalize on 
the strengths of nurses (LaFave, 2020). Broadening of scope-of-practice reg-
ulations and expansion of telehealth services during the COVID-19 pandemic 
have allowed nurses to practice to the full extent of their education and training, 
providing equitable care and increasing access to care. 

The surge of critically ill people due to the pandemic created the need to 
rapidly increase the capacity of the health care workforce, especially to replen-
ish workforce members who needed to quarantine or take time to care for sick 
family members or friends (Fraher, 2020). In response, multiple governors issued 
executive orders expanding the scope of practice for NPs. As of April 10, 2020, 
five states (Kentucky, Louisiana, New Jersey, New York, and Wisconsin) had 
temporarily suspended all practice agreement requirements, providing NPs with 
full practice authority (AANP, 2020). Thirteen states (Alabama, Arkansas, Indi-
ana, Massachusetts, Michigan, Mississippi, Missouri, Oklahoma, Pennsylvania, 
South Carolina, Tennessee, Texas, and West Virginia) had enacted a temporary 
waiver of selected practice agreement requirements. By December 7, 2020, ex-
ecutive orders had expired for Kansas, Michigan, and Tennessee, and all practice 
agreement requirements had been temporarily suspended for Kentucky, Louisi-
ana, New Jersey, New York, Virginia, and Wisconsin (AANP, 2020). Maintaining 
these broadened scopes of practice for nurses after the pandemic has ended would 
increase NPs’ opportunities to increase access to quality health care for individ-
uals with complex health and social needs. 

Hospitals are also redeploying health care workers—physicians, NPs, nurses, 
and others—from areas with decreasing patient volumes (resulting from, for 
example, limitations on elective procedures) to higher-need intensive care unit 
(ICU), acute care, and emergency service areas. For example, nurse anesthetists 
have been redeployed from operating rooms to ICUs to intubate and place central 
lines for patients in the surge response to COVID-19 (Brickman et al., 2020). As 
of December 2020, CMS was finalizing changes that allow NPs to “supervise the 
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performance of diagnostic tests within their scope of practice and state law, as 
they maintain required statutory relationships with supervising or collaborating 
physicians” (CMS, 2020a). These changes will help make permanent some of the 
workforce flexibilities that were allowed during the pandemic. 

Although much attention has been paid to the dire need for health care 
supplies and hospital beds to treat patients with severe cases of COVID-19, less 
attention has been directed at impacts of the pandemic on communities; their abil-
ity to weather the crisis; and impacts on individuals’ physical, mental, and social 
health. Nurses, including public health nurses, working in and with communities 
continue to be critical to efforts to contain the COVID-19 pandemic, as well as 
other pandemics that may occur in the future. 

Older Adults

Older adults have been disproportionately affected by COVID-19, and older 
people of color are even more likely to experience disproportionate morbidity and 
mortality. CMS data show that Black Medicare beneficiaries were hospitalized 
four times as often and contracted the virus nearly three times as often compared 
with Whites of similar age (CMS, 2020b; Godoy, 2020). According to the Centers 
for Disease Control and Prevention (CDC), 8 of 10 deaths from COVID-19 in the 
United States have been among adults 65 and older (Freed et al., 2020). Nursing 
homes have been particularly hard hit and faced multiple unique challenges in 
serving those most vulnerable to the virus. 

The pandemic has had significant emotional, social, and mental health effects 
on older adults and their caregivers, and nurses and nursing assistants in nursing 
homes have borne a great burden in carrying out the front-line work of trying to 
keep residents healthy, care for recovered patients, and help mitigation isolation 
and its detrimental effects on residents. These tasks in many cases have been 
performed in the absence of residents’ family members and friends, who have not 
been allowed to visit as part of efforts to prevent the spread of infection. Inside 
nursing homes, the nursing staff have had to act as both caregivers and confidants, 
carrying out their usual tasks while also supporting many residents through con-
fusion, depression, and suicidal ideation. In multigenerational homes, additional 
steps have been required to mitigate COVID-19 risk for older adults, such as 
using separate bathrooms, wearing masks within the household if someone is 
sick, or avoiding visitors. Demand for home health nursing services, inclusive of 
following strict public health measures (masks, handwashing, quarantining), has 
increased during the pandemic.

Changes in Medicare policy during the COVID-19 pandemic have given 
older adults greater access to a variety of mental health services, including those 
provided in their homes. Access to telehealth has also been expanded to meet 
the urgent need to provide safe access to care. Medicare payment for telehealth 
visits in nursing homes was previously restricted to rural areas, but under the 
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1135 waiver and the Coronavirus Preparedness and Response Supplemental 
Appropriations Act, CMS temporarily broadened access to telehealth services to 
ensure that Medicare beneficiaries could access services from the safety of their 
homes (CMS, 2020b). Accordingly, NPs and other health care professionals have 
used telehealth to screen people for COVID-19 and treat noncritical illnesses that 
can be managed at home.

Telehealth also has helped address concerns about workforce capacity for 
adult health care due to the surging numbers of COVID-19 cases and reports 
of exposure among health care workers: “as many as 100 health care workers 
at a single institution have to be quarantined at home because of COVID-19” 
(Hollander and Carr, 2020). NPs who are quarantined because of exposure can 
provide telehealth services. It is important to note that the barriers discussed 
earlier due to restrictive scope-of-practice regulations may include limitations on 
providing telehealth services across state lines. Recognition of clinical licenses 
across states, such as through interstate agreements, could ease these barriers 
(NQF, 2020).

Children

Although CDC has reported that COVID-19 poses a relatively low risk for 
children, research on natural disasters has shown that, compared with adults, chil-
dren are more vulnerable to the emotional impact of traumatic events that disrupt 
their daily lives. The pandemic has required that children make significant adjust-
ments to their routines (e.g., because of school and child care closures and the 
need for social distancing and home confinement), disruptions that may interfere 
with a child’s sense of structure, predictability, and security. Young people—even 
infants and toddlers—are keen observers of people and environments, and they 
notice and react to stress in their parents and other caregivers, peers, and com-
munity members (Bartlett et al., 2020). While most children eventually return to 
their typical functioning when they receive consistent support from sensitive and 
responsive caregivers, others are at risk of developing significant mental health 
problems, including trauma-related stress, anxiety, and depression. Children with 
prior trauma or preexisting mental, physical, or developmental problems, as well 
as those whose parents struggle with mental health disorders, substance misuse, 
or  economic instability, are at  especially high risk for emotional disturbance. 
Thus, in addition to keeping children physically safe during a public health emer-
gency such as the COVID-19 pandemic, it is important to care for their emotional 
health (Bartlett et al., 2020). 

Barriers to mental health care result in serious immediate and long-term 
disadvantages for young people, especially students of color. Mental health—a 
key component of children’s healthy development—was already a growing con-
cern prior to the pandemic and the concurrent nationwide protests in response 
to racial injustice and anti-Black racism, with the demand for mental health 
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services among U.S. adolescents increasing in the past decade (Mojtabai et al., 
2020). This concern has been fueled by increases in the incidence of anxiety and 
depression, as well as a trend in which victims of suicide have been younger. As 
noted earlier, programs such as Nurse-Family Partnership (see Box 4-1), as well 
as school nurses and school-based health centers, represent channels through 
which nurses can assist children and families with health care access to address 
mental health needs.

The health care system is being transformed by an increased focus on com-
munity-based coordinated care and the use of technology to improve communica-
tion so as to achieve better population health outcomes at lower cost. At the local 
level, providers in public health and school settings can collaborate strategically 
to increase their community’s capacity to address the root causes of illness and 
improve overall population health by implementing broad social, cultural, and 
economic reforms that address SDOH. Such collaboration can benefit the entire 
health care system by leading to seamless care, reducing duplicative services, and 
lowering the costs of care.

CONCLUSIONS

Whether in an elementary school, a hospital, or a community health clinic, 
nurses work to address the root causes of poor health. As the largest and con-
sistently most trusted members of the health care workforce, nurses practice in 
a wide range of settings. They have the ability to manage as well as collaborate 
within teams and connect clinical care, public health, and social services while 
building trust with communities. However, nurses are limited in realizing this 
potential by state and federal laws that prohibit them from working to the full 
extent of their education and training. The COVID-19 pandemic in particular has 
revealed that the United States needs to do a much better job of linking health 
and health care to social and economic needs, and nurses are well positioned to 
build that bridge. 

Conclusion 4-1: Nurses have substantial and often untapped expertise 
to help individuals and communities access high-quality health care, 
particularly in providing care for people in underserved rural and ur-
ban areas. Improved telehealth technology and payment systems have 
the potential to increase access, allowing patients to obtain their care 
in their homes and neighborhoods. However, the ability of nurses to 
practice fully in these and other settings is limited by state and federal 
laws that prohibit them from working to the full extent of their edu-
cation and training.

Conclusion 4-2: Nurses are uniquely qualified to improve the quality 
of health care by helping people navigate the health care system; 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

120	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

providing close monitoring, coordination, and follow-up across the 
care continuum; focusing care on the whole person; and providing 
care that is culturally respectful and appropriate. Through a team-
based approach, nurses can partner with professionals and community 
members to lead and manage teams and connect clinical care, public 
health, and social services while building trust with communities and 
individuals.
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5

The Role of Nurses in 
Improving Health Equity

Health equity is achieved when everyone has a fair and just opportunity 
to be as healthy as possible. Nurses are well positioned to play a major 
role in addressing the underlying causes of poor health by understanding 
and recognizing the wide range of factors that influence how well and 
long people live, helping to create individual- and community-targeted 
solutions, and facilitating and working with interdisciplinary and mul-
tisector teams and partners to implement those solutions. Nurses have 
the potential to reshape the landscape of health equity over the next 
decade by expanding their roles, working in new settings and in new 
ways, and markedly expanding efforts to partner with communities and 
other sectors. But for the United States to make substantial progress in 
achieving health equity, it will need to devote resources and attention to 
the conditions that affect people’s health and make expanded investments 
in building nurse capacity. And nursing schools will need to shift educa-
tion, training, and mindsets to support nurses’ new and expanded roles.

When this study was envisioned in 2019, it was clear that the future of nurs-
ing would look different by 2030; however, no one could predict how rapidly and 
dramatically circumstances would shift before the end of 2020. Over the coming 
decade, the nursing profession will continue to be shaped by the pressing health, 
social, and ethical challenges facing the nation today. Having illuminated many 

Being a nurse … in 2020 must mean being aware of social injustices  
and the systemic racism that exist in much of nursing … and  

having a personal and professional responsibility  
to challenge and help end them.

—Calvin Moorley, RN, and colleagues, “Dismantling Structural Racism:  
Nursing Must Not Be Caught on the Wrong Side of History”
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of the health and social inequities affecting communities across the nation, the 
COVID-19 pandemic, along with other health crises, such as the opioid epidemic 
(Abellanoza et al., 2018), presents an opportunity to take a critical look at the 
nursing profession, and society at large, and work collaboratively to enable all 
individuals to have a fair and just opportunity for health and well-being, reflecting 
the concept of “social mission” described by Mullan (2017, p. 122) as “making 
health not only better but fairer.” This chapter examines health equity and the 
role of nursing in its advancement in the United States. 

As stated previously, health equity is defined as “the state in which everyone 
has the opportunity to attain full health potential and no one is disadvantaged 
from achieving this potential because of social position or any other socially 
defined circumstance” (NASEM, 2017a, p. 32). While access to equitable health 
care, discussed in Chapter 4, is an important part of achieving health equity, it is 
not sufficient. Health is affected by a wide range of other factors, including hous-
ing, transportation, nutrition, physical activity, education, income, laws and pol-
icies, and discrimination. Chapter 2 presents the Social Determinants of Health 
and Social Needs Model of Castrucci and Auerbach (2019), in which upstream 
factors represent the social determinants of health (SDOH) that affect individuals 
and communities in a broad and today, inequitable way. Low educational status 
and opportunity, income disparities, discrimination, and social marginalization 
are examples of upstream factors that impede good health outcomes. Midstream 
factors comprise social needs, or the individual factors that may affect a person’s 
health, such as homelessness, food insecurity, and trauma. Finally, downstream 
factors include disease treatment and chronic disease management. 

Much of the focus on the education and training of nurses and the public per-
ception of their role is on the treatment and management of disease. This chapter 
shifts that focus to nurses’ role in addressing SDOH and social needs, including 
their potential future roles and responsibilities in this regard, and describes existing 
exemplars. First, the chapter provides a brief overview of nurses’ role in address-
ing health equity. Next, it describes opportunities for nurses to improve health 
equity through four approaches: addressing social needs in clinical settings, ad-
dressing social needs and SDOH in the community, working across disciplines and 
sectors to meet multiple needs, and advocating for policy change. The chapter then 
details the opportunities and barriers associated with each of these approaches. 

NURSES’ ROLE IN ADDRESSING HEALTH EQUITY

As described in Chapter 1, the history of nursing is grounded in social 
justice and community health advocacy (Donley and Flaherty, 2002; Pittman, 
2019; Rafferty, 2015; Tyson et al., 2018), and as noted in Chapter 2, the Code 
of Ethics for Nurses with Interpretive Statements, reiterated by American Nurses 
Association (ANA) President Ernest J. Grant in a public statement, “obligates 
nurses to be allies and to advocate and speak up against racism, discrimination, 
and injustice” (ANA, 2020). 
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Addressing social needs across the health system can improve health equity 
from the individual to the system level. The report Integrating Social Care into 
the Delivery of Health identifies activities in five complementary areas that can 
facilitate the integration of social care into health care: adjustment, assistance, 
alignment, advocacy, and awareness (see Figure 5-1 and Table 5-1) (NASEM, 

FIGURE 5-1 Areas of activity that strengthen integration of social care into health care.
SOURCE: NASEM, 2019.

Activity Definition Transportation-Related Example

Awareness Activities that identify the social risks and 
assets of defined patients and populations.

Ask people about their access to 
transportation.

Adjustment Activities that focus on altering clinical care 
to accommodate identified social barriers.

Reduce the need for in-person health 
care appointments by using other 
options such as telehealth appointments.

Assistance Activities that reduce social risk by 
providing assistance in connecting patients 
with relevant social care resources.

Provide transportation vouchers so 
that patients can travel to health care 
appointments. Vouchers can be used for 
ride-sharing services or public transit.

Alignment Activities undertaken by healthcare systems 
to understand existing social care assets in 
the community, organize them to facilitate 
synergies, and invest in and deploy them to 
positively affect health outcomes.

Invest in community ride-sharing or 
time-bank programs.

Advocacy Activities in which health care organizations 
work with partner social care organizations 
to promote policies that facilitate the 
creation and redeployment of assets or 
resources to address health and social needs.

Work to promote policies that 
fundamentally change the transportation 
infrastructure within the community.

TABLE 5-1 Definitions of Areas of Activities That Strengthen Integration of 
Social Care into Health Care

SOURCE: NASEM, 2019.
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2019). In the area of awareness, for example, clinical nurses in a hospital setting 
can identify the fall risks their patients might face upon discharge and the assets 
they can incorporate into their lives to improve their health. In the area of adjust-
ment, telehealth and/or home health and home visiting nurses can alter clinical 
care to reduce the risk of falls by, for example, helping patients to adjust risks 
in their homes and learn to navigate their environment. And these activities can 
continue to the high level of system change through advocacy for health policies 
aimed at altering community infrastructure to help prevent falls.

In short, improving population health entails challenging and changing the 
factors and institutions that give rise to health inequity through interventions 
and reforms that influence the institutions, social systems, and public policies 
that drive health (Lantz, 2019). It is important to note, however, that there are 
shortcomings in how evaluations of health equity interventions are carried out 
(see Box 5-1).

BOX 5-1 
Shortcomings of Evaluations of  

Health Equity Interventions

	 There is extensive literature on how to address health equity from the indi-
vidual to the population level. To alleviate health inequities, interventions should 
intentionally target the needs of the most underresourced people or groups to 
help reduce the gaps in health outcomes as compared with less underresourced 
groups (Williams and Purdie-Vaughns, 2016). These interventions should occur at 
the individual, familial, community, and system levels (Agurs-Collins et al., 2019; 
Brown et al., 2019). Any potential intervention, however, should consider and/
or address structural barriers to achieving health equity. When determining the 
impact of interventions on health equity metrics, the primary goal is the reduction 
and ultimate elimination of disparities in health and its determinants that adversely 
affect excluded or marginalized groups (Braveman et al., 2017). 
	 The design and reporting of outcomes of evaluations of health equity interven-
tions, however, have shortcomings. One frequent shortcoming of such evaluations 
is that they report improvements in health, or in a measure of health in a defined 
population, and implicitly assume that equity also has improved (Duran et al., 
2019; Woolf et al., 2015). Intervention results can vary in how well the intervention 
has improved short-term outcomes (NASEM, 2017a) or long-term outcomes, or 
show that health in a defined group of people has improved enough to narrow the 
gaps in health status between groups (i.e., reduced disparities) (Krist et al., 2018). 
	 For example, reporting aggregated data to describe the impact of interventions 
on distinct population subsets can be misleading. To illustrate, overall suicide 
trends in the United States for children aged 5–11 years remained stable between 
1993 and 2012. However, analysis shows that suicide rates doubled for Black 
children, from 1.36 per million in 1993–1997 to 2.54 per million in 2008–2012 
(period trend incidence rate ratio = 1.27; 95% confidence interval [CI] 1.11–1.45), 

continued
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ADDRESSING SOCIAL NEEDS IN CLINICAL SETTINGS

Although the provision of clinical care is a downstream determinant of 
health, the clinical setting presents an opportunity for nurses to address mid-
stream determinants, or social needs, as well. Screening for social needs and 
making referrals to social services is becoming more commonplace in clinical 
settings as part of efforts to provide holistic care (Gottlieb et al., 2016; Makelarski 
et al., 2017; Thomas-Henkel and Schulman, 2017). Nurses may conduct screen-
ings; review their results; create care plans based on social needs as indicated by 
those results; refer patients to appropriate professionals and social services; and 
coordinate care by interfacing with social workers, community health workers, 
and social service providers. Although the importance of screening people for 
social needs has led more providers to take on this role, it has yet to become a 
universal practice (CMS, 2020; NASEM, 2016), as most physician practices and 
hospitals do not perform screenings for the five key domains of social need1: 
food insecurity, housing instability, utility needs, transportation needs, and in-
terpersonal violence (CMS, 2020; Fraze et al., 2019). As trusted professionals 
that spend significant time with patients and families, nurses are well equipped 
to conduct these screenings (AHA, 2019). Federally qualified health centers 
(FQHCs)—community-based health centers that receive funds from the Health 
Resources and Services Administration’s (HRSA’s) Health Center Program—of-
ten screen for social needs. 

In many clinical settings, however, challenges arise with screening for social 
needs. Individuals may be hesitant to provide information about such issues as 
housing or food insecurity, and technology is required to collect social needs data 
and once obtained, to share these data across settings and incorporate them into 

1  These five domains of social needs are part of the Centers for Medicare & Medicaid Services’ 
Accountable Health Communities Model (Fraze et al., 2019). 

but the rates significantly decreased among White children, from 1.14 per million 
in 1993–1997 to 0.77 per million in 2008–2012 (period trend incidence rate ra-
tio = 0.89; 95% CI 0.79–0.94). Suicide rates among Asian and Hispanic children 
remained relatively low and stable (Bridge et al., 2015). 
	 Although it is valuable to show health improvements for disadvantaged groups, 
it is necessary to show that interventions targeting those groups actually reduced 
the disparities among groups to understand impacts on equity. Currently, research 
on health disparities has focused on identifying differences in health among 
groups and the underlying factors that contribute to those differences. To support 
effective change, evaluations need to focus both on cause and on how to effec-
tively reduce the disparities (Dye et al., 2019; Jones et al., 2019).

BOX 5-1 Continued
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nursing practice in a meaningful way. While nurses have an educational foun-
dation for building the skills needed to expand their role from assessing health 
issues to conducting assessments and incorporating findings related to social 
needs into care plans, this focus needs to be supported by policies where nurses 
are employed. As the incorporation of social needs into clinical consideration ex-
pands, nurses’ education and training will need to ensure knowledge of the impact 
of social needs and SDOH on individual and population health (see Chapter 7). 
Communicating appropriately with people about social needs can be difficult, and 
training is required to ensure that people feel comfortable responding to personal 
questions related to such issues as housing instability, domestic violence, and 
financial insecurity (Thomas-Henkel and Schulman, 2017). Finally, the utility of 
social needs screening depends on networks of agencies that offer services and 
resources in the community. Without the ability to connect with relevant services, 
screenings and care plans can have little impact. Consequently, it is important for 
health care organizations to dedicate resources to ensuring that people are con-
nected to appropriate resources, and to follow up by tracking those connections 
and offering other options as needed (Thomas-Henkel and Schulman, 2017).

ADDRESSING SOCIAL NEEDS AND SOCIAL 
DETERMINANTS OF HEALTH IN THE COMMUNITY

While interest in and action to address social needs in the clinical setting 
is rapidly expanding, nurse engagement in these issues in community settings 
has been long-standing. Nurses serving in the community often work directly to 
address social needs at the individual and family levels, and often work as well 
to address SDOH at the community and population levels. Public health nurses 
in particular have broad knowledge of health issues and the associated SDOH, as 
well as needs and resources, at the community level. Embedded within the com-
munity, they also are well positioned to build trust and are respected among com-
munity leaders. Also playing important roles in addressing social needs within the 
community are home visiting nurses. At the individual and family levels, home 
visiting nurses often represent the first line of health care providers with sustained 
engagement in addressing social needs for many individuals. They recognize 
and act on the limitations associated with social needs, such as the inability to 
afford transportation, or may work with an interdisciplinary team at the Special 
Supplemental Nutrition Program for Women, Infants, and Children (WIC) clinic 
to address food issues and other social needs. By connecting with individuals in 
their neighborhoods and homes, public health and other community-based nurses 
promote health and well-being for families within communities and engage in this 
work with partners from across social, health, and other services. 

At the population health level, public health nurses work to achieve health 
equity within communities through both health promotion and disease prevention 
and control. They often work in municipal and state health departments and apply 
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nursing, social, epidemiology, and other public health sciences in their contri-
butions to population health (Bigbee and Issel, 2012; IOM, 2011 [see AARP, 
2010b]; Larsen et al., 2018). They offer a wide range of services to individuals 
and community members and are engaged in activities ranging from policy 
development and coalition building to health teaching and case management 
(Minnesota Health Department, n.d.). Public health nurses serve populations 
that include those with complex health and social needs, frail elderly, homeless 
individuals, teenage mothers, and those at risk for a specific disease (Kulbok et 
al., 2012). Their interventions may target specific health risks, such as substance 
use disorder, HIV, and tobacco use, or populations at risk for health problems, 
such as individuals with complex health and social needs. Specific knowledge 
and skills they bring to communities include the ability to perform assessments 
of individual, family, and community health needs; use data and knowledge of 
environmental factors to plan for and respond to public health issues in their com-
munity; provide community and health department input in the development of 
policies and programs designed to improve the health of the community; imple-
ment evidence-based public health programs; and develop and manage program 
budgets (Minnesota Health Department, n.d.). 

Public health nursing roles are characterized by collaboration and partner-
ships with communities to address SDOH (Kulbok et al., 2012). Core to public 
health nursing is working across disciplines and sectors to advance the health of 
populations through community organizing, coalition building, policy analysis, 
involvement in local city and county meetings, collaboration with state health 
departments, and social marketing (Canales et al., 2018; Keller et al., 2004). Yet, 
while the work of public health nurses is foundational to the health of communi-
ties, their work is rarely visible. Additionally, regarding measurable reductions in 
health disparities, little research is available that connects directly and explicitly 
to public health nursing roles (Davies and Donovan, 2016; Schaffer et al., 2015; 
Swider et al., 2017). 

Recent experiences with H1N1, Ebola, Zika, and COVID-19 underscore 
the importance of having strong, well-connected, well-resourced social ser-
vices, public health, and health care systems, matched by an adequate supply of 
well-educated nurses. A 2017 report from the National Academies of Sciences, 
Engineering, and Medicine focused on global health notes that when infectious 
disease outbreaks occur, significant costs are often associated with fear and 
the worried-well seeking care (NASEM, 2017b). In their role as trusted pro-
fessionals, and given their widespread presence in communities, incorporating 
public health nurses into community, state, and federal government strategies 
for health education and dissemination of information can help extend the reach 
and impact of messaging during infectious disease outbreaks and other public 
health emergencies. Nurses can serve as expert sources of information (e.g., on 
preventing infectious disease transmission within their communities) (Audain 
and Maher, 2017). In the United States, for example, as Zika infections were 
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identified and spreading, one of the strategies used by the U.S. Department of 
Health and Human Services (HHS) was to work through nursing associations to 
reach nurses and through them, help reach the public with factual information 
and minimize unnecessary resource use (Minnesota Department of Health, 2019). 
Given their expertise in community engagement and knowledge of local and 
state government health and social service assets, public health nurses are well 
positioned to link to and share health-related information with community part-
ners to help reach underresourced populations, including homeless individuals, 
non-English-speaking families, and others. 

WORKING ACROSS DISCIPLINES AND 
SECTORS TO MEET MULTIPLE NEEDS

As nurses work in concert with other sectors and disciplines, interventions 
that address multiple and complex needs of individuals and communities can have 
far-reaching impacts on health outcomes and health care utilization. Through 
partnerships, community-based nurses work to address an array of health-related 
needs ranging from population-level diabetes management to community-based 
transportation to enable low-income families to access health care services. 

Because multiple factors influence individual and population health, a mul-
tidisciplinary, multisectoral approach is necessary to improve health and reduce 
health inequity. While an approach focusing on only one SDOH may improve 
one dimension of health, such as food insecurity, intersectional approaches that 
simultaneously address complex, holistic needs of individuals, families, and com-
munities are often required. Commonly found across underresourced communi-
ties are layers of intersecting challenges impacting health, ranging from adverse 
environmental exposures to food deserts. Health care systems, community-based 
organizations, government entitities, nurses, and others are increasingly working 
together to design interventions that reflect this complexity (NASEM, 2017a, 
2019). Creative alliances are being built with for-profit and not-for-profit orga-
nizations, community groups, federal programs, hospitals, lending institutions, 
technology companies, and others (NASEM, 2019). 

Work to prioritize and address health disparities and achieve health equity 
is predicated on meaningful, often multidimensional, assessments of community 
characteristics. One key opportunity to inform multisectoral efforts lies in com-
munity health needs assessments. The Patient Protection and Affordable Care 
Act requires nonprofit hospitals to conduct these assessments every 3 years, 
with input from local public health agencies. These assessments are then used to 
identify and prioritize significant health needs of the community served by the 
hospital while also identifying resources and plans for addressing these needs. 
Conducting a community health needs assessment is itself a multisectoral col-
laboration as it requires engaging community-based stakeholders (Heath, 2018). 
The results of the assessment present opportunities for multiple sectors to work 
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together. For example, a hospital may partner with public health and area food 
banks to address food insecurity. Or it may partner with a health technology com-
pany and a local school board to address digital literacy for underserved youth 
and their families, and also extend the reach of broadband to support health care 
access through telehealth technology and strengthen digital literacy. In assessing 
the community’s health needs, these hospitals are required to obtain and consider 
community-based input, including input from individuals or organizations with 
knowledge or or expertise in public health. The reports produced as part of this 
process are required to be publicly available (IRS, 2020). 

These and other community engagement efforts can involve nurses from 
a variety of clinical and community-based settings in any and all steps of the 
process, from design to implementation and evaluation of the assessments them-
selves or the processes and programs established to address identified priorities. 
For example, the Magnet recognition program of the American Nurses Creden-
tialing Center requires participating hospitals to involve nurses in their commu-
nity health needs assessments (ANCC, 2017). 

A variety of models feature nurses directly addressing health and social 
needs through multidisciplinary, multisectoral collaboration. Two illustrative 
programs are described below: the Camden Core Model and Edge Runner. 

Camden Core Model

The Camden Coalition, based in Camden, New Jersey, is a multidisciplinary, 
nonprofit organization that works across sectors to address health and social 
needs. The Coalition’s formation was based on the recognition that the U.S. 
health care system far too often fails people with complex health and social 
needs. These individuals cycle repeatedly through multiple health care, social ser-
vice, and other systems without realizing lasting improvements in their health or 
well-being. The Coalition employs multiple approaches that include using faith-
based partnerships to deliver health services and encourage healthy choices; shar-
ing data among the criminal justice, health care, and housing sectors to identify 
points of intervention; and building local and national coalitions to support and 
educate others interested in implementing this model (Camden Coalition, n.d.). 
One of the Coalition’s best-known programs is the Camden Core Model. This 
nationally recognized care management intervention is an example of a nurse-led 
care management program for people with complex medical and social needs. It 
applies the principles of trauma-informed care and harm reduction with the aim 
of empowering people with the skills and support they need to avoid preventable 
hospital use and improve their well-being (Finkelstein et al., 2020; Gawande, 
2011). The model uses real-time data on hospital admissions to identify “supe-
rutilizers,” people with complex health issues who frequently use emergency 
care. An interprofessional team of registered nurses (RNs) and licensed practical 
nurses (LPNs), social workers, and community health workers engage inperson 
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with these individuals to help them navigate their care by connecting them with 
medical care, government benefits, and social services (Camden Coalition, n.d.; 
Finkelstein et al., 2020). With federal funding, similar versions of the model have 
been extended to cities outside of Camden (AF4Q, 2012; Crippen and Isasi, 2013; 
Mann, 2013). 

Camden Coalition partnerships optimize the use of nurses in the community 
in several ways. An interprofessional team of nurses, social workers, and commu-
nity health workers visits program participants, helps reconcile their medications, 
accompanies them to medical visits, and links them to social and legal services. 
Critical to the model’s success is recruiting nurses who are from the local com-
munity, capitalizing on their cultural and systems-level knowledge to facilitate 
and improve access to and utilization of local health and social services. The 
culture of the Camden Coalition model has been key to its success. The uniform 
commitment of nurses, staff, and leadership to addressing people’s complex 
needs has created a supportive work environment in which each team mem-
ber’s role is optimized. Care Team members have accompanied people to their 
meetings and appointments for primary care, helped with applications for such 
public benefits as food stamps, provided referrals to social service and housing 
agencies, arranged for medication delivery in partnership with local pharmacies, 
and coordinated care among providers.

The Camden Coalition focuses on “authentic healing relationships,” defined 
as secure, genuine, and continuous partnerships between Care Team members 
and patients. This emphasis has evolved into a framework for patient engagement 
known as COACH, which stands for Connect tasks with vision and priorities, 
Observe the normal routine, Assume a coaching style, Create a backward plan, 
and Highlight progress with data. An interprofessional team of nurses, social 
workers, and community health workers visits participants in the community. 
Team members are trained to problem solve with patients to achieve the program 
goals of helping them manage their chronic health conditions and reducing pre-
ventable hospital admissions. 

Early evidence of the program’s effect in a small sample showed a 56 percent 
reduction in monthly hospital charges, a roughly 40 percent reduction in monthly 
visits to hospitals and emergency departments, and an approximately 52 percent 
increase in rates of reimbursement to care providers (Green et al., 2010), although 
later evidence from a randomized controlled trial (RCT) indicated that the Cam-
den Core Model did not reduce hospital readmissions (Finkelstein et al., 2020). 
Other RCTs, conducted in Philadelphia and Chicago, showed that similar social 
care programs using case management and community health workers can reduce 
hospital admissions and save money in addition to improving health and quality 
of health care. Kangovi and colleagues (2018) conducted an RCT in Philadelphia 
to assess Individualized Management for Patient-Centered Targets (IMPaCT), 
a standardized community health worker intervention addressing unmet social 
needs across three health systems (Kangovi et al., 2018). After 6 months, patients 
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in the intervention group compared with controls were more likely to report the 
highest quality of care and spent fewer total days in the hospital (reduced by 
about two-thirds), saving $2.47 for each dollar invested by Medicaid annually 
(Kangovi et al., 2020). The RCT in Chicago assessed the effectiveness of a case 
management and housing program in reducing use of urgent medical services 
among homeless adults with chronic medical conditions and found a 29 percent 
reduction in hospitalizations and a 24 percent reduction in emergency department 
visits (Sadowski et al., 2009). 

Edge Runner

The American Academy of Nurses’ Edge Runner initiative identifies and pro-
motes nurse-designed models of care and interventions that can improve health, 
increase health care access and quality, and/or reduce costs (AAN, n.d.a). As of 
February 2020, 59 such programs had been evaluated against a set of criteria and 
designated as part of this initiative. Many Edge Runner programs are built around 
the needs of underserved communities and seek to improve health through ho-
listic care that addresses social needs and SDOH, including a range of upstream, 
midstream, and downstream determinants. Mason and colleagues (2015) assessed 
30 Edge Runner models identified as of 2012, finding four main commonalities 
that illustrate these programs’ broad and encompassing approach to health.

A holistic definition of health. Across the programs, health was defined 
broadly to include physical, psychological, social, spiritual, functional, quali-
ty-of-life, personal happiness, and well-being aspects. Additionally, the definition 
of health was based on the values of clients and shaped around their preferences. 
Typically, programs were grounded in SDOH to inform their design of individual- 
and community-level interventions. 

Individual-, family-, and community-centric design. Most programs pri-
oritized individual, family, and community goals over provider-defined goals 
through a “participant-led care environment” and “meeting people where they 
are.” Thus, interventions were tailored to the values and culture present at each 
of these three levels. 

Relationship-based care. The programs reflected the importance of building 
trusting relationships with individuals, families, and communities to help them 
engage in ways to create and sustain their own health. 

Ongoing group and public health approaches to improving the health of 
underserved populations. The nurses who designed the programs viewed serving 
underserved populations as a moral imperative. Through peer-to-peer education, 
support groups, and public health approaches, they sought to empower clients, 
give them a sense of control, build self-care agency, and increase resilience. 

An in-depth study of three Edge Runner programs (the Centering Pregnancy 
model, INSIGHTS, and the Family Practice and Counseling Network) revealed 
particular lessons: the essential role of collaboration and leaders who can col-

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

138	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

laborate with a wide range of stakeholders, the need for plans for scalability and 
financial sustainability, and the importance of social support and empowerment 
to help people (Martsolf et al., 2017). In these and other models, the capacity and 
knowledge associated with building meaningful, sustained partnerships across 
sectors is a key dimension of nursing practice that impacts health equity. The 
Edge Runner programs emphasize how, in the pursuit of improving care, lower-
ing costs, and increasing satisfaction for people and families, nurses are actively 
working to achieve person-centered care that addresses social needs and SDOH 
and focusing on the needs of underserved populations to promote health equity 
(Martsolf et al., 2016, 2017; Mason et al., 2015). However, evidence directly 
linking the programs to decreases in disparities is generally not available. Two 
examples of Edge Runner programs are described in Box 5-2.

As models continue to evolve and be disseminated, it is critical to establish 
an evidence base that can help understand their impact on health and well-being 
and their contribution to achieving the broader aim of health equity. For care man-
agement programs incorporating social care, it is important to consider a broad 
array of both quantitative and qualitative measures beyond health care utilization 
(Noonan, 2020). Although RCTs generate the most reliable evidence, this evidence 
can be limited in scope. For example, the RCTs cited above assessed neither the 
multidimensional nature of care management/social care models that might be 
reflected in such outcomes as client self-efficacy, satisfaction, or long-term health 
outcomes nor their potential social impacts. Also important to note is that care 
management models incorporating social care are limited by the availability of re-
sources in the community, such as behavioral health services, addiction treatment, 
housing, and transportation. Programs that connect clients to health and social 

BOX 5-2 
Examples of Edge Runner Programs

¡Cuídate! is an intervention aimed at sexual risk reduction. The program empha-
sizes the Latino cultural beliefs of familialism and gender-role expectations, and 
aims to increase knowledge about safer sex, HIV, and pregnancy while building 
skills for negotiating abstinence and safer sex practices (AAN, n.d.b). 

INSIGHTS into Children’s Temperament is a 10-week intervention developed 
in partnership with Hispanic and African American community members. The 
program provides parents, teachers, and caregivers with practical strategies tai-
lored to the different temperaments of children in their care. It also gives children 
strategies for daily problem solving. The program has been shown to improve the 
behavior of children both with and without attention-deficit/hyperactivity disorder 
(ADHD), and to enhance engagement and performance in school (AAN, n.d.c).
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services are unlikely to work if relevant services are unavailable (Noonan, 2020). 
Important to underscore in the context of this report is that multisector engage-
ment, as well as health care teams that may involve social workers, community 
health workers, physicians, and others engaging alongside nurses, all are oriented 
to a shared agenda focused on improving health and advancing health equity. 

ADVOCATING FOR POLICY CHANGE

Public policies have a major influence on health care providers, systems, and 
the populations they serve. Accordingly, nurses can help promote health equity 
by bringing a health lens to bear on public policies and decision making at the 
community, state, and federal levels. Informing health-related public policy can 
involve communicating about health disparities and SDOH with the public, pol-
icy makers, and organizational leaders, focusing on both challenges and solutions 
for addressing health through actions targeted to achieving health equity.

When nurses engage with policy change as an upstream determinant of health, 
they can have a powerful and far-reaching impact on the health of populations. 
In the National Academy of Medicine’s Vital Directions series, Nancy Adler and 
colleagues (2016) note that “powerful drivers of health lie outside the conventional 
medical care delivery system…. Health policies need to expand to address factors 
outside the medical system that promote or damage health.” Because health in-
equities and SDOH are based in social structures and policies, efforts to address 
them upstream as the root of poor health among certain populations and com-
munities need to focus on policy change (NASEM, 2017a). Nurses alone cannot 
solve the problems associated with upstream SDOH that exist outside of health 
care systems. However, by engaging in efforts aimed at changing local, state, or 
federal policy with a Health in All Policies approach,2 they can address SDOH that 
underlie poor health (IOM, 2011; NASEM, 2017a; Williams et al., 2018). Whether 
nurses engage in policy making full time or work to inform policy part time as a 
professional responsibility, their attention to policies that either create or eliminate 
health inequities can improve the underlying conditions that frame people’s health. 
Nurses can bring a health and social justice lens to public policies and decision 
making at the community, state, and federal levels most effectively by serving in 
public- and private-sector leadership positions. Much of this work is discussed in 
Chapter 9 on nursing leadership, but it is noted in this chapter given the substantial 

2 Health in All Policies (HiAP) is a collaborative approach that integrates health considerations into 
policy making across sectors. It recognizes that health is created by a multitude of factors beyond 
health care and in many cases, beyond the scope of traditional public health activities. In accordance 
with HiAP, for example, decision makers in the health care sector should consider transportation, 
education, housing, commerce, and other sectors impacting communities. HiAP stresses the need to 
work across government agencies and with private partners from these different sectors to achieve 
healthy and safe communities. It also encourages partnerships between the health care sector and 
community developers, for example (CDC, 2016). 
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influence that policy decisions have on health equity. Nurses can and should use 
their expertise to promote policies that support health equity. 

For example, a nurse in Delaware was influential in getting the state’s legis-
lature to pass legislation to implement a colorectal cancer screening program that 
has increased access to care and reduced disparities in morbidity and mortality 
from colorectal cancer (see Box 5-3). While individual nurses, often through their 
workplace and professional associations, engage in upstream efforts to impact 
health equity, there have been repeated calls from within the nursing community 
for more nurses to engage in informing public policy to improve health outcomes 
for individuals and populations.

BOX 5-3 
Delaware Cancer Consortium

	 The Delaware Cancer Consortium is an example of how high-level policy can 
result in real, on-the-ground changes in health care access that markedly reduce 
large disparities in health outcomes. With regular screening, colorectal cancer 
can be prevented or treated at an early stage. However, there remain persistent 
disparities in incidence and survival rates between African Americans and Whites, 
even when screening is universally provided (Grubbs et al., 2013). The Delaware 
Cancer Consortium (formerly the Delaware Advisory Council on Cancer Incidence 
and Mortality) was created through state legislation in 2001; the drive to pass the 
legislation was led by a nurse who later entered the state legislature* (Healthy 
Delaware, 2020). That nurse, Dr. Bethany Hall-Long, was trained as a community 
health nurse and currently serves as the lieutenant governor of Delaware.* 
	 The Delaware Cancer Consortium supported a program that provided free col-
orectal cancer screening (colonoscopy) and treatment. African Americans received 
outreach through tailored, localized programs designed by nurse navigators (Grubbs 
et al., 2013). As a result of the program, more people were screened and treated for 
colorectal cancer than was the case prior to the program’s inception. The Consor-
tium’s efforts relied on nurses to carry out several important aspects of the program. 
First, nurse navigators recruited participants into the program and promoted access 
to screening and timely follow-up care. Second, the nurses designed localized pro-
grams focused specifically on African American communities (Grubbs et al., 2013). 
	 The program improved population health across the state and reduced dispari-
ties in access to colorectal cancer screening, treatment, and prevalence for African 
American populations (Grubbs et al., 2013). The disparity in incidence rates of col-
orectal cancer between Blacks and Whites were reduced, and the program created 
a greater degree of equity (Grubbs et al., 2013). Screening, nurse navigation, and 
care coordination helped achieve diagnosis of colorectal cancer among African 
Americans at an earlier, less-advanced stage of disease. Disparities in mortality 
rates between Whites and African Americans were reduced. This example shows 
components of both health equity, by reducing the disparity in population health, 
and health care equity, by extending access to screening and treatment.

* Personal communication, Bethany Hall-Long, email March 20, 2020. 
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CONCLUSIONS

In the coming decade, the United States will make substantial progress in 
achieving health equity only if it devotes resources and attention to addressing 
the adverse effects of SDOH on the health of underresourced populations. As 
2030 approaches, numerous initiatives to address health equity are likely to be 
launched at the local, state, and national levels. Many of these initiatives will 
focus on health care equity. Yet, while expanding access to quality care is critical 
to reducing disparities and improving health outcomes, such efforts need to be 
accompanied by additional efforts to identify and change the social institutions, 
dynamics, and systems underlying health inequities from the local to the national 
level. Nurses can contribute to reshaping the landscape of health equity over the 
coming decade by serving in expanded roles, working in new settings and new 
ways, and partnering with communities and other sectors beyond health care. 
Some nurses are already working in roles and settings that support health equity 
and are engaged in educating about and advocating for health equity through their 
professional associations. Nonetheless, broader engagement as a core activity of 
every nurse will help advance health equity nationwide. To achieve this aim will 
require 

•	 support for and the willingness of the nursing workforce to take on new 
roles in new settings in the community; 

•	 consistency in nurses’ preparation for engaging in downstream, mid-
stream, and upstream strategies aimed at improving health equity by 
addressing issues that compromise health, such as geographic dispari-
ties, poverty, racism, homelessness, trauma, drug abuse, and behavioral 
health conditions;

•	 more experiential learning and opportunities to work in community 
settings throughout nursing education to ensure that nurses have skills 
and competencies to address individuals’ complex needs and promote 
efforts to improve the well-being of communities; 

•	 nursing education that goes beyond teaching the principles of diver-
sity, equity, and inclusion to provide sustained student engagement in 
hands-on community and clinical experiences with these issues;

•	 funding to support new models of care and functions that address 
SDOH, health equity, and population health; and 

•	 evaluation of models to build the evidence needed to scale programs and 
the policies and resources necessary to sustain them.

These issues are discussed in the chapters that follow. Programs described in 
this chapter, such as the Camden Coalition and the Edge Runner initiatives, are 
exemplars of the kind of multidisciplinary, multisector efforts that will be nec-
essary to address the complex needs of individuals and communities and make a 
lasting impact by eliminating health disparities, with the goal of achieving health 
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equity. Central to these future efforts, however, are parallel efforts that evaluate 
and provide the evidence base on which to determine the effectiveness of models. 
One of the greatest challenges this committee faced was finding evidence directly 
linking the efforts of nurses to address social needs and SDOH to reductions in 
health disparities that would signal improved population health outcomes and 
health equity. Such evidence is essential to informing payment policy decisions 
that can ensure the sustainability of and nurse engagement in these models 
(discussed further in Chapter 6). Through evidence, the nursing profession can 
leverage its own potential, and the public, other professionals, and other sectors 
can understand the impact and value of such nursing engagement. 

Conclusion 5-1: Nurses are in a position to improve outcomes for the 
underserved and can work to address the structural and institutional 
factors that produce health disparities in the first place.

Conclusion 5-2: Nurses can use their unique expertise and perspective 
to help develop and advocate for policies and programs that promote 
health equity.
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Paying for Equity in Health  
and Health Care

Maximizing the health of everyone needs to be a primary goal of the 
health care and health care payment systems. Payment systems today 
do little to improve health equity so that everyone has a fair and better 
chance of living a healthier life. To enable nurses to address the social 
factors that shape health and advance health equity, new and emerging 
payment models need to incentivize and support care management and 
team-based care, and expand nurses’ scope of practice, community and 
school nursing, and telehealth. Payment models also need to be inten-
tionally designed to foster a more diverse workforce that reflects the pop-
ulation and include improvements in experiential training to accelerate 
movement toward health equity.

Payment systems greatly impact whether and how health care systems use 
their resources, including nurses, to improve public health.1 Nurses’ ability 
to address an individual’s social needs and the social determinants of health 
(SDOH) in the community, as well as to perform roles and implement inter-
ventions that can advance health equity, can be supported or inhibited by the 
payment systems that reimburse organizations and individual clinicians for 

1  This chapter focuses on payment systems that pay health care organizations and clinicians for the 
care they provide to individuals and payment systems that support public health and school nursing. 
Health insurance also helps consumers access and afford health care.

Health cannot be a question of income.  
It is a fundamental human right.

—Nelson Mandela, social rights activist and politician
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the care they provide. COVID-19 has revealed what many clinicians, policy 
makers, and patient organizations have known for years: that individuals with 
more health and social risk factors, such as people of color and those with 
low income, are more likely to suffer worse health outcomes, and the existing 
health and social safety nets are frequently unable to prevent these disparities 
because of a lack of a robust public health infrastructure. These disparities will 
only be exacerbated by the health, economic, and social disruptions caused by 
COVID-19, which will increase the number of persons with greater health and 
social risks, drive up costs and spending, and place further strain on health 
care and social service systems that are already inadequate. The feasibility and 
value of innovative reforms to improve the nation’s health are highlighted by 
many of the temporary regulatory health care reforms enacted in response to 
COVID-19, such as increased flexibility and reimbursement for telehealth and 
expanded scopes of practice. Payment reform can help improve population 
health, address social needs and SDOH, and reduce health disparities, support-
ing the provision of effective, efficient, equitable, and accessible care for all 
across the care continuum instead of incentivizing the volume of care or low-
value procedures and practices.

This chapter focuses on the relevance for nursing of general principles of 
payment systems that pay health care organizations and clinicians for the care 
they provide to individuals and payment systems that support public health and 
school nursing. The design of payment systems influences the health care pro-
vided to individuals and communities, where care is provided, and by whom. 
Removing such obstacles to health as poverty and discrimination and their 
consequences and tailoring health systems to meet the specific health and social 
needs of individuals will help reduce health inequity (Braveman et al., 2017). 
Payment systems can directly impact the ability of nurses to serve as change 
agents in bridging the health and social needs of individuals and communities. 
This chapter explains how existing and evolving payment systems present 
both challenges and opportunities for supporting and incentivizing nurses to 
address SDOH and advance health equity. To this end, it first summarizes the 
nursing roles and functions identified in the previous chapters. Next, the chap-
ter outlines how the current predominant fee-for-service (FFS) and emerging 
value-based payment (VBP) and alternative payment models (APMs) could 
support these nursing roles and functions, and how it is essential for health 
care systems and policy makers to value, prioritize, and embrace these roles 
and functions if reforms are to occur. The chapter also reviews the potential 
roles of public health funding and social-sector resources in supporting nurses 
in addressing social factors and advancing health equity. The chapter then 
addresses the need for financial support to develop and advance mechanisms 
for further diversifying and preparing the nursing workforce. The final section 
presents conclusions. 
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ADDRESSING SOCIAL DETERMINANTS OF HEALTH 
AND ADVANCING HEALTH EQUITY BY EXPANDING 

NURSING ROLES AND FUNCTIONS

Chapters 4 and 5 identify major nursing roles and functions that can success-
fully address SDOH and advance health equity, all of which can be supported and 
incentivized through different payment models discussed in this chapter (FFS, 
VBP, and APMs). Payment models can support nurses’ roles and functions to 
address SDOH and advance health equity in four key areas: care management and 
team-based care, expanded scope of practice, community nursing, and telehealth.

Care Management and Team-Based Care 

Successful care management programs require a holistic view of the pa-
tient’s health and social needs, and close monitoring and follow-up of patients 
to address these issues. For example, CareOregon, a Medicaid community care 
organization (CCO) health plan in which members receive managed physical, 
mental, and dental services, implemented a transitional care model and inter-
vention called C-TRAIN (Englander and Kansagara, 2012). This program uses 
team-based care to assess patients during discharge to ensure that they receive 
appropriate follow-up care, focusing primarily on medically complex patients, 
people with newly identified or unmanaged chronic conditions, or those who face 
psychosocial barriers such as homelessness and food insecurity. Registered nurses 
(RNs) are essential members of the teams, and are paired with social workers for 
follow-ups. Typically, the care team follow-up occurs at up to 30 days, or longer 
in some cases. Interventions vary based on participants’ needs, but nurses are 
available to assist with navigating the health care system; providing medication 
reconciliation, health coaching, and education; and identifying specific needs, 
such as food insecurity, homelessness, and insufficient clothing. The long-term 
goals are developing strong relationships between the care team and patient and 
connecting people to primary care, specialists, and behavioral health services.

Effective care management and team-based care screen patients for social 
needs and social risk. In Spartanburg County, South Carolina, AccessHealth 
Spartanburg (AHS) works with medically complex people who lack insurance 
and are high utilizers of the emergency department (Freundlich, 2018). With a 
screening questionnaire, AHS assesses people’s needs and stratifies them into 
three categories of low, moderate, and high risk. People considered high risk are 
assigned to an RN case manager, those considered moderate risk are assigned to 
social workers, and those considered low risk are assigned to community health 
workers (Freundlich, 2018). These personnel help manage and coordinate care, 
and refer clients to a network of 10 local, county, and state organizations and 
programs for assistance with social needs. 
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Expanded Scope of Practice

A second area in which nursing roles and functions can be supported by and 
incentivized through different payment models to address SDOH and advance 
health equity involves regulations that control nurses’ scope of practice. Such 
regulations control how advanced practice registered nurses (APRNs) provide 
primary care and impact how their services are paid. Sometimes private and 
public health systems constrain nurses working within their facilities, prevent-
ing them from practicing at full scope. Approximately 61.47 percent of health 
professional shortage areas (HPSAs) are rural (HRSA, 2021). As discussed in 
Chapter 2, many of these rural areas lack sufficient primary care and would 
benefit from increased access to APRNs (Auerbach et al., 2018). Studies have 
found that nurse practitioners (NPs) are more likely than physicians to practice 
in rural areas (Barnes et al., 2018; Buerhaus, 2018). As discussed in Chapter 
3, the number of NPs is expected to grow 6.8 percent annually through 2030, 
compared with about 1 percent for physicians, whose numbers practicing in rural 
areas will fall through 2030. Additionally, several reviews have found little to no 
difference in the quality of care received by patients from NPs and physicians 
(DesRoches et al., 2017; McCleery et al., 2014), and in some cases found that 
patients perceived a more holistic approach to care from NPs (Moldestad et al., 
2020).

Thus, the growing APRN and RN workforces have the potential to improve 
rural health disparities. It is as yet unknown, however, whether some states2 
may continue to impose restrictive scope-of-practice laws that limit the capac-
ity of the nursing workforce once the COVID-19 pandemic has ended (Lai et 
al., 2020). There is strong evidence of the beneficial effect of NPs providing 
mental health care, primary care medication prescribing, and buprenorphine 
waivers for the treatment of patients with opioid use disorder. Evidence shows 
that broadening of prescriptive authority led to decreases in mental health–re-
lated mortality, and these improvements occurred specifically in underserved 
areas (Alexander and Shnell, 2019). NPs, along with physician assistants (PAs), 
obtaining the waiver have the potential to treat 15 percent more rural patients, 
increasing the number of people treated per 10,000 from 15.4 to 17.7 (Andrilla 
et al., 2020). 

In late December 2016, the U.S. Department of Veterans Affairs (VA) loos-
ened restrictions on scope of practice for three APRN nursing roles: certified 
nurse midwife, certified nurse specialist, and certified nurse practitioner. An 
evidence brief from the VA points to the need for large and robust studies that 
examine the difference in care between APRNs and physicians, providing an 
opportunity to continue tracking patient outcomes (McCleery et al., 2014).

2  In March 2020, Florida passed House Bill 607: Direct Care Workers, which grants APRNs, begin-
ning July 2020, the ability to work independently. This does not include certified nursing assistants. 
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Community Nursing

A third area in which nurses can address SDOH and advance health equity 
concerns their work in the community. Community nursing allows nurses to meet 
people in their homes, schools, and community sites, and address their medical 
and social needs in a timely, accessible manner. These nurses help bridge the gap 
between health care systems and communities, and their practice reflects the com-
munity needs. In 2016, the Josiah Macy Jr. Foundation called for the increased 
use of nurses in primary care and expansion of nurses’ roles in community set-
tings. The foundation also recommended that nursing educators include primary 
care in nurses’ curriculum and provide students with increased clinical experi-
ences in primary care and community settings (Bodenheimer and Mason, 2016).

Telehealth 

Use of telehealth is a fourth area in which nurses can be supported and in-
centivized through different payment models to help address SDOH and advance 
health equity concerns. As discussed in Chapter 4, telehealth capitalizes on the 
proliferation of mobile devices and technology to connect with people. In 2016, 
the most common uses of telehealth were for physician office visits and mental 
health visits (MedPAC, 2018). The largest proportion of telehealth users were 
beneficiaries who lived in rural areas, were disabled, were dually eligible for 
Medicare and Medicaid (CMS, 2020b), or had a higher prevalence of chronic 
mental health conditions. NPs and other nurses caring for rural populations are 
prevented from being reimbursed for their telehealth services and from being 
supported by specialists located hundreds of miles away (Skinner et al., 2019). 
Paying for nursing telehealth services, mobile care, and remote diagnostic tech-
nology could increase access to care for rural populations and the homebound. 
Telehealth allows nurses the flexibility of being available during office hours 
and on call for symptom assessment and advice on treating minor issues or when 
to go to the emergency department, thereby reducing unnecessary emergency 
department visits. 

PAYMENT SYSTEMS THAT SUPPORT AND INCENTIVIZE 
ADDRESSING SOCIAL DETERMINANTS OF HEALTH 

AND ADVANCING HEALTH EQUITY

Payment systems in the United States pay for health care based primarily 
on rewarding the volume of care rather than the value of care (Miller, 2009); 
treatment of illness rather than prevention and health promotion; and inpatient 
and specialty care rather than primary care, preventive care, and community/
public health. Additionally, payment systems are directed predominantly toward 
directly reimbursing physician services while infrequently recognizing the ex-
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plicit value of services of other clinicians, including nurses and advanced practice 
nurses working in a variety of settings. Nursing is part of labor costs for most 
employers of nurses and considered by Medicare to be part of “hospital services” 
(ANA, 2017), a position that underestimates nurses’ work and impacts resource 
allocation. It is critical for payment systems to be better aligned with nurses’ con-
tributions to improving clinical performance and the quality of care, increasing 
revenues, and decreasing costs.

These payment designs have limited the ability of the current system to ad-
dress social needs and SDOH. The inputs required to advance population health 
are diverse and include health care, education, housing, environmental safety, and 
employment. Yet, payment systems to advance population health have focused 
primarily on a single input: health care (Horner et al., 2019). Moreover, the 
main criterion for investing in interventions to address social factors has often 
been achieving cost savings rather than providing value or cost-effectiveness. 
For example, health care organizations often focus on the relatively few most 
resource-intensive, highest-cost patients (the “superutilizers”) in their population 
health management programs instead of on the broader spectrum of patients who 
could benefit from such interventions. Even though health disparities across 
race, ethnicity, and socioeconomic status (SES) cost the nation trillions of dol-
lars in direct medical costs, indirect costs such as lost productivity, and the costs 
of premature deaths (CDC, 2013; LaVeist et al., 2011), individual health care 
organizations have little incentive to reduce these disparities for underserved 
populations (Chin, 2016).

Nurses’ roles in transitional care, care management, and care coordination 
also can reduce costs associated with chronic illness, complex patients, or dually 
eligible beneficiaries (NCSL, 2016) by helping to prevent hospital readmissions 
and emergency department visits (Naylor, 2012; NSCL, 2016; Ryan et al., 2019). 
Because health care delivery organizations employ the majority of the nation’s 
nursing workforce (3.6 million nurses), incentives are needed to leverage nurses’ 
expertise in novel ways to intervene in SDOH that block advances toward achiev-
ing health equity. 

Increasingly, public and private policy makers, insurers, health associations, 
and health care delivery organizations are advocating for the states to remove 
scope-of-practice restrictions on APRNs (NGA, 2012). Team-based care is in-
creasing, especially in primary care, and APRNs could further expand access 
to health care, particularly for important populations residing in rural and urban 
HPSAs (Gilman and Koslov, 2014; NGA, 2012; Shekelle and Begashaw, 2021). 

New VBP and APM approaches theoretically can incentivize improved pop-
ulation health, prevention, higher performance, and better health outcomes. How-
ever, the total amount of payment at risk to health care organizations with these 
approaches has been modest, and the incentives provided have frequently been 
weak (Damberg et al., 2014). To date, therefore, the ability of VBP and APMs to 
improve population health and advance health equity has been limited, or close 
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to nonexistent (Hsu et al., 2020). The financial incentives have frequently been 
insufficient to have a substantial effect on modifying the behavior of clinicians 
or inducing the operational changes within health care organizations required to 
address SDOH and advance health equity meaningfully, with sometimes worse 
health outcomes for safety-net hospitals (Damberg et al., 2014; Hsu et al., 2020). 
In addition, since most health care organizations have a diverse payer mix, finan-
cial incentives need to align across payers to create rewards sufficient to incen-
tivize health care organizations to invest in health equity strategies, considering 
the complexity of the individuals being served in some facilities (Stone, 2020), 
and the staff needed to implement these strategies, such as nurses. Yet, too often 
health disparities are an afterthought for policy makers, neglected or seen as 
unintended negative consequences of health policy. In contrast, policies need to 
be designed proactively to advance health equity (Anderson et al., 2018; Chin et 
al., 2012; DeMeester et al., 2017; NASEM, 2017; NQF, 2017). 

The most effective ways to design payment systems to address SDOH and 
advance health equity are areas of intense policy and research inquiry (DeMeester 
et al., 2017; NASEM, 2017; NQF, 2017). Key questions about payment function-
ality3 to align incentives and behavior include the following (Gunter et al., 2021; 
Patel et al., 2021): 

•	 What costs of care will a health care organization or health plan be held 
accountable for (e.g., primary care costs, specialty care costs, total cost 
of care)? 

•	 How much money is at risk to the health care organization? For exam-
ple, many existing VBP and APM programs provide relatively weak 
incentives for health care organizations, whereas putting more money 
at risk to health care organizations could have a greater influence on 
their behavior. (For example, will the incentive or penalty system affect 
5 percent of the payment, 10 percent of the payment, 50 percent of the 
payment?) 

•	 Which patients/beneficiaries are attributed to the health care organiza-
tion (e.g., accountable care organization, hospital) in determining quality 
performance and costs and subsequent payment based on those metrics? 

•	 How can the data analytics capability needed by organizations to operate 
effectively in VBP and APM settings be ensured? For example, some 
safety-net providers, small practices, and rural clinics may lack robust 

3 For the purposes of this discussion, payment functionality is conceptualized as key operational 
issues for those mechanisms that pay for infrastructure (e.g., care management, care teams, nurse 
primary care functions, telehealth, workforce, and education) and those mechanisms that incentivize 
and reward specific processes of care and outcomes that advance health equity, such as those that 
address SDOH, improve population health, and reduce health disparities. 
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data infrastructure and analytical capability, placing them at a disadvan-
tage in VBP and APM models. 

•	 How do the cost and quality of care relate with respect to payment? For 
example, even if a health care organization saves money, does it need 
to meet quality metrics to receive its share of that saved money?

•	 How should performance reporting and payment be adjusted for popula-
tions’ social risk in ways that neither mask disparities nor penalize health 
care organizations that provide care for patients with greater social risk 
(NASEM, 2017; NQF, 2017)? 

•	 How will it be possible to ensure that the long-term societal benefits of 
improving public health are reflected in the short-term incentives pro-
vided to health care organizations to create a business case for them to 
address SDOH and improve health equity?

•	 How can the same services be paid for equitably regardless of the pro-
vider (e.g., normal delivery by certified nurse midwife [CNM] versus 
obstetrician-gynecologist physician; advanced practice nurse versus 
physician)?

The answers to these questions are evolving and will likely need to be 
tailored to different populations, markets, and policy contexts, and they can be 
informed by the input of nurses with experience in addressing SDOH and ad-
vancing health equity. Each question can also be asked from the perspective of 
how the payment system affects the role of nurses.

It is critical to ensure that the payment for health care services for both 
providers and health plans is adjusted appropriately for the complexity of the 
patient population. Current risk adjustment methodologies use primarily medical 
diagnosis and do not adequately take social risk factors into account (Ash et al., 
2017; Meddings et al., 2017). The result can be underpayment to providers and 
plans that attract a disproportionate number of patients with social risk factors 
and can serve as a disincentive to innovation. For instance, if a health plan or pro-
vider develops a unique, novel, and effective program targeting complex patients 
experiencing homelessness and begins to attract more of these patients, it will 
be adversely impacted financially and could go out of business. Massachusetts 
has attempted to risk adjust using SDOH risk factors in its Medicaid premium 
payments to health plans (UMN, 2020). A key challenge to incorporating social 
factors is obtaining the relevant information from patients. Much work remains to 
refine these models and deploy them to various payer settings (Ash et al., 2017; 
Irvin, 2020).

Health care policy and payment systems are in flux as of this writing, as 
evidenced by the push for health systems to try new approaches through demon-
stration projects and grants to encourage innovative approaches. Thus, it is 
currently unclear what the predominant payment model will be in 2030. Accord-
ingly, various possible mechanisms by which each of the predominant payment 
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models (FFS, VBP, APMs) can support and incentivize health care organizations 
in enabling nurses to perform key nursing roles and functions are reviewed in 
this chapter. The committee suggests expanding the goal and purpose of payment 
systems beyond traditional health care and traditional government and private 
payers to explore how the public health and social sectors can support nurses in 
using their expertise to eliminate gaps and disparities in health and health care. 
This section is not meant to be an exhaustive exploration of the current payment 
system (for more information, see Needleman, 20204) but to give examples of 
the general principles by which current and future payment systems can be tai-
lored to use nurses more wisely and effectively to improve population health and 
advance health equity. 

Fee-for-Service

Historically, most health care providers in the United States have been paid 
through FFS payments, in which each individual service is billed separately 
(Berenson and Ginsberg, 2019). To bill for these FFS payments, all types of 
insurance (Medicare, Medicaid, and commercial) require that two components 
be submitted: a CPT (Current Procedure Terminology) code and one or more 
ICD-10 (International Classification of Diseases, 10th Revision) codes. The CPT 
code describes the service being provided, while the ICD-10 code describes the 
reason(s) that the service was provided. 

There are more than 7,600 different CPT codes (Fuchs, 2013), and each in-
surance company has a unique fee schedule for each service. In negotiating with 
insurance companies, it would be overwhelming for providers to negotiate the 
price of all the individual codes. In many instances, providers will negotiate their 
payment as a percentage of the Medicare fee schedule (Clemens and Gottlieb, 
2017; Ginsburg, 2012; MedPAC, 2019). Medicare has a set, national fee sched-
ule published and updated every year by the Centers for Medicare & Medicaid 
Services (CMS), a federal government agency. Thus, the Medicare fee schedule 
has become the relative baseline for much of the provider payment system in the 
United States. Researchers have demonstrated a link between the Medicare fee 
schedule and specialty choice, investment decisions, and innovation within health 
care (Clemens and Gottlieb, 2014, 2017).

Despite growing use of APMs, such as pay-for-quality and risk-based pay-
ment, the FFS payment structure underlies the calculation of many of these 
payments (Berenson and Ginsburg, 2019; Ginsburg, 2012). For instance, shared 
savings calculations are often based on the actual versus expected FFS ex-
penditures. Additionally, within many health care organizations, providers are 
often paid using incentive compensation that is based on the volume and type 
of services being delivered (MGMA, 2020). Thus, providers may be financially 

4 For further information, see Needleman (2020). 
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incentivized to deliver a higher volume of expensive services if they have an 
incentive-based contract.

CPT codes are created, governed, and owned by the American Medical Asso-
ciation (AMA). The CPT codes are protected by copyright and are AMA’s largest 
single source of revenue (Rosenthal, 2017). The federal government, states, and 
insurers license the CPT code set for use in their payment of providers (AMA, 
2019b). The codes are overseen by an AMA-led CPT Editorial Panel with 17 mem-
bers, 11 of whom must be physician members of AMA. Two members are required 
to be nonphysicians representing the CPT Health Care Professionals Advisory 
Committee, such as nurses.5 The existence of a CPT code and the definition of the 
code have a critical impact on whether a service is reimbursed. 

The valuation and ultimately relative prices paid for the CPT codes are based 
on the work of another AMA committee, the Relative Value Scale Update Com-
mittee (RUC) (AMA, 2019c). This committee makes recommendations to the 
federal government on the relative value and ultimately prices of services paid for 
by Medicare. Between 2011 and 2015, a U.S. Government Accountability Office 
(GAO) study found that 69 percent of RUC recommendations became Medicare 
payment policy (GAO, 2015). As previously described, these valuations then 
become the basis for the relative prices paid by all insurers in the United States. 
The RUC has 31 voting members who are all physicians; nurses serve in an 
advisory capacity.6,7,8

The prices in Medicare and for other insurers as well are based on a measure-
ment called a relative value unit (RVU) consisting of three components: labor, 
overhead, and malpractice (Hsiao et al., 1987; MedPAC, 2020). Approximately 
50 percent of the RVU measurement is based on the labor to deliver the health 
care service, which is called the work-RVU (Fuchs, 2013). This work-RVU is 
calculated by the AMA’s RUC through voluntary, unverified, and self-reported 
surveys from physicians themselves, which have been found to be inaccurate and 
overstated. Survey return rates can be quite low and data confidence intervals 
wide (Laugesen, 2014; MedPAC, 2019). The overhead-RVU component, the 
second-largest component of the calculation, is based on input from an RUC 
expert panel, which a GAO report also found to be inaccurate. According to that 
report, “officials sometimes price items on the basis of a single or small number 
of invoices” for the overhead report, ignoring normal economies of scale (GAO, 

5 Keepnews, D. J. 2020. Memo on Nursing, The Relative Value Scale Update Committee Process 
and Payment Policy. Sent by email and received on January 22, 2020.

6 Keepnews, D. J. 2020. Memo on Nursing, The Relative Value Scale Update Committee Process 
and Payment Policy. Sent by email and received on January 22, 2020.

7 Reinecke, P. 2019. Relative Value Scale Update Committtee Information. Memo from Peter Rein-
icke to Sue Hassmiller. Submitted by email from Sue Hassmiller on November 19, 2019.

8 Sullivan, E. 2020. Memo on Comments Regarding Issues for Registered Nurses and Advanced 
Practice Registered Nurses and the Resource Based Relative Value System. Submitted by email and 
received on January 2, 2020.
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2015). Also, as physicians get more efficient at delivering a service and the over-
head drops from volume of service delivery, the data are not consistently recol-
lected to recalculate the work- and overhead-RVUs. As a result of this system, 
the worth of an hour of provider time spent delivering a procedure can be three to 
five times higher than that of 1 hour spent talking to patients or coordinating care. 
According to Sinsky and Dugdale (2013), “2 common specialty procedures can 
generate more revenue in 1 to 2 hours of total time than a primary care physician 
receives for an entire day’s work.” 

Through the CPT Editorial Panel and the RUC, AMA has had a singular and 
profound influence on both what gets paid and the relative value of those ser-
vices in the American health care system (Laugesen, 2014). A 2015 GAO report 
requested by Congress states:

GAO found that, in the majority of cases, CMS accepts the RUC’s recommen-
dations and participation by other stakeholders is limited. Given the process 
and data-related weaknesses associated with the RUC’s recommendations, such 
heavy reliance on the RUC could result in inaccurate Medicare payment rates. 
(GAO, 2015)

FFS pays for the transaction of health care services, which may often en-
courage reactive treatment, increasing the volume of services and procedures and 
resulting in overspending. FFS payment rate schedules tend to favor specialty 
and inpatient care and not to incentivize preventive and primary care (MedPAC, 
2019; Shi, 2012). 

The creation and valuation of codes for care coordination, patient assess-
ment, end-of-life counseling, health education, and prevention services have 
lagged, with the focus given to highly paid, highly valued procedures. The 
former services, however, are especially important for patients experiencing 
significant SDOH risk factors. Even the choice of who may provide a service 
and therefore bill for that service is built into the definitions of the codes. Few 
codes allow for directly reimbursing for nurse-led services at the RN level. 
Instead, the codes attempt to value those services within the overhead-RVU 
component. The current system has long been criticized for undervaluing cog-
nitive work, overvaluing procedural work, and inadequately capturing a range 
of nonprocedural work (Berenson and Goodson, 2016; Sullivan-Marx and 
Maislin, 2000; Sullivan-Marx et al., 2000). APRNs are reimbursed at 80–85 
percent, compared with the full reimbursement physicians receive under the 
fee schedule (MLN, 2020). 

Despite many weaknesses, it is possible to reform FFS payment to support 
key nursing roles—specifically, to allow nurses and health care organizations 
to bill and receive reimbursement for services that address SDOH and advance 
health equity at a level sufficient to support these interventions and incentivize 
organizations to persist in initiating and sustaining this work. Nonetheless, the 
committee recognizes that, while a shift away from the FFS model is under way, 
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fully transitioning to another system may take years. Therefore, it will be nec-
essary to support and incentivize nurses in taking on these roles and functions 
under the FFS system. 

Attaching relative value to complex health care services is a challenging 
task. In the current system, the CPT codes and associated RVUs are a bottom-up 
estimate of cost, which is used by CMS and other insurers as measure of relative 
value in their payment of providers without reference to the overall societal value 
of the service, the availability/supply of the service, the evidence base for benefit 
from the service, the quality of the service delivered, and the outcome for the 
individual (Berenson and Lazaroff, 2019).

Possible approaches to reforming the process of creating, defining, and 
valuing health care services in an FFS environment could include such changes 
as (1) reforming the existing two committees (CPT Executive Panel and RUC) 
to include meaningful representation from nursing, or (2) the creation of a new 
multidisciplinary committee sponsored by CMS or an independent nonprofit. 
Given the ownership of the CPT codes and the complexity of developing codes 
and valuing services, no solution would be a simple undertaking. The committee 
recognizes the importance of this issue and highlights the potential for developing 
new approaches. 

CPT Codes, Care Management, and Team-Based Care 

CPT billing codes could be altered to include nursing-specific functions in 
care management and team-based care. As noted above, the FFS model frequently 
does not reimburse adequately or at all for time spent on cognitive activities 
and coordination services, such as screening people for social risk factors and 
connecting them to the appropriate social services (NASEM, 2019). Adding CPT 
codes for such services as care coordination could provide opportunities and 
financial incentives for care that supports social needs. 

In some cases, billing codes have already been developed (e.g., for chronic 
care management) that allow care team members other than physicians to bill 
or allow for “incident-to” billing (NASEM, 2019, p. 118). Medicare reimburses 
nonphysicians in the category “incident to a physician’s service,” which requires 
working under a physician’s supervision. Records log the physician as having 
provided the service (Rapsilber, 2019), and reimbursements thus credit the billing 
provider—the physician—and not the actual provider of service at the time. The 
result is undercounting of the services actually provided by NPs and PAs (Morgan 
et al., 2019). In 2019, the Medicare Payment Advisory Committee (MedPAC) 
found that NPs and PAs are increasingly providing more primary and some spe-
cialty services (Coldiron and Ratnarathorn, 2014; Muteanu et al., 2020) under 
“incident-to” billing, concluding and recommending that Congress eliminate the 
“incident-to” practice entirely so NPs and PAs can bill Medicare directly and the 
value of their services can be measured (MedPAC, 2019). 
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As described in Chapter 3, the degree to which a nonphysician can practice 
and bill varies by state practice laws (Larson et al., 2017), with differing impacts 
on the population. For instance, women in states where CNMs have practice au-
tonomy and attend births have lower rates of low birthweight and preterm birth 
(NASEM, 2020a; Yang et al., 2016). These outcomes are also found in other 
countries where care is delivered by nurse midwives (Renfrew et al., 2014). 
Currently, Medicare reimburses APRNs for pre- and postdischarge care as part 
of transitional care management under the FFS model using CPT codes 99495 
and 99496 (Fels et al., 2015); however, these billing codes have frequently been 
unwieldy to implement in practice. 

While most health systems do not allow RNs or social workers to bill for 
care management or other team-based services (Dormond and Afayee, 2016), 
there is at least one example of innovators designing processes to allow such 
billing. CareOregon allows RNs and social workers to bill Medicaid for each ep-
isode of care management services with custom pricing using CPT codes 99368 
and 99366, without requiring incident-to billing through a physician or APRN. 
Although the system was challenged by electronic health records not document-
ing services for people not engaged in primary care (i.e., “preprimary care”), 
collaboration among program staff, the billing department, and the information 
technology (IT) department resulted in a unique documentation and coding struc-
ture to support the program.9

Expanding Nurses’ Scope of Practice 

Nearly one-quarter of adults in the United States experience a behavioral 
health disorder, according to a 2018 survey by the Substance Abuse and Mental 
Health Services Administration (SAMHSA, 2018). A lack of behavioral health 
services has contributed to increased morbidity and mortality, with rural areas 
facing a particular burden compounded by health care provider shortages. Nearly 
half of rural areas were found to lack a physician with a U.S. Drug Enforcement 
Administration (DEA) waiver to prescribe buprenorphine (Andrilla et al., 2019), 
and there is a tremendous need for individuals with substance use disorder to be 
able to access a full array of treatment, including buprenorphine (Velander, 2018). 
Access to life-saving substance abuse disorder treatment could increase dramat-
ically, particularly in rural areas, if more NPs were granted waivers to prescribe 
buprenorphine and other medications for treatment of substance abuse disorders 
(Barnett et al., 2019; Moore, 2019). Empowering and supporting NPs, APRNs, 
CNMs, and nurse anesthetists across all states to practice to the full extent of 
their license and training, especially in areas with maldistribution of health care 
providers, could expand access to an array of important health services for under-
served populations (UM Behavioral Health Workforce Research Center, 2018). 

9 Personal communication with Jennifer Menisk Kennedy, January 29, 2020.

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

160	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

Reforms to the RUC’s fee schedules to reflect current work values empirically 
would better support the work of NPs (Sullivan-Marx, 2008). 

Expanded Funding for School Nursing Services

In 2014, the U.S. Department of Health and Human Services (HHS) re-
scinded a policy that prevented school nurses from billing Medicaid for their 
services (CMS, 2014; Maughan, 2018; Ollove, 2019; Wang, 2014). As of 2019, 
seven states had made changes to their Medicaid policies to allow school nurses 
to bill—an important policy change that affects how school nurses practice and 
extends their services to all children (see Chapter 4). Medical associations, nurs-
ing associations, and others have ongoing advocacy efforts for policies that allow 
all students to have access to health services (Council on School Health, 2016; 
Largent, 2019). Despite following an FFS model, implementation is irregular 
among states, and school districts and local counties will have to decide how to 
pay for health services rendered to students.

Telehealth 

As part of the Bipartisan Budget Act of 2018, Medicare coverage of tele-
health and eligible services was expanded; however, these services were limited 
to certain geographic areas (rural areas designated as HPSAs or outside of met-
ropolitan statistical areas) or services provided as part of a CMS demonstration 
project (CMS, 2018b). Historically, payment for telehealth services also has been 
limited by provider category, with limits on nurses and advanced practice nurses. 

In March 2020, during the beginning of the COVID-19 pandemic, CMS is-
sued temporary waivers to expand access to telehealth services so that beneficia-
ries could receive services without having to travel to a health care facility. As a 
result, beneficiaries can continue receiving routine services and maintain contact 
with their providers while sheltering in place (CMS, 2020a). The CMS policy 
encompasses telehealth reimbursement for a wide range of clinicians, including 
“physicians, nurse practitioners, physician assistants, nurse midwives, certified 
nurse anesthetists, clinical psychologists, clinical social workers, registered di-
etitians, and nutrition professionals, however, this is subject to state regulation of 
scope of practice” (CMS, 2020a). Some states have encouraged private payers to 
also cover telehealth services, but the legislative guidelines and implementation 
have varied across states (CCHP, 2017, 2019). Some telehealth laws aimed at 
private payers have required parity in covered services, meaning services that 
would be covered for in-person visits are also covered (CCHP, 2019). Ultimately, 
not all people receive the same services in all states. 

Telehealth can maximize a care team’s interaction with individuals and 
strengthen collaborative care in rural areas. One study found, for example, that 
nurse-led telehealth care management for children with medical complexities 
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in an urban environment improved parents’ understanding of how to care for 
their children’s health issues (Cady et al., 2015). Project ECHO (Extension for 
Community Healthcare Outcomes) is another telehealth innovation designed to 
improve clinician collaboration by using video conferencing to connect special-
ists to primary care providers and care teams, which include nurses. While paying 
for a clinician’s time to participate in teleECHO clinics is currently difficult under 
the FFS system, Project ECHO can assist nurses or intermediary providers with 
reimbursement through the collaborative care CPT code (Hager et al., 2018). 

Value-Based Payment

Because payment based on FFS is the most important contributor to overuti-
lization of services, inefficiency, and rising health care spending, both the Obama 
and Trump administrations, with bipartisan congressional support, have sought 
changes in federal payment systems to emphasize the value of health care ser-
vices over the volume of services provided (CMS, 2019a). VBP, in contrast, links 
to both quality and value (Werner et al., 2021). Essentially, using VBP means 
paying providers more for delivering higher-quality care and achieving better 
patient outcomes, taking into account the cost of resources used to produce the 
outcomes. Similarly, providers are paid less for delivering lower-quality care and 
worse outcomes, again taking into account the cost of resources used to produce 
the outcomes. In this way, providers who produce better outcomes using less 
costly resources are rewarded compared with those who produce poorer outcomes 
at higher cost. A common example is pay-for-performance, in which providers 
and health care organizations receive more payment if they meet preestablished 
clinical performance accountability metrics. 

In this context, it is important for performance metrics to incentivize nursing 
roles and functions that address SDOH and advance population health and health 
equity. Nurse-sensitive indicators could be developed using Donabedian’s Struc-
ture-Process-Outcome framework for quality assessment (Gallagher and Rowell, 
2003). A recommendation from the Nursing Knowledge: 2018 Big Data Science 
Conference included the creation of a national nurse identifier. A national nurse 
identifier would be useful because

hospitals and health systems need the ability to identify nurses in the EHR 
[electronic health record] enterprise resource planning system (ERP), and other 
health IT systems for documentation, education, research and training purposes; 
nursing documentation in the EHR, ERP, and other health IT systems can 
demonstrate nurses’ value as healthcare transitions to a value-based reimburse-
ment model; nursing documentation can demonstrate nurses’ value and impact 
on improving patient/population outcomes, patient safety, operational efficiency 
and clinical effectiveness; nurses and employers need a mechanism to track 
nursing licensure across job and location changes; institutions need the ability 
to verify licensure status for their nurse employees. (UMN, 2018, p. 21)
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Being able to track providers to patient outcomes would be beneficial 
overall to health systems, cost-effectiveness, and tracking of nurses’ collective 
and individual contribution to outcomes (Sensmeier et al., 2019). A unique 
nurse identifier could also benefit research aimed at measuring and quantifying 
nursing care and inform future education and training for nurses (Sensmeier 
et al., 2019). 

Measurement of health disparity indicators has been recommended as part 
of quality of care (IOM, 2015). Performance measures can illuminate existing 
gaps in access and disparities while assessing the effectiveness of interventions 
(NQF, 2017). The National Quality Forum (NQF) (2019) recommends creating 
measures that align SDOH measurement and activities across health care and 
clinical and community-based settings. Short- and long-term goals would build 
on these measures and aim to have half (50 percent) of health systems using 
aligned screening data with measureable SDOH improvements (NQF, 2020). 
Clinical performance metrics could be used to identify and track disparities by 
stratifying such risk factors as race, ethnicity, and measures of SES. It is critical 
for payers to reward reductions in health disparities in clinical and population 
health performance measures, improvements in measures for at-risk populations, 
and attainment of absolute target levels of high-quality performance. 

Performance metrics that incorporate disparity-sensitive measures are key 
for assessing interventions. For example, metrics for care coordination and team-
based care could incentivize investment in nurse-led care management programs 
that can reduce health disparities. Chronic diseases and ambulatory care–sensitive 
conditions—including asthma, diabetes, heart failure, hypertension, and depres-
sion—that are prevalent in people of color and underserved populations and dis-
play disparities in outcomes compared with more advantaged populations often 
are well suited to nurse care management/team-based care programs (Davis et 
al., 2007; Lasater et al., 2016; Mose and Jones, 2018; Peek et al., 2007). Another 
disparity-sensitive measure relevant to nursing interventions is prevention of 
hospital admissions and readmissions for ambulatory care–sensitive conditions. 
Some transitional care models (TCMs) with an APRN leader have been found 
to reduce hospital admissions, and studies have found lower rates of hospital 
readmissions and avoidable hospitalizations among Medicare and Medicaid ben-
eficiaries in states where NPs have full practice authority (Naylor, 2012; Oliver 
et al., 2014). For example, the Vermont Transitional Care Nurse program, led 
by nurses, is an established best practice (Fels et al., 2015). In this program, to 
support high-risk patients transferring from the hospital, an APRN designs and 
coordinates care with patients, their families and caregivers, physicians, and other 
health care professionals (Hirschman et al., 2015). 

Measures of population health could reflect the impact of addressing SDOH. 
For example, the NQF recommended in 2019 that stakeholders such as public 
and private payers, social services providers, health care organizations, and 
community-based organizations improve the collection of data on SDOH in 
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their community. The data collected should include key measures that prioritize 
local communities’ needs, and to then be used to create clinical and community 
outcome measures (NQF, 2012, 2019). In a 2019 report, the National Advisory 
Council on Nurse Education and Practice (NACNEP) strongly supported val-
ue-based care through funding measures or initiatives that develop nurse com-
petencies (NACNEP, 2019); incentivize nurse care management and team-based 
care; and include population health measures, measures of the extent to which 
SDOH are identified and addressed, and measures to reward reductions in health 
disparities (NASEM, 2020b). 

Alternative Payment Models

APMs are predominantly non-FFS models designed to promote value and 
cost-efficiency. APMs frequently incorporate VBP principles, such as taking on 
“substantial financial risk to deliver high quality care at lower cost” (Werner et 
al., 2021), and in practice many still use FFS models to distribute payment. APMs 
could provide effective mechanisms and incentives to fund nursing for address-
ing SDOH and advancing health equity (DeMeester et al., 2017). For example, 
various forms of capitated payment and global budgeting could provide up-front 
funding to support these key nursing roles and functions, as could payment sys-
tems that provide per member per month payments to health care organizations. 
The value argument for cost-efficiency of APMs and investments in nursing is 
that many of these nursing interventions prevent clinical deterioration and costly 
emergency department visits, inpatient care, and procedures. 

APMs provide special opportunities and flexibility not present with FFS to 
reward high-value nursing activities. These payment mechanisms could support 
nurses in their SDOH-related work, such as increased home visits, health educa-
tion, and care coordination ranging from prevention to chronic care and palliative 
care (Dahlin and Coyne, 2019). 

Accountable Care Organizations

Some APMs are shared savings programs in which payers and health care 
organizations share any cost savings. An example of an APM that could incen-
tivize value and cost-efficiency in care is accountable care organizations (ACOs) 
(Albright et al., 2016), many of which have rapidly expanded their use of NPs 
(Nyweide et al., 2020). ACOs are responsible for the health and costs of a pre-
determined population of patients. They frequently work with a fixed budget and 
often are required to meet clinical performance metrics to share with the payer 
in any cost savings. One of the earliest promising examples of ACOs’ potential 
role in supporting nurses in addressing SDOH and advancing health equity 
comes from the state Medicaid programs in Oregon (see the description of the 
C-TRAIN transitional care model earlier in this chapter). ACOs are required to 
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meet standard quality measures established by CMS (2019b), which are adjusted 
for high-risk beneficiaries (AMA, 2019a; CMS, 2019b). Overall, the Medicare 
Shared Savings Program has demonstrated cost savings with physician-group 
ACOs compared with hospital-integrated ACOs, which have not (McWilliams 
et al., 2018), along with high-average composite quality scores (Gonzalez-Smith 
et al., 2019). 

Accountable Health Communities 

Accountable health communities (AHCs), also known as accountable com-
munities for health, accountable care communities, or community health in-
novation regions, are coalitions of partners from “health, social service, and 
other sectors working together to improve population health and clinical-com-
munity linkages within a geographic area” (Spencer and Freda, 2016, p. 2). 
AHC implementation requires a bridge organization that can operate as a hub 
to coordinate efforts across partners, conduct screenings, and make referrals 
to address health-related social needs for Medicare and Medicaid beneficiaries 
(CMS, 2019b). 

Minnesota, considered one of CMS’s pioneer states, created 15 AHCs—8 in 
urban areas, 6 in rural areas, and 1 with a presence in both urban and rural areas 
(Au-Yeung and Warell, 2018; Spencer and Freda, 2016). The AHCs in Minnesota 
use nurses in community care coordination and team-based care roles. At Morri-
son County Community-Based Care Coordination, a team consisting of a social 
worker, nurse, and doctor assists aging and other adults with mitigating overuse 
of prescription narcotics (Au-Yeung and Worrall, 2018). And another AHC used 
community health workers and medical assistants for less complex patients and 
tasks and employed RNs to care for more severe cases (Au-Yeung and Worrall, 
2018). Nurses are present in community and health system settings, and their 
inclusion on these teams can potentially streamline complex cases from treatment 
to follow-up to referrals. 

Medicare Advantage

Medicare Advantage plans, in which the federal government pays private 
insurance companies a fixed monthly amount to care for beneficiaries, have been 
available since 2000. These plans feature increased flexibility that allows funding 
to go beyond traditional Part A and B services to support such nonmedical ben-
efits as transportation and home improvements for chronically ill beneficiaries, 
healthy meals, and other services (Green and Zook, 2019). Flexible funding al-
lows health care organizations to adapt services that address SDOH and advance 
health equity to suit local contexts and beneficiaries (Thomas et al., 2019). 
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Program of All-Inclusive Care for the Elderly

Program of All-Inclusive Care for the Elderly (PACE), another alternative 
model, benefits elderly people who are dually eligible for Medicare and Medic-
aid, require long-term support services, and are eligible for nursing facility–based 
care. Medicare and Medicaid give providers capitation payments for enrollees.10 
Interdisciplinary teams, which often include a nurse, provide such comprehensive 
services (CMS, 2020b) as diet and nutrition counseling, social services, transpor-
tation, physical therapy, and personal care attendants (CMS, n.d.b; NPA, n.d.). 

Health Insurance Contracting Requirements 

Payers such as Medicare and Medicaid can incorporate incentives to address 
SDOH in their contracting requirements with insurance companies. For example, 
the Medical Loss Ratio provision of the Patient Protection and Affordable Care 
Act (ACA) requires most health insurance companies that cover individuals and 
small businesses to spend at least 80 percent of premiums on health care claims 
and quality improvement rather than on administration, marketing, and profit 
(KFF, 2012). Subsequent clarification of the regulations allows investments ad-
dressing SDOH to count toward required medical loss ratio spending (Machledt, 
2017). A March 2020 review of 404 studies showed that Medicaid expansion 
under the ACA improved access to care, financial security, some health outcomes, 
and economic benefits to states (Guth et al., 2020). For example, Medicaid ex-
pansion was associated with lower rates of maternal and infant mortality (Searing 
and Ross, 2019). Thus, APMs can enable payers to incentivize addressing SDOH 
and support nursing infrastructure to this end.

SUPPORTING SCHOOL AND PUBLIC HEALTH 
NURSES TO ADDRESS SOCIAL DETERMINANTS OF 

HEALTH AND ADVANCE HEALTH EQUITY

School and public health nurses play crucial roles in improving the health of 
school-age children and their families, as well as the health of community mem-
bers who are more likely to receive preventive care or treatment through com-
munity resources (APHN, 2016; Bogaert et al., 2020; NACCHO, 2020; NASN, 
2016). These nurses provide direct care and advocacy, make referrals to partner 
organizations, and connect with nonhealth sectors related to the well-being of 
children and others. They regularly address individuals’ social needs, promote 
health, and work to prevent illness. Therefore, school and public health nurses can 
reduce the demand for downstream treatment of individuals in costly health care 

10 See Medicare.gov.
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delivery systems. The nursing workforce is a crucial component of Public Health 
3.0,11 providing health care and supporting the community (DeSalvo et al., 2017). 

Some of the highest-value health and societal outcomes derive from the care 
received by children when they are very young. School and public health nurses 
are therefore valuable resources for addressing population health and health eq-
uity; however, they are underfunded (IOM, 2011; Sessions, 2012). In the United 
States, each locality has control over school and public health funds, and struc-
tural inequities exacerbate underfunding in many low-income and marginalized 
communities (Beitsch et al., 2015). Some states require school nurses, while 
others leave those decisions to local school districts, which are often faced with 
very limited funding. Those communities with the most complex health issues 
and social risks often cope with especially severe underfunding of often limited 
public health services (Welker-Hood, 2014). 

Frequently, existing funding streams are insufficient to support school, pub-
lic health department, and other community-based health efforts, the impact of 
which has been exacerbated by the COVID-19 pandemic. Indeed public health 
departments operate differently within each community and state (Beitsch et al., 
2015). Thus, there exists a need to apportion more government general funds for 
these services or identify other dedicated revenue streams (Sessions, 2012). In 
the present context, creating consistent funding streams that support the health of 
children and communities by capitalizing on the expertise of school and public 
health nurses can be a key component of achieving health equity.

School Nurses 

As described in Chapter 4, the average school nurse works simultaneously 
in three schools and is responsible for caring for diverse students with complex 
medical, health, and social needs (Willgerodt et al., 2018). The American Acad-
emy of Pediatrics (AAP), the American Nurses Association (ANA), and the Na-
tional Association of School Nurses (NASN) recommend that all students have 
full access to a school nurse who can coordinate care, provide health education, 
administer medications, direct care, and help meet community and public health 
needs (ANA, 2007; Council on School Health, 2016; NASN, 2016). A cost/bene-
fit study of the Massachusetts Essential School Health Services (ESHS) program 
found a net benefit of nurse health services. The study compared program costs, 
including the cost of nurse staffing and supplies, with program benefits, measured 
by savings related to avoided medical procedures, loss of teacher or instructor 
productivity, and parents’ loss of productivity (Wang et al., 2014). The study 
ultimately found that each dollar invested in ESHS programs would yield $2.20 
in savings per student. 

11 Public Health 3.0 refers to public health practices that include cross-sector collaboration, and 
extends beyond traditional public departments (DeSalvo et al., 2017).
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However, about 25 percent of schools do not employ a school nurse, and 
about 35 percent employ one only part-time (Willgerodt et al., 2018). On aver-
age, schools with more students who qualify for free or reduced-price lunches 
have less access to a school nurse (NCES, n.d.). The lack of school nurses in 
schools that serve disadvantaged communities reflects the larger association be-
tween school funding and school resources that adversely affects children from 
low-income families (Jackson et al., 2016.). According to a 2015 NASN survey, 
moreover, the availability of school nurses varies greatly by region: the survey 
found that western states had the highest percentage of schools without a school 
nurse (Mangena and Maughan, 2015).

Additionally, there are inconsistencies in how school nurses are paid and in 
general oversight. School nursing remains underfunded as school district budget-
ary constraints force administrators to decide annually which resources to pare 
down or keep (Leachman et al., 2017). The NASN survey found that 85 percent 
of responding school nurses worked for public school districts; 90 percent of 
these respondents indicated that most of their funding came from public educa-
tion department funds and the rest from special education funding (Mangena and 
Maughan, 2015). Outside of educational funding, public health departments and 
private or nonprofit hospitals are the major funders of school nurses (Becker and 
Maughan, 2017). In Massachusetts, for example, the ESHS program has been 
supported by the Department of Public Health since 1993 to support and fund 
nurse-managed health services and school-based health centers (Massachusetts 
Department of Health, 2012).

About 45 million children are enrolled in Medicaid. Since December 2014, 
federal law has allowed school nurses to bill Medicaid for services to benefi-
ciaries (CMS, 2014), but only a handful of states have taken advantage of this 
opportunity (Ollove, 2019). Currently, only seven states allow students to receive 
free care under Medicaid (Ollove, 2019). In the NASN survey of school nurses, 
57.6 percent of respondents affirmed that they or their employers billed Medicaid 
for reimbursement, but two-thirds did not know how the reimbursements were 
used (Mangena and Maughan, 2015). In a 2018 survey of school superintendents, 
70 percent of respondents indicated that any revenue generated through Medicaid 
billing went toward salaries for health professionals. However, the administrative 
burden of billing poses a significant challenge for schools; the schools not taking 
advantage of Medicaid funding tend to be located in small rural school districts 
(AASA, 2019). Given the familiarity of rural hospitals with Medicaid billing, 
these institutions could explore partnering with their local small rural school 
districts to develop billing infrastructure. 

Schools may need to take advantage of multiple funding sources to support 
robust school health programs and school nurses. For example, Grand Rapids 
Public Schools in Michigan partnered with Spectrum Health to improve student 
health outcomes and used for that purpose funds from the school district budget, 
Spectrum Health, the local intermediate school district, and the state department 
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of education (Spectrum Health, n.d.; TFAH, n.d.). Grand Rapids Public Schools 
uses a model whereby 34 RNs direct licensed practical nurses (LPNs), health 
aides, and other health professionals in conducting health screenings and fol-
low-up, administering immunizations, and connecting students to outside medical 
care through referrals (TFAH, n.d.). 

More intensive work can be done in school settings to bridge social and 
health services and more broadly engage SDOH in communities. Nurses in the 
lowest salaried positions tend to be those working in community settings, and in 
contrast with Medicare and Medicaid, these are settings where funding streams 
are often tied to the local tax base and grant funding. 

Public Health Nurses

Public health nurses address social issues through policy development, plan-
ning, and advocacy, as well as community involvement (APHA, 2013). As noted 
in Chapter 3, in the 2018 National Sample Survey of Registered Nurses, 1.7 
percent of all responding RNs (n = 47,060) reported providing public/community 
health care. Public health nurses are funded by federal, state, and local public 
health budgets, as well as grants for specific programs. Current public health 
funding is complex, with sources including the federal government; all 50 states 
and Washington, DC; and several thousand local municipalities (IOM, 2012). 
Public health funding is discretionary spending that is often subject to reductions 
(TFAH, 2018a). Federal public health funding is a combination of funds from 
the Centers for Disease Control and Prevention (CDC), HHS, and the U.S. De-
partment of Agriculture (USDA). Most federal funds flow through CDC, which 
saw a 10 percent decline in public health funding between 2010 and 2019, after 
adjusting for inflation (TFAH, 2019). State-level funding for public health has 
decreased over the past few years as well, with only 19 states and Washington, 
DC, maintaining their budgets. At the local level, the 2008 recession led to more 
than 55,000 staff positions being lost in local health departments as a result of 
layoffs or attrition, with most cuts not being restored (TFAH, 2018a). One of 
every five local health departments reported decreases in its public health budget 
during fiscal year 2017. 

In the face of these reductions, the Public Health Leadership Forum estimates 
that “there is a $4.5 billion gap between current funding and what is needed to 
build a strong public health infrastructure nationwide” (DeSalvo et al., 2018; 
TFAH, 2019, p. 18). As of 2017, public health spending accounted for only 2.5 
percent of health-related spending (about $274 per capita) (TFAH, 2019). In a 
survey of 377 state and local health departments, most public health nurses re-
ported finding strengths in their departments. However, they also cited “barriers, 
such as a lack of promotion opportunities for RNs, job insecurity, lack of budget 
to hire vacant RN positions, and inability to offer a competitive salary to RNs” 
(Beck and Boulton, 2016, p. 149). 
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Sustaining public health infrastructure with continuous funding that supports 
the work of public health nurses is essential for healthy communities, particularly 
for communities of color and those of lower SES. By some estimates, moreover, 
the return on investment for public health dollars may be as high as 14 to 1 
(TFAH, 2019). 

ROLE OF THE HEALTH AND SOCIAL SECTORS IN 
SUPPORTING NURSES TO ADDRESS SOCIAL DETERMINANTS 

OF HEALTH AND ADVANCE HEALTH EQUITY

Historically, the health and social sectors (e.g., housing, transportation, food 
insecurity, employment, education, criminal justice) have had siloed funding 
streams and accountability metrics for judging and financially rewarding or-
ganizations. Policy makers, health care administrators, clinicians, social-sector 
leaders, and communities are increasingly recognizing the importance of coordi-
nating the health and social sectors to address SDOH and advance health equity. 
Yet, efforts to increase communication, collaboration, and synergies between the 
two sectors raise difficult issues in such areas as governance (e.g., Who should 
be at the table? Who is in charge? Who has the power?). In addition, it has been 
challenging to devise suitable joint accountability metrics with which to align and 
reward desirable behaviors, and in the present context, to organize funding that 
supports nurses in addressing SDOH and advancing health equity. 

Braiding and Blending Funding

Braiding and blending are two funding mechanisms that can support commu-
nity interventions and services (TFAH, 2018b). Braiding coordinates two or more 
funding streams while imposing restrictions and regulations on the use of those 
funds. Activities and data, including expenses and performance measures, can be 
tracked and attributed to the original source of funding. Blending pools two or 
more funding sources into one funding stream and allows for more flexibility in 
the use of the funds because of fewer restrictions and regulations (Cabello, 2018). 
Through these mechanisms, the conjoined efforts of the health and nonmedical 
social sectors can support nurses working across settings and domains—com-
munity-based organizations, public health, education, health systems, and others 
(Clary and Riley, 2016). 

Early Head Start, Head Start, and other child development programs are ex-
amples of such combined funding strategies that address community needs across 
public, private nonprofit, community-based, and faith-based organizations (OHS, 
2020; Wallen and Hubbard, 2013). In a similar way, braiding and blending fund-
ing from the health and social sectors can support local public health departments 
in prioritizing health equity. The Bridging for Health Blueprint report from the 
Georgia Health Policy Center (2019) assesses a series of case studies to determine 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

170	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

the kind of technical assistance local health departments and communities would 
need to sustain funding for health programs. A common characteristic identified 
in the case studies is pooling of community wellness funds, and a requirement 
for up-front capital and braiding and blending of funding from many sources.

In Rhode Island, a Health Equity Zone (HEZ) initiative was launched to cap-
italize on place-based community efforts to address local health needs (RIDOH, 
2018) using braided funds from local, state, and federal sources. Eleven HEZ 
zones were established statewide, each focused on local priority issues and 
services, including providing psychological first aid, screening patients for de-
pression and identifying patients at risk of suicide, developing safer roadways, 
banning smoking and vaping in town parks to ensure smoke-free areas, improv-
ing vacant or abandoned properties and addressing housing as a social determi-
nant, building community linkages through the use of community health workers, 
and creating a community drop-in clinic for adults with substance abuse disorders 
(RIDOH, 2018). The initiative creates opportunities for people already living and 
working in their communities to improve health care access and health equity. 
Nurses can play critical roles in such community programs that braid funds to 
improve health equity (e.g., working at the front line to screen people in health 
care settings or schools, or serving as health care representatives to support 
housing policy).

Louisiana developed the Louisiana Permanent Supportive Housing (PSH) 
program following the devastation and destruction of Hurricane Katrina, which 
exacerbated the difficult circumstances of people already living with complex 
physical and behavioral health conditions. The PSH program recognizes stable 
and safe housing as an essential need that can support people’s health. This cross-
agency partnership between Medicaid and the state housing authority braided 
funding sources from disaster recovery funds, housing assistance programs such 
as Section 811, Medicaid, and SAMHSA. Nearly half of all beneficiaries were 
homeless before participating in the program (Clary and Kartika, 2017). Hous-
ing providers focused on housing needs, while Medicaid-enrolled clinicians 
provided health care to the tenants. Although roles and responsibilities of nurses 
are not called out as part of the PSH program, opportunities exist for nurses to 
provide transitional care that complements the social services people need, such 
as housing.

Pay-for-Success/Social Impact Bonds

Pay-for-success (PFS) models, sometimes referred to as social impact bonds 
(Galloway, 2014), allow private investors, rather than traditional investors such 
as government, to provide up-front capital for scaling social interventions that 
benefit the public sector—specifically, an underserved population (Iovan et al., 
2018; Urban Institute, n.d.). PFS models have been used in such interventions 
as job training, criminal justice reform, reentry for formerly incarcerated people, 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

PAYING FOR EQUITY IN HEALTH AND HEALTH CARE	 171

and early education (Golden, 2014; NFF, n.d.). Interventions are considered 
successful when predetermined outcomes have been achieved, and investors are 
then repaid (Urban Institute, n.d.).

Iovan and colleagues (2018) evaluated more than 80 PFS interventions, sev-
eral of which addressed multiple determinants of health and focused mainly on 
downstream and midstream factors. Most interventions were initially supported 
by a combination of public and private investors, and were implemented at the 
federal or the state or provincial level. In the United States, 11 interventions 
analyzed by Lantz and colleagues (2016) involved more than one investor, and 
several included banks and private foundations or philanthropic organizations.

One pay-for-success example is the Nurse-Family Partnership (NFP) in 
South Carolina. NFP is a national public health intervention that allows nurses 
to build relationships with new mothers. The program has resulted in improved 
behavior and improved performance in school among young children (Karoly 
et al., 2005; Kitzman et al., 2019 and improved educational attainment and em-
ployment among mothers (Flowers et al., 2020), and has demonstrated cost-effec-
tiveness (Dawley et al., 2007). The Nurse-Family Partnership in South Carolina 
focuses on first-time low-income mothers in 29 of the 46 state counties. Investors 
included BlueCross BlueShield of South Carolina Foundation, the Duke Endow-
ment and other private funders, and the South Carolina Department of Health 
and Human Services (Urban Institute, 2016). Partnered with Social Finance, 
the focus on the NFP in South Carolina are outcomes that will yield payments 
include reducing preterm births, reducing child hospitalization, increasing birth 
spacing, and targeting first-time mothers in zip codes with high levels of poverty 
(SCDHHS, 2016). 

WORKFORCE AND EDUCATION

Reforms in workforce development (see Chapter 3) and education (see Chap-
ter 10) are required to support the nursing profession in markedly expanding and 
strengthening roles and functions needed to address SDOH and advance health 
equity. Achieving those reforms will require financial investment to incentivize 
and support nursing education programs responsible for educating nurses to make 
the necessary changes. 

Diversifying the Nurse Workforce

As discussed in Chapter 3, a diverse workforce helps reduce health dispari-
ties. Nurses from diverse racial, ethnic, and socioeconomic backgrounds are more 
likely to work with diverse, underserved communities and provide culturally tai-
lored care (IOM, 2004). This includes financial support to diversify the workforce 
and create opportunities for students who otherwise would not have the resources 
to fund their education.
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Income share agreements (ISAs), a type of pay-for-success program, provide 
tuition assistance for the education and training of nurses to help diversify the 
workforce. ISAs are especially useful for low-income nursing students. For many 
individuals, the nursing workforce pipeline often begins in community colleges 
and in associate’s degree in nursing (ADN) or LPN programs. Community col-
leges are frequently more affordable than 4-year public institutions12 and serve a 
higher percentage of non-White students (Mann Levesque, 2018; NCES, 2020). 
However, students with large financial burdens often have difficulty bridging the 
gap between ADN or LPN programs and bachelor of science in nursing (BSN) 
education (NASEM, 2016). With ISAs, up-front costs of tuition are covered by 
private funders, and trainees are responsible for paying back the cost of their 
tuition based on their income. ISAs are predicated on students obtaining good 
jobs; when their income meets a minimum threshold, they begin paying back a 
fixed amount for a fixed term or until they reach a repayment cap (Social Finance, 
2020).

Career impact bonds (CIBs) are a type of ISA specific to education invest-
ment that covers program costs and connects repayment to outcomes. As with 
ISAs, students are responsible for repayment only when they gain employment, 
at which point they begin repaying over a fixed duration or until they reach a 
repayment cap (Social Finance, 2020). Both ISAs and CIBs include such wrap-
around services as counseling and transportation subsidies. 

Educating the Nursing Workforce About Social 
Determinants of Health and Health Equity

As noted in Chapter 10, RNs in public or community health or school health 
surveyed in the 2018 National Sample Survey of Registered Nurses said their 
performance in their roles would have benefited from more training in SDOH. 
For example, in addition to training in effective communication, shared decision 
making, and cultural humility when working with diverse populations (Foronda, 
2020), nurses need training in screening for social risk factors, partnering with 
community-based organizations to address social needs, providing trauma-in-
formed care, and understanding the underlying structural drivers of such inequi-
ties as structural racism and social privilege (Peek et al., 2020). Structural racism, 
for instance, is a reflection of the fact that inequities do not occur by chance but 
because of concrete decisions by government and private industry, as in the case 
of segregation of African Americans from Whites in housing, which resulted from 
zoning laws, the concentration of public housing, discrimination in mortgage loan 
practices, and preferential steering of clients to specific neighborhoods by real 

12 There was a higher percentage of non-White students enrolled at public 2-year institutions (52 
percent) than at 4-year public institutions (45 percent) in 2018 (https://nces.ed.gov/programs/coe/
indicator_csb.asp).
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estate agents (Rothstein, 2017). As discussed in Chapter 7, the ability of nurses 
to understand and address this history and its complex legacy will depend on 
faculty development, academic–practice partnerships, and other investments to 
create a quality education that includes a substantive, sustained focus on issues 
of SDOH and health equity. 

Federal Government Programs

For many decades, federal government agencies, including HHS, the Vet-
erans Health Administration (VHA), and the U.S. Department of Defense have 
supported general graduate medical education (GME), and in recent years, CMS 
has provided modest support for graduate nurse education (GNE). The VHA 
has a transition-to-practice nurse residency program for all new nurses entering 
their first nursing role, including new graduates of ADN, BSN, and entry-level 
master’s degree programs (VA, 2019). While the vast majority of HHS funding 
goes to physician medical training, HHS supports APRNs through a number of 
programs, including Advanced Nursing Education Residency, Nurse Faculty 
Loan, Advanced Nursing Education Workforce, and Nursing Workforce Diversity 
(GAO, 2019). The ACA supported a pilot program that funded residency training 
for APRNs, and CMS funded an evaluation of this program, but funding for this 
initiative was not continued. Additionally, training for nurses is hindered by a 
lack of preceptors and limited clinical placement sites that still persists (Cope-
land, 2020). 

The 2016 National Academies report (NASEM, 2016) assessing progress 
toward the actions recommended in the 2011 The Future of Nursing report 
(IOM, 2011) does note an increase in diversity among younger nurses, a trend 
expected to continue into the current decade (NASEM, 2016) (see Chapter 3). 
Public and private payers can support diversification of the nursing workforce 
through focused recruitment and thoughtful hiring practices. The nursing pipeline 
can also be diversified through increased funding for educating nurses in SDOH 
and SDOH research, especially among nurse scientists from and with personal 
connections to underserved communities, and expanding nurses’ roles in advanc-
ing health equity (BCBSOI, 2019; FNU, 2017; HHS, 2011; Jackson and Garcia, 
2014; NQF, 2017). Training programs within HHS’s Health Resources and Ser-
vices Administration (HRSA) could be adapted to further incentivize diversifi-
cation of the nursing workforce and improve training in addressing SDOH and 
advancing health equity (Strickland et al., 2014). HRSA provides grants to fund 
multiple health professional programs, six of which are focused on nurses. One 
grant specifically targets diversifying the nurse pipeline and workforce, while 
others target professional development. Between 2015 and 2019, HRSA provided 
more than 180 grants focused on nursing diversity (HRSA, 2020).

HRSA administers and oversees the Nurse Corps Loan Repayment Program 
(LRP) and Scholarship Program (SP), which provide an incentive for nurses to 
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work and serve in HPSAs. For the LRP, participants commit 2 service years to 
repay 60 percent of the outstanding principal and interest on their nursing educa-
tion loans, with an additional 25 percent repayment for participants who work for 
a third year (HRSA, 2018a). However, the LRP and SP programs face challenges, 
such as a limited number of award recipients and low representation for some 
groups (HRSA, 2018a). In 2018, the number of applications for the LRP and 
SP programs was 7 times higher than the number of awards (7,833 applications 
versus 1,042 awards to residents of 49 states and the District of Columbia). In 
addition, only 7 American Indian/Alaska Native nurses, 40 Asian nurses, and 
183 Black/African American nurses received LRP and SP awards, compared 
with 698 White nurses (HRSA, 2018a). Therefore, investing in similar programs 
is important for increasing the number of nurses with the proper education and 
training to provide care for underserved populations in critical shortage areas, 
including rural areas, and for people who need access to substance abuse disorder 
treatment (HRSA, 2018b). 

The Indian Health Service (IHS) has resources that could potentially increase 
the diversity of the nursing workforce and the numbers of nurses working in rural 
areas, including Civil Service (IHS, n.d.), a 2-year post with the Commissioned 
Corps of the U.S. Public Health Service within IHS, and Direct Tribal Hire (IHS, 
n.d.). There are also programs that can award up to $20,000 per year toward 
health education loans, including the IHS Loan Repayment Program and Sup-
plemental Loan Repayment Program, which can provide an incentive to enroll in 
nursing programs and complete nursing degrees.

One of the major factors limiting enrollment in advanced practice programs 
is the lack of preceptors, which is related to the paucity of federal funding for 
advanced nursing education relative to medical education. The GNE demon-
stration13 project authorized CMS to fund five hospitals to partner with clinical 
education sites, schools of nursing, and community-based care settings (CCSs), 
such as FQHCs and rural health clinics, with the goal of expanding clinical 
education for APRN students (Hesgrove et al., 2019; HHS, 2018). CMS made 
reimbursements to the five GNE sites annually for 3 years between 2012 and 
2015. Each site, including hospitals, schools of nursing, and CCSs, was des-
ignated as a “network” and used the funding in various ways, including hiring 
clinical placement coordinators; creating or supporting administrative databases 
to oversee the clinical placement process; and implementing innovative education 

13 The Center for Medicare & Medicaid Innovation (CMMI) is responsible for developing and 
evaluating new payment models in health care and new service delivery models with the aim of 
lowering costs, improving the quality of patient care, and aligning systems with patient-centered 
practice (CMS, n.d.a). The five hospitals chosen for the GNE demonstration were the Hospital of the 
University of Pennsylvania in Philadelphia, Pennsylvania; the Scottsdale Healthcare Medical Center 
in Scottsdale, Arizona; the Duke University Hospital in Durham, North Carolina; the Rush University 
Medical Center in Chicago, Illinois; and the Memorial Hermann-Texas Medical Center Hospital in 
Houston, Texas (CMS, 2012). 
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models, such as interprofessional education, which allowed the APRN students 
to work alongside pharmacy, medical, and psychology students. Interprofessional 
education, recommended in the 2011 The Future of Nursing report (IOM, 2011) 
and reviewed in the 2016 report assessing progress toward the 2011 report’s 
recommendations (NASEM, 2016), improves medical students’ perceptions of 
nurses, team-based care, self-efficacy, and patient-centered care (Butterworth 
et al., 2018; Homeyer et al., 2018; Nash et al., 2018). The GNE demonstration 
project strengthened relations between hospitals and schools of nursing, increased 
APRN student enrollment and graduation (HHS, 2018), increased clinical educa-
tion hours for APRN students, and ensured that at least half of those hours were 
in CCS. The project gave APRN students holistic experiences in engaging in team 
collaboration and addressing SDOH.

Despite these successful outcomes, however, many networks described the 
challenge of sustaining the GNE activities without funding in the post-demon-
stration years. Finite financial support for nursing education can stimulate APRN 
student growth for only a limited time. Sustainable funding would benefit future 
APRN trainees and CCS. Spending on overall GME from public organizations 
and private funders amounted to about $15 billion annually between 2011 and 
2013 (IOM, 2014); in contrast, the GNE demonstration allocated only $50 million 
per year from a single funder, CMS. Funding for GNE is crucial in building the 
APRN pipeline for HPSAs both as providers and alongside physicians in teams. 

CONCLUSIONS 

Improving the health of the nation’s diverse population needs to be the pri-
mary goal of health care and its payment systems. Thus, payment systems need 
to be intentionally designed to support key nursing roles, including care manage-
ment and team-based care, expanded scope of practice, community nursing, and 
telehealth, as well as diversification of the workforce and improved training in 
addressing SDOH and advancing health equity. Private insurers, governmental 
payers, policy makers, hospitals, health organizations, and social service agen-
cies can incorporate health care and health equity into their fundamental goals 
and missions to help give all Americans the opportunity to attain better health 
and well-being. These important stakeholders can advance those vital goals by 
incorporating strategies that further leverage nursing, a powerful component 
of the health care workforce with expertise and presence across inpatient and 
community settings. 

Nurses are critical to whole-person care. However, nurses cannot be utilized 
in new and developing roles if not supported by the health infrastructure at large. 
By supporting team-based care, improved communication, and proven interven-
tions and strategies that can reduce health disparities (Chin et al., 2012; NASEM, 
2016b), payment systems can enable nurses to make these essential contributions 
to improving care and outcomes for all individuals. 
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New payment models, such as ACOs, AHCs, and VBP strategies, can give 
health care organizations the flexibility to pursue these goals. For example, 
pay-for-performance strategies can reward successful efforts to address SDOH 
that impact population health, while capitation payments can support nurses who 
work with patients at social risk. Specific activities of nurses to address SDOH 
might include, for example, identification of social risks through routine screening; 
referral of individuals at social risk to community supports and services; regular 
communication and follow-up with individuals regarding their health; monitor-
ing of individuals’ adherence to treatment; facilitation and coordination among 
providers, patients, and support services; and education and advocacy directed 
at public policy makers from the community to the national level with respect to 
addressing social needs and SDOH. It is essential for nurses to help shape and use 
opportunities created by new payment models to sustain and replicate models of 
care that support them in addressing SDOH and advancing health equity.

The 2016 National Academies report (NASEM, 2016) assessing progress 
toward the recommendations in the 2011 The Future of Nursing report (IOM, 
2011) includes the recommendation to “promote the involvement of nurses in the 
redesign of care delivery and payment systems.” Nurses are strongly encouraged 
to collaborate with the public and private sectors to improve the health care deliv-
ery system. Other partners identified as facilitating redesign include retail clinics, 
insurance companies, professional groups and associations, and local government 
agencies. The present report strongly supports the recommendation that nurses 
participate in the redesign of care delivery and payment systems, particularly as 
they take on new functions and roles in health care and health equity.

Conclusion 6-1: To enable nurses to more fully address social needs 
and social determinants of health, improve population health, and ad-
vance health equity, current payment structures and mechanisms need 
to be revised and strengthened and new payment models intentionally 
designed to serve those goals. The current health care system does not 
value addressing social determinants of health. 

School and public health nurses are valuable segments of the nursing work-
force with great potential to help improve population health and health equity 
by intervening at early ages, focusing on prevention, and connecting with the 
community to understand and address social needs and SDOH. As content ex-
perts, schools and public health nurses are also valuable resources that can benefit 
nurses and other health care providers in other settings. Yet, those nurses are 
inadequately supported by current funding mechanisms.

Conclusion 6-2: Underfunding limits the ability of school and public 
health nurses to extend health care services and create a bridge be-
tween health care and community health. Adequate funding would 
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enable these nurses to expand their reach and help improve population 
health and health equity.

In addition, workforce and education policies greatly impact nurses’ roles 
and capabilities.

Conclusion 6-3: Payment mechanisms need to be designed to support 
the nursing workforce and nursing education in addressing social 
needs and social determinants of health in order to improve population 
health and advance health equity. 

The United States spends a very large and growing amount of money on 
health care (CMS, 2020c), and these funds pay for very few services addressing 
social factors that negatively affect health and well-being, and do little to im-
prove health equity so that everyone can have a fairer and better chance of living 
a healthier life. Until current payment systems include payment for services to 
address upstream social needs and SDOH that negatively affect health, the nation 
will continue to spend more on costly health care, depleting resources available 
for other important social, economic, and environmental programs (Butler, 2020; 
Horwitz et al., 2020; Squires and Anderson, 2015).

Changing the way the nation pays for health care will cause discomfort 
among some, but will also stimulate those who seek innovative ways of maxi-
mizing the population’s health. 
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Educating Nurses for the Future

Throughout the coming decade, it will be essential for nursing education to 
evolve rapidly in order to prepare nurses who can meet the challenges articulated 
in this report with respect to addressing social determinants of health (SDOH), 
improving population health, and promoting health equity. Nurses will need to 
be educated to care for a population that is both aging, with declining mental and 
physical health, and becoming increasingly diverse; to engage in new professional 
roles; to adapt to new technologies; to function in a changing policy environment; 

You cannot transmit wisdom and insight to another person.  
The seed is already there. A good teacher touches the seed,  

allowing it to wake up, to sprout, and to grow. 

—Thich Nhat Hanh, global spiritual leader and peace activist

By 2030, the nursing profession will look vastly different and will be 
caring for a changing America. Nursing school curricula need to be 
strengthened so that nurses are prepared to help promote health equity, 
reduce health disparities, and improve the health and well-being of ev-
eryone. Nursing schools will need to ensure that nurses are prepared to 
understand and identify the social determinants of health, have expand-
ed learning experiences in the community so they can work with different 
people with varied life experiences and cultural values, have the compe-
tencies to care for an aging and more diverse population, can engage in 
new professional roles, are nimble enough to adapt continually to new 
technologies, and can lead and collaborate with other professions and 
sectors. And nursing students—and faculty—not only need to reflect the 
diversity of the population, but also need to help break down barriers of 
structural racism prevalent in today’s nursing education.
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and to lead and collaborate with professionals from other sectors and professions. 
As part of their education, aspiring nurses will need new competencies and different 
types of learning experiences to be prepared for these new and expanded roles. Also 
essential will be recruiting and supporting diverse students and faculty to create a 
workforce that more closely resembles the population it serves. Given the growing 
focus on SDOH, population health, and health equity within the public health and 
health care systems, the need to make these changes to nursing education is clear. 
Nurses’ close connection with patients and communities, their role as advocates 
for well-being, and their placement across multiple types of settings make them 
well positioned to address SDOH and health equity. For future nurses to capitalize 
on this potential, however, SDOH and equity must be integrated throughout their 
educational experience to build the competencies and skills they will need. 

The committee’s charge included examining whether nursing education pro-
vides the competencies and skills nurses will need—the capacity to acquire new 
competencies, to work outside of acute care settings, and to lead efforts to build 
a culture of health and health equity—as they enter the workforce and throughout 
their careers. A thorough review of the current status and future needs of nursing 
education in the United States was beyond the scope of this study, but in this 
chapter, the committee identifies priorities for the content and nature of the ed-
ucation nurses will need to meet the challenge of addressing SDOH, advancing 
health equity, and improving population health. Nursing education is a lifelong 
pursuit; nurses gain knowledge and skills in the classroom, at work, through 
continuing professional development, and through other formal and informal 
mechanisms (IOM, 2016b). While the scope of this study precluded a thorough 
discussion of learning outside of nursing education programs, readers can find 
further discussion of lifelong learning in A Framework for Educating Health 
Professionals to Address the Social Determinants of Health (IOM, 2016b), Re-
designing Continuing Education in the Health Professions (IOM, 2010), and Ex-
ploring a Business Case for High-Value Continuing Professional Development: 
Proceedings of a Workshop (NASEM, 2018a).

To change nursing education meaningfully so as to produce nurses who are 
prepared to meet the above challenges in the decade ahead will require changes in 
four areas: what is taught, how it is taught, who the students are, and who teaches 
them. This chapter opens with a description of the nursing education system and 
the need for integrating equity into education, and then examines each of these 
four areas in turn:

•	 domains and competencies for equity,
•	 expanded learning opportunities,
•	 recruitment of and support for diverse prospective nurses, and
•	 strengthening and diversification of the nursing faculty.
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In addition to changes in these specific areas, there is a need for a fun-
damental shift in the idea of what constitutes a “quality” nursing education. 
Currently, National Council Licensure Examination (NCLEX) pass rates are 
used as the primary indicator of quality, along with graduation and employment 
rates (NCSBN, 2020a; O’Lynn, 2017). This narrow focus on pass rates has been 
criticized for diverting time and attention away from other goals, such as devel-
oping student competencies, investing in faculty, and implementing innovative 
curricula (Giddens, 2009; O’Lynn, 2017; Taylor et al., 2014). In addition, the 
NCLEX is heavily focused on acute care rather than on such areas of nursing 
as primary care, disease prevention, SDOH, and health equity (NCSBN, 2019). 
In response to such concerns about the NCLEX, the National Council of State 
Boards of Nursing (NCSBN) conducted a study to identify additional quality 
indicators for nursing education programs; indicators were identified in the 
areas of administration, program director, faculty, students, curriculum and 
clinical experiences, and teaching and learning resources (Spector et al., 2020). 
To realize the committee’s vision for nursing education, it will be necessary for 
nursing schools, accreditors, employers, and students to look beyond NCLEX 
pass rates and include these types of indicators in the assessment of a quality 
nursing education. 

OVERVIEW OF NURSING EDUCATION 

Nurses are educated at universities, colleges, hospitals, and community 
colleges and can follow a number of educational pathways. Table 7-1 iden-
tifies the various degrees that nurses can hold, and describes the programs 
that lead to each degree and the usual amount of time required to complete 
them. In 2019, there were more than 200,000 graduates from baccalaureate, 
masters, and doctoral nursing programs in the United States and its territories, 
including 144,659 who received a baccalaureate degree (AACN, 2020a) (see 
Table 7-2). 

Nursing programs are nationally accredited by the Accreditation Commis-
sion for Education in Nursing (ACEN); the Commission on Collegiate Nursing 
Education (CCNE); the Commission for Nursing Education and Accreditation 
(CNEA); and other bodies focused on specialty areas of nursing, such as mid-
wifery. Graduating registered nurses (RNs) seek licensure as nurses through 
state boards, and take examinations administered by the NCSBN as graduates 
with their first professional degree and then as specialists with certification 
exams offered through specialty organizations. These bodies set minimum stan-
dards for nursing programs and establish criteria for certification and licensing, 
faculty qualifications, course offerings, and other features of nursing programs 
(Gaines, n.d.).
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The Need for Nursing Education on Social 
Determinants of Health and Health Equity

A report of the Institute of Medicine (IOM) from nearly two decades ago 
asserts that all health professionals, including nurses, need to “understand deter-
minants of health, the link between medical care and healthy populations, and 
professional responsibilities” (IOM, 2003, p. 209). The literature is replete with 
calls for all nurses to understand concepts associated with health equity, such as 
disparities, culturally competent care, equity, and social justice. For example, 
Morton and colleagues (2019) identify essential content to prepare nurses for 

TABLE 7-1 Pathways in Nursing Education
Type of Degree Description of Program

Doctor of Philosophy
in Nursing (PhD) and
Doctor of Nursing
Practice (DNP)

PhD programs are research focused, and graduates typically teach and 
conduct research, although these roles are expanding. DNP programs 
are practice focused, and graduates typically serve in advanced practice 
registered nurse (APRN) roles and other advanced clinical positions, 
including faculty positions.
Time to completion: 3−5 years. Bachelor of science in nursing (BSN)- 
or master of science in nursing (MSN)-to-nursing doctorate options 
available.

Master’s Degree in
Nursing (MSN/MS)

Prepares APRNs: nurse practitioners, clinical nurse specialists, nurse 
midwives, and nurse anesthetists, as well as clinical nurse leaders, 
educators, administrators, and other areas or roles.
Time to completion: 18−24 months. Three years for associate’s degree 
in nursing (ADN)-to-MSN option.

Accelerated BSN or
Master’s Degree in
Nursing

Designed for students with a baccalaureate degree in another field.
Time to completion: 12−18 months for BSN and 3 years for MSN, 
depending on prerequisite requirements.

Bachelor of Science in 
Nursing (BSN)
Registered Nurse (RN)

Educates nurses to practice the full scope of nursing responsibilities 
across all health care settings. Curriculum provides additional content in 
physical and social sciences, leadership, research, and public health.
Time to completion: Four years or up to 2 years for ADN/diploma
RNs and 3 years for licensed practical nurses (LPNs), depending on 
prerequisite requirements.

Associate’s Degree in 
Nursing (ADN) (RN) 
and Diploma in Nursing 
(RN)

Prepares nurses to provide direct patient care and practice within 
the legal scope of nursing responsibilities in a variety of health care 
settings. Offered through community colleges and hospitals.
Time to completion: Two to 3 years for ADN (less in the case of LPN 
entry) and 3 years for diploma (all hospital-based training programs), 
depending on prerequisite requirements.

Licensed Practical
Nurse (LPN)/Licensed
Vocational Nurse (LVN)

Trains nurses to provide basic care (e.g., take vital signs, administer 
medications, monitor catheters, and apply dressings). LPN/LVNs work 
under the supervision of physicians and RNs. Offered by technical/
vocational schools and community colleges.
Time to completion: 12−18 months.

SOURCES: Adapted from IOM, 2011 (AARP, 2010a. Courtesy of AARP. All rights reserved).
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community-based practice, including SDOH, health disparities/health equity, 
cultural competency, epidemiology, community leadership, and the development 
of enhanced skills in community-based settings. O’Connor and colleagues (2019) 
call for an inclusive educational environment that prepares nurses to care for 
diverse patient populations, including the study of racism’s impacts on health 
from the genetic to the societal level, systems of marginalization and oppression, 
critical self-reflection, and preparation for lifelong learning in these areas. And 
Thornton and Persaud (2018) state that the content of nursing education should 
include instruction in cultural sensitivity and culturally competent care, trau-
ma-informed care and motivational interviewing, screening for social needs, and 
referring for services. These calls align with the Health Resources and Services 
Administration’s (HRSA’s) most recent strategic plan, which prioritizes the de-
velopment of a health care workforce that is able to address current and emerging 
needs for improving equity and access (HRSA, 2019). Additionally, recommen-
dations of the National Advisory Council on Nurse Education and Practice (NAC-
NEP) (2016) include that population health concepts be incorporated into nursing 
curriculum and that undergraduate programs create partnerships with HRSA, the 
U.S. Department of Veterans Affairs (VA), and the Indian Health Service (IHS), 
agencies that serve rural and frontier areas, to increase students’ exposure to 
different competencies, experiences, and environments.

In concert with these perspectives and recommendations, nursing organiza-
tions have developed guidelines for how nursing education should prepare nurses 
to work on health equity issues and address SDOH. In 2019, the National League 
for Nursing (NLN) issued a Vision for Integration of the Social Determinants of 
Health into Nursing Education Curricula, which describes the importance of 
SDOH to the mission of nursing and makes recommendations for how SDOH 
should be integrated into nursing education (see Box 7-1).

TABLE 7-2 Number of Graduates from Nursing Programs in the United States 
and Territories, 2019
 
Type of Degree or Certificate 

Number of  
Graduates

Licensed practical nurse (LPN)/licensed vocational nurse (LVN)a 48,234

Associate’s degree in nursing (ADN)a 84,794

Generic entry-level baccalaureate (includes accelerated BSN and LPN-to-BSN) 78,394

RN-to-baccalaureate programs 66,265

Master’s 49,895

Doctor of nursing practice (DNP) 7,944

PhD 804

Postdoctoral 57

	 a Number of first-time NCLEX test takers, which is proxy for new graduates (NCSBN, 2020a).
SOURCE: AACN, 2020a. 
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BOX 7-1 
National League for Nursing’s (NLN’s)  

Vision for Integration of the  
Social Determinants of Health into 

Nursing Education Curricula

For Faculty 
	 •	� Utilize the NLN toolkit to provide evidence-based approaches to teaching/

learning strategies related to the SDH [social determinants of health]. 
	 •	� Raise students’ consciousness about SDH, how to develop an inclusive 

understanding of the SDH, and how recognizing the shared impact of the 
SDH on health and wellness leads to new perspectives related to differ-
ences and mitigates bias and racism. 

	 •	� Create partnerships with community agencies to provide experiences that 
intentionally expose students to address the impact of SDH on patients, 
families and communities. 

	 •	� Thread SDH education throughout the program of learning in varied edu-
cational settings (e.g., classroom, clinical settings, and simulation-learning 
environments).

	 •	� Be intentional about providing opportunities for students to assess and 
implement actions to address SDH in a variety of health care settings. 

	 •	� Develop curricula that strengthen the links between SDH, health equity, and 
nursing’s social mission. 

For Leadership in Nursing Programs 
	 •	� Engage faculty and staff in conversations directed toward addressing ex-

plicit and implicit bias related to SDH to foster a more inclusive understand-
ing of the SDH and their effects on health and wellness. 

	 •	� Encourage faculty to co-create new narratives around health and wellness, 
to include dialogue that makes the case, for example, for the link between 
housing and health, livable wages and health equity, and access to re-
sources and health disparities.

	 •	� Provide faculty development opportunities to prepare faculty to co-create 
and implement educational experiences related to assessment and inter-
vention to decrease the impact of SDH. 

	 •	� Maximize educational capacity by establishing partnerships with practice 
colleagues and the community around innovative curriculum design to build 
collaborative initiatives that address SDH. 

	 •	� Support institutional and faculty research that examines the effect of the 
SDH on patient outcomes and the way students link the SDH to nursing’s social 
mission and health equity.

SOURCE: Excerpted from NLN, 2019a.
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As described in Chapter 9, the American Association of Colleges of Nurs-
ing’s (AACN’s) Essentials1 provides an outline for the necessary curriculum 
content and expected competencies for graduates of baccalaureate, master’s, and 
doctor of nursing practice (DNP) programs. Essentials identifies “Clinical Pre-
vention and Population Health” as one of the nine essential areas of baccalaureate 
nursing education. Among other areas of focus, Essentials calls for baccalaureate 
programs to prepare nurses to

•	 collaborate with other health care professionals and patients to provide 
spiritually and culturally appropriate health promotion and disease and 
injury prevention interventions;

•	 assess the health, health care, and emergency preparedness needs of a 
defined population;

•	 collaborate with others to develop an intervention plan that takes into 
account determinants of health, available resources, and the range of 
activities that contribute to health and the prevention of illness, injury, 
disability, and premature death;

•	 participate in clinical prevention and populationfocused interventions with 
attention to effectiveness, efficiency, costeffectiveness, and equity; and

•	 advocate for social justice, including a commitment to the health of 
vulnerable populations and the elimination of health disparities.

Curriculum content and expected competencies laid out in Essentials for 
master’s- and DNP-level nursing education also address SDOH, disparities, 
equity, and social justice (AACN, 2006, 2011). While Essentials only guides 
baccalaureate, master’s, and DNP programs, the document’s emphasis on health 
equity and SDOH demonstrates the importance of these topics to the nursing 
profession as a whole. 

As of 2020, AACN has been shifting toward a competency-based curric-
ulum. As part of this effort, AACN published a draft update to Essentials that 
identifies 10 domains for nursing education: knowledge for nursing practice; per-
son-centered care; population health; scholarship for nursing discipline; quality 
and safety; interprofessional partnerships; systems-based practice; informatics 
and health care technologies; professionalism; and personal, professional, and 
leadership development. Within these 10 domains are specific competencies that 
AACN believes are essential for nursing practice (AACN, 2020b), including

•	 engage in effective partnerships,
•	 advance equitable population health policy, 
•	 demonstrate advocacy strategies,

1  See https://www.aacnnursing.org/Education-Resources/AACN-Essentials (accessed April 13, 
2021).
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•	 use information and communication technologies and informatics pro-
cesses to deliver safe nursing care to diverse populations in a variety of 
settings, and

•	 use knowledge of nursing and other professions to address the health 
care needs of patients and populations.

Nurses themselves have also indicated the need for more education and 
training on these topics. The 2018 National Sample Survey of Registered Nurses 
(NSSRN) asked the question, “As of December 31, 2017, what training topics 
would have helped you do your job better?” Figure 7-1 shows the percentage 
of six different training topics that RNs said would help them do their job 
better. Overall, RNs working in schools, public health, community health, and 
emergency and urgent care were more likely than RNs working in all other em-
ployment settings listed in Figure 7-1 to indicate that they could have done their 
job better if they had received training in SDOH, population health, working in 
underserved communities, caring for individuals with complex health and social 
needs, and especially mental health. These results could reflect RNs encounter-
ing increasingly complex individuals and populations, rising numbers of visits 
and caseloads, the fact that the RNs working in these settings frequently provide 

FIGURE 7-1 Training topics that would have helped registered nurses (RNs) do their 
jobs better, by type of work performed and graduation from their nursing program, 2018.
SOURCE: Calculations based on the 2018 National Sample Survey of Registered Nurses 
(HRSA, 2020). 
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care for people facing multiple social risk factors that harm their health and 
well-being, or inadequacy of the training in these areas that RNs had received. 
RNs—particularly those working in informatics, health care management and 
administration, and education—also indicated that training in value-based care 
would have been helpful. Additionally, RNs who had graduated after 2010 were 
more likely than those who had graduated before then to indicate that they could 
have done their job better with training across all of these topics. 

Nurse practitioners (NPs) have also indicated the need for more training in 
SDOH. In response to the 2018 NSSRN question described above, NPs working 
in public health and community health, emergency and urgent care, education, 
and long-term care reported that they could have done their job better if they had 
received training in SDOH, mental health, working in underserved communities, 
and providing care for medically complex/special needs. Across all types of 
practice settings, one-third felt that training in mental health issues would have 
helped them do their job better, while very few NPs indicated that training in 
value-based care would have been helpful. Additionally, NPs who had graduated 
since 2010 were more likely than those who had graduated before then to indicate 
that they would have benefited from training in these topics. Figure 7-2 shows the 
percentage of six different training topics that NPs mentioned would have helped 
them do their job better. 

FIGURE 7-2 Training topics that would have helped nurse practitioners do their jobs better, 
by type of work performed and graduation from their nursing education program, 2018.
SOURCE: Calculations based on the 2018 National Sample Survey of Registered Nurses.

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

198	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

The Need for Integration of Social Determinants of 
Health and Health Equity into Nursing Education

Despite guidelines from both the American Association of Colleges of Nurs-
ing (AACN) and the National League for Nursing (NLN) and numerous calls for 
including equity, population health, and SDOH in nursing education, SDOH and 
related concepts are not currently well integrated into undergraduate and graduate 
nursing education. Nor has the degree to which nurses are prepared and educated 
in these areas been studied systematically (NACNEP, 2019; Tilden et al., 2018). 
The committee was unable to locate a central repository of information about 
the coursework and other educational experiences available to nursing students 
across types of programs and institutions, or any other source of systematic 
analysis of nursing curricula. This lack of information about nursing preparation 
programs limits the conclusions that can be drawn about them. Thus, the discus-
sion in this chapter is based on the assumption that some nursing programs are 
likely already pursuing many of the goals identified herein, but that this critically 
important content is not yet standard practice throughout nursing education. 

One way to explore whether and how health equity and related concepts are 
currently integrated into nursing education is to look at accreditation standards. 
While the standards do not detail every specific topic to be covered in nursing 
curricula, they do set expectations, convey priorities, and identify important 
areas of study. For example, the accreditation standards of the CCNE state that 
advanced practice registered nurse (APRN) programs must include study of 
advanced physiology, advanced health assessment, and advanced pharmacology 
(CCNE, 2018). Accreditation standards could be used to prioritize the inclusion 
of health equity and SDOH in nursing curriculum; however, this is not currently 
the case. The CCNE standards state that accredited programs must incorporate 
the AACN Essentials into their curricula, and while these standards do not spe-
cifically mention equity, SDOH, or other relevant concepts (CCNE, 2018), that 
is expected to change to correspond with the updates to the Essentials described 
previously (see Box 7-1). CNEA’s accreditation standards likewise include no 
mention of population health, SDOH, or health equity (NLN, 2016a), although 
a more recent document from NLN makes a strong case for the integration of 
SDOH into nursing education curricula (NLN, 2019a). ACEN’s associate’s and 
baccalaureate standards call for inclusion of “cultural, ethnic, and socially diverse 
concepts” in the curriculum; the master’s and doctoral standards require that cur-
riculum be “designed so that graduates of the program are able to practice in a 
culturally and ethnically diverse global society,” but do not address health equity, 
population health, or SDOH. 

Another approach for examining the inclusion of these concepts in nursing 
education is to look at exemplar programs. As part of the Future of Nursing: Cam-
paign for Action, the Robert Wood Johnson Foundation commissioned a study of 
best practices in nursing education to support population health (Campaign for 
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Action, 2019b). That report notes that although many nursing programs reported 
including population health content in their curriculum, few incorporated the 
topic substantially. However, the report also identifies exemplars of programs 
with promising population health models. These exemplars include Oregon 
Health & Science University, which incorporates population health throughout 
the curriculum as a key competency; Rush University, which incorporates cul-
tural competence throughout the curriculum; and Thomas Jefferson University, 
which offers courses in health promotion, population health, health disparities, 
and SDOH. NACNEP has also examined exemplars of nursing programs that 
incorporate health equity and SDOH into their curricula (NACNEP, 2019). The 
programs highlighted include the University of Pennsylvania School of Nursing, 
which has a course called Case Study—Addressing the Social Determinants of 
Health: Community Engagement Immersion (Schroeder et al., 2019). This course 
offers experiential learning opportunities that focus on SDOH in vulnerable and 
underserved populations and helps students design health promotion programs for 
these communities. The school also offers faculty education in SDOH. 

As far as the committee was able to determine, most programs include 
content on SDOH in community or public health nursing courses. However, this 
material does not appear to be integrated thoroughly into the curriculum in the 
majority of programs, nor could the committee identify well-established designs 
for curricula that address this content outside of community health rotations 
(Campaign for Action, 2019b; Storfjell et al., 2017; Thornton and Persaud, 2018). 
In the committee’s view, a single course in community and/or public health nurs-
ing is insufficient preparation for creating a foundational understanding of health 
equity and for preparing nurses to work in the wide variety of settings and roles 
envisioned in this report. Ideally, education in these concepts would be integrated 
throughout the curriculum to give nurses a comprehensive understanding of the 
social determinants that contribute to health inequities (NACNEP, 2019; NLN, 
2019a; Siegel et al., 2018). Moreover, academic content alone is insufficient to 
provide students with the knowledge, skills, and abilities they need to advance 
health equity; rather, expanded opportunities for experiential and community 
learning are critical for building the necessary competencies (Buhler-Wilkerson, 
1993; Fee and Bu, 2010; NACNEP, 2016; Sharma et al., 2018). All those involved 
in nursing education—administrators, faculty, accreditors, and students—need to 
understand that health equity is a core component of nursing, no less important 
than alleviating pain or caring for individuals with acute illness. Graduating 
students need to understand and apply knowledge of the impact of such issues 
as classism, racism, sexism, ageism, and discrimination and to be empowered to 
advocate on these issues for people who they care for and communities. 

As currently constituted, then, nursing education programs fall short of 
conveying this information sufficiently in the curriculum or through experiential 
learning opportunities. Yet, the existing evidence on what nursing education 
programs offer is scant. Research is therefore needed to assess whether and how 
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many nursing programs are offering sufficient coursework and learning opportu-
nities related to SDOH and health equity and to examine the extent to which grad-
uating nurses have the competencies necessary to address these issues in practice. 

The Need for BSN-Prepared Nurses

The 2011 The Future of Nursing report includes the recommendation that 
the percentage of nurses who hold a baccalaureate degree or higher be increased 
to 80 percent by 2020. The report gives several reasons for this goal, including 
that baccalaureate-prepared nurses are exposed to competencies including health 
policy, leadership, and systems thinking; they have skills in research, teamwork, 
and collaboration; and they are better equipped to meet the increasingly com-
plex demands of care both inside and outside the hospital (IOM, 2011, p. 170). 
In 2011, 50 percent of employed nurses held a baccalaureate degree or higher; 
as of 2019, that proportion had increased to 59 percent (Campaign for Action, 
2020). Both the number of baccalaureate programs and program enrollment have 
increased substantially since 20112 (AACN, 2019a), and the number of RNs 
who went on to receive BSNs in RN-to-BSN programs increased 236 percent 
between 2009 and 2019 (Campaign for Action, n.d.). However, the goal of 80 
percent of nurses holding a BSN was still not achieved by 2020, for a number 
of reasons. Although the proportion of new graduates with a BSN is higher than 
the proportion of existing nurses with a BSN, the percentage of new graduates 
joining the nursing workforce each year is small. Given this ratio, it would have 
been “extraordinarily difficult” to achieve the goal of 80 percent by 2020 (IOM, 
2016a; McMenamin, 2015). Nurses already in the workforce face barriers to 
pursuing a BSN, including time, money, work–life balance, and a perception that 
additional postlicense education is not worth the effort (Duffy et al., 2014; Spetz, 
2018). Moreover, schools and programs have limited capacity for first-time nurs-
ing students and ADN, LPN nurses, or RNs without BSN degrees (Spetz, 2018). 

Nonetheless, the goal of achieving a nursing workforce in which 80 percent 
of nurses hold a baccalaureate degree or higher remains relevant, and continuing 
efforts to increase the number of nurses with a BSN are needed. Across the globe, 
the proportion of BSN-educated nurses is correlated with better health outcomes 
(Aiken et al., 2017; Baker et al., 2020), and there are clear differences as well 
as similarities between associate’s degree in nursing (ADN) programs and BSN 
programs. In particular, BSN programs are more likely to cover topics relevant to 
liberal education, organizational and systems leadership, evidence-based practice, 
health care policy, finance and regulatory environments, interprofessional collab-
oration, and population health (Kumm et al., 2014). Accelerated, nontraditional, 
and other pathways to the BSN degree are discussed later in this chapter. 

2 See Chapter 3 for demographic information on employed nurses in the United States.
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The Need for PhD-Prepared Nurses

There are two types of doctoral degrees in nursing: the PhD and the DNP. 
The former is designed to prepare nurse scientists to conduct research, whereas 
the latter is a clinically focused doctoral degree designed to prepare graduates 
with advanced competencies in leadership and management, quality improve-
ment, evidence-based practice, and a variety of specialties. PhD-prepared nurses 
are essential to the development of the research base required to support evi-
dence-based practice and add to the body of nursing knowledge, and DNP-edu-
cated nurses play a key role in translating evidence into practice and in educating 
nursing students in practice fundamentals (Tyczkowski and Reilly, 2017) (see 
Chapter 3 for further discussion of the role of DNPs). 	

The number of nurses with doctoral degrees has grown rapidly since the 2011 
The Future of Nursing report was published (IOM, 2011). As a proportion of 
doctorally educated nurses, however, the number of PhD graduates has remained 
nearly flat. In 2010, there were 1,282 graduates from DNP programs and 532 
graduates receiving a PhD in nursing. By 2019, the number of DNP graduates 
had grown more than 500 percent to 7,944, while the number of PhD graduates 
had grown about 50 percent to 804 (AACN, 2011, 2020a). 

The slow growth in PhD-prepared nurses is a major concern for the pro-
fession and for the nation, since it is these nurses who serve as faculty at many 
universities and who systematically study issues related to health and health 
care, including the impact of SDOH on health outcomes, health disparities, and 
health equity. PhD-prepared nurses conduct research on a wide variety of issues 
relating to SDOH, including the effect of class on children’s health; linguistic, 
cultural, and educational barriers to care; models of care for older adults aging 
in place; and gun violence (Richmond and Foman, 2018; RWJF, 2020; Szanton 
et al., 2014). Nurse-led research provided evidence-based solutions in the early 
days of the COVID-19 pandemic for such challenges as the shift to telehealth 
care, expanding demand for health care workers, and increased moral distress 
(Lake, 2020). However, Castro-Sánchez and colleagues (2021) note a dearth of 
nurse-led research specifically related to COVID-19; they posit that this gap can 
be attributed to workforce shortages, a lack of investment in clinical academic 
leadership, and the redeployment of nurses into clinical roles. More PhD-
prepared nurses are needed to conduct research aimed at improving clinical and 
community health, as well as to serve as faculty to educate the next generation 
of nurses (Broome and Fairman, 2018; Fairman et al., 2020; Greene et al., 2017). 

Nursing practice is dependent on a robust pipeline of research to advance 
evidence-based care, inform policy, and address the health needs of people and 
communities (Bednash et al., 2014). The creation of the BSN-to-PhD direct entry 
option has helped produce more research-oriented nurse faculty (Greene et al., 
2017), but time; adequate faculty mentorship; mental health issues; and financial 
hardships, including the cost of tuition, are barriers for nurses pursuing these 
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advanced degrees (Broome and Fairman, 2018; Fairman et al., 2020; Squires et 
al., 2013). One approach for increasing the number of PhD-prepared nurses is the 
Future of Nursing Scholars program, which successfully graduated approximately 
200 PhD students through an innovative accelerated 3-year program (RWJF, 
2021). Similar programs have been funded by such foundations as the Hillman 
Foundation and Jonas Philanthropies to help stimulate the pipeline, build capacity 
(especially in health policy) among graduates, and model innovative curricular 
approaches (Broome and Fairman, 2018; Fairman et al., 2020). 

DOMAINS AND COMPETENCIES FOR EQUITY

As noted earlier, a number of existing recommendations specify what nurses 
need to know to address SDOH and health inequity in a meaningful way. In 
addition, the Future of Nursing: Campaign for Action surveyed and interviewed 
faculty and leaders in nursing and public health, asking about core content and 
competencies for all nurses (Campaign for Action, 2019). Respondents specifi-
cally recommended that nursing education cover seven areas: 

•	 policy and its impact on health outcomes;
•	 epidemiology and biostatistics;
•	 a basic understanding of SDOH and illness across populations and how 

to assess and intervene to improve health and well-being;
•	 health equity as an overall goal of health care;
•	 interprofessional team building as a key mechanism for improving pop-

ulation health;
•	 the economics of health care, including an understanding of basic 

payment models and their impact on services delivered and outcomes 
achieved; and

•	 systems thinking, including the ability to understand complex demands, 
develop solutions, and manage change at the micro and macro system 
levels. 

Drawing on all of these recommendations, guidelines, and perspectives, 
as well as looking at the anticipated roles and responsibilities outlined in other 
chapters of this report, the committee identified the core concepts pertaining to 
SDOH, heath equity, and population health that need to be covered in nursing 
school and the core knowledge and skills that nurses need to have upon gradua-
tion. For consistency with the language used by the AACN, these are referred to, 
respectively, as “domains” (see Box 7-2) and “competencies” (see Box 7-3). The 
domains in Box 7-2 are fundamental content that the committee believes can no 
longer be covered in public health courses alone, but need to be incorporated and 
applied by nursing students throughout nursing curricula. All nurses, regardless 
of setting or type of nursing, need to understand and be prepared to address the 
underlying barriers to better health in their practice. 
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BOX 7-2 
Domains for Nursing Education

•	 Health equity and health care equity
•	 Social determinants of health
•	 Social needs
•	 Social justice 
•	 Racism, ageism, classism, sexism
•	 Implicit bias
•	 Ethics
•	 Population health
•	 Environmental health
•	 Disasters/public health emergencies
•	 Nurse well-being

BOX 7-3 
Competencies for Nursing Education, 

Depending on Preparation Level

•	 Population health
	 °	 Aging competencies
	 °	 Mental and behavioral health competencies
	 °	 Community/public health nursing competencies
•	 Health systems (domestic and international)
	 °	 Health economics 
•	 Human-centered design thinking
	 °	 Innovation mindset
	 °	 Developing, implementing, and scaling interventions
•	 Continually adapting to new technologies 
	 °	 Using digital health tools
•	 Delivering person-centered care to diverse populations
	 °	 Cultural humility
	 °	 Awareness of implicit bias
	 °	 Trauma-informed care
	 °	 Motivational interviewing
•	 Collaborating across professions, disciplines, and sectors
	 °	 Teamwork among health care providers and community partners
	 °	 Interpersonal communication skills
	 °	 Conflict resolution skills
	 °	 Partnership development (interprofessional and multisector)
•	 Health policy and advocacy
•	� Preparedness for and response to natural disasters and public health 

emergencies
•	 Nurse well-being
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The committee believes that incorporation of these domains and competen-
cies can guide expeditious and meaningful changes in nursing education. The 
committee acknowledges that making room for these concepts will inevitably 
require eliminating some existing material in nursing education. The commit-
tee does not believe that it is the appropriate entity to identify what specific 
curriculum changes should be made; a nationwide evaluation will be needed to 
ensure that nursing curricula are preparing the future workforce with the skills 
and competencies they will need. The committee also acknowledges that nursing 
programs differ in length, and that an ADN program cannot cover SDOH equity 
to the same extent as a BSN program. The specific knowledge and skills a nurse 
will need will vary depending on her or his level of nursing education. For ex-
ample, a nurse with a BSN may need to understand and be able to use the tech-
nologies that are relevant to his or her area of work (e.g., telehealth applications, 
electronic health records [EHRs], home monitors), while an APRN may need a 
deeper understanding of how to analyze health records in order to provide care 
and monitor health status for populations outside clinical settings. 

Nonetheless, nursing education at all levels—from licensed practical nurse 
(LPN) to ADN to BSN and beyond—needs to incorporate and integrate the domains 
and competencies in Boxes 7-2 and 7-3 to the extent possible so as to develop 
knowledge and skills that will be relevant and useful to nurses and essential to 
achieving equity in health and health care. Given the relationship among SDOH, 
social needs, and health outcomes and the increasing focus of health care systems 
on addressing these community and individual needs, the domains and competencies 
identified here are essential to ensure that all nurses understand and can apply con-
cepts related to these issues; work effectively with people, families, and communi-
ties across the spectrum of SDOH; promote physical, mental, and social health; and 
assume leadership and entrepreneurial roles to create solutions, such as by fostering 
partnerships in the health and social sectors, scaling successful interventions, and 
engaging in policy development. While none of the domains listed in Box 7-2 are 
new to nursing, the health inequities that have become increasingly visible—espe-
cially as a result of the COVID-19 pandemic—demand that these domains now be 
substantively integrated into the fabric of nursing education and practice. 

Many sources highlight both the challenges faced by front-line graduates 
when confronted with these issues, and the reality that many nursing schools lack 
faculty members with the knowledge and competencies to educate nurses effec-
tively on these issues (Befus et al., 2019; Effland et al., 2020; Hermer et al., 2020; 
Levine et al., 2020; Porter et al., 2020; Rosa et al., 2019; Valderama-Wallace 
and Apesoa-Varano, 2019). To remedy the latter gap, educators need to have a 
clear understanding of these issues and their links to both educational and patient 
outcomes (see the section below on strengthening and diversifying the nursing 
faculty). It is important to note as well that some of these topics, including the 
connections among implicit biases, structural racism, and health equity, may be 
difficult for educators and students to discuss (see Box 7-4).
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Given the limited scope of this report, the committee has chosen to highlight 
three of the competencies from Box 7-3 in this section.3 The first is delivering 
person-centered care to diverse populations. As the United States becomes in-
creasingly diverse, nurses will need to be aware of their own implicit biases 
and be able to interact with diverse patients, families, and communities with 
empathy and humility. The second is learning to collaborate across professions, 
disciplines, and sectors. As discussed previously in this report, addressing SDOH 
is necessarily a multisectoral endeavor given that these determinants go beyond 
health to include such issues as housing, education, justice, and the environment. 
The third is continually adapting to new technologies. Advances in technology 
are reshaping both health care and education, and making it possible for both to 

3 For further discussion of domains and competencies, see AACN, 2020b; Campaign for Action, 
2019b; IOM, 2016b; NACNEP, 2019; NLN, 2019a; Thornton and Persaud, 2018.

BOX 7-4 
Discussing Difficult Topics

	 Educators and students may find it uncomfortable or difficult to grapple with 
some of the health equity–related domains listed in Box 7-2. For example, dis-
cussions about the impact of racism on health and health care or about individual 
biases could lead to discomfort, guilt, anger, or feelings of helplessness. White 
students may experience heightened sensitivity when faced with discussions on 
racism; the term “White privilege” in particular may induce anger, defensiveness, 
and resistance (Burnett et al., 2020). This “White fragility” has been recognized 
as a substantial barrier to open discussions about the causes of and solutions 
for social inequity (DiAngelo, 2011, 2018; Peek et al., 2020). Students from 
underserved racial and ethnic groups, who are likely to be underrepresented in 
the classroom, may also feel uncomfortable discussing these issues or feel the 
burden of speaking for their entire group (Ackerman-Barger et al., 2020; Peek et 
al., 2020). 
	 Peek and colleagues (2020) offer recommendations for successfully teaching 
about race and racism by balancing “emotional safety and honest truth-telling.” 
Their recommendations include the following: 

	 •	� Create a psychologically safe learning space, and create expectations for 
civil discourse.

	 •	� Take the individual blame out of the conversation about bias and racism.
	 •	� Talk about race as a social construct before talking about racism.
	 •	� Engage in “free, frank, and fearless discussions” about structural racism, 

colonialism, and White privilege.
	 •	� Teach about systems, not just interpersonal cultural humility.
	 •	� Teach about solutions and how to be a leader and an advocate.
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be delivered in nontraditional settings and nontraditional ways. In the present 
context, technology can expand access to underserved populations of patients and 
students—for example, telehealth and online platforms can be used to connect 
with those living in rural areas—but it can also exacerbate existing disparities and 
inequities. Nurses need to understand both the promises and perils of technology, 
and be able to adapt their practice and learning accordingly. 

Delivering Person-Centered Care and Education to Diverse Populations

As discussed in Chapter 2, people’s family and cultural background, com-
munity, and other experiences may have profound impacts on their health. Given 
the increasing diversity of the U.S. population, it is critical that nurses understand 
the impact of these factors on health, can communicate and connect with people 
of different backgrounds, and can be self-reflective about how their own beliefs 
and biases may affect the care they provide. To this end, the committee believes 
it is essential that nursing education include the concepts of cultural humility and 
implicit bias as a thread throughout the curriculum.

An integral part of learning about these concepts is an opportunity to reflect 
on what one is learning and to draw connections with past learning and expe-
riences. Researchers have established that instruction that guides students in 
reflection helps reinforce skills and competencies (see, e.g., NASEM, 2018c). 
This idea has been explored in the context of education in health professions and 
has been identified as a valuable way to foster understanding of health equity and 
SDOH (IOM, 2016b; Mann et al., 2007). While the strategies, goals, and struc-
ture of such reflection may vary, the process in general helps learners in health 
care settings examine their own values, assumptions, and beliefs (El-Sayed and 
El-Sayed, 2014; Scheel et al., 2017). In the course of structured reflection, for ex-
ample, students might consider how such issues as racism, implicit bias, trauma, 
and policy affect the care people receive and create conditions for poor health, or 
how their own experiences and identities influence the care they provide. 

Cultural Humility

In recent years, the focus in discussions of patient care has shifted from 
cultural competency to cultural humility (Barton et al., 2020; Brennan et al., 
2012; Kamau-Small et al., 2015; Periyakoil, 2019; Purnell et al., 2018; Walker 
et al., 2016). The concept of cultural competency has been interpreted by some 
as limited for a number of reasons. First, it implies that “culture” is a technical 
skill in which clinicians can develop expertise, and it can become a series of 
static dos and don’ts (Kleinman and Benson, 2006). Second, the concept of cul-
tural competency tends to promote a colorblind mentality that ignores the role 
of power, privilege, and racism in health care (Waite and Nardi, 2017). Third, 
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cultural competency is not actively antiracist but instead leaves institutionalized 
structures of White privilege and racism intact (Schroeder and DiAngelo, 2010). 

In contrast, cultural humility is defined by flexibility, a lifelong approach 
to learning about diversity, and a recognition of the role of individual bias and 
systemic power in health care interactions (Agner, 2020). Cultural humility is 
considered a self-evaluating process that recognizes the self within the context 
of culture (Campinha-Bacote, 2018). The concept of cultural humility can be 
woven into most aspects of nursing and interprofessional education. For example, 
case studies in which students learn about the experience of a particular disease 
or strategies for disease prevention can be designed to model culturally humble 
approaches in the provision of nursing care and the avoidance of stereotypical 
thinking (Foronda et al., 2016; Mosher et al., 2017). One effective approach to 
cultivating cultural humility is to accompany experiential learning opportunities 
or case studies with reflection that expands learning beyond skills and knowledge. 
This includes questioning current practices and proposing changes to improve the 
efficiency and quality of care, equality, and social justice (Barton et al., 2020; 
Foronda et al., 2013). Programs designed to develop nurses’ cultural sensitivity 
and humility, as well as cultural immersion programs, have been developed, 
and research suggests that such programs can effectively develop skills that 
strengthen nurses’ confidence in treating diverse populations, improve patient and 
provider relationships, and increase nurses’ compassion (Allen, 2010; Gallagher 
and Polanin, 2015; Sanner et al., 2010). 

Implicit Bias

Implicit bias is an unconscious or automatic mental association made be-
tween members of a group and an attribute or evaluation (FitzGerald and Hurst, 
2017). For example, a clinician may unconsciously view White patients as more 
medically compliant than Black patients (Sabin et al., 2008). These types of 
biases not only can have consequences for individual health outcomes (Aaberg, 
2012; Linden and Redpath, 2011) but also may play a role in maintaining or ex-
acerbating health disparities (Blair et al., 2011). There are many resources avail-
able for implicit bias awareness and training; for example, Harvard University 
offers a number of Implicit Association Tests (IATs), the Institute for Healthcare 
Improvement offers free online resources to address implicit bias, and the AACN 
offers implicit bias workshops for nurses (AACN, n.d.; Foronda et al., 2018). 

Evidence on the use of implicit bias training is limited. One review of the 
use of an IAT in health professions education found that the test had contrasting 
uses, with some curricula using it as a measure of implicit bias and others using 
it to initiate discussions and reflection. The review found a dearth of research on 
the use of IATs; the authors note that the nature of implicit bias is highly complex 
and cannot necessarily be reduced to the “time-limited” use of an IAT (Sukhera et 
al., 2019). A systematic review of interventions designed to reduce implicit bias 
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found that many such interventions are ineffective, and some may even increase 
implicit biases. The authors note that while there is no clear path for reducing 
biases, the lack of evidence does not weaken the case for “implementing wide-
spread structural and institutional changes that are likely to reduce implicit bi-
ases” (FitzGerald et al., 2019). One promising model is an intervention that helps 
participants break the “prejudice habit” (Devine et al., 2012). This multifaceted 
intervention, which includes situational awareness of bias, education about the 
consequences of bias, strategies for reducing bias, and self-reflection, has been 
shown to reduce implicit racial bias for at least 2 months (Devine et al., 2012). 
Clearly, more research is needed in this area. 

Learning to Collaborate Across Professions, Disciplines, and Sectors

As discussed in Chapter 9, eliminating health disparities will require the 
active engagement and advocacy of a broad range of stakeholders working in 
partnership to address the drivers of structural inequities in health and health 
care (NASEM, 2017). In these efforts, nurses may lead or work with people 
from a variety of professions, disciplines, and sectors, including, for example, 
physicians, social workers, educators, policy makers, lawyers, faith leaders, gov-
ernment employees, community advocates, and community members. Working 
across sectors, especially as they relate to SDOH (food insecurity, transportation 
barriers, housing, etc.), is a critical competence. Collaboration among these types 
of stakeholders has multiple benefits, including broader expertise and perspective, 
the capacity to address wide-ranging social needs, the ability to reach underserved 
populations, and sustainability and alignment of efforts (see Chapter 9 for further 
discussion). A traditional nursing education, which focuses on what is taught rather 
than on building competencies, is unlikely to give students the understanding of 
broader social, political, and environmental contexts that is necessary for working 
in these types of strategic partnerships (IOM, 2016b). If nursing students are to be 
prepared to practice interprofessionally after graduation, they must be given op-
portunities to collaborate with others before graduation (IOM, 2013) and to build 
the competencies they will need for collaborative practice. The Interprofessional 
Education Collaborative (IPEC) identified four core competencies for interprofes-
sional collaborative practice (IPEC, 2016). While these competencies were devel-
oped specifically to prepare students for interprofessional practice within health 
care, they are also applicable to broader collaborations among other professions, 
disciplines, and sectors both within and outside of health care:

•	 Work with individuals of other professions to maintain a climate of 
mutual respect and shared values. 

•	 Use the knowledge of one’s own role and those of other professionals 
to appropriately assess and address the health care needs of patients and 
to promote and advance the health of populations. 
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•	 Communicate with patients, families, communities, and professionals 
in health and other fields in a responsive and responsible manner that 
supports a team approach to the promotion and maintenance of health 
and the prevention and treatment of disease. 

•	 Apply relationship-building values and the principles of team dynamics 
to perform effectively in different team roles in planning, delivering, 
and evaluating patient/population-centered care and population health 
programs and policies that are safe, timely, efficient, effective, and 
equitable. 

There are opportunities for nursing students to gain interprofessional and 
multisector collaborative competencies through both experiential learning in 
the community (discussed in detail below) and classroom work. Increasingly, 
nursing schools are working with other institutions to offer students classes in 
which they learn with or from students and professionals in other disciplines. 
For example, the University of Michigan Center for Interprofessional Education 
offers courses in such topics as health care delivery in low- and middle-income 
countries, social justice, trauma-informed practice, interprofessional communi-
cation, and teamwork. Courses are open to students from the schools of social 
work, pharmacy, medicine, nursing, dentistry, physical therapy, public health, 
and business.4 

Despite the benefits of interprofessional education, however, there are barri-
ers that affect the implementation of such programs in health professions educa-
tion, including different schedules, lack of meeting space, incongruent curricula 
plans, faculty not trained to teach interprofessionally, faculty overload, and the 
challenge of providing adequate opportunities for all levels of students (NLN, 
2015a). The use of simulation has been proposed as a vehicle for overcom-
ing such barriers to impart interprofessional collaborative competencies (NLN, 
2013); a systematic review of the evidence found that this approach can be effec-
tive (Marion-Martins and Pinho, 2020). Nurses can also gain interprofessional ex-
perience by pursuing dual degrees. For example, the University of Pennsylvania 
offers dual degrees that combine nursing with health care management, bioethics, 
public health, law, or business administration. 

Continually Adapting to New Technologies

Nurses can use a wide variety of existing and emerging technologies and 
tools to address SDOH and provide high-quality care to all patients (see Box 
7-5). Broadly speaking, these technologies and tools fall into three categories: 
patient-facing, clinician-facing, and data analytics. Patient- and clinician-facing 
tools collect data and help providers and patients connect and make decisions 

4 Not all courses are open to students from all schools.
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about care. Data analytics uses data, collected from patients or other sources, 
to analyze trends, identify disparities, and guide policy decisions. Beginning as 
students, all nurses need to be familiar with these technologies, be able to engage 
with patients or other professionals around their appropriate use, and understand 
how their use has the potential to exacerbate inequalities.

Patient-facing technologies include apps and software, such as mobile and 
wearable health devices, as well as telehealth and virtual visit technologies (FDA, 
2020). These tools allow nurses and other health care providers to expand their 
reach to those who might otherwise not have access because of geography, trans-
portation, social support, or other challenges. For example, telehealth and mobile 
apps allow providers to see people in their homes, mitigating such barriers to care 
as transportation while also helping providers understand people in the context of 
their everyday lives. Essential skills for nurses using these new tools will include 

BOX 7-5 
Highlights from the Seattle Townhall on Technology and 
Health Equity and Implications for Nursing Education

	 At a town hall information-gathering session convened by the committee in 
Seattle, Washington, on August 7, 2019, the dean of nursing and health sciences 
at Nassau Community College, Dr. Kenya Beard, discussed opportunities and 
challenges associated with advancing health equity. She observed that although 
all individuals should have the right to achieve their highest level of health, every 
day that fundamental right is denied to more than a few individuals. Discussing 
technology that can help improve health equity, she described the benefits of apps 
that help manage a patient’s condition, inform patients whether their symptoms 
warrant a visit to the emergency room, and allow patients to confirm appointments 
and view test results. However, she also stressed that nurses must become more 
“tech literate” and “ask critical questions and consider how high-tech tools could 
amplify existing inequities, harming the vulnerable populations we seek to help.” 
Beard shared an example of a patient who spoke limited English and sought a 
doctor’s appointment. She was told her appointment had been canceled since she 
had failed to confirm it when contacted by phone and text. Although the patient 
communicated that she had not understood the message, she was still sent home. 
	 Dr. Molly Coye, executive-in-residence at Advancing Health Care Equity in the 
Digital Age, discussed the emerging patterns of digitally enabled care that will pro-
foundly change the roles and responsibilities of nurses and other clinicians. She 
shared several examples of technological tools, including text-based primary care; 
a virtual triage app that uses a chatbot; and a program in which poor, dual-eligible 
women were given smartphones and asked to take pictures of their medications 
each day in exchange for cash payments. This medication adherence program 
was very successful in decreasing emergency room visits and hospitalizations, 
said Coye. 
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the ability to project a caring relationship through technology (Massachusetts 
Department of Higher Nursing Education Initiative, 2016) and to use technology 
to personalize care based on patient preferences, technology access, and individ-
ual needs (NLN, 2015b). The role of telehealth and the importance of training 
nurses in this technology have been recognized for several years (NONPF, 2018; 
Rutledge et al., 2017), but the urgent need for telehealth services during the 
COVID-19 pandemic has made it “imperative” to include telehealth training in 
nursing curricula (Love and Carrington, 2020). Moreover, it is anticipated that 
the shift to telehealth for some types of care will become a permanent feature of 
the health care system in the future (Bestsennyy et al., 2020).

Clinician-facing technologies include EHRs, clinical decision support tools, 
mobile apps, and screening and referral tools (Bresnick, 2017; CDC, 2018; Heath, 
2019). A number of available digital technologies can facilitate the collection and 
integration of data on social needs and SDOH and help clinicians hold compas-
sionate and empathetic conversations about those needs (AHA, 2019; Giovenco 
and Spillane, 2019). In 2019, for example, Kaiser Permanente launched its Thrive 
Local network (Kaiser Permanente, 2019), which can be used to screen for social 
needs and connect people with community resources that can meet these needs. 
The system is integrated with the EHR, and it is capable of tracking referrals and 
outcomes to measure whether needs are being met; these data can then be used 
to continuously improve the network. 

Nurses will need to understand how and when to use these types of tools, 
and can leverage their unique understanding of patient and community needs 
to improve and expand them. As described in Chapter 10, such technologies as 
EHRs and clinical alarms can burden nurses and contribute to workplace stress. 
However, nurses have largely been left out of conversations about how to design 
and use these systems. For example, although nurses are one of the primary users 
of EHR systems, little research has been conducted to understand their experi-
ences with and perceptions of these systems, which may be different from those 
of other health care professionals (Cho et al., 2016; Higgins et al., 2017). Out of 
346 usability studies on health care technologies conducted between 2003 and 
2009, only 2 examined use by nurses (Yen and Bakken, 2012). Educating nurses 
to understand and assess the benefits and drawbacks of health care technologies 
and have the capacity to help shape and revamp them can ultimately improve 
patient care and the well-being of health professionals.

Tools for data analytics are increasingly important for improving patient care 
and the health of populations (Ibrahim et al., 2020; NEJM Catalyst, 2018). Analy-
sis of large amounts of data from such sources as EHRs, wearable monitors, and 
surveys can help in detecting and tracking disease trends, identifying disparities, 
and finding patterns of correlation (Breen et al., 2019; NASEM, 2016a; Shiffrin, 
2016). The North Carolina Institute of Public Health, for example, collaborated 
with a local health system in analyzing data to inform a community health im-
provement plan (Wallace et al., 2019). Data on 12 SDOH indicators were sourced 
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from the American Community Survey and mapped by census tract. The mapping 
provided a visualization of the disparities in the community and allowed the 
health system to focus its efforts strategically to improve community health. The 
North Carolina Department of Health and Human Services later replicated this 
strategy across the entire state (NCDHHS, 2020). 

There are opportunities for nurses to specialize in this type of work. For ex-
ample, nursing informatics is a specialized area of practice in which nurses with 
expertise in such disciplines as information science, management, and analytical 
sciences use their skills to assess patient care and organizational procedures and 
identify ways to improve the quality and efficiency of care. In the context of 
SDOH, nursing informaticists will be needed to leverage artificial intelligence 
and advanced visualization methods to summarize and contextualize SDOH 
data in a way that provides actionable insights while also eliminating bias and 
not overwhelming nurses with extraneous information. Big data are increasingly 
prevalent in health care, and nurses need the skills and competencies to capitalize 
on its potential (Topaz and Pruinelli, 2017). Even nurses who do not specialize 
in informatics will need to understand how the analysis of massive datasets can 
impact health (Forman et al., 2020; NLN, 2015b). Investments in expanding 
program offerings, certifications, and student enrollment will be needed to meet 
the demand for nurses with such skills.

As noted, however, despite its promise for improving patient care and com-
munity health, technology can also exacerbate existing disparities (Ibrahim et al., 
2020). For example, people who lack access to broadband Internet and/or devices 
are unable to take advantage of such technologies as remote monitoring and 
telehealth appointments (Wise, 2012). Older adults, people with limited formal 
education, those living in rural and remote areas, and the poor are less likely to 
have access to the Internet. As health care becomes more reliant on technology, 
these groups are likely to fall behind (Arcaya and Figueroa, 2017). In addition, 
such technologies as artificial intelligence and algorithmic decision-making tools 
may exacerbate inequities by reflecting existing biases (Ibrahim et al., 2020). 
Nursing education needs to prepare nurses to understand these potential down-
sides of technology in order to prevent and mitigate them. This has become a 
particularly critical issue during the COVID-19 pandemic, with the rapid shift 
to telehealth potentially having consequences for those with low digital literacy, 
limited English proficiency, and a lack of access to the Internet (Velasquez and 
Mehrotra, 2020). 

Not all nurses will need to acquire all of the key technological competencies; 
curricula can be developed according to the likely needs of nurses working at 
different levels. For example, most nurses will need the knowledge and skills 
to use telehealth, digital health tools, and data-driven clinical decision-making 
skills in practice, whereas nurse informaticians and some doctoral-level nurses 
will need to be versed in device design, bias assessment in algorithms, and big 
data analysis. 
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EXPANDING LEARNING OPPORTUNITIES

As stated previously, the domains and competencies enumerated above can-
not be conveyed to nursing students through traditional lectures alone. Building 
the competencies to address population health, SDOH, and health inequities will 
require substantive experiential learning, collaborative learning, an integrated 
curriculum, and continuing professional development throughout nurses’ careers 
(IOM, 2016b). The 2019 Campaign for Action survey of nursing educators and 
leaders found that a majority of respondents identified “innovative community 
clinical experiences” and “interprofessional education experiences” as the top 
methods for teaching population health (Campaign for Action, 2019b). A re-
current theme in interviews with respondents was the importance of active and 
experiential learning, with opportunities for partnering with nontraditional agen-
cies (Campaign for Action, 2019). These types of community-based educational 
opportunities, particularly when they involve partnerships with others, are critical 
for nursing education for multiple reasons. 

First, experience in the community is essential to understanding SDOH and 
gaining the competencies necessary to advance health equity (IOM, 2016b). In 
fact, restricting education in SDOH to the classroom may even be harmful, given 
the finding of a 2016 study that medical students who learned about SDOH in 
the classroom rather than through experiential learning demonstrated an increase 
in negative attitudes toward medically underserved populations (Schmidt et al., 
2016). 

Second, community-based education offers opportunities for students to 
engage with community partners from other sectors, such as government offices 
of housing and transportation or community organizations, preparing them 
for the essential work of participating in and leading partnerships to address 
SDOH. An example is a pilot interdisciplinary partnership between a school of 
nursing and a city fire department in the Pacific Northwest that allows students 
to practice such skills as motivational interviewing to identify the range of 
problems (e.g., transportation issues, difficulty accessing insurance or provid-
ers, lack of caregiving support) faced by people calling emergency services 
(Yoder and Pesch, 2020).

Third, nursing is increasingly practiced in community settings, such as 
schools and workplaces, as well as through home health care (WHO, 2015). 
Nursing students are prepared to practice in hospitals, but do not necessarily 
receive the same training and preparation for these other environments (Bjørk 
et al., 2014). Education in the community allows nursing students to learn about 
the broad range of care environments and to work collaboratively with other 
professionals who work in these environments. For example, students may work 
in a team with community health workers, social workers, and those from other 
sectors (e.g., housing and transportation), work that both enriches the experience 
of student nurses and creates bridges between nursing and other fields (Zandee et 
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al., 2010). Nurses who have these experiences during school may then be more 
prepared to lead and participate in multisector efforts to address SDOH—the 
importance of which is emphasized throughout this report—once they enter 
practice. Evidence suggests that graduating students are more likely to seek 
work in areas that are familiar to them from their education, clinical experience, 
and theoretical training (Jamshidi et al., 2016); thus, these nontraditional educa-
tional experiences may increase the number of nurses interested in working in 
the community. Moreover, while training in acute care settings has often been 
regarded as more valuable than that provided in community settings, evidence 
indicates that the two offer comparable opportunities for learning clinical skills 
(Morton et al., 2019). In fact, clinical care in community-based settings can 
present greater complexity relative to that in the hospital, and some technical 
skills (e.g., epidemiologic disease tracking, tuberculosis assessment and man-
agement, immunizations) are more available in community than in acute care 
settings (Morton et al., 2019). 

Some nursing programs have incorporated community-based experiential 
learning into their programs. At community colleges and universities, schools 
have implemented nurse-managed clinics that serve the local population and 
their own students while also giving students technical skills and experience 
in interacting with the community. Lewis and Clark Community College, for 
example, operates a mobile health unit that brings health and dental care to six 
counties in southern Illinois (Lewis and Clark, n.d.), while nursing students 
at Alleghany College of Maryland can gain experience in the Nurse Managed 
Wellness Clinic, which offers such services as immunizations, screenings, and 
physicals (Alleghany College, 2020). At the baccalaureate and master’s level, 
a number of schools offer longitudinal, integrated experiences in settings as 
varied as federally qualified health centers (FQHCs), public health departments, 
homeless shelters, public housing sites, public libraries, and residential addiction 
programs (AACN, 2020c). Students and faculty at the University of Washington 
School of Nursing, for example, support community-oriented projects in partner-
ship with three underserved communities in the Seattle area. Graduate students 
work for 1 year on grassroots projects (e.g., food banks, school health) and then 
reinforce this experience with 1 year of work at the policy level (AACN, 2020c). 
At the doctoral level, Washburn University transformed its DNP curriculum to 
incorporate SDOH and reinforce that instruction through experiential learning in 
the community (see Box 7-6). In addition to clinical education, nursing students 
can participate in nontraditional clinical community engagement and service 
learning opportunities, such as volunteering at a homeless shelter or working 
in a service internship for a community organization. These opportunities get 
students into the community, help them build relationships with people from 
health care and other sectors, and promote understanding of and engagement 
with SDOH (Bandy, 2011). 
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Simulation-Based Education 

Simulation-based education is another useful tool for teaching nursing con-
cepts and developing competencies and skills (Kononowicz et al., 2019; Poore et 
al., 2014; Shin et al., 2015). It can range from very low-tech (e.g., using oranges 
to practice injections) to very high-tech (e.g., a virtual reality emergency room 
“game”), but all simulations share the ability to bridge the gap between education 
and practice by imparting skills in a low-risk environment (SSIH, n.d.). 

Simulations give students an opportunity to make real-time decisions and 
interact with virtual patients without having to face many of the challenges of 
traditional clinical education (Hayden et al., 2014). They can be used to enhance 
many types of skills, including communication (NASEM, 2018b), cultural sensi-

BOX 7-6 
Pine Ridge Family Health Center

	 In 2017, the Pine Ridge Family Health Center opened in Topeka, Kansas. The 
center was the result of a collaboration between Washburn University and the 
Topeka Housing Authority, and was aimed at serving individuals and families in 
the Topeka area, many of whom are poor, lack transportation, and do not have 
access to care elsewhere. The goal of the center is to meet the needs of commu-
nity members and to address multiple social determinants of health. The center 
was built from the ground up through a collaboration among the university, the 
housing authority, the local community, local organizations, and residents of the 
public housing neighborhood in which the center is situated. 
	 The center was envisioned as a place that would not only meet the health and 
social needs of community members but also serve as an educational opportunity 
for students from Washburn University. An interprofessional and interdisciplinary 
team of faculty from the School of Nursing, School of Business, Department 
of Communication Studies, Small Business Development Center, and Office of 
Sponsored Projects worked together to create a curriculum and develop the cen-
ter. The curriculum included instruction in social justice, motivational interviewing, 
business ethics, leadership of self, crisis communication, and trauma-informed 
care, and students from the various departments and schools helped plan and 
organize the creation of the center. The team used a community-based participa-
tory research model to engage community members at every step of development 
and ensure a focus on their needs. 
	 The center is led by a nurse practitioner (NP) and is a dedicated training site 
for NP students at Washburn. In addition, a registered nurse (RN) was added to 
the team in 2019 to serve as a preceptor for bachelor of science in nursing (BSN) 
students, and the curriculum is being expanded to give students rotations in the 
center with a focus on social determinants of health. 

SOURCES: Dinkel, 2020; NASEM, 2019.
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tivity (Lau et al., 2016), and screening for SDOH (Thornton and Persaud, 2018). 
Several simulation-based tools are available for learning about the realities of 
poverty, such as the Community Action Poverty Simulation (see Box 7-7) and 
the Cost of Poverty Experience (ThinkTank, n.d.). Such tools can help nurses 
identify ways in which their practice could directly mitigate the effects of poverty 
on individuals, families, and communities. Evaluations of poverty simulations 
have found that they can positively impact attitudes toward poverty and empathy 
among nurses and nursing students (Phillips et al., 2020; Turk and Colbert, 2018), 
although one study noted that the simulations should be accompanied by the 
inclusion of social justice concepts throughout the curriculum to achieve lasting 
change (Menzel et al., 2014). 

Individual schools may or may not have the resources or faculty to sup-
port some types of simulation activities. For those that do not, simulation cen-
ters shared by schools of multiple professions and hospitals can provide access 
(Marken et al., 2010). For example, the New York Simulation (NYSIM) Center 
was created through a public–private partnership to manage interprofessional, 
simulation-based education for students and hospital employees across multiple 
sites (NYSIM, 2017). The opportunity to take part in simulation experiences 
with students from other health professions can also improve collaboration and 
teamwork and prepare nurses for practicing interprofessionally in the workplace 
(von Wendt et al., 2018). 

Limitations on in-person clinical training during the COVID-19 pandemic 
conditions have demonstrated the promise of simulation-based education as 

BOX 7-7 
The Community Action Poverty Simulation

	 This poverty simulation is intended to break down stereotypes by allowing stu-
dents to experience real-life situations, allowing them to consider the perspectives 
of actual individuals (clients of the developing organization) facing the complex 
and interconnected effects of poverty. In this simulation, groups of students take 
on the roles of individuals who are members of families facing a variety of chal-
lenging but typical circumstances. Each student group participates as a family; 
they are given a card explaining their family’s unique circumstances. The families 
are then tasked with providing food, shelter, and other basic necessities by ac-
cessing various community resources during the course of four 15-minute “weeks,” 
which represent 1 month in the life of someone living in poverty. In addition to 
improving understanding of the challenges of living in poverty, the exposure to 
multiple agencies through the simulation introduces students to many of the sec-
tors that work collaboratively to create health equity.

SOURCE: The Poverty Simulation, n.d.
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a way to supplement traditional nursing education, allowing students to com-
plete their education and sustaining the nursing workforce pipeline (Horn, 2020; 
Jiménez-Rodríguez et al., 2020; Yale, 2020). Before the pandemic, the NCSBN 
conducted a longitudinal, randomized controlled trial of the use of simulation 
and concluded that substituting simulation-based education for up to half of 
a nursing student’s clinical hours produces comparable educational outcomes 
and students who are ready to practice (Hayden et al., 2014). The COVID-19 
pandemic has necessitated and accelerated the use of simulation to replace direct 
care experience in nursing schools, and state boards of nursing have loosened 
previous restrictions on its use (NCSBN, 2020b). Evaluation of this expanded use 
of simulation and other virtual experiences during the pandemic is needed, both 
in preparation for future emergencies and for use in nursing education generally. 

RECRUITING AND SUPPORTING DIVERSE PROSPECTIVE NURSES 

The composition of the population of prospective nurses and the ways they 
are supported throughout their education are important factors in how prepared 
the future nursing workforce will be to address SDOH and health equity. As 
discussed in prior chapters, developing a more diverse nursing workforce will 
be key to achieving the goals of reducing health disparities, providing culturally 
relevant care for all populations, and fostering health equity (Center for Health 
Affairs, 2018; IOM, 2011, 2016; Williams et al., 2014). A diverse workforce is 
one that reflects the variations in the nation’s population in such characteristics 
as socioeconomic status, religion, sexual orientation, gender, race, ethnicity, and 
geographic origin. 

The nursing workforce has historically been overwhelmingly White and 
female, although it is steadily becoming more diverse (see Chapter 3). The 2016 
IOM report assessing progress on the 2011 The Future of Nursing report notes 
that shifting the demographics of the overall workforce is inevitably a slow 
process since only a small percentage of the workforce leaves and enters each 
year (IOM, 2016a). The pipeline of students entering the field, on the other hand, 
can respond much more rapidly to efforts to increase diversity (IOM, 2016a). 
Since the 2011 report was published, significant gains have been realized in the 
diversity of nursing students. The number of graduates from historically under-
represented ethnic and racial groups more than doubled for BSN programs, more 
than tripled for entry-level master’s programs, and more than doubled for PhD 
programs (AACN, 2020a). The number of underrepresented students graduating 
from DNP programs grew by more than 1,000 percent, although this gain was 
due in large part to rapid growth in these programs generally. Yet, despite these 
gains, nursing students remain largely female and White: in 2019, 85–90 percent 
of students were female, and around 60 percent were White. The percentages of 
ADN, BSN, entry-level master’s, PhD, and DNP graduates in 2019 by race/eth-
nicity and gender are shown in Tables 7-3 and 7-4, respectively. For example, the 
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proportion of Hispanic or Latino nurses is highest among ADN graduates (12.8 
percent) and lowest among PhD (5.5 percent) and DNP (6.0 percent) graduates, 
while the proportion of Asian nurses is highest among MSN graduates (11.2 per-
cent) and lower among graduates with all other degrees. The proportion of PhD 
graduates who are male (9.9 percent) is significantly lower than the proportion 
of graduates with other degrees who are male. 

Diversifying and strengthening the nursing student body—and eventually, 
the nursing workforce—requires cultivating an inclusive environment, recruiting 
and admitting a diverse group of students, and providing students with support 
and addressing barriers to their success throughout their academic career and 
into practice. In addition, it is essential to make available information that will 
enable prospective students to make informed decisions about their education 
and give them multiple pathways for completing their education (e.g., distance 
learning, accelerated programs). Accrediting bodies can play a role in advancing 
diversity and inclusion in nursing schools by requiring certain policies, practices, 
or systems. For example, the accreditation standards for medical schools of the 
Liaison Committee on Medical Education (LCME) include the following expec-
tation (LCME, 2018): 

TABLE 7-3 Nursing Program Graduates by Degree Typea and by Race/
Ethnicity, 2019
Race/Ethnicity ADNb BSN MSNc PhD DNP

Total number of degrees 75,470 77,363 3,254 801 7,944

Native Hawaiian or other Pacific 
Islander 0.3% 0.5% 0.4% 1.2% 0.3%

American Indian or Alaska Native 0.7% 0.4% 0.6% 0.6% 0.5%

Asian 4.6% 7.9% 11.2%  6.6% 6.9%

Hispanic or Latino 12.8% 10.2% 11.3% 5.5% 6.0%

Black or African American 12.1% 8.7% 8.7% 12.1% 15.0%

White 63.2% 63.6% 59.4% 59.2% 63.7%

Two or more races 2.5% 2.8% 2.5% 1.4% 2.4%

Non-U.S. residents (International) 0.6% 1.0% 0.5%  9.1% 0.6%

Unknown n/a 5.0% 5.5% 4.2% 4.6%

NOTE: ADN = associate degree in nursing; BSN = bachelor of science in nursing; DNP = doctor of 
nursing practice; LPN/LVN = licensed practical/vocational nurse.
	 a Data not available for LPN/LVN.
	 b ADN data are from 2018.
	 c Entry-level master’s degree.
SOURCE: American Association of Colleges of Nursing, Enrollment & Graduations in Baccalau-
reate and Graduate Programs in Nursing (series); Integrated Postsecondary Education Data System 
(IPEDS), Completions Survey (series) for ADN data.
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A medical school has effective policies and practices in place, and engages in 
ongoing, systematic, and focused recruitment and retention activities, to achieve 
mission appropriate diversity outcomes among its students, faculty, senior ad-
ministrative staff, and other relevant members of its academic community. These 
activities include the use of programs and/or partnerships aimed at achieving 
diversity among qualified applicants for medical school admission and the 
evaluation of program and partnership outcomes.

Currently, none of the major nursing accreditors (ACEN, CCNE, CNEA) 
include similar language in their accreditation standards. As shown in Table 7-5, 
of six possible areas for standards on diversity and inclusion, ACEN and CCEN 
have standards only for student training, while CNEA has standards for student 
training and faculty diversity. No nursing accreditors have standards for student 
diversity; in comparison, accrediting bodies for pharmacy, physician assistant, 
medical, and dental schools all have such standards. 

Cultivating an Inclusive Environment

Efforts to recruit and educate prospective nurses to serve a diverse popula-
tion and advance health equity will be fruitless unless accompanied by efforts to 
acknowledge and dismantle racism within nursing education and nursing practice 
(Burnett et al., 2020; Schroeder and DiAngelo, 2010; Villaruel and Broome, 2020; 
Waite and Nardi, 2019). The structural, individual, and ideological racism that 
exists in nursing is rarely called out, and this silence further entrenches the idea 
of Whiteness as the norm within nursing while marginalizing and silencing other 
groups and their perspectives (Burnett et al., 2020; Iheduru-Anderson, 2020; 
Schroeder and DiAngelo, 2010). Non-White students report a wide variety of 
negative experiences in nursing school, including unsupportive faculty, discrim-

TABLE 7-4 Nursing Program Graduates by Degree Typea and Gender, 2019 
Gender ADNb BSN MSNc PhD DNP

Total number of degrees 77,993 77,363 3,254 801 7,944

Male  14.4% 13.6% 15.2% 9.9% 13.1%

Female 85.6% 85.1% 84.7% 89.9% 86.6%

Unknown n/a 1.4% 0.1% 0.2% 0.3%

NOTE: ADN = associate degree in nursing; BSN = bachelor of science in nursing; DNP = doctor of 
nursing practice; LPN/LVN = licensed practical/vocational nurse.
	 a Data not available for LPN/LVN.
	 b ADN data are from 2018.
	 c Entry-level master’s degree.
SOURCE: American Association of Colleges of Nursing, Enrollment & Graduations in Baccalau-
reate and Graduate Programs in Nursing (series); Integrated Postsecondary Education Data System 
(IPEDS), Completions Survey (series) for ADN data.
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ination and microaggressions5 on the part of faculty and peers, bias in grading, 
loneliness and social isolation, feeling unwelcome and excluded, being viewed 
as a homogeneous population despite being from varying racial/ethnic groups, 
lack of support for career choices, and a lack of mentors (Ackerman-Barger et al., 
2020; Graham et al., 2016; Johansson et al., 2011; Loftin et al., 2012; Metzger et 
al., 2020). These experiences are associated with adverse outcomes that include 
disengagement from education, loss of “self,” negative perceptions of inclusivity 
and diversity at the institution, and institutions’ inability to recruit and retain a 
diversity of students (Metzger et al., 2020). By contrast, when students charac-
terize the learning environment as inclusive, they are more satisfied and confident 
in their learning and rate themselves higher on clinical self-efficacy and clinical 
belongingness (Metzger and Taggart, 2020). 

Notably, however, underrepresented and majority students describe inclu-
sive environments differently. In a study of fourth-year baccalaureate nursing 
students, both groups described an inclusive classroom as one where they felt 
comfortable and respected and had a sense of belonging, but underrepresented 
minority students also noted the importance of feeling safe, feeling free from 
hostility, and being seen as themselves and not a representative of their group 
(Metzger and Taggart, 2020). Both groups agreed that inclusivity requires a 
top-down approach, and that faculty are particularly influential in creating an 
inclusive environment, yet underrepresented students shared many experiences in 
which faculty either disrupted the sense of belonging or did not intervene when 
someone else did (Metzger and Taggart, 2020). 

While increased attention has recently been focused on increasing diversity 
in nursing education, the pervasiveness of racism requires more open acknowl-
edgment and discussion and a systematic and intentional approach that may, as 
discussed earlier, be uncomfortable for some (Ackerman-Barger et al., 2020; 
Villaruel and Broome, 2020). Cultivating an inclusive environment requires ac-
knowledging and challenging racism in all aspects of the educational experience, 
including curricula, institutional policies and structures, pedagogical strategies, 
and the formal and informal distribution of resources and power (Iheduru-Ander-
son, 2020; Koschmann et al., 2020; Metzger and Taggart, 2020; Schroeder and 
DiAngelo, 2010; Villaruel and Broome, 2020; Waite and Nardi, 2019). Nursing 
school curricula have historically focused on the contributions of White and fe-
male nurses (Waite and Nardi, 2019). The weight given to this curricular content 
sends a message to students—both White students and students of color—about 
what faculty consider important (Villaruel and Broome, 2020). Moving forward, 
curricula need to include a critical examination of the history of racism within 
nursing and an acknowledgment and celebration of the contribution of nurses of 
color (Waite and Nardi, 2019). Such efforts need to be led by a broad group of 
individuals from all levels within an institution; racism in institutional practices 

5 Brief and commonplace daily indignities (see Chapter 10).
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can be so ingrained that it is difficult for those with power to recognize (Villaruel 
and Broome, 2020). Faculty often understand the importance of an inclusive 
learning environment, but struggle with moving from intention to action (Beard, 
2013, 2014; Metzger et al., 2020). 

While institutional efforts to change organizational culture are thoroughly 
described in the literature, they remain too rare to address the problems described 
above effectively (Breslin et al., 2018). In the early 2000s, the University of 
Washington School of Nursing implemented a project designed to change the 
“climate of whiteness” at the school (Schroeder and DiAngelo, 2010). The project 
involved many facets, including year-long antiracist workshops; a comprehen-
sive and institutionalized diversity statement; and action plans for addressing 
admission barriers, encouraging ongoing education for faculty, and disseminating 
antiracist information to the entire campus. The authors of an evaluation of the 
project note that while initial feedback was positive, changing the sociopolitical 
climate of a school is a long-term process that requires institutional commitment, 
innovative leadership, long- and short-term strategies, and patience (Schroeder 
and DiAngelo, 2010). Unfortunately, many administrators and leaders may hes-
itate to initiate dialogues about these issues or may lack knowledge of how to 
address the challenges, and in many institutions, faculty and administrators from 
underserved groups have been expected to carry this burden, which can allow 
their colleagues to remain passive (Lim et al., 2015). The committee stresses that 
addressing racism and discrimination within the nursing profession requires more 
than mere programs or statements; it requires developing action-oriented strate-
gies, holding difficult conversations about privilege, dismantling long-standing 
structures and traditions, conducting curricular reviews to detect biases and cor-
rect as necessary, and exploring how interpersonal and structural racism shapes 
the student experience both consciously and unconsciously (Burnett et al., 2020; 
Iheduru-Anderson, 2020; Waite and Nardi, 2019). 

Recruitment and Admissions

Many social and structural barriers impede the entry of underrepresented 
students into the nursing profession (NACNEP, 2019). Several approaches can be 
taken to improve access for prospective underrepresented students and, by exten-
sion, increase the diversity of the nursing workforce. Recruitment of underrepre-
sented students can start years before nursing school through such approaches as 
improved K–12 science education (AAPCHO, 2009) and outreach to junior high 
and high school students, such as through summer pipeline programs (Katz et al., 
2016) or health career clubs (Murray et al., 2016). K–12 education is particularly 
important for sparking students’ interest in the health professions, as well as for 
giving them the foundational knowledge necessary for success (NASEM, 2016b). 
One innovative approach to preparing young people for a career in nursing is the 
Rhode Island Nurses Institute Middle College Charter High School (RINIMC). 
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RINIMC offers a free, 4-year, nursing-focused, high school education open to any 
student in Rhode Island; students graduate with experience in health care as well 
as up to 20 college credits. Nearly half of the program’s students are Latinx, and 
more than one-third are Black (RINIMC, n.d.). Establishing a pathway to nursing 
education for diverse students well before undergraduate school is important, 
particularly for first-generation students (Katz et al., 2016; McCue, 2017). Some 
states offer dual enrollment programs. An example is Ohio’s College Credit Plus 
program, in which students in grades 7 to 12 have the opportunity to earn college 
and high school credits simultaneously, thus preparing them for postsecondary 
success.6

Once students have applied to nursing school, a system of holistic admissions 
can improve the diversity of the incoming class (Glazer et al., 2016, 2020). A 
holistic admissions system involves evaluating an applicant based not only on 
academic achievement but also on experiences, attributes, potential contributions, 
and the fit between the applicant and the institutional mission (DeWitty, 2018; 
NACNEP, 2019). Schools that have implemented such a system have seen an 
increase in the diversity of their student body (Glazer et al., 2016, 2018). Aca-
demic measures (e.g., graduation and exam pass rates) have remained unchanged 
or improved, and schools have reported increases in such measures as student 
engagement, cooperation and teamwork, and openness to different perspectives 
(Artinian et al., 2017; Glazer et al., 2016, 2020). In a recent paper published by 
AACN (2020d), the following promising practices in holistic admissions were 
identified: (1) review institutional mission, vision, and values statements to ensure 
that they value diversity and inclusion; (2) create an “experience, attributes, and 
metrics (E-A-M) model” (p. 16) that connects back to the institution’s mission 
statement; (3) identify recruitment practices that align with the E-A-M model; 
(4) design rubrics to be used by admissions committees that are reflective of the 
E-A-M model; (5) engage faculty and staff in the holistic admissions review 
process; (6) use technology resources such as a centralized application system to 
maintain efficiencies; (7) develop tailored support services for underrepresented 
students; and (8) engage in a review and assessment of the entire process. 

Addressing Barriers to Success 

Part of cultivating an inclusive educational environment is acknowledging 
and addressing barriers that may prevent students from achieving their potential. 
As noted previously, some students—particularly those from underrepresented 
groups—may need support in a number of areas, including economic, social 
and emotional, and academic and career progression. Attention to the barriers 
faced by students is essential at each step along the pathway from high school 
preparation; to recruitment, admission, retention, and academic success in nurs-

6 See https://www.ohiohighered.org/collegecreditplus (accessed April 13, 2021).
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ing school; to graduation and placement in a job; to retention and advancement 
within a nursing career (IOM, 2016b). 

Providing Economic Supports

Cost is a key factor in decisions about nursing education for most students, 
and is particularly salient for those from underrepresented groups, who come 
disproportionately from families with comparatively low incomes and levels of 
wealth (Diefenbeck et al., 2016; Graham et al., 2016; Sullivan, 2004). Sabio and 
Petges (2020) interviewed associate’s degree nursing students in a Midwestern 
state and found that the total cost of a baccalaureate degree and student debt 
was the greatest barrier to pursuing a degree, followed by family and personal, 
such as head-of-household, responsibilities. This challenge is pervasive in higher 
education, and there are indications that the problem is growing (Advisory Com-
mittee on Student Financial Assistance, 2013). Students need to have the financial 
resources not just for tuition but also for an array of education-related expenses, 
including housing, food, work attire, books, and supplies. 

Providing clear information about the costs of nursing education and avail-
able financial supports early in the recruitment and admission process is key to 
identifying those who need help and encouraging them to enroll (Pritchard et al., 
2016). Recruitment and admission practices need to take into account student 
finances and how future salaries affect choices, particularly for certain groups of 
students. Most health care systems provide some level of tuition reimbursement 
for baccalaureate and higher education, and this support may lead students toward 
certain settings (e.g., acute care) and away from others (e.g., public health, pri-
mary care) (Larsen, 2012). Other financial support options are available, includ-
ing the Public Service Loan Forgiveness program, which offers full forgiveness 
after 10 years for employees of nonprofit or government organizations (U.S. 
Department of Education, n.d.b), and programs through the Health Resources 
and Services Administration (HRSA) that award loan repayment to RNs and 
advanced practice nurses who work in health professions shortage areas for at 
least 2 years (HRSA, 2021). 

State policy reform can help remove some of the structural barriers to ed-
ucation. For example, New York State has implemented a program that allows 
New York households earning less than $125,000 annually to qualify for free in-
state tuition at state public universities (New York State, n.d.). New nurses who 
complete an associate’s degree in New York are required to complete a bachelor’s 
degree within 10 years of graduation; free in-state tuition could make a consider-
able difference for these nurses in pursuing their next degree. While it is too early 
to assess the effects on the composition of the nursing workforce, this approach 
bears further evaluation. Certainly it is critical for state policies to facilitate the 
financing of nursing education using models other than additional student loans. 
There are demonstrated disparities in the burden of student debt between Black 
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and White students (Brookings Institution, 2016), and the risk of assuming large 
amounts of debt for students from disadvantaged backgrounds may be one they 
cannot afford to take. Therefore, innovative financing models are necessary to 
ensure that all nurses can pursue educational opportunities. 

It is also important to note that as they progress in their education, students 
of many backgrounds may experience food insecurity, struggles with housing, 
or issues with transportation that affect their ability to perform (AAC&U, 2019; 
Laterman, 2019; Strauss, 2020). Institutions need to ensure that students’ basic 
needs are met during their studies through sustained, multiyear funding and re-
sources to support students facing financial emergencies. 

Social and Academic Supports 

Once students have been admitted, some nursing schools offer programs, 
such as summer programs that bridge high school and college, designed to 
prepare them academically and socially for the rigors of nursing education. 
Some of these programs are designed specifically for underrepresented and/or 
first-generation college students (Pritchard et al., 2016), who may lack adequate 
family, emotional, and moral support; mentorship opportunities; professional 
socialization; and academic support (Banister et al., 2014; Loftin et al., 2012). A 
study at the University of Cincinnati College of Nursing found that the impact 
of its summer bridge program lasted throughout the first year of school, and that 
grade point averages and retention were similar between underrepresented and 
majority students (Pritchard et al., 2016). The RAIN (Recruitment & Retention 
of American Indians into Nursing) program at the University of North Dakota 
conducts a “No Excuses Orientation” workshop to give incoming American In-
dian students an opportunity to create connections and become acquainted with 
people and resources at the university (UND, 2020). Tribal leaders are included 
in the orientation, along with discussions of cultural and family values and issues. 

Another approach for supporting students is through mentoring programs. As 
discussed in Chapter 9, these programs create supportive environments by pro-
viding peer and faculty role modeling, academic guidance, and support (Wilson et 
al., 2010). Evidence indicates that mentoring programs for students from under-
represented groups are more effective when they include nurses and faculty from 
those groups, who have firsthand understanding of the unique challenges these 
students and nurses regularly confront (Banister et al., 2014). This observation 
underscores the need for diverse faculty, mentors, and preceptors with the avail-
ability and willingness to guide these students and teach them leadership. For 
example, the RAIN program provides mentoring to American Indian students; 
staff and leaders are heavily involved in the local American Indian communities, 
and many are tribal members themselves (Minority Nurse, 2013). 

Students who represent the first generation in their families to enter a post-
secondary institution may face challenges other students do not, and are more 
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likely to graduate if they receive support (Costello et al., 2018). Parents and 
significant others can be a crucial source of support (Pritchard et al., 2020); 
socializing and educating family members about the rigors of nursing programs 
may facilitate their support for students. A variety of programs around the country 
have succeeded in increasing graduation rates among first-generation students, 
including pipeline programs that have successfully increased the diversity of 
candidates entering nursing. These programs include HRSA pipeline programs; 
HOSA-Future Health Professionals; and university-based programs such as the 
Niganawenimaanaanig program at Bemidji State University in Minnesota, cre-
ated to support American Indian nursing students (HOSA, 2012; HRSA, 2017; 
Wilkie, 2020). Federal funding is available for these types of programs from 
sources that include HRSA’s Health Careers Opportunity Program and Nursing 
Workforce Diversity Grant program. However, the need for such programs ex-
ceeds the available funding. Box 7-8 lists some of the ways in which nursing 
programs can support their students’ success.

Data on Quality

One important tool for recruiting a more diverse student population is pro-
viding relevant data to prospective students so they can make informed decisions 
about where to study. These data could include NCLEX pass rates; however, 
these rates alone are insufficient to determine whether a school is likely to have 
the resources to support a student through to graduation. Data on student reten-

BOX 7-8 
Examples of Supports for Nursing Students

Academic Supports
	 •	 Residential preparation programs held the summer before freshman year
	 •	 Booster programs held the summer after freshman year
	 •	 Personal education plans and student portfolios
	 •	 Supplemental instruction and study groups

Professional Development Supports
	 •	 Career shadowing
	 •	 Invited speaker series
	 •	 Resumé/interviewing workshop, mock interviews
	 •	 Attendance at a student research conference
	 •	 Mentored research projects
	 •	 Mentoring and sponsoring by professional nurses
	 •	 Service as peer mentor

SOURCE: Pritchard et al., 2020.
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tion, graduation by demographic, full cost to attend, tuition, and other quality 
indicators can signal to both consumers and funders whether a nursing education 
program has the necessary infrastructure and support to retain students from di-
verse backgrounds. Pass rates can be reported by race, ethnicity, socioeconomic 
status, first-time college/university attendees, adult learners with children living 
at home, and status as an English as a second language (ESL) learner to help 
students choose a program that best suits their needs. It is also important for 
schools to provide on their websites demographic information about their current 
enrollees. As discussed above, NCSBN identified additional quality indicators for 
nursing education; as these indicators begin to be measured and reported, the data 
can help prospective students make more informed choices. 

Educational Pathways and Options

As nursing education programs adapt their curricula and other learning expe-
riences to better address SDOH and health equity, it will be important to consider 
the educational pathways students may follow, both in their initial preparation 
and as they progress in their careers. A key way of strengthening the nursing 
workforce will be to encourage nurses to pursue the next level of education and 
certification available to them and to improve access to these educational oppor-
tunities, especially for those from underrepresented communities (Jones et al., 
2018; Phillips and Malone, 2014). 

One way to improve access and encourage nurses to take the next step in 
their education is by offering expedited programs that allow them to complete 
their degree in less time. For example, there are articulation agreements, either 
among educational institutions or at the state or regional level, that align the 
content and requirements of programs. These types of agreements accelerate the 
RN-to-BSN and RN-to-MSN pathways and allow students to easily transfer cred-
its between community colleges and universities (AACN, 2019b). There are also 
bridge programs available for LPNs who wish to pursue the ADN or BSN degree. 
Investments in articulation programs have been responsible in part for an increase 
in the number of employed nurses with a baccalaureate degree, from 49 percent 
in 2010 to 59 percent in 2019 (Campaign for Action, n.d.). Further progress in 
this area is needed, however, particularly for partnerships between baccalaureate 
nursing programs and academic institutions that serve underrepresented popula-
tions (e.g., tribal colleges, historically Black colleges and universities). A model 
of this type of partnership can be found in the New Mexico Nursing Education 
Consortium,7 which coordinates prelicensure nursing curricula in 16 locations at 
state, tribal, and community colleges.

Nursing education can also be expedited through the use of a competency- 
based curriculum that allows students to progress by demonstrating the required 

7 See https://www.nmnec.org (accessed April 13, 2021).
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competencies rather than meeting specific hour requirements (U.S. Department 
of Education, n.d.a). With this approach, which is currently used, for example, by 
Western Governors University, students can self-pace their education and poten-
tially save time and money by learning the material quickly or tapping previous 
knowledge (WGU, 2020). This type of educational approach may be particularly 
useful for nontraditional students who are entering nursing with other experiences 
and education. For example, a person with a background as a nursing or medical 
assistant may find that he or she can quickly master some of the required material 
for a nursing degree, particularly at the beginning. Workers from other sectors may 
also be able to pivot to nursing. During the COVID-19 pandemic, a study identi-
fied health care jobs, such as nursing assistant, that out-of-work hospitality work-
ers could quickly transition to pursue (Miller and Haley, 2020). While the study 
did not include jobs that required further education or certification, the shared 
skill sets that the authors identified include many skills that are central to nursing. 

Another approach for increasing access to nursing education is to expand 
the use of distance learning opportunities. Distance learning gives students flex-
ibility, and may be particularly beneficial for those from rural areas or other 
areas without a nursing school in the vicinity (NCSBN, 2020b). Rural areas face 
multiple challenges: rural populations have high rates of chronic disease and 
have difficulty accessing care because of provider shortages in these areas (see 
Chapter 2). Relative to their urban counterparts, rural nurses are less likely to hold 
a BSN (Merrell et al., 2020). Distance learning has been used for many years to 
reach rural populations, but there are challenges with respect to regulation and 
ensuring the quality of education (NCSBN, 2020a). Efforts have been made to 
assess and improve the quality of distance learning; Quality Matters, for example, 
is an organization that provides peer-reviewed evaluation of distance or hybrid 
programs using a set of quality standards.8 While many nursing programs are 
adhering to these standards (Quality Matters, 2020), many are not, and the qual-
ity of distance learning remains uneven. The rapid rollout of distance learning 
during the COVID-19 pandemic has provided a unique opportunity to evaluate 
the effectiveness of different strategies for distance learning and to leverage this 
experience to expand and improve distance learning opportunities in the future. 

STRENGTHENING AND DIVERSIFYING THE NURSING FACULTY

A system of nursing education that can prepare students from diverse back-
grounds to address SDOH and health equity requires a diverse faculty (NACNEP, 
2019; Thornton and Persaud, 2018). Unfortunately, the faculty currently teaching 
in nursing programs is overwhelmingly White and female: as of 2018, full-time 
faculty in nursing schools were about 93 percent female, and only 17.3 percent 
were from underrepresented groups, up from 11.5 percent in 2009 (AACN, 2020c).

8 See https://www.qualitymatters.org (accessed April 13, 2021). 
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In addition to this lack of diversity, the number of faculty may be inadequate 
to prepare the next generation of nurses: not only were there 1,637 faculty va-
cancies in 2019 across 892 nursing schools, but the schools surveyed hoped to 
create 134 new faculty positions in that year (AACN, 2020c). These shortages 
contributed to decisions to turn away more than 80,000 qualified applicants, 
although other insufficiencies also played a part. The AACN report cites several 
key reasons for faculty shortages: increasing average age of faculty members and 
associated increasing retirement rates, high compensation in other settings that at-
tracts current and potential nurse educators, and an insufficient pool of graduates 
from master’s and doctoral programs (AACN, 2020c; Fang et al., 2017). A 2020 
NACNEP report calls the faculty shortage a “long-standing crisis threatening the 
supply, education, and training of registered nurses” and recommends federal 
efforts as well as a coordinated private–public response to address the shortage 
(NACNEP, 2020). 

Finally, faculty must have the knowledge, skills, and competencies to prepare 
their students for the challenges of advancing health equity and fully understand-
ing the implications of SDOH for their daily practice (NACNEP, 2019). If health 
equity and SDOH are to be integrated throughout the curriculum (as discussed 
earlier in this chapter), all faculty, including tenure-track faculty, clinical in-
structors, mentors, and preceptors, must have these competencies (Thornton and 
Persaud, 2018). To develop these competencies, nursing schools must commit 
resources and support to faculty development (Thornton and Persaud, 2018). 

Diversifying the Faculty

As noted, diverse faculty are needed to broaden the perspectives and expe-
riences to which nursing students are exposed and to serve as mentors and role 
models for diverse students (Phillips and Malone, 2014). Unfortunately, minority 
faculty members often face barriers similar to those faced by students, includ-
ing an unwelcoming environment; feeling marginalized, underappreciated, and 
invisible; a lack of support; feelings of tokenism; and the inability to integrate 
into existing faculty structures (Beard and Julion, 2016; Hamilton and Haozous, 
2017; Iheduru-Anderson, 2020; Kolade, 2016; Salvucci and Lawless, 2016; Whit-
field-Harris and Lockhart, 2016). Faculty from underrepresented groups report 
feeling isolated, lacking in mentorship and collegial support, and burdened by 
having to represent the entire underrepresented community (Kolade, 2016; Whit-
field-Harris et al., 2017). In addition, as discussed in Chapter 9, faculty from 
underrepresented racial and ethnic groups face a “diversity tax,” being asked as 
part of efforts to improve diversity and inclusion to serve on committees; mentor 
underrepresented students; and participate in other activities that are uncom-
pensated, unacknowledged, and unrewarded (Gewin, 2020). These demands on 
underrepresented faculty can lead to frustration, burnout, and a feeling that they 
have been given responsibility for institutional diversity (Gewin, 2020). 
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These experiences of minority faculty can result in high attrition and low 
satisfaction (Whitfield-Harris et al., 2017), and further research is needed on 
specific ways in which institutions can recruit and support a diverse faculty 
(Whitfield-Harris et al., 2017). Proposed approaches include cultivating an inclu-
sive educational environment (Hamilton and Haozous, 2017), taking intentional 
action and holding open discourse to strengthen the institutional commitment to 
diversity (Beard and Julion, 2016), improving financial assistance and mentorship 
opportunities for faculty (Salvucci and Lawless, 2016), and conducting climate 
surveys to better understand the feelings and experiences of underrepresented 
faculty and using these data to improve the institutional culture (DeWitty and 
Murray, 2020). The challenges these faculty face and the opportunities to address 
these challenges highlight the importance of efforts by schools of nursing to re-
cruit, support, and retain diverse faculty. 

Faculty Development

Collectively, nursing school faculty need to be prepared to teach their stu-
dents about the complex linkages among population health, SDOH, and health 
outcomes (NLN, 2019a; Thornton and Persaud, 2018). To do so, as discussed 
above, nurse educators need to move beyond teaching abstract principles to 
integrating the core concepts and competencies related to these linkages into the 
entire learning experience across nursing education programs. They also need 
to create a truly inclusive and safe educational environment and prepare nurses 
to care for a diverse population, which, as discussed above, requires that they 
understand issues of racism and systems of marginalization and engage in critical 
self-reflection (O’Connor et al., 2019, Peek et al., 2020). Yet, many faculty in 
nursing schools lack the knowledge and experience needed to develop curricula 
and strategies for incorporating SDOH into all areas of nursing education (NAC-
NEP, 2019; Valderama-Wallace and Apesoa-Varano, 2019).

Several approaches are available for preparing nursing school faculty to 
teach content related to SDOH and health equity. One approach, discussed above, 
is to actively recruit more diverse faculty who reflect the nation’s population 
and provide different perspectives and role models for students (Macy, 2020). 
Another approach is to encourage the development and dissemination of evi-
dence-based methods for teaching nursing students how they can incorporate 
these core concepts into nursing practice. For example, educators involved in 
developing innovative models of classroom and experiential learning could focus 
on disseminating these models with the assistance of nursing associations and 
organizations, including through publication, continuing education programs, 
or faculty-to-faculty education and mentoring. Finally, institutions can provide 
in-depth and sustained learning opportunities for faculty, staff, and preceptors fo-
cused on how they can support their students in learning about SDOH and health 
equity both within and outside of the classroom (IOM, 2016b). While some fund-
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ing sources are available for these types of efforts, including support from private 
foundations and HRSA grants for faculty development, the critical importance of 
this content to health outcomes argues for providing more such resources. 

IMPLICATIONS OF COVID-19 FOR NURSING EDUCATION

It has been 100 years since a global event has had an impact on nursing ed-
ucation in the United States and around the world equal to that of the COVID-19 
pandemic. Both World War I and the influenza pandemic of 1918 to 1920 led to 
transformations in nursing education, including standardization of training and 
professionalization of the field. The COVID-19 pandemic has already led to 
innovations that are likely to shape the future of nursing education. Faculty have 
adopted new teaching strategies, demonstrating creativity and adaptability, within 
a span of days or weeks, while such technologies as simulation-based education 
have quickly been adapted to replace in-person clinical hours (Jiménez-Rodrí-
guez et al., 2020). In one example of a rapid pivot, educators at the University 
of Pennsylvania School of Nursing transitioned a community immersion course 
from in-person to virtual form when all in-person classes were canceled. While 
they faced challenges, the educators found that students were able to remain 
dedicated to their community partnerships and to think creatively about how to 
meet their learning objectives (Flores et al., 2020). These and similar innovations 
may ultimately guide the way to expanding and improving nursing education.

At the same time, however, the pandemic has highlighted challenges and 
inequities in nursing education. Simulated clinical experiences are practical only 
if a school and its students have access to computers with enough power to run 
the software, for example. While online learning has been in use for more than 
a decade, not all schools or faculty are prepared to deliver content in this way, 
nor are all students capable of accessing the necessary technology. Moreover, 
as practice settings have been emptied of non-COVID patients, programs have 
been facing multiple challenges in providing students with sufficient hours of 
instruction, training, and clinical practice. These challenges have underscored the 
limitations of traditional ways of educating nurses even as they have presented 
unique opportunities for innovation. To translate these short-term challenges into 
long-term improvements in nursing education will require

•	 evaluation of such practices as distance learning and virtual experiential 
learning to identify and disseminate best practices;

•	 a sense of urgency in the development of substantial changes, such as 
modifications of curriculum and the adoption of new technologies; and

•	 partnership with public- and private-sector organizations, associations, 
and researchers that can bring both resources and expertise to the tasks 
of strengthening nursing education. 
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CONCLUSIONS 

Currently, most nursing schools tend to cover the topics of SDOH, health 
equity, and population health in isolated, stand-alone courses. This approach is 
insufficient for creating a foundational understanding of these critical issues and 
for preparing nurses to work in a wide variety of settings. This content needs to 
be integrated and sustained throughout nursing school curricula and paired with 
community-based experiential opportunities whereby students can apply their 
knowledge, build their skills, and reflect on their experiences.

Conclusion 7-1: A curriculum embedded in coursework and experi-
ential learning that effectively prepares students to promote health 
equity, reduce health disparities, and improve the health and well-be-
ing of the population will build the capacity of the nursing workforce.

Preparing nursing students to address SDOH and improve health equity will 
require more than didactic learning and traditional clinical experiences. It will 
require that students engage actively in experiences that will expand and diversify 
their understanding of nursing practice, prepare them to care for diverse popula-
tions with empathy, and allow them to build the necessary skills and competen-
cies for the nursing practice of tomorrow. 

Conclusion 7-2: Increasing the number of nurses with PhD degrees 
who focus on the connections among social determinants of health, 
health disparities, health equity, and overall health and well-being will 
build the evidence base in this area. Building capacity in schools of 
nursing will require financial resources, including scholarship/loan 
repayment opportunities; adequate numbers of expert faculty available 
to mentor; and curriculum revisions to focus more attention on social 
determinants of health and health equity.

Having more nurses prepared at the PhD level will help build the knowledge 
base in the nursing profession for other nurses to translate (DNPs) and use in 
practice settings (LPNs, RNs, APRNs).

 
Conclusion 7-3: Learning experiences that develop nursing students’ 
understanding of health equity, social determinants of health, and 
population health and prepare them to incorporate that understanding 
into their professional practice include opportunities to
	 •	� learn cultural humility and recognize one’s own implicit biases;
	 •	� gain experience with interprofessional collaboration and mul-

tisector partnerships to enable them to address social needs 
comprehensively and drive structural improvements;
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	 •	� develop such technical competencies as use of telehealth, dig-
ital health tools, and data analytics; and 

	 •	� gain substantive experience with delivering care in diverse 
community settings, such as public health departments, 
schools, libraries, workplaces, and neighborhood clinics.

Building a diverse nursing workforce is a critical component of the effort to 
prepare nurses to address SDOH and health equity. While the nursing workforce 
has steadily grown more diverse, nursing schools need to continue and expand 
their efforts to recruit, support, and mentor diverse students. 

Conclusion 7-4: Successfully diversifying the nursing workforce will 
depend on holistic efforts to support and mentor/sponsor students and 
faculty from a wide range of backgrounds, including cultivating an 
inclusive environment; providing economic, social, professional, and 
academic supports; ensuring access to information on school quality; 
and minimizing inequities. 
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Nurses in Disaster Preparedness and 
Public Health Emergency Response

By failing to prepare, you are preparing to fail.

—Benjamin Franklin, writer, philosopher, politician

The increasing frequency of natural and environmental disasters, along with 
public health emergencies such as the COVID-19 pandemic, highlights the criti-
cal importance of having a national nursing workforce prepared with the knowl-
edge, skills, and abilities to respond. COVID-19 has revealed deep chasms within 
a fragmented U.S. health care system that have resulted in significant excess 

1 This chapter was commissioned by the Committee on the Future of Nursing 2020–2030 (Veen-
ema, 2020).

In the past decade, 2.6 billion people around the world have been af-
fected by earthquakes, floods, hurricanes, and other natural disasters. 
Nurses have been and continue to be pivotal in safeguarding the public 
during and after these disasters, as well as public health emergencies—
most recently, the COVID-19 pandemic. They educate and protect peo-
ple, engage with and build trust with the community, help people prepare 
and respond, and foster resilience to help communities fully recover. But 
fundamental reform is needed in nursing education, practice, research, 
and policy across both health care and public health settings to ensure 
that all nurses—from front-line professionals to researchers—have the 
baseline knowledge, skills, abilities, and autonomy they need to protect 
populations at greatest risk and improve the readiness, safety, and sup-
port of the nursing workforce.
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mortality and morbidity, glaring health inequities, and an inability to contain 
a rapidly escalating pandemic. Most severely affected by these systemic flaws 
are individuals and communities of color that suffer disproportionately from the 
compound disadvantages of racism, poverty, workplace hazards, limited health 
care access, and preexisting health conditions that reflect the role of social deter-
minants of health (SDOH) and inequities in access to health and health care that 
are a primary focus of this report. As natural disasters and public health emer-
gencies continue to threaten population health in the decades ahead, articulation 
of the roles and responsibilities of nurses in disaster preparedness and public 
health emergency response will be critical to the nation’s capacity to plan for and 
respond to such events. 

As described in the conceptual model framework developed by the com-
mittee to guide this study (see Figure 1-1 in Chapter 1), strengthening nurses’ 
capacity to aid in disaster preparedness and public health emergency response 
is one of the key ways to enhance nursing’s role in addressing SDOH and im-
proving health and health care equity. This chapter explores the contribution of 
nurses during the COVID-19 pandemic and across sentinel historical events and 
describes the impact of natural disasters and public health emergencies on SDOH 
and health and health care equity. It also illuminates the multiple and systemic 
challenges encountered by nurses in these past events, and identifies bold and 
essential changes needed in nursing education, practice, and policy across health 
care and public health systems and organizations to strengthen and protect the 
nursing profession during and after such events. Only when equipped with the 
salient knowledge, skills, and abilities, can nurses be fully effective in helping to 
protect the well-being of underserved populations, striving for health equity, and 
advocating for themselves and other health care workers. 

ROLES OF NURSES DURING NATURAL DISASTERS 
AND PUBLIC HEALTH EMERGENCIES

The ability to care for and protect the nation’s most vulnerable citizens 
depends substantially on the preparedness of the nursing workforce. The myriad 
factors related to national nurse education and training—licensure and certifica-
tion, scope of practice, mobilization and deployment, safety and protection, crisis 
leadership, and health care and public health systems support—together define 
nursing’s capacity and capabilities in disaster response. The nursing workforce 
available to participate in U.S. disaster and public health emergency response 
includes all licensed nurses (licensed practical/vocational nurses [LPNs/LVNs] 
and registered nurses [RNs]), civilian and uniformed services nurses at the federal 
and state levels, nurses who have recently retired, and those who volunteer (e.g., 
National Disaster Medical System, Medical Reserve Corps, National Voluntary 
Organizations Active in Disasters, and American Red Cross [ARC]). Each of 
these entities plays a critical role in the nation’s ability to respond to and recover 
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from disasters and large-scale public health emergencies such as the COVID-19 
pandemic.2 

Nurses’ General Roles in Disasters

Across a broad spectrum of clinical and community settings and through all 
phases of a disaster event (see Figure 8-1), nurses, working with physicians and 
other members of the health care team, play a central role in response. Before, 
during, and after disasters, nurses provide education, community engagement, 
and health promotion and implement interventions to safeguard the public health. 
They provide first aid, advanced clinical care, and lifesaving medications; assess 
and triage victims; allocate scarce resources; and monitor ongoing physical and 
mental health needs. Nurses also assist with organizational logistics by develop-
ing operational response protocols and security measures and performing statis-
tical analysis of individual- and community-level data. 

Beyond these contributions, nurses activate organizational emergency opera-
tions plans, participate in incident command systems, oversee the use of personal 
protective equipment (PPE), and provide crisis leadership and communications, 
often at risk to their own health. In the community, they open and manage shel-
ters; organize blood drives; and provide outreach to underserved populations, 
including by addressing social needs. Nurses also assist with care for the frail 
elderly (Heagele and Pacqiao, 2018; Kleier et al., 2018), assist with childbirth to 
ensure that women have healthy babies during a disaster (Badakhsh et al., 2010; 
de Mendoza et al., 2012; Role of the nurse, 2012), and work to reunite families 
separated during response activities. Disasters place unprecedented demands on 
health care systems and often test nurses’ knowledge, skills, abilities, and per-
sonal commitment as health care professionals.

Nurses’ Roles in Pandemics and Other Infectious Disease Outbreaks

Nurses’ roles in pandemics and other infectious disease outbreaks are mul-
tifaceted and may include

•	 supporting and advising in epidemic surveillance and detection, such as 
contact tracing; 

•	 working in point-of-distribution clinics to screen, test, and distribute 
vaccines and other medical countermeasures; 

•	 employing prevention and response interventions; 
•	 providing direct hospital-based treatment for impacted individuals; 
•	 educating patients and the public to decrease risk for infection; 

2 For the sake of brevity, the term “disaster” is used throughout the remainder of this chapter to 
refer to both natural disasters and public health emergencies.
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 DISASTER NURSING TIMELINE

Preimpact IMPACT Postimpact

Planning/preparedness 
prevention 

warning

Response 
emergency management 

mitigation

Recovery 
rehabilitation 
reconstruction 

evaluation

1. Participate in the 
development of 
community disaster 
plans.

2. Participate in 
community risk 
assessment:

  Elements of Hazard 
Analysis for All-
Hazards Approach

  Hazard mapping
  Vulnerability 

analysis
3. Initiate disaster 

prevention 
measures:

  Prevention or 
removal of hazard

  Movement/
relocation of at-risk 
populations

  Public awareness 
campaigns 

  Establishment 
of early warning 
systems

4. Perform disaster 
drills and table-top 
exercises.

5. Identify educational 
and training needs 
for all nurses.

6. Develop disaster 
nursing databases 
for notification, 
mobilization, and 
triage of emergency 
nurse staffing 
resources.

7. Develop evaluation 
plans for all 
components of 
disaster nursing 
response.

1. Activate disaster 
response plan:

  Notification and initial 
response

  Leadership assumes 
control of event

  Command post is 
established

  Establish 
communications

  Conduct damage and 
needs assessment at 
the scene

  Search, rescue, and 
extricate

  Establish field hospital 
and shelters

  Triage and transport of 
patients

2. Mitigate all ongoing 
hazards.

3. Activate agency disaster 
plans.

4. Establish need for mutual 
aid relationships.

5. Integrate state and 
federal resources.

6. Ongoing triage and 
provision of nursing care.

7. Evaluate public health 
needs of the affected 
population.

8. Establish safe shelter and 
the delivery of adequate 
food and water supplies.

9. Provide for sanitation 
needs and waste removal.

10. Establish disease 
surveillance.

11. Establish vector control.
12. Evaluate the need for/

activate additional 
nursing staff (disaster 
nurse response plans).

1. Continue provision 
of nursing and 
medical care.

2. Continue disease 
surveillance.

3. Monitor the safety 
of the food and 
water supply

4. Withdraw from 
disaster scene

5. Restore public 
health infrastructure

6. Re-triage and 
transport of patients 
to appropriate level 
care facilities.

7. Reunite family 
members.

8. Monitor long-term 
physical health 
outcomes of 
survivors.

9. Monitor mental 
health status of 
survivors.

10. Provide counselling 
and debriefing for 
staff.

11. Provide staff with 
adequate time off 
for rest.

12. Evaluate disaster 
nursing response 
actions.

13. Revise original 
disaster 
preparedness plan.

D
is

as
te

r 
p

ha
se

s
D

is
as

te
r 

co
nt

in
u

u
m

N
u

rs
in

g
 

ac
ti

o
n

s

SOURCE: Veenema, 2018.
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FIGURE 8-1 Disaster nursing timeline.
SOURCE: Veenema, 2018.
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•	 providing health systems and community-based leadership; and 
•	 counseling and supporting community members to assuage fear and 

anxiety (Veenema et al., 2020). 

Public health nurses have helped coordinate and implement disaster plans 
(Jakeway et al., 2008), and it was a school nurse working in Queens, New York, 
in 2009 who first observed and then notified the Centers for Disease Control and 
Prevention (CDC) about the H1N1 outbreak (Molyneux, 2009). 

Infectious disease outbreaks have been occurring more frequently and at a 
higher intensity over the past few decades (Fauci and Morens, 2012; Lam et al., 
2018). Both the health care system and individual front-line health care workers 
must be adequately prepared to respond to such events (Imai et al., 2008; Lam 
et al., 2018; Siu, 2010). Preparedness at the system level includes understanding 
the capacity of a hospital or health care system in advance of a potential public 
health emergency, including workforce capacity and capabilities and access to 
PPE, medical supplies, medical gases, and ventilators. It also requires having an 
action plan that includes the essential elements of managing the challenges such 
an event may impose on the institution (Siu, 2010; Toner et al., 2020; WHO, 
2018). However, the preparedness of the U.S. health care system to manage a 
pediatric surge during a pandemic has been recognized as lacking (Anthony et al., 
2017). Preparedness for front-line workers includes clinical skills and knowledge 
for providing care for patients and protecting the public from becoming ill (Lam 
et al., 2018; Ruderman et al., 2006; Shih et al., 2007). 

Response plans and nurses’ willingness to respond will vary based on the 
amount of information available about the pathogen and its transmission, the 
severity of the disease, and the public’s attitude toward the outbreak (Chung et 
al., 2005; Lam and Hung, 2013; Lam et al., 2018; Shih et al., 2007). When cer-
tain aspects of the disease are uncertain or the information is inconsistent, nurses 
become less confident and more anxious about performing their duties during 
an outbreak (Lam et al., 2018; Shih et al., 2007). The more severe the disease 
outbreak, the more likely it is that nurses will be prone to greater anxiety and 
fear of infection (Koh et al., 2012; O’Boyle et al., 2006). Even if this fear does 
not stop them from working during the outbreak, they are more likely to have a 
negative attitude and decreased morale when caring for infected patients. Nurse 
attitudes can also be strongly impacted by the mass media and news outlets (Lam 
et al., 2018; Shih et al., 2009). During disease outbreaks, the media will focus on 
the number of deaths and the severity of the disease, making it challenging for 
nurses to maintain a positive attitude when working with patients. Perceptions of 
the disease created in the media can also cause panic in the general public, which 
directly affects front-line nurses both in health systems and in the community 
(Lam and Hung, 2013; O’Boyle et al., 2006; Shih et al., 2007, 2009). 

The disaster nursing timeline © (see Figure 8-1) and many state, local, and 
organizational response plans are based on the single occurrence of an acute 
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event. It is important to note that infectious disease outbreaks are slow-moving 
disasters with multiple waves that create unique challenges for health system 
response. There is much to be learned from the events of 2020 and the devastating 
sequence of events that unfolded during the COVID-19 response.

Nurses’ Roles in the COVID-19 Pandemic

In December 2019, the novel coronavirus known as the severe acute respira-
tory syndrome coronavirus 2 (SARS-CoV-2) was first detected in China. By March 
2020, the World Health Organization (WHO) had declared the COVID-19 out-
break a pandemic, which was to become the worst public health emergency in 
more than 100 years, with more than 120 million cases detected worldwide and 
30.5 million cases confirmed in the United States as of April 1, 2021.3 Nurses 
have performed a variety of roles during the COVID-19 pandemic, while health 
care organizations and hospitals have had to treat innumerable patients across 
the United States for COVID-related illness alongside other complex and serious 
conditions (Veenema et al., 2020).  

Roles and responsibilities for nurses shifted rapidly to accommodate patient 
surges and the sudden unanticipated demand for health care services. Nurses were 
required to take on multiple new roles (e.g., non–critical care nurses asked to care 
for patients critically ill with COVID-19), provide end-of-life care, and serve as 
a means of vital communications between hospitalized patients and their families 
(Veenema et al., 2020). These shifts may have lowered the skill mix in intensive 
care units (ICUs) below required standards, with potential risks to patients’ 
safety and quality of care (Bambi et al., 2020). As of April 1, 2021, 552,957 
people in the United States had died from COVID-19,4 including an estimated 
551 nurses.5 Evidence gathered from nurses throughout the pandemic reveals the 
multiple challenges they have encountered during the pandemic response. Nurses 
have reported inadequate supplies of PPE, insufficient knowledge and skills for 
responding to the pandemic, a lack of authority for decision making related to 
workflow redesign and allocation of scarce resources, staffing shortages, and a 
basic lack of trust between front-line nurses and nurse executives and hospital 
administrators (ANA, 2020a,b; Mason and Friese, 2020; Veenema et al., 2020). 

Nurses have experienced significant psychological and moral distress during 
the pandemic (Altman, 2020; Labrague and De Los Santos, 2020; Pappa et al., 
2020; Shechter et al., 2020). Results of a survey conducted by the American 
Nurses Association (ANA, 2020a) reveal that 87 percent of nurses were afraid 

3  See https://gisanddata.maps.arcgis.com/apps/opsdashboard/index.html#/bda7594740fd402994 
23467b48e9ecf6 (accessed April 1, 2021).

4  See https://gisanddata.maps.arcgis.com/apps/opsdashboard/index.html#/bda7594740fd402994 
23467b48e9ecf6 (accessed April 1, 2021).

5  See https://www.theguardian.com/us-news/ng-interactive/2020/dec/22/lost-on-the-frontline-our-
findings-to-date (accessed March 18, 2021).
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to go to work, 36 percent had cared for an infectious patient without having 
adequate PPE, and only 11 percent felt well prepared to care for a patient with 
COVID-19. A follow-up survey conducted by ANA (2020c) revealed that in-
termittent shortages of PPE for nurses persisted 7 months into the pandemic, 
particularly for those working in smaller rural hospitals, home care, and pallia-
tive care. Nurses were asked to extend and reuse N95 masks long after CDC’s 
recommended guidelines, leading ANA to request that the Defense Production 
Act (DPA) be invoked to produce N95 masks (Lasek, 2020). In particular, nurses 
working in long-term care facilities, home care, palliative care, and small rural 
hospitals were particularly vulnerable as caregivers in environments with high 
risk and high mortality (ANA, 2020c).  

The mental health burden of the pandemic on nurses has been profound (see 
Chapter 10). Nurses of Asian/Pacific Islander (API) descent have experienced 
discrimination from patients who have refused care from them or made dispar-
aging remarks about their ethnic origins. The Asian Pacific Policy and Planning 
Council released a report on August 27, 2020, detailing 2,583 incidents of dis-
crimination against APIs in the United States from March 19 to August 5, 2020 
(Attacks against AAPI community, 2020). The psychological and mental health 
implications for nurses of API descent represent one of the many challenges 
nurses have faced during the pandemic.

Nurses’ Response to Human-Caused Disasters

In addition to natural disasters and public health emergencies, the United 
States is currently experiencing significant increases in gun-related violence, 
civil unrest against systemic racism, and social upheaval associated with growing 
political polarization (see Box 8-1). Active shooters in hospitals, school shoot-
ings, and random acts of foreign and domestic terrorism have forced a widening 
aperture for national preparedness, and nurses are involved in responding to the 
care needs of victims of these events (Lavin et al., 2017).

DISASTERS’ IMPACT ON POPULATION HEALTH

A disaster is defined as “a serious disruption of the functioning of a community 
or a society at any scale due to hazardous events interacting with conditions of 
exposure, vulnerability and capacity, leading to one or more of the following: hu-
man, material, economic and environmental losses and impacts” (UNISDR, 2017). 
More than 2.6 billion people globally have been affected by natural disasters, such 
as earthquakes, tsunamis, and heat waves, in the past decade, and these disasters 
have led to massive injuries, mental health issues, and illnesses that can overwhelm 
local health care resources and prevent them from delivering comprehensive and 
definitive medical care (WHO, 2020). During 2019 alone, the United States expe-
rienced 14 separate billion-dollar disasters, including inland floods, severe storms, 
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two hurricanes, and a major wildfire event (Smith, 2020). Disaster planning for 
emergency preparedness is, then, imperative. In the near future, such factors as 
climate change and climate change–related events, including global warming and 
sea-level rise; the depletion of resources and associated societal factors; and the 
growth of “megacities” and populations shifts (IFRC, 2019; UN, 2016) are likely 
to converge to increase the risk of future disasters (IPCC, 2012, 2014; Watts et 
al., 2018). Human-caused disasters, such as school and other mass shootings and 
random acts of terrorism, create additional hazards for human health.

Health Inequities in Disasters

While disasters impact populations, research has shown that those impacts 
are not equally distributed. Disasters often amplify the inequities already pres-
ent in society and harm high-risk and highly vulnerable communities far more 
than others (Davis et al., 2010). Although every person who is exposed to a 
disaster is impacted in some form, the disproportionate impact on high-risk and 
highly vulnerable populations, including the elderly, the disabled, the immuno-
suppressed, the underserved, and those living in poverty, is unequivocal (Maltz, 
2019; UNISDR, 1982). Severe and morbid obesity, the complex causes of which 
are rooted in SDOH, also creates increased vulnerability to disasters. In fact, the 

BOX 8-1 
Pulse Nightclub Shooting

	 What would become one of the worst mass shootings in U.S. history occurred 
on June 12, 2016, in Orlando, Florida. Around 2:00 AM, a gunman opened fire 
at a popular gay nightclub, Pulse Orlando, killing 50 people and injuring another 
53 (Shapiro, 2016). Fortunately, the Orlando Regional Medical Center (ORMC), 
the only Level 1 trauma center in the region, was just a few blocks away. Within 
a few hours, the hospital had treated 44 of the shooting victims, 36 of whom had 
arrived within the first 36 minutes of the hospital’s response (Willis and Philp, 
2017). Just a few months prior to the Pulse Nightclub shooting, there had been 
a community-wide exercise in disaster response that involved responding to an 
active shooter. More than 500 volunteers, 50 agencies, and 15 hospitals across 
central Florida had participated. Staff from ORMC stated that participation in such 
mass-casualty drills was one of the reasons they were prepared to respond to the 
Pulse Nightclub tragedy (Willis and Philp, 2017). These drills included practicing 
roles within the Hospital Incident Command System, which the nurse leaders 
were able to execute during the event. By understanding what is expected of them 
and feeling confident in their previously assigned roles, they were able to provide 
quality, timely care to the victims while managing the large influx of patients that 
arrived with no emergency medical services notice or triage. 
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intersection of SDOH, severe or morbid obesity, and disaster vulnerability is 
postulated to create “triple jeopardy” for these individuals (Gray, 2017). 

Health and health care disparities, such as lack of access to primary care 
and specialty providers, the presence of comorbid conditions, and lack of health 
insurance, together with poverty, not only put people at increased risk for injury 
or death during disasters but are often exacerbated during a disaster. For exam-
ple, more than 4,600 excess deaths are believed to have resulted from Hurricane 
Katrina because of interruptions in medical care and basic utilities, which espe-
cially impacted those with chronic conditions who required medical equipment 
powered by electricity (Kishore et al., 2018). This number was much higher than 
the number of people who died as a direct result of the hurricane and indicates 
how quickly chronic conditions can revert to acute medical emergencies, greatly 
increasing the mortality of those most underserved.

Studies show that although the majority of Americans are considered unpre-
pared for the occurrence of a disaster, those of lower socioeconomic status (SES) 
and lower educational attainment are generally less prepared than their wealthier 
and more educated counterparts in part because of the costs associated with pre-
paredness actions, such as obtaining insurance and taking measures to prepare 
for earthquakes (SAMHSA, 2017). In a national household survey, for example, 
65 percent of respondents said they had no disaster plans or had plans that were 
inadequate (Petkova et al., 2016). And according to national survey data from the 
Federal Emergency Management Agency (FEMA), fewer than half of Americans 
are familiar with local hazards, fewer than 40 percent have created a household 
emergency plan, and only about half (52 percent) have disaster supplies at home 
(FEMA, 2014). 

When communities are warned about impending disasters, research shows 
that those of lower SES may be less likely to respond because of the cost and 
resources associated with evacuation (Thiede and Brown, 2013). When a disaster 
strikes, a range of impacts continue to affect those of lower SES compared with 
those of higher SES more severely, including homelessness, physical injuries, and 
financial effects. Families of lower SES are more likely to experience greater im-
pacts from disasters, including damage to their homes from strong winds, floods, 
or earthquakes because of their homes’ lower construction quality and increased 
likelihood of being located in flood-prone areas; lack of insurance coverage; 
insufficient savings; and lack of understanding of the governmental systems 
that provide aid to victims (Hallegatte et al., 2016). They may not know how to 
access aid and may feel uncomfortable working with these systems, especially 
if they are undocumented immigrants in fear of being deported. Families may 
even be unable to reach assistance centers because of a lack of transportation and 
child care or the inability to miss work. Those of lower SES are more vulnerable 
to homelessness after a disaster and experience extreme difficulty in obtaining 
housing loans to help them rebuild their damaged homes (SAMHSA, 2017). This 
plethora of hardships experienced by people of lower SES and people of color 
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during and after a disaster also leads to an increased likelihood of experiencing 
depression and posttraumatic stress. 

Relationship to Race and Ethnicity

Health inequities seen in natural disasters and infectious disease outbreaks 
are often directly related to race and ethnicity. The COVID-19 pandemic has had 
a disproportionate effect on Black, Hispanic, and American Indian populations, 
who have experienced greater levels of suffering and death. Long-standing racial 
and ethnic inequities in access to health care services prior to the pandemic have 
translated into disparities in access to COVID-19 testing and treatment (Duke 
Margolis Center for Health Policy, 2020; Poteat et al., 2020). Zoning laws and 
low income levels have disadvantaged some racial and ethnic groups and con-
tributed to living conditions that have made it difficult for individuals to socially 
distance (Davenport et al., 2020). The added burdens of chronic disease and 
persistent underfunding of American Indian health systems have resulted in the 
nation’s indigenous population being at high risk of poor outcomes from the dis-
ease (AMA, 2020). COVID-19-related unemployment and economic devastation 
have impacted all communities, with Black and Hispanic workers experiencing 
the highest rates of COVID-19 infection (BLS, 2020). Box 8-2 describes how 
one county in Texas became a COVID-19 “hotspot.”

BOX 8-2 
COVID-19 in Hidalgo County, Texas

	 Hidalgo County, Texas, in the Rio Grande Valley on the U.S.–Mexico border 
became a coronavirus hotspot, with 15,153 confirmed cases and 456 deaths 
as of July 25, 2020.* Hidalgo County has a high prevalence of diabetes and 
obesity, along with poverty and poor access to health care, exacerbating the 
life-threatening side effects of the coronavirus (Killough et al., 2020; Najmabadi, 
2020). Furthermore, 92 percent of the Hidalgo Country residents are Hispanic, a 
population that has been disproportionately affected by the pandemic because of 
their essential worker status (Erdman, 2020).
	 After a broad reopening in May 2020, Texas saw a surge in cases across the 
state. Hospitals were referred to as “war zones” (Brooks and O’Brien, 2020; Kil-
lough et al., 2020). More than 1,200 medical personnel were sent to the region, 
including U.S. Navy and Army nurses and physicians, to provide desperately 
needed relief to the overworked hospital staff. The county suffered the deaths of 
five nurses from COVID-19 (Hernandez, 2020), as they were responsible for more 
critically ill patients and were constantly working overtime with no end in sight as 
their patient load continued to grow. 

* See https://www.hidalgocounty.us/coronavirusupdates.
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Nurses’ Roles in Addressing Disparities

In the future, nurses could play a role in helping to address these disparities 
before, during, and after a disaster. Community resilience, which “refers to com-
munity capabilities that buffer it from or support effective responses to disasters,” 
is of growing importance in disaster preparedness, particularly in underresourced 
areas (Wells et al., 2013, p. 1172). This concept engages the community in di-
saster planning, such as creating “community emergency response teams” and 
helping families compile their own disaster preparedness kits (Wells et al., 2013). 
When adequate in number, public health and school nurses can help with these 
community engagement activities and advance preparedness in at-risk popula-
tions, such as low-income families and the homebound elderly (Spurlock et al., 
2019). Some disasters may not call on nurses to use technical clinical practice 
skills, but rather their skills in networking, communications, creation of partner-
ships, resource identification, and assessment, as well as their understanding of 
SDOH that result in increased vulnerabilities to a disaster event. Disasters often 
limit or eliminate access to transportation; access to care, food, and shelter; and 
employment. By understanding how these factors affect a person’s health and 
well-being and related potential resources, nurses can help build community re-
silience (Heagele, 2017). Additionally, nurses can play a role in advocating for a 
health equity approach in preparation for future pandemics that addresses histor-
ical and current structural as well as systemic racial prejudice and discrimination 
that result in health disparities. 

Equitable access to and distribution of tests, treatments, contact tracing, and 
vaccines especially for underserved populations, is instrumental to the success 
of the response to COVID-19 as well as future pandemics. Nurses’ capacity to 
advance health equity in the United States includes supporting fair, equitable, 
and transparent allocation of vaccine during the nation’s COVID-19 vaccine 
campaign and future infectious disease emergencies. Nurses’ awareness of the 
relationship between the historical experience of individuals and communities 
and how SDOH impact trust in the health care system and vaccine hesitancy is 
a precursor to the critically important work of framing community health educa-
tion and messaging to counter misinformation. With this understanding, nurses 
can be trusted sources of health information and work actively to educate their 
communities, particularly in the areas of preventing disease spread and dispelling 
vaccine-related misinformation. Nurses should be able and willing to participate 
in all of these activities during an ongoing pandemic (Martin, 2011).

NURSES’ ROLE IN SHELTERING DURING DISASTERS

During disasters, nurses staff shelters that house people displaced by these 
events. Shelters are critical in disaster response, providing temporary housing 
for those displaced by such events as earthquakes and hurricanes (see Box 8-3). 
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During Hurricanes Gustav and Ike in 2008, more than 3,700 patients were treated 
by nurses in shelters for acute and chronic illnesses (Noe et al., 2013). After Hur-
ricane Katrina in 2006, nearly 1,400 evacuation shelters were opened to accom-
modate 500,000 evacuees from the Gulf region (Jenkins et al., 2009). Those who 
receive care in shelters, including children, the elderly, and those with chronic 
medical conditions, are often economically disadvantaged and highly vulnerable 
to a disaster’s health impacts (Laditka et al., 2008; Springer and Casey-Lockyer, 
2016). For example, one study of evacuees living in Red Cross shelters after 
Hurricane Katrina found that nearly half lacked health insurance, 55 percent 
had a preexisting chronic disease, and 48 percent lacked access to medication 
(Greenough et al., 2008). Nurses can help ensure that such evacuees receive 
appropriate care, including for physical and mental illnesses, and help prevent 
unnecessary deaths that may result from disruptions in health care services.

After a disaster, people must often spend extended periods in shelters un-
til they can find alternative housing, greatly affecting their social, mental, and 
physical well-being. For example, studies have found that disaster victims are at 
increased risk for posttraumatic stress disorder, and the close proximity to others 
in which they must live in shelters, combined with poor infection control, greatly 

BOX 8-3 
Lessons Learned from Nurses’ Role in 

Evacuation During Hurricane Sandy

	 On October 28, 2012, Hurricane Sandy made landfall in Atlantic City, New 
Jersey. The storm eventually claimed nearly 150 lives and caused billions of 
dollars of damage along the U.S. East Coast. Hospitals across New York City, 
including the New York University Langone Medical Center (NYULMC), began 
preparing for Hurricane Sandy in the week before landfall. Nurses assisted with 
storm preparations and the evacuation of patients from NYULMC, including help-
ing to triage, move, and discharge patients; printing medical records; ensuring 
sufficient staffing; communicating with patients and their families; and identifying 
other hospitals that could take patients. Many had worked during Hurricane Irene 
the year before and expected a similar outcome, but instead had to adapt rapidly 
to “an unplanned evacuation that ended in hospital closure” (VanDevanter et al., 
2017, p. 637). 
	 Many nurses felt unprepared to help evacuate the entire hospital, had little 
clarity on what role they were to play during the disaster, and had “limited knowl-
edge of hospital disaster policies and procedures” (VanDevanter et al., 2017, p. 
638). The lessons learned from nurses’ response to this disaster highlight the 
importance of education and training for nurses in disaster response, including in 
scenarios of short- and long-term power outages. Event management, triage, and 
evacuation are critical skills for nurses.
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increases the potential for infectious disease outbreaks in these settings. The 
health needs of those residing in shelters long-term are often much greater than 
the needs of those who suffer acute injuries, such as traumas (e.g., penetrating 
wounds, bone fractures), from the disaster itself. For example, a review of more 
than 30,000 people treated in shelters after Hurricane Katrina found that most of 
the care provided was “primary care or preventive in nature, with only 3.8 percent 
of all patients requiring referral to a hospital or emergency department” (Jenkins 
et al., 2009, p. 105). An assessment conducted after Hurricanes Gustav and Ike 
identified similar postdisaster health care needs within shelters (Noe et al., 2013).

Historically, nurses have delivered care to shelter populations, perhaps most 
familiarly in working with ARC. For example, ARC nurses at a shelter housing 
Hurricane Katrina evacuees set up hand sanitizing stations to help prevent infec-
tious disease outbreaks. ARC nurses have worked to understand the functional, 
physical, and mental health needs of displaced persons; ensure that shelters are 
safe environments; and “maximiz[e] the effectiveness of nurses and other li-
censed care providers in disaster shelters” (Springer and Casey-Lockyer, 2016).

NURSES’ PREPAREDNESS FOR DISASTER RESPONSE

Critical lessons learned during the response to prior infectious disease out-
breaks, such as the 2003 severe acute respiratory syndrome (SARS) coronavirus 
outbreak, the 2009 H1N1 influenza pandemic, and the Ebola virus outbreak in 
West Africa, were not applied to workforce planning for future infectious dis-
ease outbreaks such as COVID-19 (Hick et al., 2020). These prior public health 
emergencies illuminated glaring gaps in emergency preparedness and workforce 
development and the harmful effects on nurses, and multiple calls to improve 
nurse readiness for pandemic response have been issued (Catrambone and Vla-
sich, 2017; Corless et al., 2018; Veenema et al., 2016a). 

Basic knowledge about health system emergency preparedness is generally 
lacking among nurses, including school nurses, who, as discussed above, are 
expected to play key roles during public health emergencies (Baack and Alfred, 
2013; Labrague et al., 2018; Rebmann et al., 2012; Usher et al., 2015). For ex-
ample, in a survey of more than 5,000 nurses across the Spectrum Health system, 
78 percent of respondents said they had little or no familiarity with emergency 
preparedness and disaster response (ASPR, 2019). Similarly, studies evaluating 
curricular content in U.S. schools of nursing (Charney et al., 2019; Veenema 
et al., 2019) and globally (Grochtdreis et al., 2016) disclose a notable absence 
of health care emergency preparedness content and little evidence that the few 
students who receive instruction in this context achieve competency in these 
skills. Furthermore, the willingness of individual nurses and other health care 
providers to respond to disasters is variable, and research suggests that many 
feel unequipped to respond (Connor, 2014; Veenema et al., 2008) or to keep 
themselves safe (Subbotina and Agrawal, 2018). 
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This educational gap is striking given that studies have shown that the more 
knowledgeable nurses are about infectious disease manifestation, transmission, 
and protection, the more confident and successful they will be when working 
during an outbreak (Liu and Liehr, 2009; Shih et al., 2009). Moreover, nurses who 
have previous experience working with an infectious disease outbreak are more 
confident and better prepared during a subsequent outbreak (Koh et al., 2012; 
Lam and Hung, 2013; Liu and Liehr, 2009), more knowledgeable about infection 
control and prevention measures, and more skilled in treating those with such 
infectious diseases. Nurses with a strong sense of their professional value—those 
who believe their role as a nurse is not just a job but a responsibility to serve and 
protect the public—are more likely to work during an infectious disease outbreak 
(Koh et al., 2012). Their outlook often causes them to struggle in balancing their 
duty as a nurse to provide care with their personal safety and health during an 
outbreak (Chung et al., 2005). 

Gaps in education and training are evident in nursing leadership as well 
(Knebel et al., 2012; Langan et al., 2017; Veenema et al., 2016b, 2017). Nurse 
leadership, an important component of nurses’ roles (see Chapter 9), is essential 
in any organization experiencing a disaster (Samuel et al., 2018). Thus, greater 
effort to develop and evaluate training programs for nurse leaders is warranted. 
Such programs can cultivate communication, business, and leadership compe-
tencies, and these nurse leaders, in turn, can improve health care’s response, 
outcomes for patients, staff well-being, and the financial stability of hospitals 
(Shuman and Costa, 2020). Results of the April 2020 ANA survey indicated 
gaps in crisis leadership resulting in a lack of trust between nursing and hospital 
leadership and front-line nursing staff.

Areas in which action needs to be taken to advance national nurse readiness 
for responding to disasters, including pandemics, are detailed below. First, how-
ever, it is critical to identify and understand the gaps in the U.S. health care sys-
tem both within and outside of the nursing workforce that have contributed to an 
ongoing lack of disaster readiness (Veenema et al., 2020). A range of factors that 
influence nursing workforce development and nurses’ safety and support during 
disasters extend across the governmental, system (e.g., large regional health sys-
tems), and organizational (e.g., individual hospitals, clinics, and other types of 
health care settings) levels. Aggressive actions taken now to transform nursing 
education, practice, and policy across health care and public health systems and 
organizations can improve the readiness, safety, and support of the national nurs-
ing workforce for COVID-19 as well as future disasters. The factors reviewed 
below that affect nurse preparedness include government strategies, research 
funding, education and accreditation, responsibilities of hospitals and health care 
organizations, and the role of professional nursing organizations. The interactions 
among nurses, health care institutions, and government have been identified as 
crucial to an effective pandemic response (Lam et al., 2018).
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Government Strategies

The federal government has wide-ranging responsibilities for disaster pre-
paredness and response across various agencies. The Office of the Assistant 
Secretary for Preparedness and Response (ASPR) within the U.S. Department of 
Health and Human Services (HHS) “leads the nation’s medical and public health 
preparedness for, response to, and recovery from disasters and public health 
emergencies” (HHS, 2019). ASPR’s many roles during these events include 
coordinating the HHS Emergency Support Functions, overseeing the National 
Disaster Medical System, supporting the Hospital Preparedness Program, and 
maintaining and distributing the Strategic National Stockpile.6 ASPR’s strategies 
for identifying risks and informing preparedness and response efforts also include 
the National Biodefense Strategy and the National Health Security Strategy. Fed-
eral response strategies and frameworks beyond those of ASPR include FEMA’s 
National Response Framework and CDC’s Public Health Emergency Prepared-
ness and Response Capabilities. 

Concern has been expressed that the above federal strategies may not accu-
rately reflect and incorporate the capacity of the nursing workforce to respond 
to disasters. Veenema and colleagues (2016a) identify the need for a systematic 
review of national policies and planning documents addressing disasters to ensure 
that they elevate, prioritize, and address the practice of disaster nursing in federal, 
state, and local emergency management operations. For instance, the 2017–2022 
Health Care Preparedness and Response Capabilities provides a framework for 
health care coalition capabilities, including health care and medical readiness, 
health care and medical response coordination, continuity of health care service 
delivery, and medial surge (ASPR, 2016). Noteworthy, however, is that many of 
the capabilities outlined in this framework depend on a trained nursing workforce. 

Ensuring that nurses are educationally prepared and available will be in-
strumental to success in mass vaccination and other disaster-related efforts. In 
terms of local government decisions, for example, school nurses are responsible 
for safe reentry of children to K–12 education during disasters. Lessons learned 
from the reopening of schools in other jurisdictions and other countries, as well 
as CDC guidance, can inform the incorporation of such practices as pandemic 
public health interventions into schools. The roles and responsibilities expected 
of nurses within existing local, state, and federal preparedness and response 
strategies need to be clarified to equip nurses with the knowledge, skills, and 
abilities needed to execute those roles safely and to build and maintain them 
across the nursing workforce. Additionally, nursing expertise that draws on both 
clinical and public health nursing knowledge can actively inform policy makers 

6 See https://www.phe.gov/about/aspr/Pages/default.aspx.
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from the local to the federal levels to ensure nurses’ robust preparation for and 
response to disasters. 

Research Funding

Scientific evidence is foundational to the delivery of safe, high-quality nurs-
ing care to individuals and communities affected by a disaster, yet data suggest 
that this evidence base is underdeveloped (Veenema et al., 2020). Research gaps 
have been identified (Stangeland, 2010), and priorities related to disaster nursing 
have been articulated (Ranse et al., 2014). A 2016 consensus report articulates 
specific recommendations for advancing research on disaster nursing, including 
the articulation of a research agenda based on a needs assessment to document 
gaps in the literature, nursing knowledge and skills, and available resources; 
expansion of research methods to include interventional studies and use both 
quantitative and qualitative designs; and an effort to increase the number of 
PhD-prepared nurse scientists serving as principal investigators on disaster re-
search projects (Veenema et al., 2016a). 

However, funding for this work has been insufficient. Support for public 
health emergency preparedness and response (PHEPR) research in general has 
repeatedly stopped and restarted, resulting in an evidence base comprising one-
off studies. There has been little funding for academic public health emergency 
programs since 2015, with the exception of CDC’s Center for Preparedness and 
Response’s Broad Agency Announcement (BAA) for Public Health Emergency 
Preparedness and Response Applied Research, and no funding for academic 
disaster nursing. Overall funding for disaster research has declined since 2009 
(NASEM, 2020). A report recently released by the National Academies (NASEM, 
2020) concludes, 

The public health emergency preparedness and response field is currently relying 
on fragmented and largely uncoordinated research efforts, often with no clear 
linkage to overall system goals. Collectively, these deficiencies have contributed 
to a field based on long-standing practice not evidence-based practices. To ad-
dress these deficiencies, the PHEPR field needs a coordinated intergovernmental, 
multidisciplinary effort with defined objectives to prioritize and align research 
efforts and investments in a research infrastructure to strengthen the capacity 
to conduct research before, during, and following public health emergencies.

Education and Accreditation

In 2017, the Centers for Medicare & Medicaid Services (CMS) enacted the 
Emergency Preparedness Rule, which established requirements for planning, pre-
paring, and training for emergencies (CMS, 2016, 2019). The rule was intended 
to advance health care preparedness, but it did not address the preparedness of 
the nursing workforce. The rule was designed to promote preparedness at the 
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health care organization level, allowing the organization flexibility in testing and 
training for staff, including nurses. Accreditors are required to ensure that the cri-
teria for the rule are met, but they do not evaluate the level of knowledge among 
staff or require additional training or workforce development. Gaps in nursing’s 
emergency preparedness within these organizations can occur even if they have 
met the CMS emergency preparedness criteria.

Maintaining adequate and safe staffing levels during a disaster needs to be 
a key consideration in the development of a workforce emergency strategy. The 
Joint Commission has a vested interest in nursing workforce issues, viewing 
nursing as part of its mission to support high-quality and safe care for the public. 
The Joint Commission has produced recommendations designed to increase the 
professionalism of nursing and diversify the nursing workforce, and it has im-
plemented measures to improve the safety and quality of nursing care practices. 
While The Joint Commission does not specifically require reporting of nurse-to-
patient ratios, it does have some related metrics around patient outcomes (The 
Joint Commission, 2020). The lack of metrics that specifically measure whether 
facilities have the plans, procedures, and human resources needed to surge the 
workforce during a disaster leaves them vulnerable to staffing shortages and 
increases the likelihood that they will need to turn to a crisis standards of care 
staffing model. 

Fundamental and seismic change also is required in nursing education if 
the profession is to keep pace with the increasing numbers of natural disas-
ters and public health emergencies. The major threats to global human health 
(climate change, air pollution, influenza, emerging infectious diseases, vaccine 
hesitancy) (WHO, 2019) receive minimal coverage in most nursing school cur-
ricula. COVID-19 represents a harbinger of public health emergencies to come, 
highlighting the vital role of disaster response education and training for nurses. 
Yet, repeatedly, empirical evidence shows that nurses are ill prepared to respond 
to these events (Charney et al., 2019; Labrague et al., 2018; Veenema, 2018). 
Overall, the preparedness of the nursing workforce is a factor in prelicensure 
education and lifelong learning inclusive of training (e.g., regular drills and ex-
ercises). Nursing preparedness requires that all organizations employing nurses, 
from schools of nursing to hospitals to other health-related organizations, engage 
in this agenda. To equip nurses to respond to future disaster events, schools of 
nursing need to produce nurses capable of providing culturally meaningful care, 
using data to drive health decisions, and addressing SDOH to optimize population 
health outcomes (Duke Margolis Center for Health Policy, 2020). And as noted 
earlier, PhD-prepared nurse scientists are essential to conduct disaster research 
and educate a cadre of future nurse researchers and educators to sustain and 
advance the field. Nursing curricula need to be updated to reflect the realities of 
these increasing threats to human health.

The American Association of Colleges of Nursing (AACN) establishes the 
standards for curriculum for academic nursing programs through a series of Es-

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

264	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

sentials documents that are currently being revised and are targeted to be released 
in early 2021 (see Chapter 7 for more detailed information). Population health 
competencies that specifically address disaster response are included in the re-
vised Essentials, and their addition has the potential to drive transformational 
change across academic programs. Greater emphasis on disaster and public health 
emergency response competencies and skills should have beneficial effects for 
nurses during disasters, including greater resilience, increased practical and theo-
retical knowledge, a broader view of the “clinical and organizational big picture,” 
and reduced psychological impact in case of sudden reassignment to a different 
clinical setting (Bambi et al., 2020). While all schools need to increase content 
in general disaster preparedness, it is also worth considering incorporating addi-
tional hazard-specific content to build capacity for nurses to respond to the kinds 
of emergencies that are most likely in the geographic area where they will live 
and practice. Schools of nursing can expand their use of educational technology, 
including telenursing and virtual simulations to increase interprofessional disaster 
training opportunities in partnership with community disaster response agencies.

The Commission on Collegiate Nursing Education (CCNE) Standards and 
Professional Nursing Guidelines  Standards for Accreditation of Baccalaureate 
and Graduate Nursing Programs are applied at accreditation site visits to schools 
of nursing (AACN, 2011) to confirm that academic programs align with Es-
sentials. CCNE evaluators’ confirmation of the adoption of the new Essentials 
standards on incorporating disaster response content into education and train-
ing programs could produce evidence of graduates’ related clinical competence 
(Veenema et al., 2020). 

Disasters, including such events as the COVID-19 pandemic, interrupt ac-
ademic progression and student mastery of clinical competencies and can delay 
graduations. Schools of nursing and state boards of nursing would be well served 
to establish options for supporting clinical rotations in the health care setting, 
such as expanding the role of virtual or simulated learning and alternative, non-
traditional sites for clinical placements. Working with clinical and community 
partners, schools of nursing would benefit from establishing back-up plans to 
ensure that academic programs continue during public health emergencies. A 
particular emphasis on addressing health care equity in the face of disaster would 
be of prime importance.

Responsibilities of Hospitals and Health Care Organizations

The COVID-19 pandemic has revealed profound problems with the financ-
ing and delivery of American health care, presenting both challenges and op-
portunities for nursing, and has exposed systemic vulnerabilities that afflict the 
well-being and resilience of nurses and other health professionals. Hospitals and 
other organizations employing nurses, nurse leaders, physicians, and others have 
a responsibility to create a safe working environment for nurses, ensuring ade-
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quate staffing levels, access to appropriate levels of PPE, and physical and mental 
health support services for protracted disaster events. Hospital administrators and 
nursing and medical executives need to be held accountable for having policies in 
place to ensure a safe working environment for nurses during disaster response. 
Hospital disaster plans need to accommodate changes in clinical duties and nurse 
staffing to meet demand, and identify alternative nurse staffing resources to aid 
in the response. Long-term care facilities, home care agencies, and community 
health clinics need to include the same accommodations. 

Nurse executives in various health and health care organizations across com-
munities can work together to plan for circumstances that may require surging 
nurses across settings to meet emerging health care needs. Nurses well educated 
in addressing SDOH would be of particular value in contributing to the devel-
opment and implementation of preparedness and response strategies that meet 
the needs of diverse high-risk, high-vulnerability populations. Stockpiling and 
procurement of adequate supplies (e.g., testing supplies, PPE, medical gases) 
are critical for keeping nurses safe at work. Health system leaders, mandated to 
have emergency management response plans in place, can ensure that all disaster 
and pandemic response plans address training content, including issues of health 
equity and communication with and protection of their workforce. 

The Role of Professional Nursing Organizations

Professional nursing organizations have an important role in ensuring that 
their members and the profession at large have the expertise and support to 
respond to unanticipated events that threaten the health of the public. These or-
ganizations have advocated for the support and protection of nurses during past 
disasters and continue to do so today. The Tri-Council for Nursing (Tri-Coun-
cil) is an alliance of five nursing organizations focused on leadership for 
education, practice, and research. Working with specialty nursing organiza-
tions, such as the Emergency Nurses Association and the Council of Public 
Health Nursing Organizations, the Tri-Council could advocate for a broad 
and forward-thinking national plan to advance disaster nursing and PHEPR. 
A special emphasis should be the care of individuals, families, and commu-
nities that are disproportionally affected by disasters. Nursing organizations 
uniting around the COVID-19 response can use this experience to establish 
a foundation for preparing the profession to meet future disaster-related 
challenges.

CONCLUSIONS

COVID-19, while historic, is but one example of the significant burden im-
posed by disasters and public health emergencies on the health of populations, 
health care professionals, and nurses in particular. The pandemic has created mul-
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tiple challenges, particularly for managing its effects across diverse and highly 
vulnerable populations, and exacerbated existing health inequities. Future natural 
disasters and infectious disease outbreaks will present similar, if not greater chal-
lenges for the nursing profession. Bold, anticipatory action is needed to advance 
nurse readiness for these events.

Conclusion 8-1: The nation’s nurses are not currently prepared for 
disaster and public health emergency response.

Conclusion 8-2: A bold and expansive effort, executed across multiple 
platforms, will be needed to fully support nurses in becoming prepared 
for disaster and public health emergency response. It is essential to 
convene experts who can develop a national strategic plan articulat-
ing the existing deficiencies in this regard and action steps to address 
them, and, most important, establishing where responsibility will lie 
for ensuring that those action steps are taken. 

Conclusion 8-3: Rapid action is needed across nursing education, 
practice, policy, and research to address the gaps in nursing’s disaster 
preparedness and improve its capacity as a profession to advocate for 
population health and health equity during such events.
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Nurses Leading Change

Creating a future in which opportunities to optimize health are more equita-
ble will require disrupting the deeply entrenched prevailing paradigms of health 
care, which in turn will require enlightened, diverse, courageous, and compe-
tent leadership. The seminal Institute of Medicine report Crossing the Quality 
Chasm: A New Health System for the 21st Century (IOM, 2001) calls for broad 
and sweeping transformation of the health care system in order to improve the 
quality of care. It identifies six aims for improvement that define quality health 

Minister to the world in a way that can change it.  
Minister radically in a real, active, practical,  

and get your hands dirty way.

—Chimamanda Ngozi Adichie, author

As demonstrated by the COVID-19 pandemic, nurses at every level 
and across all settings are positioned to lead. Nurses can lead teams, 
promote community health, advocate for systems change and health 
policy, foster the redesign of nursing education, and advance efforts 
to achieve health equity. Even so, educational institutions and health 
systems can better prepare and empower new and practicing nurses, in-
cluding licensed practical nurses, registered nurses, advanced practice 
registered nurses, and those with doctoral degrees to develop and grow 
in leadership roles. To this end, it will be necessary to place more inten-
tional focus on providing models and opportunities for the emergence of 
more diverse nurse leaders who can reflect the people and families they 
care for and can mentor and serve as role models for underrepresented 
students.
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care: to provide care that is safe, effective, patient-centered, timely, efficient, and 
equitable (IOM, 2001). The Institute for Healthcare Improvement (IHI) has found 
that progress on health equity has lagged behind that on the other five aims, call-
ing it “the forgotten aim” of health care (Feely, 2016). The Crossing the Quality 
Chasm report emphasizes the importance of leadership in achieving the six aims, 
noting that leaders have a wide variety of roles and responsibilities that include 

creating and articulating the organization’s vision and goals, listening to the 
needs and aspirations of those working on the front lines, providing direction, 
creating incentives for change, aligning and integrating improvement efforts, 
and creating a supportive environment and a culture of continuous improvement 
that encourages and enables success. (IOM, 2001, p. 137) 

It must be emphasized that having this type of leadership only at the top of an 
organization or initiative is not enough. Rather, leadership is needed at multiple 
levels to “provide clear strategic and sustained direction and a coherent set of 
values and incentives to guide group and individual actions” (IOM, 2001, p. 137) 
and to ensure that health equity is a strategic priority at every level (Feely, 2016).

This chapter focuses on how nurse leaders can, and do, address social deter-
minants of health (SDOH) and health equity in all settings and all nursing roles. It 
begins by articulating how nurses are well suited to lead in such efforts, and then 
outlines the committee’s vision for nursing leadership specific to these challenges 
in the future. Next is a discussion of the competencies that will enhance nurses’ 
ability to lead effective change. Finally, the chapter explores ways to help achieve 
the committee’s vision for nursing leadership through training and leadership 
development specific to advancing an agenda of greater health equity. 

NURSES LEADING IN HEALTH EQUITY

Nurses have a rich history of both advocacy and the provision of holistic care 
that includes meeting social needs of individuals and focusing on SDOH. As pre-
sented in this report, there are numerous examples illustrating how nurses are al-
ready working effectively as leaders on equity issues across a variety of settings. 
If nurses are to build on this rich tradition, it will not be enough for them to see 
themselves as leaders; the organizations that employ them will have to provide 
them with ample opportunities, resources, and mentorship to fully realize their 
leadership potential. This is the case even for nurses who are self-employed, who 
can benefit from opportunities provided by the external systems around them.

Nursing’s Focus on Social Determinants

Nurses have always been key to the health and well-being of individuals and 
communities, but a new generation of nurse leaders is now needed—one that rec-
ognizes the importance of SDOH and diversity and is able to use and build on the 
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increasing evidence base supporting the link between SDOH and health status. 
Today’s nurses are called on to lead in the development of effective strategies 
for improving the nation’s health (Lathrop, 2013; Ogbolu et al., 2018) with due 
attention to the needs of the most underserved individuals, neighborhoods, and 
communities and the crucial importance of advancing health equity. 

Leadership can be defined as a process of social influence that maximizes the 
efforts of others toward achievement of a goal (Kruse, 2013). Leaders set direc-
tion, build an inspiring vision, press for change, and create new ways of thinking 
and doing. Nurses as a professional group manifest many of the characteristics of 
strong leadership—including courage, humility, caring, compassion, intelligence, 
empathy, awareness, and accountability—that are essential to leading the way on 
health equity (Shapiro et al., 2006). In addition to their deep understanding of 
how health intersects with SDOH (Olshansky, 2017), they have a holistic view of 
people across systems and settings, they are active listeners, they establish thera-
peutic relationships, and they practice person-centered care. Increasingly, nurses 
are serving as innovators and codesigners of health care in their roles in the public 
health and health care systems (Jouppila and Tianen, 2020), and by continuing 
to learn and apply improvement and innovation skills, will be able to help create 
new care models for the decade ahead. Given the wide range of settings and roles 
in which nurses at all levels serve (see Chapter 1), their leadership in this regard 
can have broad and far-reaching impacts on equity in health and health care.

THE COMMITTEE’S VISION FOR NURSING LEADERSHIP

Implementing change to address SDOH and advance health equity will re-
quire the contributions of nurses in all roles and all settings, and recognition that 
no one nurse can successfully implement change without the collaboration of 
others. Clinical nurses manage the nursing care of patients and coordinate care, 
making decisions and communicating with families and other health care profes-
sionals. These nurses can influence clinical practice environments and local orga-
nizational culture, as well as organizational processes and policies, often working 
with members of other health care disciplines. Public health and school nurses 
and other community-based nurses engage with the community to identify and 
address individual- and community-level needs, often working with professionals 
from other disciplines and sectors. Some nurses serve on boards, manage orga-
nizations, direct programs, and have direct responsibility for developing policies 
and practices. Nurses leading community organizations often lead team members 
and partner with community members and organizations in other sectors. Nurses 
serving on health care boards can exert leadership influence on the organization’s 
policies and structures while not leading day-to-day organizational operations. 
Still other nurses work with but outside the health care system, advocating for and 
working toward public- and private-sector policies and structures that can have 
positive impacts on health and well-being. These nurses (e.g., a public health 
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nurse advocating for more equitable transportation policy) may lead individuals 
and organizations as part of a multidisciplinary, multisector coalition. And nurses 
with formal leadership roles, such as nurse managers, chief executive officers 
(CEOs), and deans, can use their positions to establish organizational cultures 
and implement practices that advance health equity. In addition to collabora-
tion among members of the nursing profession and across other disciplines and 
sectors, the creation of enduring change requires the involvement of individuals 
and community members. Rather than a more hierarchal system of leadership, 
collaborative leadership assumes that everyone involved has unique contributions 
to make and that constructive dialogue and joint resources are needed to achieve 
ongoing goals (Eckert et al., 2014). 

Each of the various leadership roles described above involves different skills 
and responsibilities, as shown in the framework for nurse leadership in Table 9-1. 
It is important to note that an individual nurse may lead in multiple areas of this 
framework and can lead in both formal and informal capacities. While some nurs-
ing positions (e.g., CEO, dean, nurse manager) entail more explicit leadership re-
sponsibilities, all nurses can lead according to their own interests, capacities, and 
opportunities. For example, a staff nurse who has no official leadership position 
in the workplace can lead others by modeling behaviors that promote a culture 
of diversity, equity, and inclusion, and can also lead beyond health care through 
involvement in political advocacy. As noted earlier, fulfillment of this potential 
will require support, encouragement, mentorship, and advancement opportunities, 
with nurses operating to the full scope of their education, training, and expertise.

The subsections below detail the leadership roles nurses can play at the four 
levels shown in Table 9-1: leading self, leading others, leading health care, and 
leading beyond health care. Nurses engaging in each of these leadership levels 
are important to advancing health equity. Together, the various roles at these four 
levels constitute the committee’s vision for nursing leadership.

Leading Self

Before nurses can lead others, they need to be able to lead themselves. To 
address SDOH, nurses need to understand and acknowledge how social determi-
nants affect them personally, and to be aware of implicit biases that may influence 
the decisions they make and the outcomes of the people and communities they 
serve. They must understand and manage their own emotional responses, invest 
in their own physical and mental health, serve as role models for others, and con-
tinue their personal and professional development. Nurses can lead at this level 
by advocating for themselves and others in the workplace, functioning as effec-
tive team players, and developing coping and self-care skills (NASEM, 2020). 

Part of leading oneself is seeing oneself as a leader and viewing leadership 
as an integral part of one’s role. One barrier to effective leadership is that not 
all nurses see themselves in this way or have the bandwidth to take on or un-
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A FRAMEWORK FOR NURSE LEADERSHIP

Leadership 
Role

Nurses 
Leading Self

Nurses Leading 
Others

Nurses Leading 
Health Care 

Nurses Leading 
beyond Health 
Care

Engage the 
community

Get to 
know the 
community 
and its unique 
strengths and 
needs

Facilitate 
opportunities 
to become 
involved in the 
community 

Assess community 
needs and 
engage with the 
community and 
other partners to 
address them

Lead and work 
with community, 
state, and 
national coalitions 
to address 
structural and 
systemic barriers 

Represent 
and 
communicate 
the nursing 
perspective

Provide 
the nursing 
perspective 
with other 
health 
professionals, 
patients, and 
communities

Lead and serve 
on staff work 
groups, serve 
as a union 
representative, 
participate in 
interprofessional 
collaboration

Lead and 
participate in 
multisectoral 
collaborations, 
serve in 
professional 
associations and 
organizations 

Serve on boards 
and expert 
panels, pursue 
political office 
and appointed 
political 
positions, hold 
C-suite positions

Advocate Advocate 
for self, 
e.g., report 
workplace 
hazards and 
bullying, 
speak up for 
self

Advocate for 
others, help 
other nurses 
be healthy and 
well, advocate 
for patient and 
community 
needs 

Advocate for 
organizational 
policies and 
structures that 
support nurses 
and promote 
equity 

Advocate for
legislative and 
regulatory 
changes
at the 
community, 
state, and
national levels

Improve 
equity

Practice 
nursing with 
compassion 
and cultural 
humility, 
understand 
and address 
own bias

Set a culture of 
equity, diversity, 
and inclusion 
among staff 

Lead with a 
health equity 
lens; implement 
policies and 
systems that 
promote 
equity and 
address racism, 
discrimination, 
and bias in the 
organization

Work to 
dismantle 
structural 
racism and 
discrimination

Improve 
health care

Provide 
quality health 
care

Encourage 
innovation 
and quality 
improvement 
efforts in the 
workplace

Implement 
programs and 
lead/translate  
research and 
evidence to 
improve quality 
of care, address 
structural barriers, 
and reach 
underserved 
populations

Pursue policies 
and systems at 
the state and 
federal levels 
that ensure 
access to quality 
care for all 

TABLE 9-1 A Framework for Nurse Leadership

SOURCE: CCL, 2010.
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derstand what leadership entails (Dyess et al., 2016; Sherman, 2019). Given the 
right environment and support, however, nurses can overcome these barriers. 
(See Chapter 7 for further discussion of implicit bias, and Chapter 10 for further 
discussion of self-care.) 

Leading Others

In the pursuit of health equity, nurses have the opportunity to lead others, 
including other nurses, students, health care professionals, staff, community mem-
bers, and partners. Leading others may occur in a wide range of contexts, includ-
ing working with clinical nurse managers, community organization leaders, nurses 
engaging in policy development, and educators and research teams. Leading and 
managing effective teams requires building and maintaining trusting relationships 
among team members, communicating effectively, and supporting each team 
member. In this role, nurses can leverage and actively promote diversity within 
their teams and create an atmosphere of equity, inclusion, innovation, support, 
and growth. As team leaders, they can use their position to motivate and empower 
others to work to identify and address social in addition to health care needs, take 
action on health equity, and provide the tools and resources needed to do so. 

One example of nurses leading others in pursuit of health equity is Cul-
tivando Juntos, a community wellness program aimed at helping farmworkers 
live longer, healthier lives (Berger, 2019). Two nursing students designed the 
program, which has expanded to include a biostatistician, a postdoctoral fellow, 
and undergraduate nursing students. The team meets with local Hispanic farm-
workers to discuss their health and well-being and to conduct demonstrations 
on cooking healthy food. Baseline and longitudinal data are collected across the 
program to track progress on outcomes that include HgbA1c and lipid levels and 
body mass index (Berger, 2019). This program is an example of nurses leading 
others by bringing multiple sectors together to engage with a community in order 
to address the community’s needs. 

Nurses Leading Health Care

Nurses lead in numerous ways within health care, both in health care orga-
nizations and beyond their organizational boundaries. Within an organization, 
nurses can assess the organization’s readiness to address issues of equity and 
recommend related improvement. For example, a staff nurse on an inpatient 
unit can advocate for incorporating an assessment tool that can systematically 
collect data on SDOH within the electronic health record. Or a nursing director 
within a health care organization can engage other leaders, as well as members 
of the community, in initiating a healthy foods program within the hospital and 
connecting with related community-based agencies. Nurses can also identify 
and disseminate best and evidence-based practices to ensure equitable health 
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care services within departments and across patient populations, improving and 
sustaining a supportive culture of care for both staff and those they serve, and 
advocate for policy changes that address population health and SDOH at the 
organizational and public policy levels. Nurses leading at higher levels within 
health care, such as nurse CEOs, chief nursing officers (CNOs), and chief op-
erating officers (COOs), can work collaboratively with their organization to set 
direction and develop a vision and strategies for advancing organization-wide 
goals that include the drive for greater health equity through engagement with 
SDOH to meaningfully impact communities served by the health system. Suc-
cessful organizational leaders can span boundaries between disciplines and 
sectors in an inclusive way to create meaningful, respectful, and sustainable 
partnerships to address issues of health equity. For example, public health nurse 
leaders can bring together representatives of the community served along with 
leaders from other sectors, including health care, transportation, housing, and 
food security, to address community needs (see the section below on leading 
multisector partnerships).

Nurses also have the capacity to lead in health care more broadly. For exam-
ple, a nurse can seek to influence SDOH by working with a specialty organization 
such as the National Black Nurses Association, which focuses on the professional 
development of Black nurses and the delivery of culturally competent care, 
or serve as a leader for the Council of Public Health Nursing Organizations 
(CPHNO) or the National Rural Health Association. Many nurses also serve on 
boards of health care organizations, where they can provide their unique per-
spective on health-related issues facing individuals, families, and communities 
(Harper and Benson, 2019). And nurses can serve as leaders in a variety of inter-
professional contexts within health care; an example is a nurse researcher leading 
a multiorganizational research team. In each of these contexts and roles, nurses 
can share nursing’s perspective and expertise while collaborating with others to 
address health disparities, SDOH, and health equity. 

Leading Beyond Health Care

Nurses have myriad opportunities to lead entirely outside the traditional 
boundaries of health care, in both the public and private sectors. In the public 
sector, they can lead through positions in local, state, and national government 
organizations, such as departments of human services, public health, and ed-
ucation. Nurses can be appointed to senior government positions or stand for 
election to political office, positions in which they can use their expertise and 
voice to advocate for policy change in the areas of SDOH and health equity. 
Applying her expertise, U.S. House of Representative member Lauren Under-
wood, a registered nurse, discussed the disproportionate health and economic 
impacts of COVID-19 on communities of color, particularly Black Americans, in 
a Committee on Education and Labor virtual hearing in June 2020, calling these 
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disparities “the pandemic inside this pandemic.”1 She also sponsored a number 
of bills to eliminate disparities, such as H.R. 6142,2 focused on maternal health 
outcomes among minority populations, 

A number of other nurses serve in state legislatures, the U.S. Congress, state 
and federal executive branch positions, and national and state commissions and 
committees. Nurse leaders also can bring nursing perspective and expertise to 
private organizations. For example, Microsoft employs a CNO, and AARP has 
been served by several nurse CEOs. Nurses can facilitate and convene multisector 
partnerships, leading efforts to disseminate and implement interventions aimed at 
improving population health, and can engage communities and partners though 
local, regional, and national networks. Just as nurses serve as board members 
within health care, they can also serve on boards for programs or organizations 
that are outside of health care but have impact on health. The Nurses on Boards 
Coalition works to create opportunities for nurses to participate in a wide range of 
boards outside of health care, from boards of local schools or places of worship 
to those of Fortune 500 companies and large international corporations (Harper 
and Benson, 2019). In the next 10 years, nurse leaders in these types of positions 
can become drivers for change within their communities by advocating for social 
change and health equity, and bringing nursing’s perspective to organizational 
and public policy-making discussions.

LEADERSHIP COMPETENCIES FOR ADVANCING HEALTH EQUITY 

While nurses’ specific leadership roles vary depending on the focus of their 
work, the setting in which they work, and the people whom they lead, there are 
certain skills and competencies on which all nurse leaders need to draw as they 
work to advance health equity by creating a vision and culture of equity, putting 
the necessary structures and supports in place, and working both within and 
across boundaries to achieve the vision of health for all. The committee identified 
eight skills and competencies that are essential for nurse leadership in nearly 
every setting, which are described in turn below: 

•	 visioning for health equity,
•	 leading multisector partnerships,
•	 leading change,
•	 innovating and improving, 
•	 teaming across boundaries,

1 The full committee hearing is available at https://edlabor.house.gov/hearings/inequities-exposed- 
how-covid-19-widened-racial-inequities-in-education-health-and-the-workforce- (accessed April 8, 
2021).

2  See https://www.congress.gov/bill/116th-congress/house-bill/6142?q=%7B%22search%22% 
3A%5B%22Black+Maternal+Health+Momnibus+Act%22%5D%7D&s=1&r=1 (accessed April 8, 
2021).
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•	 creating a culture of equity,
•	 creating systems and structures for equity, and
•	 mentoring and sponsoring.

Visioning for Health Equity

In all types of work, a leader is responsible for articulating a vision, setting 
direction and goals, and developing clear expectations for individuals and teams. 
Nurse leaders are no exception, whether the vision they create is for providing 
quality patient care in a clinic, meeting the needs of a community, setting the 
direction and goals for an organization or company, or redesigning the nation’s 
health care system. In the context of this report, nurse leaders at all levels and 
in all settings can work collectively with others to develop and communicate a 
clear and compelling vision for a future state of greater health equity. The cre-
ation of a vision for greater health equity can be squarely rooted in existing data 
demonstrating profound differences in care quality and health outcomes among 
people of color compared with their White counterparts (Betancourt et al., 2017).

The most effective visions are a shared product (Boyatzis et al., 2015). 
Nurse leaders can articulate ideas for a vision, and develop a shared vision by 
working collaboratively with others. Fully understanding the needs, hopes, and 
aspirations of a community or population is critical to achieving an effective 
shared vision (Kouzes and Posner, 2009). To this end, nurse leaders can engage 
in dialogue with community members, whether that community consists of 
patients in a clinical setting; a subpopulation such as juveniles in the justice 
system; or residents of a neighborhood, city or state. Regardless of the spe-
cific target community, this engagement requires a nurse leader to apply such 
skills as listening, acknowledging, and collaborating in order to create trusted 
relationships that are needed to build community-centric, community-informed 
solutions to complex health and social needs. Additionally, data collection and 
analysis to identify, assess, and prioritize opportunities for advancing health 
equity is essential (Wesson et al., 2019). 

Nurses can work with communities to identify and address their needs in 
a number of ways, including collecting and analyzing data, leading community 
meetings, presenting at city council meetings, and working to implement and 
evaluate strategies for eliminating health disparities. One established mechanism 
in which nurse leaders can engage is community health needs assessments, which 
are a statutory requirement for nonprofit hospitals (see Chapter 4 for a fuller 
description). Ensuring that these needs assessments explicitly target health dispar-
ities and prioritize SDOH and that they are conducted with input from members 
of the community on which they focus are examples of the considerations nurses 
can advance while helping to align community needs with culturally sensitive and 
relevant resources. Nurse leaders in both health care systems and public health 
(the entities involved in developing these needs assessments) can use these data 
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to develop nurse-led and other innovative solutions for meeting the identified 
needs (Swider et al., 2017). 

Leading Multisector Partnerships 

Strategic partnerships involving a broad range of stakeholders are essential 
to address factors that perpetuate structural inequities in health and health care 
(NASEM, 2017). In the Framework for Achieving Health Equity of IHI, de-
veloping partnerships with community organizations is identified as one of the 
framework’s fundamental elements (Laderman and Whittington, 2016). Nurses 
are skilled in working on and leading clinical teams. However, the role of the in-
terprofessional health team is evolving beyond individual clinical encounters and 
extending beyond the walls of health care systems into the communities where 
people live (NASEM, 2019a; Pittman, 2019a). Multisector models involving in-
novative interprofessional collaboration among, for example, police, emergency 
services, the legal system, housing, and public works and the health care system 
are showing promise and demonstrating positive health outcomes for underserved 
populations (Hardin and Mason, 2020).

The ability to develop and lead multisector partnerships is critical to achieving 
health equity for a number of reasons (NASEM, 2017). First, community needs 
are complex and wide-ranging, and necessarily involve actors from multiple sec-
tors (e.g., employment services, education transportation, health). Collaboration 
across sectors is essential to break down existing silos that are counterproductive 
to improving health and health care (NAM, 2017). Second, collaboration among 
partners introduces “more expertise and knowledge than what resides in any one 
stakeholder group” (Wakefield, 2018), and multisector partnerships can leverage 
unique skills and resources from multiple stakeholders (e.g., faith leaders, philan-
thropists, researchers). Third, working with community partners can help nurses 
reach underserved populations, including the homeless, recent immigrants, and 
non-English-speaking families. Fourth, multisector partnerships increase a commu-
nity’s capacity to make sustainable changes by bringing energy, expertise, and per-
spectives from multiple arenas. Fifth, multisector partnerships can simultaneously 
address upstream, midstream, and downstream SDOH and ensure alignment of ef-
forts across these levels. Finally, bringing people together from multiple sectors can 
facilitate and encourage creative approaches; the intersections across boundaries are 
“where the promise of innovation lies” (Pittman, 2019, p. 27). As Johansson (2004, 
p. 2) puts it, “When you step into an intersection of fields, disciplines, or cultures, 
you can combine existing concepts into a large number of extraordinary new ideas.” 

It is important for multisector partnerships to be formal, structured, and 
collaborative relationships (Siegel et al., 2018) in which partners have mutual 
respect for one another, and time and attention are devoted to maintaining those 
relationships (Chandra et al., 2016). Trust among partners is also essential for a 
collaborative relationship, and once established, can serve as a foundation for 
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future collaborations (Wakefield, 2018). Nurses leading and engaged in multi-
sector partnerships can help ensure that collaborative efforts are based on an 
understanding that health is a value shared among all partners (Erickson, 2017; 
Mason et al., 2019; Realized Worth, 2018). 

 Nurses need to be able to build partnerships that include a focus on integrat-
ing clinical and nonclinical services and ensuring access to health and human ser-
vices. Collaborative multisector efforts are common in the work of public health 
nurse leaders, and their experience and expertise can inform new approaches. 
Nurses currently have limited opportunities to learn from such efforts working 
in traditional health care systems. There is a need to start providing nurses with 
substantial exposure to experiences that involve developing and maintaining 
effective cross-sector partnerships, rather than what is often quite limited obser-
vational experience in public health and other social service settings. 

While nurses have long worked at the intersection of individuals, families, 
other health professionals, social workers, educators, and others to improve 
health, more nurses will increasingly need to apply and expand this skill set to 
participating in or leading community-engaged multisector partnerships. The 
Crossing the Quality Chasm report (IOM, 2001) calls for health care leaders to 
invest in their nursing workforce to enable nurses to achieve their full potential 
as individuals, team members, and leaders. Going forward, then, there is an ex-
panding need to build and engage teams that reach beyond health care to include 
other sectors. Just as working in health care teams represented a “fundamental 
shift” in perspective in 2001 (IOM, 2001, p. 139), so, too, working across health 
and social sectors for the benefit of individuals and communities will require a 
fundamental shift in perspective, resources, and academic preparation.

Leading Change

Reducing disparities and achieving health equity will require nurse leaders 
to be skilled in leading change. To be effective, these efforts will need to be an-
chored in the theoretical constructs of change management and occur at multiple 
levels, within clinical practice, organizations, communities, populations, health 
authorities, and nations (Browne et al., 2018). Evidence suggests that heath care 
leaders are knowledgeable about disparities and what can be done to eliminate 
them, but that a number of barriers to successful change exist (Betancourt et al., 
2017). These barriers, including a lack of leadership buy-in, competing organi-
zational priorities, existing culture, and ineffective execution, can be addressed 
through effective change management (Betancourt et al., 2017). Effective change 
management requires that individuals learn and apply new behaviors and skills, 
as well as lead and collaborate with others in driving change within and outside 
of the organizations where they work. Empirically based interventions to drive 
change that can reduce health disparities include developing a vision for change 
(as discussed above), aligning executive support, engaging a coalition of com-
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mitted stakeholders, setting expectations, establishing clear goals and a plan for 
change, anchoring change in the existing culture, measuring progress, iterating as 
needed, and communicating status reports and results (Betancourt et al., 2017). 
Nurses at all levels can exert substantial influence on SDOH by using their expe-
rience and knowledge to engage in such change management efforts.

Innovating and Improving

Changing the prevailing health care paradigm to address SDOH and advance 
health equity will require innovation. The U.S. Department of Commerce’s Advi-
sory Committee on Measuring Innovation in the 21st Century Economy defines 
innovation as the “design, invention, development, and/or implementation of 
new or altered products, services, processes, systems, organizational structures, 
or business models for the purpose of creating new value” (ESA, 2007). For the 
complex work of eliminating disparities and impacting SDOH, knowledge and 
skill in innovation will be an important competency for nurses. Nurse leaders can 
facilitate the creation of innovative approaches by challenging the status quo, 
breaking down traditional barriers to change, teaching and encouraging team 
members to solve problems using design thinking, identifying best practices, and 
facilitating the translation and adoption of new ideas. 

Virtually all nurses have opportunities to innovate by developing new ideas 
for improving health and translating these ideas into practice and policy. Over the 
past several years, nurse-designed and nurse-led innovations addressing SDOH 
among underserved populations have increasingly appeared in the literature. 
As described in Chapter 4, for example, nurses in the Netherlands developed 
and implemented Buurtzorg, an innovative nurse-led, nurse-run organization of 
self-managed teams that provide home care to individuals in their neighborhoods 
(Monsen and de Blok, 2013). Similarly, the SOAR (Supporting Older Adults 
at Risk) program reimagined how to prepare and support frail older adults in 
the transition back to their homes following a hospital admission. The program 
addresses issues of transportation, nutrition, and medication access (IHI, 2018). 

Yet, while some nurses are already leading efforts focused on health equity 
in their work settings and communities, this focus is not consistent across the 
profession. It is a leader’s responsibility to create an environment that allows for 
innovation (IOM, 2000). Leaders can provide a forum for continual innovation 
in and testing of strategies for improving population health and health equity, and 
ensure that their organization is flexible and able to adapt to those changes (IOM, 
2001). For example, leaders of front-line health teams can encourage team mem-
bers to share their own observations and ideas for improving patient health and 
facilitate the transfer of new ideas across professional boundaries (IOM, 2001). 
Likewise, nurse leaders working in the community or in multisector partnerships 
can encourage communication and collaboration without regard for traditional 
boundaries and recognize that innovative ideas can surface from an array of 
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individuals across sectors, such as those working in aging-related services or 
Medicaid managed care organizations. 

Nurses have a rich tradition of working creatively to solve problems and 
improve the quality of care in clinical settings (Thomas et al., 2016), and these 
experiences and skills can apply to efforts designed to address SDOH. These types 
of initiatives require systematic, continuous, data-driven, and rigorous processes of 
assessment, innovation, implementation, evaluation, and diffusion or translation of 
the evidence or best practices into tangible strategies or policies for improving pop-
ulation health. For example, IHI’s Model for Improvement for quality improvement 
initiatives uses a Plan-Do-Study-Act (PDSA) cycle that involves planning exactly 
how the intervention will be implemented; implementing it; studying whether and 
how it is being conducted; and then acting to either adapt it, adopt it as a stan-
dard practice, collect more data, or abandon it (IHI, 2020). This model has been 
used with great success in the clinical setting. Transforming Care at the Bedside 
(TCAB), was one such model using the PDSA cycle. A partnership between the 
Robert Wood Johnson Foundation and IHI, TCAB created learning collaboratives 
at the front lines of care on medical-surgical units that engaged nurses and other 
front-line staff in generating and testing ideas that led to processes and practices 
that improved the efficiency, safety, and satisfaction of care.3 This process has the 
potential to be equally successful in addressing SDOH and health equity (IHI, 2020. 

Teaming Across Boundaries

As nurses work within and across organizations to address SDOH and 
advance health equity, they will need the skills to develop, engage, and lead 
cross-boundary teams. Cross-boundary teaming is a strategy for driving innova-
tion that engages diverse stakeholders and subject-matter experts to expand the 
range of views and ideas on which teams can draw (Edmondson and Harvey, 
2018. In cross-boundary teams, individuals work across knowledge boundaries. 
Teams are diverse in expertise, knowledge, and educational background, charac-
terized by deep-level differences or what Edmondson and Harvey call “knowl-
edge diversity” (p. 3480). 

Addressing SDOH and advancing health equity will require a cross-boundary 
team approach that includes not only people from different disciplines and sectors 
but also individuals and organizations from within the community. Regardless of 
the composition of the team, the cross-boundary team leader will need to support 
each team member, balance the use of resources, facilitate communication, and 
ensure the team’s effectiveness. A leader’s job is to “optimize the performance 
of teams that provide various services in pursuit of a shared set of aims” (IOM, 
2001). Evidence suggests that high-performing team members listen to one an-

3 See http://www.ihi.org/Engage/Initiatives/Completed/TCAB/Pages/default.aspx for more infor-
mation about TCAB (accessed April 8, 2021).
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other and show sensitivity to feelings and needs (Duhigg, 2016). To support the 
team and optimize its performance, a nurse leader will need to work to help its 
members achieve their full potential, both individually and collectively. This in-
vestment may include providing support and time for self-care, providing access 
to and time for ongoing professional development, and supporting individuals 
as they seek higher levels of education and responsibility. Facilitating nurses’ 
well-being and self-care is one particularly important way in which nurse leaders 
can support and optimize cross-boundary teams (see Chapter 10 on the impor-
tance of facilitating nurse well-being).

Creating a Culture of Equity

Nurse leaders in many positions of authority, including academic leaders 
(DeWitty and Murray, 2020), journal editors (Villarruel and Broome, 2020), 
educators (Graham et al., 2016), and managers (ANA, 2018), can act to call out 
and dismantle racism. To advance equity in society, nursing needs first to work 
to create a culture of equity within the profession itself. Nursing has a history of 
racism that continues to impact the experiences of nursing faculty, nurses in prac-
tice, communities, and patients (DeWitty and Murray, 2020; Iheduru-Anderson, 
2020a; Villarruel and Broome, 2020; Waite and Nardi, 2019; Whitfield-Harris 
et al., 2017). The nursing profession’s substantive and sustained attention is 
required to address and eliminate racism in nursing and in broader organizations 
where nurses work. Waite and Nardi (2019, p. 20) call on nurse leaders to “urge 
their colleagues and students to characterize, name, contest, and transform the 
norms, traditions, structures, and establishments that preserve White supremacy 
through continued effects of American colonialism.” Over the past few years, the 
nursing literature, including statements issued by national nursing organizations, 
have reflected increased attention to these issues. 

Nurse leaders must acknowledge existing disparities and facilitate open, 
honest, and respectful discussions about factors that drive disparities (Oruche, 
and Zapolski, 2020; Purtzer and Thomas, 2019) and the challenges staff face 
as they engage in this work within organizations and with communities. It will 
be essential for these discussions to include opportunities for and support of the 
expression of patient and community perspectives (NASEM, 2017). Specific 
strategies for promoting equity and inclusion include (1) creating safe spaces 
to engender trust and open communication; (2) reassessing recruitment and 
advancement processes; (3) examining and redesigning equity policies, pro-
cedures, and practices; (4) requiring a diverse pool of applicants for applicant 
selection; (5) moving from mentorship to sponsorship, which focuses on protégé 
advancement; (6) creating an infrastructure to monitor and track progress with 
development programs; and (7) dismantling racism, including applying an equity 
lens to all practices (Fitzsimmons and Peters-Lewis, 2021). Nurse leaders need 
to set an example of inclusion and confront negative and toxic cultural norms in 
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nursing, such as bullying and in-fighting (Kaiser, 2017). Nurse leaders need to 
be knowledgeable about and able to lead others in cultural humility and cultur-
ally competent practices, which are critical for reducing health disparities and 
improving access to high-quality health care (Powell, 2016). 

In a recent analysis of six models of cultural competence, Botelho and Lima 
(2020) argue that existing approaches to the delivery of culturally appropriate 
care may assist with cultural respect, but tend to oversimplify patients’ cultural 
experiences and overlook the complexities associated with power dynamics (Bo-
telho and Lima, 2020). They propose the practices of not only cultural humility 
but also relational ethics4 to facilitate cross-cultural work. To practice cultural 
humility, clinicians relinquish their role as experts in a culturally diverse world 
where power imbalances exist and embrace an attitude characterized by constant 
questioning, openness, self-awareness, absence of ego, and self-reflection and 
-critique, willingly interacting with diverse individuals. Practicing with cultural 
humility can foster mutual empowerment, respect, partnerships, optimal care, 
and lifelong learning (Foronda et al., 2016, p. 213). (See Chapter 7 for further 
discussion of cultural humility.) 

Creating Systems and Structures for Equity

Nurse leaders at all levels and in all settings can help create systems and 
structures that promote equity and do not unintentionally exacerbate inequalities 
through unintended incentives. For example, working midstream (see Chapter 2), a 
nurse leader who oversees a home visiting program can educate around the concept 
of equitable care and establish expectations of nurses that encourage the provision 
of equitable care, including meeting social needs, rather than orienting nursing’s 
interventions to the volume of visits they make (IOM, 2001). A nurse leader who 
manages an organization can develop organization-wide policies that put equity at 
the forefront of the staff’s work, and ensure that the provision of services does not 
exacerbate existing inequalities. Upstream, a nurse leader can influence government 
policy by advocating for policies that improve equity, such as a city transportation 
policy that prioritizes traditionally underserved rather than higher-income neighbor-
hoods, or by highlighting exposure to noise pollution and associated health impacts 
related to building low-income housing near railroad tracks. 

The goal of health equity is more likely to be achieved when it becomes 
deeply ingrained in official systems and structures and becomes inherent in a 
cultural shift that includes inner reflections on bias and structural racism (Chin, 
2020), rather than being pursued through one-off initiatives or well-intentioned 

4  Relational ethics is defined in health care as actions that take place within relationships and con-
sider the existence of the other (i.e., patient, nurse) (Bergum and Dossetor, 2005). Core tenets include 
mutual respect, engagement, embodied knowledge, environment, and uncertainty; the most important 
tenet is mutual respect (Pollard, 2015).
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efforts that are not formalized. Systems and structures are never neutral—they ei-
ther entrench or dismantle existing health inequities. Nurse leaders have a respon-
sibility to advocate for and build systems that promote equitable health for all.

Mentoring and Sponsoring

The transformation toward a health system that is more equitable and just 
will require explicit preparation of and support for future nurse leaders in multi-
ple settings (AACN, 2016). A key strategy for achieving this goal is mentorship 
and sponsorship of the next generation of nurses and nurse leaders. Mentoring 
is critical across the trajectory of nurses’ professional lives, particularly as they 
take on new and increasingly complex leadership roles (Vitale, 2018). Given the 
overarching need for nurse leaders with expertise and commitment to achieving 
equity in health and health care, and given the need for more nurses with exper-
tise in such priority areas as care for the aging, maternal mortality, mental and 
behavioral health, rural health, and public health (see Chapter 3), mentoring is 
critical to building and supporting the next generation of nurses. 

Mentoring is associated with positive benefits, including professional de-
velopment, greater skills, a better fit with one’s choice of specialty, and greater 
life–work balance (Disch, 2018). In mentoring new nurses in the application of 
concepts related to health equity or in needed specialty areas as identified above, 
nurses with experience can encourage collaboration among nurses of different 
ages and at different professional development stages. In general, a lack of 
support and mentoring by senior nurses has negative impacts on well-being and 
workforce turnover (IOM, 2011), and mentoring is therefore a critical part of 
building capacity in the profession and of mitigating the loss of knowledge and 
experience that results when retiring nurses leave the profession. 

A particularly critical role for nurse leaders is mentoring nurses from tradi-
tionally underrepresented communities to build a more diverse nursing workforce 
and increase the number of nurses from underrepresented groups in leadership 
positions (Phillips and Malone, 2014). Mentoring is a critical component of 
recruiting, supporting, and advancing nurses of color through the ranks of lead-
ership (DeWitty and Murray, 2020; Iheduru-Anderson, 2020; Whitfield-Harris et 
al., 2017). As discussed in Chapter 3, diversity in the nursing workforce—and 
in nursing leadership in particular—is essential to achieving health equity. 
There are relatively few nurses of color in leadership positions, particularly 
in more senior executive positions (Phillips and Malone, 2014; Schmied-
ing, 2000). A 2019 National Academies report on increasing the number of 
professionals of color in science, technology, engineering, and mathematics 
found that structured mentorship programs in minority-serving institutions5 

5 Institutions serving people of color are commonly defined in two distinct categories: historically 
Black colleges and universities and tribal colleges and universities (NASEM, 2019).
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can improve leadership diversity in nursing and the health care field generally 
(NASEM, 2019b). One such effort is being led by the Center to Champion 
Nursing in America (CCNA) in its convenings of mentor training programs 
with historically Black colleges and universities (HBCUs). CCNA will con-
tinue to convene mentoring programs in Hispanic- and American Indian–
serving nursing schools as well (CCNA, 2020).

Serving as a sponsor becomes even more critical than mentoring when a more 
active role is required to help nurses rise in leadership ranks (Williams and Dawson, 
2021). The expectations of a sponsor include being a staunch advocate for career 
advancement for the protégé, including making assignments and connecting the 
protégé to key decision makers while keeping her or him protected from negative 
influences. Sponsors take advantage of the organizations and people in their 
sphere to present their protégés in the most positive light, with the goal of career 
advancement. This more active approach has been shown to be especially helpful 
in helping nurses of color rise in the leadership ranks (Beckwith et al., 2016).

ACHIEVING THE COMMITTEE’S VISION OF NURSE LEADERSHIP

As previously noted, many nurse leaders are currently focused on incorporat-
ing equity into their work. To achieve the committee’s vision, however, a signif-
icant investment in broader and deeper development of nurse leadership will be 
needed. New and established nurse leaders—at all levels and in all settings—are 
needed to lead change that results in meeting social needs, eliminating health dis-
parities, addressing SDOH, and ultimately achieving equity in health and health 
care, with the aim of improved health for all individuals and communities. Nurse 
leaders need to both develop and expand the leadership competencies described 
in this chapter, and implement strategies targeted to achieving diversity among 
nurse leaders. Nurse leadership competencies and knowledge can be developed 
through approaches that encompass education, fellowships, and nursing organi-
zations, as discussed below. 

Increasing Diversity in Nurse Leadership

Diverse leaders can serve as particularly important role models, provide 
guidance and mentoring for other nurses, influence the allocation of resources, 
and shape policies aimed at eliminating inequities (Phillips and Malone, 2014). 
The prior The Future of Nursing report identifies the need for a renewed focus 
on diversity in nursing, calling for the development of novel education models 
that promote respect for diversity along a number of dimensions, such as race, 
ethnicity, geography, background, and personal experiences (IOM, 2011). Even 
when nurse leaders hold similar positions, salary disparities are seen among 
racial and ethnic groups. Among nurse leaders with the highest salaries (ranging 
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from clinical staff to C-suite executives), only 11 percent are Black, compared 
with 27 percent who are Asian American, 25 percent who are Hispanic, and 21 
percent who are White. Not only are few Black nurses in positions of leadership 
at all, but even fewer advance to careers as nurse executives (Iheduru-Anderson, 
2020a; Jeffries et al., 2018). 

Understanding and addressing the reasons for the diversity gap in nursing 
leadership is essential. The existing literature identifies racism as a significant 
factor (Iheduru-Anderson, 2020a). Nursing’s roots in the United States have 
been shaped within the context of colonialism, a history that has influenced the 
makeup of the profession’s leaders (Waite and Nardi, 2019). As discussed ear-
lier, acknowledging and addressing how racism has been internalized and how 
it has manifested within the field, including in the advancement of nurses of 
color, is key (Brathwaite, 2018; Waite and Nardi, 2019). Other barriers include 
stereotyping; a lack of career development opportunities (Carroll, 2020); a lack 
of mentorship (Ihederu-Anderson, 2020b); inadequate support systems; isolation; 
the perception of being overlooked for positions in contrast to White counterparts 
(Kolade, 2016); and the cultural taxation or diversity tax (Gewin, 2020), charac-
terized by the role assigned to the ethnic representative of a group involving the 
expectation that this individual will provide unofficial diversity consultation.6 

Numerous innovative programs aimed at cultivating diversity in nursing lead-
ership have been developed and implemented. A number of these programs target 
nurses early in the trajectory of development (in prebaccalaureate or baccalaureate 
programs), while others are aimed at later stages of professional growth. Examples 
of programs focused on early leadership training include EMBRACE (Engaging 
Multiple communities of BSN [bachelor of science in nursing] students in Research 
and Academic Curricular Experiences), which was developed to provide compre-
hensive experiences in research and leadership for undergraduate students of color 
who are underrepresented in nursing, and the Duke University School of Nursing’s 
Making a Difference program (Carter et al., 2015; Stacciarini and McDaniel, 2019). 
Likewise, the University of North Dakota has a program called Recruitment & 
Retention of American Indians (RAIN), which provides academic support and 
assistance to American Indian nursing students, from prenursing programs through 
doctoral education (UND, 2020). (See Chapter 7 for further discussion of recruiting 
and supporting underrepresented students.) To fully support the goal of diversity in 
nurse leadership, such programs will need to be evaluated and scaled.

Nursing Education, Fellowships, and Certificates

While nursing school curricula often include some information about public 
health, SDOH, and health equity, they do not always prepare students to engage 

6  Cultural taxation refers to the phenomenon whereby faculty who are individuals of color are asked 
routinely to take on extra, uncompensated work to address a lack of diversity in their institutions.
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fully with and serve as leaders on these issues. Nursing education traditionally 
has emphasized the development of clinical skills over leadership and manage-
ment skills (Joseph and Huber, 2015). As discussed in Chapter 7, the American 
Association of Colleges of Nursing’s (AACN’s) Essentials7 provides an outline 
for the necessary curriculum content and expected competencies for graduates 
of baccalaureate, master’s, and doctor of nursing practice (DNP) programs. 
Introducing the concept of health equity in school is a necessary first step in 
professional role development and leadership, but nurses also need to take every 
opportunity to supplement their preparation through continuing education.

A number of fellowships support education in leadership skills with a focus 
on health equity and community health.8 Nearly all of these fellowships are in-
terdisciplinary, bringing together professionals from multiple sectors, including 
health care, business, community organizing, education, and the law. These types 
of fellowships present opportunities for nurses to grow their leadership skills, to 
collaborate and innovate with professionals from multiple disciplines and sectors, 
and to develop and implement projects within their areas of interest that relate 
directly to achieving health equity. In addition to equity-specific fellowships, a 
wide variety of fellowships available for nurses are focused on general leadership 
skills that can be transferred to any area and any setting, including addressing 
SDOH and pursuing health equity. 

One fellowship specifically for nurses and focused on equity is the Environ-
mental Health Nurse Fellowship, which trains nurses to work with communities 
to address environmental health threats. In 2019, the Alliance of Nurses for 
Healthy Environments (ANHE) launched this fellowship to focus on environmen-
tal health equity and justice and on the disproportionate impact of environmental 
conditions on underserved groups. The 30 fellows, all of whom are nurses, work 
with mentors to help communities identify environmental needs and build support 
for community-driven solutions (ANHE, 2019). 

The Global Nursing Leadership Institute9 (GNLI) fellowship, sponsored 
by the International Council of Nurses and supported by the Burdett Trust for 
Nursing, is available to nurses worldwide. This fellowship is focused on policy 
leadership, with a special emphasis on strengthening political and policy under-
standing and influence. Its framework includes in-depth work on the United Na-

7 The February 2021 final draft is available at https://www.aacnnursing.org/Portals/42/Academic 
Nursing/pdf/Essentials-Final-Draft-2-18-21.pdf?ver=hNeCl7OjgamIA9sHgDi_Yw%3d%3d&time 
stamp=1613742420447 (accessed April 8, 2021).

8 See, for example, the Atlantic Fellows for Health Equity at The George Washington University 
Health Workforce Institute, the Diversity and Health Equity Fellowship of the American Hospital 
Association, and the Robert Wood Johnson Foundation’s Health Policy Fellows and Culture of Health 
Leaders programs.

9 See https://www.icn.ch/what-we-do/projects/global-nursing-leadership-institutetm-gnli (accessed 
April 8, 2021).

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

294	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

tions’ Sustainable Development Goals, which reflect multiple SDOH. The focus 
of 2020 was on health disparities in the context of the COVID-19 pandemic. 

Many certificate programs in the United States can help nurses develop lead-
ership skills that can be leveraged to lead work in equity in health and health care. 
Examples include the Health Equity Certificate at the University of Pittsburgh 
School of Public Health10 and the Graduate Certificate in Health Equity at the 
Vanderbilt University Medical Center.11

The Role of Nursing Organizations

Most professional nursing organizations recognize and specifically call out 
leadership as an essential competency for nurses in all settings (NAHN, 2020; 
NCEMNA, 2020; NLN, 2005; Quad Council, 2018). These organizations offer 
leadership courses, resources, and support, most pertaining to leadership in general 
rather than leadership on health equity, for current and aspiring nurse leaders. Nurs-
ing organizations also have undertaken specific initiatives to develop and support 
nurse leaders that include content related to equity in health and health care. Ex-
amples include the following: (1) the American Public Health Association Public 
Health Nursing Section, with the vision of advancing social justice and equity to 
achieve population health for all12; (2) the Future of Nursing: Campaign for Action, 
with the vision of working toward an America in which everyone can live a healthier 
life, supported by nurses as essential partners in providing care and promoting health 
equity and well-being13; (3) the Black Coalition Against COVID-19,14 an interpro-
fessional multisector coalition, co-led by the National Black Nurses Association, 
focused on urgently mobilizing and coordinating all available community assets in 
a collaborative effort with the government of Washington, DC; and (4) the National 
Coalition of Ethnic Minority Nursing Associations, which stands as a unified force 
advocating for equity and justice in nursing and health care for ethnic minority 
populations.15 In addition, professional associations offer nurses an opportunity to 
build leadership competencies by leading within the association. While some nurs-
ing associations are small and others large, each can offer nurses an opportunity to 
meet other nurses, join boards and workgroups, and help guide the association’s 
direction, especially toward the goals germane to this report. 

Nursing associations that are organized around a racial or ethnic identity may 
offer a particularly good opportunity for underrepresented nurses to hone their 

10  See https://catalog.upp.pitt.edu/preview_program.php?catoid=73&poid=23709&returnto=6375 
(accessed April 8, 2021). 

11  See https://www.vumc.org/healthequity/graduate-certificate-health-equity (accessed April 8, 
2021). 

12 See https://www.apha.org/apha-communities/member-sections/public-health-nursing.
13 See https://campaignforaction.org/about.
14 See https://blackcoalitionagainstcovid.org.
15 See https://ncemna.org/about.
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leadership skills. The National Coalition of Ethnic Minority Nurse Associations 
(NCEMNA) is an umbrella organization of five national ethnic nurse associations: 
the Asian American/Pacific Islander Nurses Association, Inc. (AAPINA), the 
National Alaska Native American Indian Nurses Association, Inc. (NANAINA), 
the National Association of Hispanic Nurses, Inc. (NAHN), the National Black 
Nurses Association, Inc. (NBNA), and the Philippine Nurses Association of 
America, Inc. (PNAA). One of the five strategic goals of the NCEMNA is to 
“promote ethnic minority nurse leadership in areas of health policy, practice, 
education and research” through the implementation of leadership development 
and mentorship programs (NCEMNA, 2020). 

CONCLUSIONS

All nurses have the capability to lead and engage in meaningful roles in 
addressing SDOH and health equity, with their specific roles and functions de-
pending on individual interests, capacities, and opportunities. 

Conclusion 9-1: Nurse leaders at every level and across all settings can 
strengthen the profession’s long-standing focus on social determinants 
of health and health equity to meet the needs of underserved individu-
als, neighborhoods, and communities and to prioritize the elimination 
of health inequities. 

Given that social determinants that affect health exist largely outside of the 
health care system (e.g., poverty, literacy, housing, transportation, and food secu-
rity), addressing SDOH and eliminating health disparities will require collabora-
tion and partnership among a broad group of stakeholders. Public health nurses 
have a long history of working collaboratively to meet social needs and address 
SDOH, and their experiences can be used as models for other nurses seeking to 
work collaboratively across sectors. 

Conclusion 9-2: Achieving health equity will require multisector col-
laboration, and nurse leaders can participate in and lead these efforts. 

Conclusion 9-3: Many community and public health nurse leaders 
have expertise and experience in leading cross-sector partnerships to 
meet social needs and address social determinants of health, and their 
expertise can be leveraged to inform the broader nursing profession in 
both practice and education. 
	
Racism and discrimination are deeply entrenched in U.S. society and its 

institutions, and the nursing profession is no exception. Nurse leaders have an im-
portant role to play in acknowledging the history of racism within the profession 
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and in moving forward to dismantle structural racism and mitigate the effects of 
discrimination and implicit bias on health. Role modeling listening, engagement, 
and inclusivity within and outside of nursing will be necessary to foster trust and 
achieve needed change. A critical part of these efforts will be building a more 
diverse nursing workforce and supporting these nurses in their pursuit of and 
success in leadership roles. 

Conclusion 9-4: Nurse leaders have a responsibility to address struc-
tural racism, cultural racism, and discrimination based on identity 
(e.g., sexual orientation, gender), place (e.g., rural, urban), and cir-
cumstances (e.g., disabled, mental health condition) within the nurs-
ing profession and to help build structures and systems at the societal 
level that address these issues to promote health equity. 

Conclusion 9-5: A critical role for nurse leaders is mentoring and 
sponsoring nurses from traditionally underrepresented communities 
in order to build a more diverse nursing workforce and increase the 
number of underrepresented nurses in leadership positions. 
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Supporting the Health and 
Professional Well-Being of Nurses

I believe that everything affecting our society affects nurses  
and that eventually will hemorrhage over  

to the nursing profession.

—Denetra Hampton, RN, documentary filmmaker of Racism: 
The African American Nursing Experience Short Film

Nurses are committed to meeting the diverse and often complex needs of 
people with competence and compassion. While nursing is viewed as a “call-
ing” by many nurses, it is a demanding profession. During the course of their 
work, nurses encounter physical, mental, emotional, and ethical challenges. De-
pending on the role and setting of the nurse’s work, these may include incurring 

Nurses’ health and well-being are affected by the demands of their work-
place, and in turn, their well-being affects their work and the people 
they care for. As it has in so many other areas, COVID-19 has imposed 
new challenges for the well-being of nurses. But it also has offered 
opportunities to give nurses’ well-being the attention it deserves and 
to address the systems, structures, and policies that create workplace 
hazards and stresses that lead to burnout, fatigue, and poor physical 
and mental health. This issue will take on even greater urgency over 
the coming years as nurses are asked to assume a more prominent 
role in advancing health equity. For nurses to address the many social 
determinants that influence health—from housing, to violence, to poor 
air quality—they must first feel healthy, well, and supported themselves. 
Policy makers, employers of nurses, nursing schools, nurse leaders, pro-
fessional associations, and nurses themselves all have a role in ensuring 
the well-being of the nursing workforce.
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the risk of infection and physical or verbal assault, meeting physical demands, 
managing and supporting the needs of multiple patients with complex needs, 
having emotional conversations with patients and families, and confronting 
challenging social and ethical issues. Nurses, particularly those who work in 
communities and public health settings, may also face the stress of encounter-
ing health inequities laid bare, such as hazardous housing and food insecurity. 
Nurses’ health and well-being are affected by these stresses and demands of 
their work, and in turn, their well-being affects their work, including increasing 
the risk of medical errors and compromising patient safety and care (Melnyk 
et al., 2018). As shown in the framework introduced in Chapter 1 (see Figure 
1-1), well-being is one of five key areas with the potential to enhance nurses’ 
ability to address social determinants of health (SDOH) and advance health 
and heath care equity.

With the emergence of COVID-19, the day-to-day demands of nursing have 
been illuminated and exacerbated. Nurses are coping with unrealistic workloads; 
insufficient resources and protective equipment; risk of infection; stigma directed 
at health care workers; and the mental, emotional, and moral burdens of caring 
for patients with a new and unpredictable disease (Shechter et al., 2020; Squires 
et al., 2020). Nurses are accustomed to setting aside their own needs and fears to 
care for people and take on the burdens and stresses of families and communities 
(Epstein and Delgado, 2010). However, if nurses are not supported in maintaining 
their physical, emotional, and mental well-being and integrity, their ability to 
serve and support patients, families, and communities will be compromised (e.g., 
McClelland et al., 2018).

In this chapter, the committee briefly describes the impact of nurse well- 
being, then presents a framework for well-being in the context of the health care 
professions. The chapter examines aspects of nurses’ physical, mental, social, 
and moral1 well-being and health, and concludes with a review of approaches for 
addressing nurses’ health and well-being in various areas. 

THE FAR-REACHING IMPACT OF NURSE WELL-BEING

Nurse well-being—or the lack thereof—has impacts on nurses, patients, 
health care organizations, and society (NASEM, 2019a). Well-being affects 
individual nurses in terms of physical and mental health, joy and meaning in 
their work, professional satisfaction, and engagement with their job. Nurses’ 
well-being affects patients and their perceptions of the quality of care they 

1  Moral well-being is defined by Thompson (2018) as “the highest attainable development of innate 
capacities that enable humans to flourish as embodied, individuated but necessarily interdependent 
social organisms by managing the adaptive challenges of vulnerability, constraint, connection, and 
cooperation in an uncertain, risky environment.”
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receive (e.g., McClelland et al., 2018; Melnyk et al., 2018; Ross et al., 2017; 
Salyers et al., 2017), and it also affects the health care system, impacting turn-
over rates and the costs of hiring and training new nurses (Jones and Gates, 
2007; Lewin Group, 2009; Li and Jones, 2013). With more than 1 million 
nurses projected to retire between 2020 and 2030 (Buerhaus et al., 2017), 
retaining established nurses and supporting new nurses is vital to the growth 
and sustainability of the workforce. The costs associated with nurse turnover 
are high. According to the most recent annual National Health Care Retention 
and RN Staffing Report, the average cost of turnover for a hospital-based reg-
istered nurse (RN) is $44,400. Consequently, nurse turnover costs the average 
hospital $3.6–$6.1 million per year (NSI Nursing Solutions, 2020). Ensuring 
nurse well-being is not just good for nurses, then; it is essential for the health 
and safety of patients, the functioning of health systems, and the financial 
health of health care organizations. 

A FRAMEWORK FOR WELL-BEING

Well-being is an inherently complex concept, encompassing an individual’s 
appraisal of physical, social, and psychological resources needed to meet a psy-
chological, physical, or social challenge (Dodge at al., 2012). The 2019 National 
Academies report Taking Action Against Clinician Burnout (NASEM, 2019a) 
adopts an existing definition of well-being:

an integrative concept that characterizes quality of life with respect to an in-
dividual’s health and work-related environmental, organizational, and psycho-
social factors. Well-being is the experience of positive perceptions and the 
presence of constructive conditions at work and beyond that enables workers to 
thrive and achieve their full potential. (Chari et al., 2018, p. 590)

Professional well-being is associated with individuals’ job satisfaction, 
including being able to find meaning and fulfillment in work, feeling engaged, 
and having a high-quality work experience (Danna and Griffin, 1999; Doble 
and Santha, 2008; NASEM, 2019a). Well-being is often classified into objective 
well-being, or the satisfaction of physical needs, such as food, clothing, and 
shelter, and subjective well-being, or the emotional and psychological support 
needed to flourish (NASEM, 2019b; Prilleltensky, 2012). For the purposes of 
this report, the committee has chosen to examine well-being using a broad lens, 
encompassing many aspects of a nurse’s physical, mental, social, and moral 
well-being. 

Taking Action Against Clinician Burnout (NASEM, 2019a) uses a visual 
framework to describe clinician burnout and professional well-being (see Fig-
ure 10-1). While focused primarily on addressing burnout, this framework 
demonstrates how the physical, social, and legal environments at different 
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levels work together to impact clinician well-being. The first level, “external 
environment,” represents the health care industry, laws, regulations, standards, 
and societal values. The second level, “health care organization,” encompasses 
the leadership and management, governance, and policies and structures of the 
organization. The third level, “frontline care delivery,” represents the actions 
of and interactions among team members, local organizational conditions, 
technologies in the workplace, the physical environment, and work activities. 
Together, these three levels shape and constrain the day-to-day work environ-
ment of clinicians, called “work system factors.” These work system factors 
include both job demands, such as workload and administrative burden, and 
job resources, such as organizational culture, teamwork, and professional rela-
tionships. These factors are mediated by individual factors, such as personality, 
coping strategies, resilience, and social support, and ultimately impact the 
health and well-being of clinicians. 

While this framework was designed with the clinical environment in mind, it 
can be applied to nurses working in other environments, including communities, 
schools, and non–health care organizations. The specific work factors will vary 
from setting to setting—for example, some nurses will contend with electronic 
health records (see Box 10-1), while others will not—but the general schema 
holds true for most nurses in most settings.

FIGURE 10-1 Systems model of burnout and well-being.
SOURCE: NASEM, 2019a.
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THE STATE OF NURSES’ HEALTH AND WELL-BEING

This section provides a brief overview of nurses’ health and well-being in 
the following areas: physical, occupational, mental and behavioral, moral, and 
social. It should be noted that both within and across these categories, some 
issues are interrelated and may exacerbate or reinforce others. For example, it 
has been demonstrated that chronic stress can create biological conditions that 
lead to obesity (Yau and Potenza, 2013). In addition, obesity has been associated 
with high-demand, low-control work environments and with working long hours 
(Schulte et al., 2007). These conditions—stress, high-demand and low-control 
work environments, and long hours—are common in nursing work environments, 
which may place nurses at risk of obesity. Obesity, in turn, has been associated 
with higher risk of occupational injury (Jordan et al., 2015; Nowrouzi et al., 
2016; Schulte et al., 2007), for which nurses are already at high risk. It should be 
noted as well that most of the evidence cited in this chapter relates to nurses in 
clinical settings. While there is some limited research on other settings, including 
home visiting (Mathiews and Salmond, 2013), rural communities (Terry et al., 

BOX 10-1 
Technological Factors Impacting Nurses’ Well-Being

	 There is increasing evidence that the growing use of electronic health records 
(EHRs) and other technologies in the workplace is burdening health care workers 
and adding to their stressful and demanding work environment. Research has 
indicated that nurses spend a great deal of time charting in and reviewing EHRs, 
and that this can deplete their time, negatively impact their morale (Berwick et 
al., 2017), and take time away from their ethical and professional commitments 
to spend more time with patients and families (ANA, 2015). Many reports have 
considered the burden imposed by clinical documentation and other clerical tasks 
(Arndt et al., 2017; Baumann et al., 2018; Shanafelt et al., 2016; Sinsky et al., 
2016; Tai-Seale et al., 2017). Accordingly, there have been many demands for a 
significant redesign of clinical documentation (Haas et al., 2019; Ommaya et al., 
2018; Sinsky and Linzer, 2020).
	 Another technological source of workplace stress is clinical alarms, which 
notify nurses that a patient is in distress. One study conducted over a period of 12 
days found an average of 350 clinical alarms per patient per day in an intensive 
care unit (Yue et al., 2016). In a review of the research, Yue and colleagues (2016) 
found that alarm-related adverse events, including patient deaths due to failures 
to monitor alarm devices, are common in clinical practice. Factors associated with 
alarm-related adverse events include alarm fatigue, missed alarms, and inappro-
priate parameter settings.

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

306	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

2015), prisons (Walsh and Freshwater, 2009), and schools (Jameson and Bowen, 
2018), the vast majority of research on nurses’ well-being focuses on their work 
in clinical care, pointing to a need for more research on nurse well-being in all 
settings, including public and community health. 

Physical Health 

The physical health of American nurses is often worse than that of the gen-
eral population, especially with regard to nutrition, sleep, and physical activity 
(Gould et al., 2019). Box 10-2 shows a snapshot of the physical health of nurses.

Occupational Safety and Health

There is a high prevalence of occupational injuries to health care workers, 
especially among nurses (OSHA, n.d.). Nurses may be exposed to a number of 
hazards in the workplace, including infectious agents; needle sticks; slips and 
falls; and injuries due to standing, bending, and lifting patients (Dressner and 
Kissinger, 2018). While nursing involves inherent risks due to proximity to infec-
tious agents and other hazards and the physical demands of the work, these risks 
may be exacerbated by workplaces that are understaffed and underresourced. 
Nurse staffing levels have been associated with occupational injuries (Hughes, 
2008), including musculoskeletal injuries and disorders. In addition, as described 
in Chapter 8, the COVID-19 pandemic has revealed the extent to which nurses’ 
jobs put them at risk of physical harm due to lack of adequate personal protective 
equipment (PPE) and severe staffing shortages. Nurses of color may be particu-
larly at risk of COVID-19-related harms. As of September 2020, nurses of color 
made up half of the estimated 213 total RN deaths from COVID-19; nurses of Fil-
ipino descent accounted for 31.5 percent of those total deaths (Akhtar, 2020). The 
Centers for Disease Control and Prevention (CDC) (2020) reviewed data from 
March to May 2020 in 13 states (n = 438) and found that more than 50 percent of 
the health care workers hospitalized because of COVID-19 were Black; 36.3 per-
cent of the hospitalized health care workers were working in nurse functions that 
included nurse and certified nursing assistant (CNA) (Kambhampati et al., 2020).

Patient safety is a frequent topic in discussion of improving care and is also a 
measure of nurses’ quality of care (AHRQ, 2019; Vaismoradi et al., 2020). Patient 
safety, staff safety, and equity have become a highlighted area of need, declining 
as health care workers face the challenge of the short- and long-term effects of 
structural racism, inequities, and bias. These challenges include caring for pa-
tients who are often the most underrepresented in the community, who lack ade-
quate access to health care, and who tend to work in low-wage jobs and to have 
increased exposure to illness among the general public. Chin (2020) discusses 
the necessity of aligning health care organizations’ approaches and intentionality 
toward patient safety and equity. One of the ways health care organizations and 
leadership can be more intentional is by stratifying data with patient and clinician 
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BOX 10-2 
A Snapshot of the Physical Health of American Nurses

Obesity/Overweighta,b

	 •	� The average body mass index (BMI) for nurses is 27.94, which falls into the 
overweight category. 

	 •	� Roughly half (52 percent) of nurses say that they have adequate access to 
healthy food choices while at work.

	 •	� Only 11 percent of nurses report a daily intake of at least two servings of 
fruits and two and a half servings of vegetables.

	 •	� Fewer than half (47 percent) of nurses report not engaging in regular 
muscle-strengthening exercise, 46 percent in vigorous cardio exercise, 
and 20 percent in light or moderate exercise.

	 •	� Just over one-third (37 percent) of nurses say they have adequate access 
to employer-based exercise facilities and programs.

	 •	� Only 44 percent of nurses rate their health as good, 25 percent as very 
good, and 5 percent as excellent.

Sleepa

	 •	� Just 60 percent of nurses report getting 7 or more hours of sleep. The Na-
tional Sleep Foundation recommends 7 to 9 hours of sleep for individuals 
aged 18–64.

Consequences of Shift Work and Long Hoursc,d 
	 •	� Long-term insomnia is reported by 32 percent of night workers and 26 

percent of rotating shift workers.
	 •	� Compared with the morning/day shift, there is an 18 percent increase in 

injury risk during the afternoon/evening shift and a 34 percent increase 
during the night shift.

	 •	� There is a 40 percent increase in the risk for cardiovascular disease among 
shift workers.

	 •	� The majority (79 percent) of newly licensed nurses work 12-hour shifts, 
a near majority work the night shift (44 percent), and more than half (61 
percent) work overtime (mandatory or voluntary) weekly. 

	 •	� Nurses working weekly overtime are associated with a 32 percent increase 
in the risk of a needle stick, while those working night shift are associated 
with a 16 percent increase in the risk of a sprain or strain injury.

Smokinge,f

	 •	� Around 7 percent of registered nurses (RNs) smoke tobacco, while almost 
25 percent of licensed practical nurses (LPNs) do so. 

	 •	� From 2003 to 2010–2011, the prevalence of smoking among RNs declined 
by 36 percent.

	 •	� Smoke-free policies among 689 schools of nursing increased from 36 
percent in 2015 to 91 percent in 2017.

a ANA Enterprise, 2020.	
	 b Carpenter et al., 2020.
	 c Trinkoff et al., 2008.
	 d Stimpfel et al., 2015. 
	 e Sarna et al., 2014.
	 f Sarna et al., 2019.
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input, and nurses are a critical component of this process. As mentioned in Chap-
ter 8, leaders and organizations will have to support an actual culture of equity 
throughout, and will require intentional change.

Mental and Behavioral Health

Mental health is defined as “a state of well-being in which every individual 
realizes his or her own potential, can cope with the normal stresses of life, can 
work productively and fruitfully, and is able to make a contribution to his or her 
community” (WHO, 2004). Mental health issues, including stress, burnout, and 
depression, are common among nurses (Adriaenssens et al., 2015; Da Silva et 
al., 2016; Gómez-Urquiza et al., 2016, 2017; Mark and Smith, 2012; McVicar, 
2003). Whereas the exact prevalence of posttraumatic stress disorder (PTSD)2 
among nurses is unclear (see Schuster and Dwyer, 2020), intensive care unit 
(ICU) nurses are particularly exposed to repeated trauma and stress and often 
experience PTSD, anxiety, depression, and burnout (Mealer et al., 2017). 

These mental health issues have effects on multiple levels. They adversely 
impact individual nurses’ quality of life and enjoyment of work (Tarcan et al., 
2017); they increase absenteeism and staff turnover (Burlison et al., 2016; Davey 
et al., 2009; Lavoie-Tremblay et al., 2008; Oyama et al., 2015); and they impact 
nurses’ ability to provide quality and safe care, resulting in such consequences 
as general and medication administration errors, poor relationships with patients 
and coworkers, and lower patient satisfaction (Gärtner et al., 2010). In addition, 
nurses with mental health concerns may be stigmatized and discriminated against 
by RN licensing boards. A recent study by Halter and colleagues (2019) found 
that of 30 boards that asked questions about mental illness, 22 asked questions 
not compliant with the Americans with Disabilities Act (ADA). 

Studies have found that caring for patients on the front lines of the COVID-19 
pandemic can increase stress, depression, anxiety, and PTSD for nurses (Kang et al., 
2020; Lai et al., 2020). Early research results suggest that the pandemic has placed 
nurses at high risk of mental health sequelae, particularly anxiety, depression, and 
peritraumatic dissociation (Azoulay et al., 2020). Box 10-3 describes how address-
ing the COVID-19 crisis has impacted nurses’ health and well-being.

Burnout

Burnout is an increasingly prevalent problem among clinicians, including 
nurses, and it has significant consequences for patients, organizations, teams, 

2 The American Psychiatric Association defines PTSD as “a psychiatric disorder that may occur in 
people who have experienced or witnessed a traumatic event such as a natural disaster, a serious accident, 
a terrorist act, war/combat, or rape or who have been threatened with death, sexual violence or serious 
injury” (see https://www.psychiatry.org/patients-families/ptsd/what-is-ptsd [accessed April 13, 2021]).
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and nurses themselves. Burnout syndrome is characterized by three compo-
nents: emotional exhaustion, depersonalization (e.g., cynicism, apathy), and a 
low sense of personal accomplishment at work (Maslach and Jackson, 1981). 
Estimated rates of burnout among U.S. nurses have ranged between 35 and 45 
percent (Aiken et al., 2002; Moss et al., 2016), although many studies focus 
only on the emotional exhaustion component of burnout, painting an incomplete 
picture (NASEM, 2019a). The consequences of burnout can include poor patient 
outcomes, high turnover rates, increased costs, and clinician illness and suicide 
(NASEM, 2019a). Factors including high workloads, staff shortages, extended 
shifts (Stimpfel et al., 2012), and the burden of documentation (see Box 10-1) 
can all contribute to nurse burnout. Another known contributor to burnout is a 

BOX 10-3 
COVID-19 and Nurses’ Health and Well-Being

	 Nurses can struggle with determining how to uphold their professional ethical 
values in the context of competing obligations to patients, their own families, and 
their health. Many clinicians already faced anxiety, burnout, depression, stress, 
and risk of suicide prior to the pandemic, but the COVID-19 crisis has presented 
an even greater hardship that can exacerbate existing levels of burnout and men-
tal health stressors (Squires et al., 2020; Ulrich et al., 2020). Sources of stress 
identified in a recent qualitative study of nurses caring for COVID-19 patients 
between May and July 2020 included personal experiences of social isolation, 
witnessing large numbers of deaths, increased patient acuity, caring for families, 
the uncertainty of how to care for patients, and severe staffing shortages and 
organizational issues (Squires et al., 2020). Nurses may experience varying de-
grees of moral suffering that result in moral residue and fatigue as they respond 
to complex and often unsolvable ethical trade-offs in caring for patients with 
COVID-19 (Rosa et al., 2020). Adding to these stressors, nurses are acting as 
de facto social intermediaries for patients who are isolated from their families. 
For example, nurses are using technology to help patients stay connected with 
their families when visitors are not permitted (Shapiro, 2020). COVID-19 is also 
highlighting the challenges that nurses and nurse leaders have in reporting staff 
safety issues and equity issues (Rangchari and Woods, 2020).
	 The disproportionate impact of COVID-19 on people of color (see Chapter 2) 
has highlighted the need for nurses to focus on caring for the underserved and 
addressing social and structural barriers to health. Nurses at the front lines see 
firsthand the consequences of social and economic injustice when the people 
most negatively affected by the disease are people of color, immigrants, and other 
vulnerable groups who are providing essential services often without needed pro-
tections, who lack basic access to health services, and who live in overcrowded 
communities. Absent interventions, as COVID-19 rates ebb and peak around the 
United States, the impact on nurses is likely to be long-lasting (Nelson and Lee-
Winn, 2020).
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mismatch between the skills and preparation of workers and the jobs that they 
are expected to perform (Maslach, 2017). 

Nurses in all roles and settings can experience burnout. Nursing students may 
experience academic and emotional burnout before they even enter the workforce 
(Ríos-Risquez et al., 2018). A shift toward preventive care and care management 
based in primary care or patient-centered medical homes means there is a grow-
ing demand on nurses to take on more complex patients and associated tasks, 
increasing burnout among nurses in primary care (Duhoux et al., 2017). Nurses 
in other settings that entail prolonged contact with patients such as critical care, 
oncology, and psychiatric nursing, experience burnout as well (Cañadas-De la 
Fuente et al., 2017; Jackson et al., 2018). While data are lacking on burnout 
among nurse practitioners, some evidence shows they can experience burnout 
comparable to that experienced by nurses and physicians (Hoff et al., 2019). 
Nurses who work in long-term care settings face particular occupational stressors, 
such as physical or verbal abuse from residents with dementia, frequent physical 
transfers of residents, exposure to death and declining health among residents, 
and caring for individuals with very different care needs (Woodward et al., 2016). 

Compassion Fatigue 

Compassion fatigue, considered distinct from burnout, is defined as “a health 
care practitioner’s diminished capacity to care as a consequence of repeated 
exposure to the suffering of patients, and from the knowledge of their patients’ 
traumatic experiences” (Cavanagh et al., 2020, p. 640). Compassion fatigue 
occurs when a nurse’s ability to empathize with people is reduced as a result of 
repeated exposure to others’ suffering (Peters, 2018). Research suggests a number 
of factors that can lead to compassion fatigue, some of which are organizational 
and some of which are individual. Organizational factors include chronic and 
intense patient contact, prolonged stress, a lack of support, high workload, hours 
per shift, and time constraints that hinder quality care (Peters, 2018). Individual 
factors include a personal history of trauma, a lack of awareness about compas-
sion fatigue, an inability to maintain professional boundaries (e.g., taking on extra 
shifts), and a lack of self-care (Peters, 2018). 

Suicide

Nurses, like physicians, are at higher risk than the general population for 
suicide (Davidson et al., 2020a; NASEM, 2019a). Longitudinal data from 2005 
through 2016 showed that nurses committed suicide at a higher rate relative to the 
general population. Both female and male nurses were at greater risk of suicide 
(female incident rate ratio [IRR] = 1.395, 95% confidence interval [CI] 1.323–
1.470, p <.001; male IRR= 1.205, 95% CI 1.083, 1.338, p <.001) (Davidson et 
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al., 2020a). Despite this increased risk, relatively little attention has been paid to 
understanding and preventing nurse suicide (Davidson et al., 2018a). 

Behavioral Health

Estimates indicate that nurses have the same rate of substance use disorders 
(SUDs) as the general population (Strobbe and Crowley, 2017; Worley, 2017), 
with approximately 10 percent of the nursing population having an SUD (Worley, 
2017). In addition to the general risk factors that are associated with SUD, includ-
ing genetic predisposition, history of trauma or abuse, early age at first use of a 
substance, and comorbid mental health disorders, nurses may also have unique 
risk factors that include access to controlled substances, workplace stress, and 
lack of education about SUDs (Worley, 2017). Nursing students are also at risk 
of SUDs (ANA, 2015; Strobbe and Crowley, 2017).

Moral Well-Being

Nurses in all roles and settings are confronted with ethical challenges that 
have the potential to cause moral suffering (ANA, 2015), including moral distress 
or moral injury (Rushton, 2018). When nurses are unable to convert their moral 
choices into action because of internal or external constraints, moral distress 
ensues and threatens their integrity (Ulrich and Grady, 2018). Moral distress 
also arises to varying degrees in response to moral uncertainty, moral conflicts 
or dilemmas involving competing ethical values or commitments, or tensions 
resulting from not being able to share moral concerns with others (Morley et al., 
2019). Moral distress, the most well-researched form of moral suffering, occurs in 
response to moral adversity that threatens or violates an individual’s professional 
values and integrity, and is associated with myriad negative consequences (Bur-
ston and Tuckett, 2013; Epstein and Delgado, 2010; Morley et al., 2019; Rushton 
et al., 2016). Nurses can experience moral distress when they feel inadequately 
supported, when health care resources are inappropriately used, and when there 
is disagreement between the patient’s care plan and the patient’s family wishes 
(Burston and Tuckett, 2013; Epstein et al., 2019). For example, nurses may expe-
rience moral distress when asked to provide life support care that is not in the best 
interest of the patient (Kasman, 2004). Moral injury, a more extreme form of moral 
suffering, occurs when there is “a betrayal of what’s right, by someone who holds 
legitimate authority … in a high stakes situation” (Shay, 2014, p. 182). It involves 
a violation of one’s moral code by witnessing, participating in, or precipitating a 
variety of moral harms. While the roots of the concept began in the military, nurses 
and other clinicians increasingly are exploring its application in health care. 

Nurses can suffer from moral distress when they lack the resources or capac-
ity to help their patients (Kelly and Porr, 2018) or are unable to take the ethically 
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appropriate action because of constraints or moral adversities (Ulrich et al., 
2020). Nurses working in communities or with people with complex health needs 
and social risks, such as SUDs and psychological and behavioral disorders, and 
those working in high-intensity settings or palliative care can experience moral 
distress due to the complex moral and ethical issues they confront (Englander et 
al., 2018; SAMHSA, 2000; Welker-Hood, 2014; Wolf et al., 2019). Nurses who 
work in clinical care often lose contact with patients when they leave the clinical 
setting (Wolf et al., 2016), which makes it difficult to help these patients with 
their nonclinical needs, such as food, safe housing, and a support network. This 
can leave nurses feeling that their efforts are futile without societal commitment 
to systemic reforms. 

Addressing issues of health equity can involve confronting sexism, racism, 
ableism, xenophobia, and trauma, which can be uncomfortable and challenging 
for all involved (Munnangi et al., 2018). In addition, the historical roots of 
trauma are often “invisible” (Comas-Díaz et al., 2019; Helms et al., 2012), with 
individuals of color suffering from race-based stress (Comas-Díaz et al., 2019). 
Moreover, nurses may not feel empowered to raise their concerns about these 
inequities because of fear of retaliation or compromised relationships (Ulrich 
et al., 2019). When the claims or voices of nurses and other clinicians are 
discounted, their stress is heightened (Hurst, 2008). 

In the context of COVID-19 (see Box 10-3), evidence is emerging that 
nurses have experienced moral distress as they have addressed the stark ethical 
tensions (Morley et al., 2019; Ulrich et al., 2020) created by the pandemic, 
facing a gap between “what they can do and what they believe they should 
do” (Pearce, 2020; Rosa et al., 2020). This situation led the American Nurses 
Association (ANA) to develop guidance to help nurses understand their ethical 
obligations during a pandemic, particularly with respect to preserving their 
integrity and well-being (ANA, 2020a,b). Upholding the ethical mandate of 
nurses to provide respectful, equitable care for all persons and the responsibility 
to address issues of social justice can be especially challenging during a pan-
demic (ANA, 2015; ANA and AAN, 2020). Moral injury has become a focus 
of inquiry both prior to and during the pandemic (Dean et al., 2020; Kopacz et 
al., 2019; Maguen and Price, 2020; Rushton et al., 2021), and early data suggest 
that it is emerging as a factor associated with the difficult ethical trade-offs 
experienced by clinicians in the context of the pandemic (Hines et al., 2020; 
Williams et al., 2020) and in response to the deaths of Black individuals at the 
hands of police (Barbot, 2020). The practice setting and ethical climate of the 
health care organization are postulated as factors that influence the prevalence 
of moral distress (Rathert et al., 2016; Sauerland et al., 2014). More research 
is needed to understand the relevance of moral injury among health care pro-
fessionals and to study its relationship to various measures of well-being and 
moral resilience (Rushton, 2018).
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Social Health and Well-Being

The nature of nursing work means that nurses are constantly interacting with 
other people, including individuals, families, communities, physicians and other 
providers, administrators, staff, and other nurses. While these social interactions 
are essential to the work of caring for individuals and communities, they can also 
be a source of stress and adversely impact nurse well-being. This section explores 
three types of negative social interactions: bullying and incivility, workplace 
violence, and racism and discrimination. 

Bullying and Incivility

Bullying and incivility among nurses is a major problem in nursing practice 
and can result in mental health issues, burnout, and nurses leaving positions or 
the profession entirely (Spence Laschinger et al., 2012; Weaver, 2013). There is 
an expected culture within nursing in which young or new nurses will encoun-
ter bullying, gossip and belittling, intimidation, hostility, exclusion, and hazing 
from other staff nurses, supervisors, and managers (Caristo and Clements, 2019; 
Echevarria, 2013; Meissner; 1986). A survey of more than 10,000 RNs and 
nursing students found that half of respondents had experienced bullying in the 
workplace (ANA, n.d.). While the terms “bullying” and “incivility” are often 
used interchangeably,3 bullying is distinguished by its repetitive nature and is 
perpetrated by a person in a position of power (Rutherford et al., 2018). The ANA 
defines bullying as “repeated, unwanted, harmful actions intended to humiliate, 
offend, and cause distress in the recipient,” and incivility as “one or more rude, 
discourteous, or disrespectful actions that may or may not have a negative intent 
behind them” (ANA, n.d.). 

Psychological safety, the perception that it is safe to take risks within the 
team, is one important factor in creating healthy, civil, integrity-preserving 
workplaces (Edmonson, 1999, 2018; Edmondson and Lei, 2014). Low levels of 
psychological safety in the culture of some health care organizations can under-
mine nurses’ ability to contribute fully and to thrive in the workplace (Edmon-
son, 2002; Moore and McAuliffe, 2010, 2012; Newman et al., 2017; Ünal and 
Seren, 2016). Nurses—particularly those who work in clinical settings—work 
in teams where hierarchy, power imbalances, and interpersonal aggression can 
occur (Nembhard and Edmonson, 2006). Maslach and Leitner (2017) suggest that 
improving civility among the interprofessional team may be a leverage point for 
reducing burnout. However, there is limited research on the relationship between 
workplace hierarchies and bullying behaviors among nurses and between nurses 
and other health care providers (Wech et al., 2020). 

3 The term “lateral violence” is also used interchangeably with “bullying” and “incivility” (Pfeifer 
and Vessey, 2017).
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Workplace Violence

In the United States, health care workers experience the highest level of 
assault of all occupations, and among health care workers, nurses and patient 
care assistants experience the highest rates of violence (Groenewold et al., 2018; 
OSHA, 2015). Aggression and assault can result in long-term effects on nurses 
that include posttraumatic stress and lower levels of productivity (Gates et al., 
2011). Nurses endure both emotional and physical abuse from patients (Ga-
brovec, 2017; Gates et al., 2011). An ANA health risk assessment of nurses during 
2013–2016 indicated that 25 percent of nurses had experienced violence at the 
hands of patients or their family members (ANA, 2017). However, incidents of 
assault are substantially underreported by as much as 50 percent because of a lack 
of workplace reporting policies, a lack of confidence in the reporting system, and 
fear of retaliation (OSHA, 2015). 

A 2018 survey of more than 8,000 critical care nurses found that 80 percent 
of respondents had experienced verbal abuse at least once during the past year, 
nearly half physical abuse and discrimination, and 40 percent reported sexual 
harassment (Ulrich et al., 2019). Patients and family members were reported as 
the most frequent source of abuse (73 percent and 64 percent, respectively), fol-
lowed by physicians (41 percent) and other nurses (34 percent). Fewer than half 
of nurses reported that their organization had zero tolerance policies for verbal 
abuse, while 62 percent reported such policies for physical abuse. These data 
paint a picture of work environments that are hostile to the psychological safety 
and well-being of nurses (Ulrich et al., 2019).

While much of the research on workplace violence focuses on hospital set-
tings, nurses working in other settings are also at risk of violence and aggression. 
Home visiting nurses, who often work alone in dynamic environments character-
ized by potentially high-risk situations, are at risk of verbal and physical assault 
while in the community or people’s homes (Mathiews and Salmond, 2013). The 
incidence of workplace violence in home nursing is likely underreported because 
of factors including the perception that violence is part of the job and the moral 
conflict nurses face between duty to their patients and duty to report an incident of 
violence (Mathiews and Salmond, 2013). While many organizations are attempt-
ing to respond to these challenges, education and training alone are likely insuf-
ficient to address the root factors that contribute to them (Geoffrion et al., 2020).

Racism and Discrimination

As discussed in Chapter 2, racism can significantly impact the physical and 
mental health of individuals. Health can be affected by structural racism (poli-
cies and systems), cultural racism (stereotypes, beliefs, and implicit biases), and 
discrimination (being treated differently based on race) (Williams et al., 2019). 
Microaggressions, which are brief and commonplace daily indignities, are also 
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correlated with poor health (Cruz et al., 2019; Nadal et al., 2016; Ong and Bur-
row, 2017; Sue et al., 2007). Nurses may encounter racism, discrimination, and 
microaggressions from a number of sources, including employers, educators, 
managers, colleagues, and patients. Nurses and other clinicians of color can 
experience hardship, burnout, and the increased emotional labor and burden of 
an already emotionally demanding job while dealing with the personal negative 
consequences of racism from patients (Cottingham et al., 2018; Paul-Emile et 
al., 2016). Accommodating patients’ preferences regarding the race, gender, or 
religion of their providers has been common practice in the United States, often 
in a context of little guidance on how to approach these situations (Paul-Emile, 
2012). This practice can have adverse effects on clinicians, especially when they 
are rejected by patients or subject to abuse because of their race. However, nurses’ 
experiences of racism are not limited to these types of discrete events but are part 
of the larger system of structural racism in the United States (Waite and Nardi, 
2019). 	

Black nurses in particular have long reported encountering racism in the 
workplace (Bennett et al., 2019; Wojciechowski, 2020). Internationally educated 
nurses (IENs)—those who completed a nursing education program in a country 
outside that of their employer and who have migrated to the United States (see 
also Chapter 3)—also contend with racism and discrimination (Ghazal et al., 
2020). As described in Chapter 8, in the wake of COVID-19, which was first 
discovered in China, Asian nurses have reported verbal and physical attacks, 
and some patients have refused their care (AHA, 2020a). Discrimination against 
Asian American and Pacific Islander (AAPI) nurses is not a new phenomenon, 
having existed since at least the mid-19th century. However, Stop AAPI Hate, a 
national coalition focused on tracking and addressing anti-Asian discrimination 
during the COVID-19 pandemic, reported 3,795 hate incidents between March 
2020 and February 2021.4 These experiences may lead to increased anxiety, fear 
for personal safety, and poor physical health (AHA, 2020a). 

Lesbian, gay, bisexual, transgender, and queer/questioning (LGBTQ) nurses 
have also reported discrimination and harassment based on sexual orientation or 
gender identity and expression (Eliason et al., 2011, 2017). In a recent qualita-
tive study of 277 LGBTQ+5 health care professionals, Eliason and colleagues 
(2017) found that these health care workers faced both work-related stress and 
hostility from coworkers and patients. Reported consequences included lack of 
promotions, tenure denials, and negative comments and gossip (Eliason et al., 
2017). Avery-Desmarais and colleagues (2020) examined problematic substance 
use (PSU) and its relationship with stress among a convenience sample of 394 

4  See https://secureservercdn.net/104.238.69.231/a1w.90d.myftpupload.com/wp-content/uploads/ 
2021/03/210312-Stop-AAPI-Hate-National-Report-.pdf?fbclid=IwAR3jLV0DTBnIy_NK3322T4f 
WDjZhJaY9A6w05elGLG83bJZ47SVckBrPwKQ (accessed April 13, 2021).

5 Lesbian, gay, bisexual, transgender, queer, and other sexual/gender minorities. 
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lesbian, gay, and bisexual nurses. They found that the incidence of PSU was 
higher among this group than among either the general population of nurses or 
the general lesbian, gay, and bisexual population. 

Nurses with disabilities6 can experience discrimination in the workplace 
(Neal-Boylan et al., 2015), nursing school (Neal-Boylan and Smith, 2016), and 
by nursing boards, as mentioned previously (Halter et al., 2019), and encoun-
ter negative stereotypes about their ability to do their job or provide effective 
care (Neal-Boylan et al., 2012). Nursing students with learning disabilities can 
encounter difficulties in nursing programs (Northway et al., 2015), including 
negative perceptions that conflate the need for accommodations for disabilities 
with a student’s capability as a nurse and professional (Marks and McCulloh, 
2016). Nurses in the workforce may be reluctant to disclose a disability or mental 
illness (Hernandez et al., 2016; Peterson, 2017; Rauch, 2019) or to request a need 
for accommodations, which could increase the risk of injury to the health care 
team and potentially patients (Davidson et al., 2016). There has been a call for 
both health care organizations and nursing schools to see beyond disability as a 
disqualifier for nursing practice, and instead value professionals with disabilities 
who can offer unique and different perspectives (Marks and Ailey, 2014; Marks 
and McCulloh, 2016). New research on disabilities in the general population can 
increase awareness and depth of understanding, and more research on the health 
and experience of nurses themselves will build effective strategies for nurses with 
disabilities to achieve success (Davidson et al., 2016). 

APPROACHES TO IMPROVING WELL-BEING

As shown in Figure 10-1, nurse well-being is impacted by the external envi-
ronment, organizational structure and policies, and the conditions of day-to-day 
work. These three factors are mediated by individual factors, including person-
ality, resilience, and social support. Together, these structural and individual 
factors can either strengthen or diminish nurse well-being. The responsibility for 
addressing nurse well-being lies with both nurses themselves and the systems, 
organizations, and structures that support them. Some barriers to well-being can 
be addressed only at the organizational and external environmental levels. For 
example, the burden of technology on nurses must be lifted by federal regulators, 
insurance companies, technology companies, and the like. However, individual 
nurses also have an important role to play in promoting their own well-being. 

6 The definition of disabilities is based on the 1990 ADA and the 2008 ADA Amendments Act, in 
which a disability is defined as a physical or mental impairment or limitation that significantly affects 
a person in major life activities that include but are not limited to “caring for oneself, performing 
manual tasks, seeing, hearing, eating, sleeping, walking, standing, lifting, bending, speaking, breath-
ing, learning, reading, concentrating, thinking, communicating, and working” (American Disabilities 
Act, Title 42, Chapter 126, § 12111; https://www.ada.gov/pubs/adastatute08.htm#12102 [accessed 
April 13, 2021]). 
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There is emerging evidence that despite the constraints imposed by the system, 
some nurses are able to remain healthy and whole and grow in response to adver-
sity (Cui et al., 2021; Itzhaki et al., 2015; Okoli et al., 2021; Traudt et al., 2016). 
Nurses need the skills and tools that enable them to exercise their autonomy, 
agency, and competence within these systems. Further investigation is needed 
to understand the individual and system characteristics that create the conditions 
for nurses to thrive in the midst of complexity, uncertainty, and unpredictability. 

This section first examines individual-level approaches to well-being and 
then turns to a review of approaches at the systems level. The committee notes 
that although there exists no menu of ready-to-implement, evidence-based inter-
ventions for improving nurse well-being (NASEM, 2019a), a great number of 
efforts currently being pursued can offer inspiration and opportunities for evalu-
ation, replication, and scalability. However, as noted by Melnyk and colleagues 
(2020) in a recent systematic review of interventions focused on improving phy-
sicians’ and nurses’ physical and mental well-being, more randomized controlled 
trials (RCTs) are needed to examine the efficacy of such interventions as many of 
the available studies have weaknesses in their methodologies. 

Individual-Level Interventions

While health care organizations must create the workplace conditions for 
well-being and integrity to thrive, nurses are also responsible for identifying their 
own needs and investing in their well-being (Ross et al., 2017). This respon-
sibility arises from their inherent human dignity and their professional ethical 
mandate to invest in their own integrity and well-being so they can execute the 
responsibilities of their nursing role (ANA, 2015). Provision 5 of the ANA Code 
of Ethics states that nurses should “eat a healthy diet, exercise, get sufficient rest, 
maintain family and personal relationships, engage in adequate leisure and recre-
ational activities, and attend to spiritual or religious needs” (ANA, 2015, p. 35). 

Although nurses are often knowledgeable about the importance of these 
issues, that knowledge does not always translate into action (Ross et al., 2017). 
Ross and colleagues (2017) identify a number of intrinsic and extrinsic factors 
that affect nurses’ participation in health-promoting behaviors. Intrinsic fac-
tors include personal characteristics and beliefs, perceived benefits and barriers, 
self-efficacy, gender and age, fatigue, depression, and anxiety. Extrinsic factors 
include norms, social support, role modeling, financial and time constraints, 
and institutional support. Shift work and work schedules, as well as competing 
demands outside of work, such as caring for adult or child dependents, are addi-
tional barriers to participation (Ross et al., 2017).

Below, the committee examines interventions and initiatives directed at 
improving individual nurses’ health and well-being in a number of areas. Many 
such initiatives address multiple areas of well-being and use multiple approaches. 
For example, the Healthy Nurse, Healthy Nation (HNHN) Grand Challenge, an 
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effort of the ANA and its partners, seeks to transform the health of 4 million RNs 
through a focus on physical activity, nutrition, rest, quality of life, and safety 
(ANA, 2018). Organizations that participate in HNHN have developed a number 
of individual-focused initiatives, such as offering onsite fitness opportunities, 
walking programs, increased access to healthy food, mindfulness resources, and 
dedicated rooms for nurses to reset and relax (HNHN, 2019; Jarrín et al., 2017). 
Other well-being initiatives are focused on a specific behavior or health charac-
teristic, but one that may have consequences for multiple areas of well-being. For 
example, poor sleep patterns are associated with poor physical and mental health, 
an increased risk of obesity, and an increased risk of accidents both in and outside 
of the workplace (IOM, 2006). 

The initiatives and ideas described below are designed to improve the health 
of nurses by addressing a wide variety of targets: 

•	 physical activity, diet, and sleep; 
•	 substance use;
•	 resilience;
•	 mental health;
•	 ethical competence;
•	 incivility, bullying, and workplace violence; and
•	 racism, prejudice, and discrimination.

Physical Activity, Diet, and Sleep  

A recent systematic review of workplace interventions to address obesity 
in nurses found limited evidence of successful interventions. The authors rec-
ommend that interventions be tailored to the unique aspects of nurses’ working 
lives (Kelly and Wills, 2018) and that interventions not be universal but targeted 
toward those who are obese. In their systematic review, Melnyk and colleagues 
(2020) found that visual triggers, pedometers, and health coaching can increase 
participation in physical activity. The Nurses Living Fit program was effective 
in reducing nurses’ body mass index (BMI) over a 12-week intervention period; 
however, the effects of the program on BMI were not sustained (Speroni et al., 
2014). 

A recent scoping review of studies looked at interventions targeted at nurses 
who work shifts and aimed at improving sleep patterns or managing fatigue 
(Querstret et al., 2020). In these studies, most of which were conducted in Italy, 
Taiwan, and the United States interventions fell into three primary categories: 
napping, working different shift patterns, and exposure to light or light atten-
uation. With regard to napping interventions, the authors found mixed results. 
For studies that measured performance at work as an outcome, there was im-
provement on some measures (e.g., information processing improving after a 
30-minute nap). Studies that examined shift patterns (e.g., rotating shift patterns, 
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fixed night versus day shifts, 8-hour versus 12-hour rotating shifts) found that 
shift patterns including night shifts were associated with poorer sleep quality and 
increased fatigue. Results of light exposure studies were similarly mixed. Four 
studies found that self-reported energy levels increased with exposure to bright 
light. Another study, however, found no effect of an intervention involving light 
visors on fatigue or sleep. The scoping review found no studies conducted on 
samples involving nurse midwives. Querstret and colleagues (2020) conclude 
that the literature is inconsistent regarding how to intervene to improve sleep 
and reduce fatigue for nurses who work shifts, and that the interventions and 
measures used in these studies were disparate in nature.

Substance Use 

A recent position statement from the Emergency Nurses Association and 
the International Nurses Society on Addictions called for four primary actions to 
address nurses with SUDs (Strobbe and Crowley, 2017): providing education to 
nurses and other employees, adopting alternative-to-discipline (ATD) approaches, 
considering drug diversion in the context of personal use as a symptom and not a 
criminal offense, and ensuring that nurses and nursing students are aware of the 
risks associated with SUDs and have a way to report concerns safely. The two pri-
mary approaches to treating nurses with SUDs have been either a disciplinary ap-
proach or an ATD program (Monroe et al., 2013; NCSBN, 2011; Russell, 2020). 
Monroe and colleagues (2013) conclude that ATD programs have a greater impact 
than disciplinary programs on protecting the health and safety of the public, as 
they identify and enroll more nurses and in turn remove more nurses with SUDs 
from direct patient care. These programs have been adopted by many state boards 
of nursing (Russell, 2020). In an analysis of 27 state board of nursing programs, 
Russell (2020) found a lack of consistency among them and suggests that more 
research is needed to identify the essential components of such programs. Com-
mon components identified in at least half of the programs included an alcohol/
drug abstinence requirement, use of mood-altering medications for psychiatric/
medical conditions, an Alcoholics Anonymous or Narcotics Anonymous program, 
and restricted hours or shifts (Russell, 2020). 

In a retrospective study of 7,737 nurses participating in SUD programs be-
tween 2007 and 2015, Smiley and Reneau (2020) found that bimonthly random 
drug tests, a minimum of 3 years in a program, and daily check-ins were associ-
ated with successful program completion. They also found that structured group 
meetings were helpful. The best results were for those nurses who stayed in a 
program at least 5 years and were tested twice per month. The authors recom-
mend that an expert panel review these results and develop formal guidelines for 
such programs, and that boards of nursing test these guidelines in their ATD pro-
grams. In addition, health care organizations and employers have a responsibility 
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to detect early patterns of drug diversion7 proactively before they become severe. 
To this end, organizations are using such technologies as automated dispensing 
cabinets, advanced analytics, and machine learning.8

Resilience

Training focused on building individual resilience is often offered to prepare 
nurses for the fatigue, stress, workload, and burnout they may face (Taylor, 2019). 
Resilience refers to “the capacity of dynamic systems to withstand or recover 
from significant disturbances” (Masten, 2007, p. 923). Humans are thought to 
have an innate resilience potential that evolves over time and fluctuates depend-
ing on the context; the interplay of individual factors; social, community, envi-
ronmental, and societal conditions; and moral/ethical values and commitments 
(Rushton, 2018; Szanton et al., 2010). Resilience includes “the ability to face 
adverse situations, remain focused, and continue to be optimistic for the future,” 
and it is described as a “vital characteristic” for nurses in the complex health care 
system. Resilience is associated with reduced symptoms of burnout, improved 
mental health, and reduced turnover (Rushton et al., 2015). 

Taylor (2019) suggests offering resilience interventions at the primary, sec-
ondary, and tertiary levels. At the primary level, such interventions would focus 
on building self-awareness, coping skills, and communications skills. At the 
secondary level, they might include screening for burnout and providing the 
associated resources and supports nurses will need. Finally, at the tertiary level, 
interventions would target nurses whose resilience threshold had been breached 
and support their healing and return to work. Understanding and addressing 
resilience among nurses holds promise for attenuating the effects of workplace 
demands that exceed personal resources (Yu et al., 2019). A nurse suicide task 
force led by ANA9 has been refocused on resilience and is making resources 
available that can address mental health, particularly during the response to the 
COVID-19 pandemic (Davidson et al., 2020a). 

However, focusing only on individual resilience is insufficient to create 
workplaces designed to preserve integrity and well-being (Taylor, 2019). Every 
system, including the human system, has limits beyond which it cannot recover 
and can become permanently degraded. The challenge is to better understand 
how to recognize the symptoms of those thresholds and to develop strategies that 

7  Drug diversion is “the deflection of prescription drugs from medical sources into the illegal 
market” (see https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid- 
Integrity-Education/Downloads/infograph-Do-You-Know-About-Drug-Diversion-%5BApril-
2016%5D.pdf [accessed April 13, 2021]). 

8  See https://www.fiercehealthcare.com/hospitals/industry-voices-as-covid-19-flare-ups-continue-
healthcare-organizations-must-double-down (accessed April 13, 2021).

9  See https://www.nursingworld.org/get-involved/share-your-expertise/pro-issues-panel/moral- 
resilience-panel (accessed April 16, 2021).
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support human systems, teams, and organizations in adapting healthfully to the 
adversities they inevitably encounter by modifying those characteristics that are 
amenable to intervention (Moss et al., 2016). In addition to improving the resil-
ience of individuals, organizations can seek to identify and ameliorate the nega-
tive conditions that systematically undermine health and well-being (Gregory et 
al., 2018). Barratt (2018) suggests that efforts to improve individual resilience 
focus on building the resilience of teams and organizations to give individuals 
the support and resources they need. Resilience is discussed further in the section 
on system-level approaches later in this chapter.

Mental Health 

Promising approaches for fostering nurses’ mental health and well-being in-
clude the development of skills in mindfulness and cognitive-behavioral therapy/
skills-building interventions. Mindfulness skills are aimed at building awareness 
of one’s reactions and being able to choose how to respond in the moment. The 
development of new neuropathways to calm a reactive nervous system is not 
aimed at tolerating intolerable situations, but at restoring stability so individ-
uals can choose the responses that best reflect their values and commitments. 
Mindfulness interventions, including mindfulness-based stress reduction and 
mindfulness-based cognitive therapy, are increasingly being used to treat anxiety 
and depression (Hofmann and Gomez, 2017), and may be particularly effective 
in fostering self-compassion (Wasson et al., 2020). Recent reviews of RCTs have 
found that mindfulness-based interventions are effective in treating a range of 
clinical symptoms and disorders, including anxiety, depression, psychological 
and emotional distress, and general “quality of life” concerns (Hofmann and 
Gomez, 2017). 

One evidence-based skills-building intervention based on cognitive-behavioral 
therapy that integrates mindfulness—MINDBODYSTRONG—(adapted from the 
COPE cognitive-behavioral skills-building intervention) is delivered by a nurse 
to new nurse residents. MINDBODYSTRONG comprises eight weekly sessions 
focused on caring for the mind, caring for the body, and building skills (Sampson 
et al., 2020). Evidence from an RCT supports MINDBODYSTRONG’s efficacy in 
improving mental health, healthy lifestyle beliefs, healthy lifestyle behaviors, and 
job satisfaction (Sampson et al., 2019), sustaining its positive impacts over time 
(Sampson et al., 2020). 

In a recent systematic review, Melnyk and colleagues (2020) found that 
interventions involving mindfulness and those using cognitive-behavioral ther-
apy were effective in addressing stress, anxiety, and depression in clinicians 
(Melnyk et al., 2020). Deep breathing and gratitude interventions also showed 
promise. These findings are consistent with those of other reviews (e.g., Lomas 
et al., 2018). The programs reviewed by Melnyk and colleagues (2020) typically 
included eight weekly 1- to 2.5-hour sessions plus about 9 hours of mindfulness 
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practice at home; however, the authors conclude that these programs were po-
tentially too time-intensive for clinicians to accommodate within their schedules. 
They also note that many hospitals do not have mindfulness trainers available to 
implement these programs. 

Given the challenges of implementing time-intensive interventions high-
lighted by Melnyk and colleagues (2020), there is also promising evidence 
that brief mindfulness interventions may have positive impacts on compassion, 
although Hofmann and Gomez (2017) observe that it is unclear whether brief 
interventions can have the same kind of impact on anxiety and depression as that 
of the longer interventions. Box 10-4 describes promising interventions that use 
mobile technologies to support mindfulness and other well-being skills. 

Another promising approach to early screening and treatment is the Healer 
Evaluation Assessment and Referral (HEAR) program, first piloted with nurses 
in 2016 (Davidson et al., 2018b, 2020b). This program, a collaboration between 
the University of California, San Diego and the American Foundation for Sui-
cide Prevention, includes a set of educational presentations focused on burnout, 
depression, and suicide, as well as an encrypted and confidential web-based 
assessment tool designed to identify and refer individuals at risk for depression 
and suicide. The pilot assessment showed it to be an effective screening tool (Da-
vidson et al., 2018b). Three years after the pilot, 527 nurses have been screened, 
with 9 percent of those screened expressing thoughts of taking their own life; 
176 nurses have received treatment, and 98 have accepted referrals for treatment.

Ethical Competence

Organizations are investing in programs aimed at building mindfulness, 
ethical competence, and resilience through experiential and discovery learning, 
simulation, and communities of practice (Brown and Ryan, 2003; Grossman et 
al., 2004; Rushton et al., 2021; Shapiro et al., 2005; Singleton et al., 2014). These 
programs, coupled with programs aimed at cultivating nurses’ competencies to 
address ethical concerns through systematic processes that engage the voice of 
the front line and provide nurses with skills for constructively and confidently 
raising their concerns, are important leverage points for creating workplaces 
where moral resilience is fostered and ethical practice is routine (Grace et al., 
2014; Hamric and Epstein, 2017; Robinson et al., 2014; Rushton et al., 2021; 
Trotochaud et al., 2018; Wocial et al., 2010). These resources also need to be 
aligned with system changes that remove the impediments to nurses’ well-being 
and integrity and build moral community (Hamric and Wocial, 2016; Liaschenko 
and Peter, 2016; Traudt et al., 2016). Adopting systematic methods for building 
a culture that fosters ethical practice and integrity by investing in structural 
elements and processes in health care organizations will be essential to amplify 
interventions aimed at building individual capacities (Nelson et al., 2014; Pavlish 
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BOX 10-4 
Mobile Technology and Mental Health Interventions

	 Mobile technology and mHealth has become a growing field of innovation, 
study, and research (Park, 2016), and has the potential to help nurses and other 
clinicians maintain their well-being. mHealth is a combination of eHealth or tele-
health service delivery, health care tracking, mobile computing, medical sensor, 
and communication technologies (Istepanian et al., 2004). mHealth has many 
advantages, it allows users to access services in most places, at any time, and 
bypasses traditional barriers created by infrastructure, such as roads and trans-
portation (WHO, 2011). 
	 There has been a steady increase in the use of smartphones and the emer-
gence of several mental health–focused apps (Donker et al., 2013). Systematic 
reviews have shown that these apps, including those focused on mindfulness 
and meditation (Huberty et al., 2019) and on behavior change (Han and Lee, 
2018; Lyzwinski et al., 2019), hold promise for reducing symptoms of mental ill-
ness and managing symptoms of other chronic illness. However, research in this 
area is growing, and studies have found that many apps lack clinical evidence or 
meaningful input from users (Subhi et al., 2015), or have been studied with small 
sample sizes (Goodwin et al., 2016; Rathbone and Prescott, 2017; Wang et al., 
2018; Wood et al., 2017). Other challenges include limited adoption of new app-
based health interventions because of age or access to traditional health care 
services (Alsswey and Al-Samarraie, 2020; Subhi et al., 2015). The near ubiquity 
and adoption of information technology and data systems in health care and the 
steady growth of younger nurses entering the workforce means that nurses, espe-
cially during periods of public health emergencies and crises, provide an optimal 
pool of potential users for evidence-based mental health apps.
	 In the coming years and with higher mobile usage in place (Alexopoulos et 
al., 2020), additional research will support the determination of best practices for 
helping nurses maintain their mental health or access mental health resources 
through the use of mobile technology. In the meantime, several resources have 
been launched with a focus on health care workers. A mental health partner initia-
tive between the University of North Carolina at Chapel Hill and Cooper University 
Health Care created an app called “Heroes Health,” launched in July 2020 that is 
aimed at first responders and health care workers. The app allows them to answer 
weekly questions that assess their mental health, and users are connected to 
resources based on their answers (Heroes Health, 2020). An additional feature 
to which a health care organization can subscribe allows its employees to give 
feedback through an aggregate dashboard. Brigham and Women’s Hospital in 
Boston released an app for emergency providers called “Rose” that collects data 
from users through a journal feature and questionnaires. The app’s built in AI 
platform then uses these data to identify trends in stress and burnout, allowing the 
organization to find warning patterns or triggers that mark adverse mental health 
symptoms in staff (Drees, 2020; Landi, 2020). Artificial intelligence technology in 
the app is equipped to read key words and phrases and detect signs of mental 
health problems, including trauma (Miliard, 2020).
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et al., 2020). These efforts are synergistic with those aimed at building psycholog-
ical safety (Nelson et al., 2014) and models of just culture for safe, quality care.

Incivility, Bullying, and Workplace Violence

In its 2015 position statement (ANA, 2015), ANA articulated the responsi-
bilities of both individual nurses and employers in ending workplace bullying, 
incivility, and workplace violence. With regard to bullying, Rutherford and col-
leagues (2019) conducted an integrative review of studies of interventions ad-
dressing the bullying of prelicensure nursing students and nursing professionals, 
finding that those interventions fell into three main categories: education, nurses 
as leaders, and policy changes. The authors conclude that educational interven-
tions are important to reducing or eliminating bullying behavior and may be of 
the most benefit to students. These types of interventions range from journaling 
to teaching nurses how to address being a target of bullying or incivility. 

One intervention, described by Aebersold and Schoville (2020), used role 
play simulations with debriefing sessions and an educational component with 
senior-level undergraduate nursing students. Preliminary qualitative evidence 
from this intervention indicated that simulation can be an effective strategy for 
addressing incivility and bullying in the workplace, although this was a small 
pilot study with a convenience sample of nursing students. Pfeiffer and Vessey 
(2017) conducted an integrative review of bullying and lateral violence (BLV) 
among nurses in Magnet® accredited health care organizations.10 The authors 
found that a variety of terms were used to describe BLV, making it difficult to 
synthesize and compare findings across studies. Although Magnet accreditation 
standards promote a model of collegiality and teamwork, BLV remains prevalent 
and exists in both Magnet and non-Magnet organizations. Pfeiffer and Vessey 
(2017) call for more studies examining the prevalence of BLV in these accredited 
organizations and also more research aimed at better understanding factors within 
organizations and interventions that can effectively reduce the occurrence of 
BLV. In sum, the level of evidence for the effectiveness of bullying interventions 
among nurses is limited and there is a need for rigorous, well-designed RCTs 
to build this evidence base; multiple, stratified interventions may be needed 
(Rutherford et al., 2019). 

As mentioned previously, workplace violence is also a concern for nurses, 
particularly those who work in emergency department settings (Gillespie et al., 
2014a,b). Interventions that have been developed to address workplace violence 
include a hybrid educational intervention with online and classroom components 
(Gillespie et al., 2014a) and a multicomponent intervention that includes envi-
ronmental changes, education, training, and changes in policies and procedures 

10 These are health care organizations that are accredited through the American Nurses Credential-
ing Center. This model is considered to be the gold standard for nursing (Pfeiffer and Vessey, 2017). 
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(Gillespie et al., 2014b), although these are not strictly focused on nurses. The 
hybrid educational intervention showed promise with a small sample of employ-
ees from a pediatric emergency department, with the research team concluding 
that to achieve significant learning and retention, the hybrid model is preferred. 
The multicomponent intervention was promising, but only two of six sites re-
ported significant decreases in violent events. The authors also note that emer-
gency department workers did not report most of the violent events that occurred 
because of such factors as time constraints and fear of being blamed (Gillespie 
et al., 2014b). There is a need for more research to examine how to ameliorate 
workplace violence among health care workers, and for replication and rigorous 
RCTs of promising interventions. 

Racism, Prejudice, and Discrimination

As discussed in Chapter 4, there has been a shift in patient care settings 
away from cultural competency toward cultural humility, and toward a focus 
on a lifelong approach to learning about diversity and the role of individual 
bias and systemic power in health care interactions. Specific approaches to 
weaving cultural humility concepts into nursing and interprofessional education 
are discussed in Chapter 7. In addition, as noted in Chapter 7, research on the 
efficacy of interventions designed to reduce implicit bias has found that many of 
these interventions are ineffective, and some may even increase implicit biases 
(FitzGerald et al., 2019). Chapter 7 describes an evidence-based intervention, 
the prejudice habit-breaking intervention (Cox and Devine, 2019; Devine et al., 
2012), that has been tested in RCTs and is aimed at overcoming bias through 
conscious self-regulation or breaking the bias “habit.” Reducing prejudice and 
discrimination may also be possible through simple and brief interventions, 
such as 10-minute nonconfrontational conversations, although more research is 
needed to test such interventions with racial outgroups (Williams and Cooper, 
2019). 

Another concept that can be considered in relationship to well-being is that 
of “wellness as fairness” (Prilleltensky, 2012). As described in earlier chapters 
of this report, nurses are being called on to dismantle racism and to advance the 
social mission of making health better and fairer. Similarly, in the public health 
field, it is acknowledged that a focus on both individual personal transforma-
tion and structural change is needed to detect, confront, and prevent racism 
(Margaret and Came, 2019). Margaret and Came (2019, p. 317) note that White 
public health practitioners can become allies in antiracism work by addressing 
the following three interdependent and overlapping areas: “(1) understanding 
and addressing power; (2) skills for working across difference; and (3) building 
and sustaining relationships.” Rigorous, well-designed studies are needed to test 
these and other promising approaches with nurse educators, nursing students, 
and practicing nurses.
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Systems-Level Approaches

The responsibility for nurse well-being is shared between individual nurses 
and those who shape the environment in which they practice. Individual nurses’ 
dedication to their own well-being is enhanced by the support of the system, 
its leaders, and a culture in which well-being is prioritized. The 2019 National 
Academies report on clinician burnout makes clear that while interventions 
focused on individuals have their place, these strategies alone are insufficient 
to address the systemic contributions to the factors that erode clinician well-be-
ing (NASEM, 2019a). The evidence demonstrates that integrated, systematic, 
organization-focused interventions are more effective at reducing burnout and 
improving well-being. A systems approach focuses on the structure, organization, 
and culture of workplaces (Dzau et al., 2018; Shanafelt and Noseworthy, 2017; 
Shanafelt et al., 2017), and considers the complex interplay of factors that impact 
well-being and other outcomes (NASEM, 2019a; Plsek and Greenhalgh, 2001; 
Rouse, 2008).

An integrated and systematic approach requires the involvement of a broad 
range of stakeholders, including nurse leaders, educational institutions, health 
care organizations and other employers of nurses, policy makers, and professional 
associations. Some stakeholders will have the capacity to make sweeping changes 
to policies and work environments, while others will focus more on facilitating 
individual and team well-being. Because the factors that contribute to burnout 
and poor well-being are multiple, varied, complex, and context-dependent, efforts 
on all levels and in all areas are welcome and necessary. The National Academy 
of Medicine’s (NAM’s) Clinician Well-Being Knowledge Hub has detailed, illus-
trative case studies from the Virginia Mason Kirkland Medical Center, and The 
Ohio State University’s Colleges of Medicine and Nursing, Emergency Medicine 
Residency Program and Wexner Medical Center.11 

Stakeholder actions could include restructuring systems and implementing 
initiatives to prevent burnout, reduce administrative burden, enable technological 
solutions to support the provision of care, reduce the stigma and barriers that pre-
vent health professionals from seeking support, and increase investment in research 
on clinician well-being (NASEM, 2019a). All stakeholders can consider the role 
technology can play in improving well-being (see Box 10-4). Well-being initiatives 
will vary considerably based on the setting and role of nurses; for example, nurses 
who are working directly with patients during a pandemic disease outbreak will 
have different needs and wants from those of nurses who are leading community 
efforts to change housing policies. This section describes how different stakehold-
ers—nurse leaders, educational institutions, employers, policy makers, and nursing 
associations and organizations—can continue working toward improving nurse 
well-being, and provides several examples of action in these areas. 

11 See https://nam.edu/clinicianwellbeing/case-studies (accessed April 13, 2021).
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Nurse Leaders

Nurse leaders have the potential to dramatically impact nurse well-being 
by shaping the day-to-day work life of nurses, setting the culture and tone of 
the workplace, developing and enforcing policies, and serving as exemplars of 
well-being (Ross et al., 2017). The leadership style and effectiveness of nurse 
leaders have been associated with outcomes including the health of the work 
environment, patient outcomes and mortality, job satisfaction, work engagement, 
burnout, and retention (Bamford et al., 2013; Boamah et al., 2018; Cummings 
et al., 2010a,b; Rushton and Pappas, 2020; Spence Laschinger and Fida, 2014; 
Spence Laschinger et al., 2012; Wei et al., 2018). Nurse leaders have a responsi-
bility to create a safe work environment with a culture of inclusivity and respect, 
and to implement and enforce strong policies to protect nurses. In particular, 
nurse leaders must be skilled in recognizing signals of toxicity and strategically 
responding to them (Rutherford et al., 2019). This responsibility is not limited 
to acute care or hospital settings; nurses on all fronts and at every point in the 
workforce pipeline deserve support from their leaders. 

The specific ways in which leaders can impact nurse well-being depend on 
their role and scope of authority and responsibility. Nurse executives with influ-
ence over organizational policies can advocate for adequate pay and benefits, 
and address staffing and scheduling issues to prevent nurses from being over-
worked. Nurse leaders who manage teams can support well-being by addressing 
workplace safety and incivility and bullying, and by creating a culture in which 
all nurses feel supported and respected (Spence Laschinger et al., 2009). For 
example, leaders could implement a “see something, say something” program in 
which nurses are encouraged to report any unsafe workplace conditions, includ-
ing violence and bullying. 

Nurse leaders can also use their position to serve as educators and role mod-
els for their staff (NASEM, 2019a; Ross et al., 2017). They might do so by, for 
example, investing in programs aimed at developing resilience skills, teaching 
skills based on cognitive-behavioral therapy, creating norms of self-care within 
the work day, and setting firm work–life boundaries for self and staff. The effects 
of stress and trauma related to the COVID-19 pandemic will impact the work-
force at both the individual and staffing levels for years to come, and leaders 
will need vigilance and a long-term strategy to build the health of the teams 
providing care.

For example, Menschner and Maul (2016) report that some community-based 
health care organizations and health care networks are fostering a healthy life–
work balance by encouraging employees to leave work mobile phones in the 
office after their shifts and ensuring that they do not work beyond their designated 
40 hours. Nurse leaders can also serve as role models by examining their own 
health promotion behaviors and maintaining their own health and well-being 
(Ross et al., 2017). And they can be advocates for making environmental changes 
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in the workplace, such as by holding standing or walking meetings, advocating 
for healthy work schedules, or implementing programs to help nurses cope with 
the stresses of work. 

Leadership can be particularly important during times of transition and 
challenge. For example, during the early days of the COVID-19 pandemic,12 
health centers with level-headed, disciplined, and unified leadership were able to 
quickly implement plans, limit confusion, and prepare staff for the changes ahead 
(Canton and Company, 2020). Rosa and colleagues (2020) outline steps for nurse 
leaders to take to promote health system resilience during the COVID-19 pan-
demic. These include specific local and organizational recommendations aimed 
at mitigating burnout and moral suffering and building a culture of well-being. 
The transition associated with integrating SDOH and health equity further into 
nursing practice will not be as swift or as bleak as the transition to COVID-19 
care, but it will similarly require strong leadership and steady hands to guide 
the way and advocate for nurse well-being amid the changes (Rosa et al., 2020). 
Nurse leaders will be essential in helping to shift the priorities and workflow of 
nurses and to supporting nurses through this transition (AHA, 2020b).  

Educational Institutions

The foundation for nurse well-being starts long before nurses enter the 
workplace. While more data are available on the poor well-being of medical 
students, research suggests that nursing students are similarly stressed out, 
exhausted, and disengaged (Michalec et al., 2013; Rudman and Gustavsson, 
2012). While evidence on burnout and poor well-being among nursing students 
is quite limited (NASEM, 2019a), there is an emerging body of evidence on 
the important role of resilience (see also the earlier discussion of resilience 
in the section on individual-level interventions). Resilience of prelicensure 
nursing students has a significant inverse relationship with academic intention 
to leave (Van Hoek et al., 2019) and moral distress (Krautscheid et al., 2020). 
Strategies to support resilience include positive reframing (Amsrud et al., 2019; 
Mathad et al., 2017; Stacey et al., 2020; Thomas and Revell, 2016), reflection 
(He et al., 2018), and mindfulness (Stacey et al., 2020). Integration points for 
resilience within the clinical and didactic components of curricula are needed 
for sustainable impact on nursing student behavior (Cleary et al., 2018). In a 
recent systematic review of resilience among health care professions, Huey and 
Palaganas (2020) outline individual, organizational, and environmental factors 
that impact student resilience and promising interventions. Further work is 
needed to understand the relationship among factors that support well-being 

12 The American Hospital Association developed a workforce checklist for use by leaders to con-
sider how they can support their workforce during the pandemic. See https://www.aha.org/system/
files/media/file/2020/07/aha-covid19-pathways-workforce.pdf (accessed April 13, 2021).
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and resilience among nursing students in all programs of study (Stephens, 2013; 
Thomas and Revell, 2016). 

Nursing educational institutions have a responsibility to ensure students’ 
well-being, and to impart to them the skills and resources necessary for well-be-
ing throughout their nursing career. Consistent with the recommendations of the 
National Academies report focused on addressing burnout (NASEM, 2019a), 
educational institutions, like health care organizations, can invest in interventions 
that build individual resilience and well-being while dismantling the impediments 
within the system itself. This process begins with executive leadership and fac-
ulty commitment to a learning culture in which systems, processes, incentives, 
rewards, and resources are aligned to amplify rather than degrade well-being. 
One way to accelerate change is through investment in a leadership position 
assigned the role of championing individual and system alignment of well-being 
activities. Routine assessment of well-being and factors known to undermine it is 
then conducted annually, with leadership accountable for remediating modifiable 
factors and expanding efforts to deepen culture change. These strategies, recom-
mended in the National Academies report (NASEM, 2019a), require attention to 
supporting faculty, staff, and students in contributing to a culture of well-being 
as a strategic priority.

As part of the effort to make well-being an institutional priority, conscious 
attention is needed to creating a culture in which well-being and integrity are not 
an afterthought but are integrated throughout the curriculum in visible and mean-
ingful ways. Specific inclusion of content that links nursing students’ well-being 
to the profession’s Code of Ethics reinforces that self-stewardship is an ethical 
imperative rather than an optional activity (ANA, 2015). Including program out-
comes focused on well-being and ethical competence is a tangible way to elevate 
the importance of developing and sustaining well-being as a foundational skill 
for the nursing profession, as explicitly reflected in the American Association of 
Colleges of Nursing’s Essentials13 for nursing education. Faculty, like students, 
require expanded resources that enable them to embody their commitment to 
well-being and serve as role models and coaches for students (Feeg et al., 2021; 
Robichaux, 2012). Statewide, regional, and national initiatives to build capacity 
among faculty and students in these foundational areas are vital. 

There are a variety of concrete ways in which nursing schools can facilitate 
student well-being (see Box 10-5)—for example, by ensuring that the workload is 
reasonable, providing easy-to-access support and mentoring for students, setting 
a culture and an example of well-being, and teaching self-care and mindfulness 
skills, such as reflective practice, journaling, or various forms of artistic expres-
sion (Song and Lindquist, 2015). These skills can be integrated throughout the 
curriculum with reinforcement at regular intervals. For these interventions to be 

13  See https://www.aacnnursing.org/Education-Resources/AACN-Essentials (accessed April 13, 
2021).
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effective, it will be necessary for nursing education organizations to carefully 
assess the impact of recruitment narratives and organizational norms that conflate 
perfectionism with excellence, establish patterns of unhealthy competition, or 
reinforce systemic racism or social injustice. Such an assessment requires scru-
tinizing grading and pedagogical practices, encouraging a diversity of learning 
styles, and eliminating norms of chronic overwork as the standard to be achieved. 
Attention is needed to how faculty norms and behaviors impact the adoption 
of those norms by students. For example, students who witness exhausted and 
overworked faculty who do not demonstrate investment in their own health and 
well-being experience dissonance when those same faculty urge them to adopt 
healthy habits and well-being practices. 

Nursing students’ well-being can also be enhanced by advancing opportu-
nities for interdisciplinary education and interventions aimed at fostering pro-
fessionalism and interprofessional practice to support well-being (IOM, 2014). 
Currently, core competencies for both interprofessional14 and single-discipline15 
education lack robust requirements for developing capacities that enable well-be-

14 See https://www.aacom.org/docs/default-source/insideome/ccrpt05-10-11.pdf?sfvrsn=77937f97_ 
2 (accessed April 13, 2021). 

15  See https://www.aacnnursing.org/Education-Resources/AACN-Essentials (accessed April 13, 
2021).

BOX 10-5 
Examples of Nursing Schools’ Well-Being Initiatives

	 The Compassionate Care Initiative (CCI) (Bauer-Wu and Fontaine, 2015) is an 
integrated, multifaceted program within the University of Virginia School of Nurs-
ing. CCI serves students, faculty, and staff and promotes well-being through such 
initiatives as coursework, resiliency activities, workshops, retreats, and meditation 
and yoga classes. CCI incorporates four central concepts: resilience, mindfulness, 
interprofessional collaboration, and a healthy work environment. The initiative 
conducts research on compassion, resilience, and self-care, and also has an Am-
bassador program in which student-clinicians, faculty, and community members 
implement changes in their workplaces and meet monthly to share successes and 
challenges. 
	 The Ohio State University College of Nursing has a 5-year strategic plan 
focused on student, trainee, and faculty well-being, with outcomes monitored on 
an annual basis (Cappelucci et al., 2019). LIVE WELL is a core tenet of this plan 
aimed at producing nurses, leaders, researchers, and health professionals who 
Lead, Innovate, Vision, and Execute, and are Wellness-focused, Evidence-based, 
Lifelong Learners, and Lights for the World. The College has a LIVE WELL cur-
riculum that promotes healthy lifestyles for students, faculty, and staff through 
seminars, events, and wellness activities.
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ing and integrity. Often when included, such content is elective or optional. 
However, there are signs of progress, animated by concerns about the detrimental 
effects of the learning environment and recommendations to redress them (Larsen 
et al., 2018). Interprofessional initiatives, such as the NAM’s Action Collabora-
tive on Clinician Well-Being and Resilience,16 represent a coordinated method 
for learning with and from colleagues (IOM, 2014).

Employers

Organizations that employ nurses—including hospitals, nursing homes, 
schools, prisons, community organizations, and others—play a major role in 
shaping the conditions that promote nurse well-being or the lack thereof. In the 
framework for burnout and well-being shown earlier in Figure 10-1, there are a 
number of areas in which employers can make an impact. 

First, an organization’s leadership, governance, and management can make 
monitoring and improving nurse well-being a priority and be accountable for 
making the organizational changes necessary to dismantle the impediments 
to achieving that priority. This includes alignment of budgeting with desired 
outcomes of improved well-being in the nursing workforce. Nurses are also 
well equipped to take on roles as chief wellness officers in health care systems 
(Kishore et al., 2018). 

Second, an organization can shape the environment, culture, and policies that 
affect nurses. An organization can redesign the work system so that nurses have 
adequate resources (e.g., staffing, scheduling, workload, job control, physical 
environment), and design systems that encourage and facilitate interprofessional 
collaboration, communication, and professionalism (NASEM, 2019c). For ex-
ample, a health care organization can ensure that nurses not only have sufficient 
PPE, but also “psychological PPE” (see Box 10-6). 

Third, employers can help support individual nurses in bolstering personal 
capabilities that may modify the effects of work systems on well-being; for ex-
ample, employers can offer education, resources, and training in mindfulness, 
resilience, and healthy habits. 

As discussed previously, for individual approaches to be effective, they must 
be coupled with redesign of organizational processes, structures, and polices to 
animate sustainable culture shifts that make interventions feasible and normative 
(Rushton and Sharma, 2018; Stanulewicz et al., 2020). For example, if an organi-
zation encourages nurses to use meditation to decompress during shifts but orga-
nizational culture frowns on nurses taking breaks, the initiative is likely to have 
limited impact. End users of these initiatives (front-line nurses) can be engaged 
proactively in designing a diversity of resources that they perceive to be valuable 
in fostering their well-being rather than having such resources imposed on them 

16 See https://nam.edu/initiatives/clinician-resilience-and-well-being (accessed April 13, 2021). 
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(Richards, 2020). The Wikiwisdom™ Forum: Wisdom from Nurses (Richards, 
2020) is one such effort, sponsored by New Voice Strategies, the Johns Hopkins 
School of Nursing, and the American Journal of Nursing to facilitate online 
conversations with front-line nurses who are battling the COVID-19 pandemic. 

For organizations employing nurses who are dispersed in a community 
(e.g., public health nurses, school nurses) rather than concentrated in a clinical 
setting, monitoring and communicating with them about well-being may be even 
more critical. Nurses in community settings and in clinical settings face different 
risks; nurses working in the community may deal with, for example, isolation 
or violence in a patient’s home or neighborhood, and have less opportunity for 
breaks (Mathiews and Salmond, 2013; Terry et al., 2015). The dispersed nature 

BOX 10-6 
Psychological Personal Protective Equipment (PPE)

	 Just as health care organizations provide PPE, schedule adequate staff, and 
ensure safety in the workplace, they are also responsible for providing “psycho-
logical PPE” to their employees (IHI, 2020). The Institute for Healthcare Improve-
ment (IHI) describes psychological PPE as “individual and system-level actions 
owned by unit and team leaders that provide protection and support for staff’s 
mental health that can be deployed both before providing care and after a shift 
has ended.” These guidelines (see the figure below) were created specifically for 
health care staff working during the COVID-19 pandemic, but they may be adapt-
able for use in other contexts and settings as well (IHI, 2020).

	
	    
 		
		
		
		
		
		
		
		
		
		
		
		
		
		
		
		
	 SOURCE: IHI, 2020.
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of community nurses means that employers have less opportunity to observe 
their well-being and less control over the work environment. More research is 
needed on improving the well-being of nonclinical nurses; in the interim, given 
the lack of evidence, employers need to think creatively and communicate with 
nurses about their needs. 

There are a variety of existing organizational initiatives to improve nurse 
well-being through changes to the work environment, as described below. The 
previously discussed Magnet Recognition program of the American Nurses Cre-
dentialing Center (ANCC) is an organizational model designed to improve the 
work environment for nurses in a hospital setting. The model is focused on impro-
ving those components of a nurse’s work environment that can be adjusted, such 
as sufficient staffing, leadership, clinical autonomy, interdisciplinary collabora-
tion, and shared governance. The committee notes that these components match 
many of the work system factors that contribute to burnout (NASEM, 2019a). 
As of 2019, about 10 percent of U.S. hospitals had achieved Magnet designation 
(ANCC, 2019). Another ANCC initiative, the Pathway to Excellence program, 
recognizes health care organizations that demonstrate a culture in which a work 
environment that engages and empowers its workers is fostered. Meeting the 12 
standards focused on workplace excellence is associated with promising data 
suggesting improved patient care, decreased emotional exhaustion, and higher 
job satisfaction (Jarrín et al., 2017). 

Programs such as Schwartz Center Rounds offer interprofessional opportu-
nities to explore the psychological, spiritual, and moral aspects of clinical work 
in a facilitated format. The creation of well-being and a feeling of psychological 
safety among teams is enabled by a culture of safety, norms of professional re-
sponsibility to speak up, leadership, support from peers and leaders, familiarity 
with team members, and inclusiveness (O’Donovan and McAuliffe, 2020). Evi-
dence suggests that such programs foster communication, teamwork and support 
(Lown and Manning, 2010), and psychological well-being (Maben et al., 2018). 
Further research is needed to support the design, implementation, and evaluation 
of interventions aimed at building psychological safety within health care teams 
(O’Donovan and McAuliffe, 2020). 

The American Association of Critical Care Nurses (AACN) has developed a 
set of standards for establishing and sustaining healthy work environment (HWE) 
standards. Initially released in 2005 and revised in 2016, the HWE standards have 
been widely adopted nationally and in several other countries. The six essen-
tial standards are “skilled communication, true collaboration, effective decision 
making, appropriate staffing, meaningful recognition, and authentic leadership” 
(AACN, 2016, p. 10). Outcomes for organizations improve when they actively 
implement these standards (AACN, 2016). A survey of more than 8,000 acute and 
critical care nurses (Ulrich et al., 2019) demonstrated that units that intentionally 
address work environment issues scored better on every indicator of HWE stan-
dards, including collaboration, leadership, staffing, intent to leave, and decision 
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making. Notably, these elements were consistently more highly rated at the unit 
level than at the health care organization level, suggesting that there may be 
opportunities to intervene at the unit/team level to leverage changes in practice 
and culture. AACN has also developed the AACN Healthy Work Environment 
Assessment tool, designed to assist organizations in monitoring their progress in 
implementing the standards (Connor et al., 2018).

Meaningful recognition of the value each person brings to the organization is 
one key element of AACN’s HWE standards. Such recognition ought to be sys-
tematic, consistent, and meaningful to those it intends to acknowledge. Programs 
such as the Daisy Award17 give patients, families, and colleagues opportunities 
to publicly recognize the contributions of individual nurses (Barnes et al., 2016). 
Recognition by the people served reinforces the meaning of nurses’ work by ac-
knowledging their behaviors and their impact on others (Lefton, 2012). It can also 
help mitigate the unintended negative consequences of the “hero” narrative by 
connecting the contribution nurses make to patient outcomes explicitly, visibly, 
and meaningfully (Stokes-Parish et al., 2020). 

Health care organizations can also learn from other sectors in using such 
well-being frameworks as PERMA (Positive Emotion, Engagement, Relation-
ships, Meaning, Achievement). PERMA has been proposed as a model for insti-
tutional leadership and culture change to overcome the tendency in many health 
care organizations to look to quick fixes and partial solutions to stem the tide 
of burnout and degraded well-being among clinicians (Slavin et al., 2012). The 
committee points out that all of these existing programs focus on the acute care 
setting. In the future, programs that recognize and incentivize health care orga-
nizations to distinguish their cultures as enabling the well-being of nurses have 
the potential to be expanded beyond acute care organizations to other settings 
where nurses work. Adopting standards and programs such as those described 
above offers organizations a roadmap for aligning efforts to produce meaningful 
and sustainable change. 

Policy Makers 

There have been sweeping changes in the structure and regulatory envi-
ronment of U.S. health care in recent years, and some of these changes have 
impacted the well-being of clinicians (NASEM, 2019a). One frequently cited 
example is the growing administrative burden placed on clinicians, such as the 
documentation requirements associated with electronic health records (see Box 
10-1). Efforts to reduce this burden at the federal level include the Centers for 
Medicare & Medicaid’s (CMS’s) Patients over Paperwork initiative, an attempt 
to simplify Medicare documentation requirements, and a U.S. Department of 
Health and Human Services (HHS) draft Strategy on Reducing Regulatory and 

17 See https://www.daisyfoundation.org/daisy-award (accessed April 13, 2021). 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

HEALTH AND PROFESSIONAL WELL-BEING OF NURSES	 335

Administrative Burden Relating to the Use of Health IT and EHR (ONC, 2020). 
Policy makers can work together with nurses, other clinicians, workplaces, and 
patients to develop policies that meet the needs of health care while promoting 
the well-being of nurses. 

During the COVID-19 pandemic, CMS and other regulators and payers 
have made changes to policies to lift or lessen administrative and technological 
burdens on clinicians, including nurses. There have been calls to make many of 
these changes permanent to transform health care, with the goal of achieving the 
Quadruple Aim outcomes of better care for individuals, better health for the popu-
lation, lower costs, and better experience for clinicians (Bodenheimer and Sinsky, 
2014; Sinsky and Linzer, 2020). For instance, in a recent commentary, Sinsky 
and Linzer (2020) call for a reconsideration of the pre-COVID-19 status quo and 
recommend that certain policy and practice changes related to COVID-19 remain 
in place (e.g., permitting verbal orders, allowing clinicians to provide telehealth 
services from their homes). As noted in Chapter 4, the Triple Aim is focused 
primarily on optimizing the health system’s performance (see Bodenheimer and 
Sinsky, 2014). The “fourth aim,” addressing clinicians’ well-being and improving 
their work life, also targets improving the quality of patient-centered care, and 
these two need to be in balance so one or the other is not compromised (Boden-
heimer and Sinsky, 2014). 

Nursing Associations and Organizations

Nursing associations and organizations, individually and collectively, have 
a pivotal role in supporting nurse well-being. Professional organizations such 
as ANA, AACN, and others have leveraged their organizational infrastructure 
to curate resources; offer programs; and interpret and disseminate reports, re-
search, and best practices. In May 2020, the American Nurses Foundation, the 
philanthropic arm of ANA, launched a national well-being initiative18 for nurses 
to address the increased stress on nurses due to the COVID-19 pandemic. This 
initiative is a collaboration among ANA, AACN, the Emergency Nurses Associ-
ation (the ENA), and the American Psychiatric Nurses Association (APNA), and 
includes peer-to-peer conversations; hotlines; cognitive processing techniques; 
and other preventive approaches, such as apps for stress reduction. The National 
Black Nurses Association (NBNA) has an NBNA Affirmations webpage in which 
nurses can submit their favorite quotes or positive affirmations,19 and also has a 
Twitter campaign called #NBNAResilient. The National Association of Hispanic 

18 See https://www.nursingworld.org/news/news-releases/2020/american-nurses-foundation- 
launches-national-well-being-initiative-for-nurses/ for more information (accessed April 13, 2021).

19 See https://www.nbna.org/affirmations (accessed April 13, 2021).
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Nurses (NAHN) conducts educational programming that includes webinars fo-
cused on stress and compassion fatigue.20 

Nursing organizations are poised to be the collective voice of their members 
on critically important issues including nurse well-being by naming the problem 
and advocating for solutions. They have a vital role in shaping the narrative about 
the challenges nurses face to avoid reinforcing a victim perspective by offering 
an evidence-informed array of solutions that can be customized for the unique 
needs of members within their organizations. They have represented various 
nursing specialties in such interprofessional initiatives as the NAM’s Action 
Collaborative to bring the voice of nurses to the table. Professional organizations 
also provide systems of support, build community and connection among their 
members, and inspire engagement in addressing the systemic impediments to 
nurse well-being. Professional organizations have a pivotal role in educating their 
communities about the factors that degrade their well-being, such as burnout, and 
in disseminating resources to address them (Cochran et al., 2020). 

CONCLUSIONS

To care responsibly for people—especially as they practice in more settings 
with more diverse people with complex needs—nurses need to feel healthy, well, 
and supported. The systems that educate and employ nurses have a duty to fully 
support them as they take on new roles to advance health equity. While nurses 
have experienced roadblocks to well-being before—from burnout, to compassion 
fatigue, to injuries and infection—COVID-19 has intensified their stress and left 
them feeling unprotected and unsupported. 

Conclusion 10-1: All environments in which nurses work affect the 
health and well-being of the nursing workforce. Ultimately, the health 
and well-being of nurses influence the quality, safety, and cost of the 
care they provide, as well as organizations and systems of care. The 
COVID-19 crisis has highlighted the shortcomings of historical efforts 
to address nurses’ health and well-being.

Nurse well-being is impacted by physical, mental, moral, and social factors 
originating in a range of sources from the individual to the system level. Improv-
ing the well-being of nurses will therefore require multilevel and multifaceted 
approaches that address their physical, mental, moral, and social health and cre-
ate safe, supportive, and ethically grounded environments. Occupational health 
hazards, workplace violence, stress and mental health issues, moral suffering, 
compassion fatigue, burnout, and bullying and incivility all need to be addressed 

20  See http://www.nahnnet.org/NAHN/Events/Webinars/NAHN/Content/Webinars.aspx?hkey= 
5c3658d1-a2e6-4ea2-8b4f-da0f622bf2dc (accessed April 13, 2021). 
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through reform aimed at changing workplace policies and culture to support the 
well-being of nurses and ensure their capacity and ability to provide quality care 
for people, families, and communities. 

Conclusion 10-2: The lack of sufficient data and evidence about the 
negative impacts of burnout, fatigue, and stressful work environments 
on nurses’ health and well-being hinders understanding of the severity 
of these issues and limits the ability to address them appropriately. 
Many programs and initiatives seek to improve nurses’ health and 
well-being; however, the translation of effective evidence-based in-
terventions into practice, further research, and rigorous studies are 
needed to understand the impact of these programs and initiatives and 
their relationship to system factors.

Conclusion 10-3:  Structural racism, cultural racism, and discrimi-
nation exist within nursing as in other professions. Nurses of color 
experience discrimination and bias within the workplace and educa-
tional systems, compounded by the lack of diversity among the nursing 
workforce and faculty. Nurses, educators, and health care leaders 
have a responsibility to address structural racism, cultural racism, and 
discrimination within the nursing profession across educational and 
practice settings, and to build structures and systems that promote in-
clusivity and health equity.

As the future of nursing demands that nurses increasingly address social 
needs and SDOH, attention to nurse well-being will be critical. Addressing so-
cial needs and SDOH requires in turn cognitive, emotional, and moral work that 
is not currently supported; that is, time and payment for this work are largely 
not available. If nurses and other clinicians are expected to fulfill their profes-
sional mandates for social justice, including addressing complex social needs 
and SDOH, and to spend the time and cognitive effort to address both health and 
social issues, system-wide changes will be needed to provide space and support 
for that shift. More well-designed, methodologically sound research studies are 
needed to develop additional knowledge in this area.

Conclusion 10-4: Coordinated and collaborative action at the individ-
ual and systems levels, encompassing individual nurses, educators, 
employers, health systems, professional organizations, and govern-
ment agencies, is needed to promote nurses’ health and well-being. 

Ensuring nurse well-being necessitates an investment in individual strategies 
within a systems approach that addresses the structures and policies responsible 
for the workplace hazards and stresses that lead to poor health. This investment 
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is analogous to that needed to address SDOH in the society at large. It is not suf-
ficient to ask people or nurses simply to make better choices when the structures 
and systems that surround them are designed to promote poor health and ineq-
uity. Approaches to supporting nurse well-being must not be simply short-term, 
discrete initiatives; they must be embedded systematically into every aspect of 
nursing, from education to retirement, and in every practice setting. COVID-19 
has served as an inflection point for giving nurses’ well-being the attention it 
deserves and for restructuring systems, organizations, and policies to promote 
their physical, mental, moral, and social health. 
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11

The Future of Nursing:  
Recommendations and Research Priorities

The next 10 years will test the nation’s nearly 4 million nurses in new and 
complex ways. Nurses live and work at the intersection of health, education, and 
communities. In the decade since the prior The Future of Nursing report was 
published (IOM, 2011), the world has come to understand the critical importance 
of health to all aspects of life, particularly the relationship among social determi-
nants of health (SDOH), health equity, and health outcomes. Consistent with this 
broader understanding, the National Advisory Council on Nurse Education and 
Practice (NACNEP) (2020) advanced an important set of recommendations that 
the committee endorses. The NACNEP report Integration of Social Determinants 
of Health in Nursing Education, Practice, and Research conveys the importance 
of investing in SDOH and research to strengthen the nursing workforce and help 
nurses provide more effective care, as well as design, implement, and assess new 
care models. 

In a year that was designated to honor and uplift nursing (the International 
Year of the Nurse and the Midwife 20201), nurses have been placed in un-
imaginable circumstances by the COVID-19 pandemic. The decade ahead will 
demand a stronger, more diversified workforce that is prepared to provide care; 
promote health and well-being among nurses, individuals, and communities; 
and address the systemic inequities that have fueled wide and persistent health 
disparities. 

The COVID-19 pandemic has revealed in the starkest terms that illness and 
access to quality health care are unequally distributed across groups and commu-

1 See https://www.who.int/campaigns/annual-theme/year-of-the-nurse-and-the-midwife-2020 (ac-
cessed April 12, 2021). 
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nities, and has spotlighted the reality that much of what affects health happens 
outside of medical care. The pandemic and continued calls for racial justice have 
illuminated the extent to which structural racism—from decades of neglect and 
disinvestment in neighborhoods, schools, communities, and health care to dis-
crimination and bias—has placed communities of color at much higher risk for 
poor health and well-being. 

The committee’s recommendations call for change at both the individual 
and system levels, constituting a call for action to the nation’s largest health 
care workforce, including nurses in all settings and at all levels, to listen, en-
gage, deeply examine practices, collect evidence, and act to move the country 
toward greater health equity for all. The committee’s recommendations also 
are targeted to the actions required of policy makers, educators, health care 
system leaders, and payers to enable these crucial changes, supported by the 
research agenda with which this chapter concludes. With implementation of this 
report’s recommendations, the committee envisions 10 outcomes that position 
the nursing profession to contribute meaningfully to achieving health equity 
(see Box 11-1). 

In this chapter, the committee provides its recommendations for charting 
a 10-year path forward to enable and support today’s and the next generation 
of nurses to create fair and just opportunities for health and well-being for 

BOX 11-1 
 Achieving Health Equity Through Nursing:  

Desired Outcomes

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

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

•	� Nurses reflect the people and communities served throughout the nation, 
helping to ensure that individuals receive culturally competent, equitable health 
care services. 

•	� Health care systems enable and support nurses to tailor care to meet the 
specific medical and social needs of diverse patients to optimize their health.

•	� Nurses’ overarching contributions, especially those found beneficial during the 
COVID-19 pandemic, are quantified, extended, and strengthened, including 
the removal of institutional and regulatory barriers that have prevented nurses 
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everyone. These recommendations are aimed at all nurses, including those 
working in hospitals, schools, and health departments; policy makers; edu-
cators; health care system leaders; and payers. The chapter concludes with 
a research agenda to fill current and critical gaps that would support this 
future-oriented path.

CREATING A SHARED AGENDA

In order for nurses to engage fully in efforts to achieve health equity, it will 
be necessary for nursing organizations to work together to identify priorities 
for education, practice, and policy, and to develop mechanisms for leveraging 
existing nursing expertise and resources. Creating a shared agenda will focus 
efforts and ensure that all nurses—no matter where they are educated or where 
they practice—are prepared, supported, and empowered to address SDOH and 
eliminate inequities in health and health care. 

Recommendation 1: In 2021, all national nursing organizations should ini-
tiate work to develop a shared agenda for addressing social determinants 
of health and achieving health equity. This agenda should include explicit 
priorities across nursing practice, education, leadership, and health policy 

from working to the full extent of their education and training. Practice settings 
that were historically undercompensated, such as public health and school 
nursing, are reimbursed for nursing services in a manner comparable to that 
of other settings. 

•	� Nurses and other leaders in health care and public health create organizational 
structures and processes that facilitate the profession’s expedited acquisition 
of relevant content expertise to serve flexibly in areas of greatest need in times 
of public health emergencies and disasters. 

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

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

•	� Nurses focus on preventive person-centered care and have an orientation 
toward innovation, always seeking new opportunities for growth and devel-
opment. They expand their roles, work in new settings and in new ways, and 
markedly expand their partnerships connecting health and health care with all 
individuals and communities. 

•	� Nurses attend to their own self-care and help to ensure that nurse well-being is 
addressed in educational and employment settings through the implementation 
of evidence-based strategies. 
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engagement. The Tri-Council for Nursing2 and the Council of Public Health 
Nursing Organizations,3 with their associated member organizations, should 
work collaboratively and leverage their respective expertise in leading this 
agenda-setting process. Relevant expertise should be identified and shared 
across national nursing organizations, including the Federal Nursing Service 
Council4 and the National Coalition of Ethnic Minority Nurse Associations. 
With support from the government, payers, health and health care organi-
zations, and foundations, the implementation of this agenda should include 
associated timelines and metrics for measuring impact. 

Specific actions should include the following: 

•	 Within nursing organizations:
	 °	� Assess diversity, equity, and inclusion, and eliminate policies, 

regulations, and systems that perpetuate structural racism, cultural 
racism, and discrimination with respect to identity (e.g., sexual ori-
entation, gender), place (e.g., rural, inner city), and circumstances 
(e.g., disabilities, depression).

•	 Across nursing organizations: 
	 °	� Develop mechanisms for leveraging the expertise of public health 

nursing (e.g., in population health, SDOH, community-level as-
sessment) as a resource for the broader nursing community, health 
plans, and health systems, as well as public policy makers. 

	 °	� Develop mechanisms for leveraging the expertise of relevant nurs-
ing organizations in care coordination and care management. Care 
coordination and care management principles, approaches, and evi-
dence should be used to create new cross-sector models for meeting 
social needs and addressing SDOH. 

	 °	� Develop mechanisms for prioritizing and sharing continuing educa-
tion and skill-training resources focused on nurses’ health, well-be-
ing, resiliency, and self-care to ensure a healthy nursing workforce. 

2 The Tri-Council for Nursing includes the following organizations as members: the American 
Association of Colleges of Nursing, the American Nurses Association, the American Organization 
for Nursing Leadership, the National Council of State Boards of Nursing, and the National League 
for Nursing.

3 The Council of Public Health Nursing Organizations includes the following organizations as mem-
bers: the Alliance of Nurses for Healthy Environments, the American Nurses Association, the Ameri-
can Public Health Association—Public Health Nursing Section, the Association of Community Health 
Nursing Educators, the Association of Public Health Nurses, and the Rural Nurse Organization. 

4   The Federal Nursing Service Council is a united federal nursing leadership team representing 
the U.S. Army, Air Force, Navy, National Guard and Reserves, Public Health Service Commissioned 
Corps, American Red Cross, U.S. Department of Veteran Affairs, and the Uniformed Services Uni-
versity of the Health Sciences Graduate School of Nursing.
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These resources should be used by nurses and others in leadership 
positions. 

•	 External to nursing organizations: 
	 °	� Develop and use communication strategies, including social media, 

to amplify for the public, policy makers, and the media nursing 
research and expertise on health equity–related issues. 

	 °	� Increase the number and diversity of nurses, especially those with 
expertise in health equity, population health, and SDOH, on boards 
and in other leadership positions within and outside of health care 
(e.g., community boards, housing authorities, school boards, tech-
nology-related positions). 

	 °	� Establish a joint annual award or series of awards recognizing the 
measurable and scalable contributions of nurses and their partners 
to achieving health equity through policy, education, research, and 
practice. Priority should be given to interprofessional and multisec-
tor collaboration. 

SUPPORTING NURSES TO ADVANCE HEALTH EQUITY

Promoting health and well-being for all should be a national priority, and 
a collective and sustained commitment is needed to achieve this priority. To 
chart this path, nurses should be fully supported with robust education, re-
sources, and autonomy. Key stakeholders should commit to investing fully in 
strengthening and diversifying the nursing workforce so that it is sufficiently 
prepared to promote health and appropriately reflects the people and commu-
nities it serves. Nursing schools, health care institutions, and public health and 
community health organizations can do significantly more to empower nurses to 
raise their voices and use their considerable expertise to improve people’s lives, 
health, and well-being. 

Recommendation 2: By 2023, state and federal government agencies, health 
care and public health organizations, payers, and foundations should ini-
tiate substantive actions to enable the nursing workforce to address social 
determinants of health and health equity more comprehensively, regardless 
of practice setting. 

This can be accomplished through the following actions:

•	 Rapidly increase both the number of nurses with expertise in health eq-
uity and the number of nurses in specialties with significant shortages, 
including public and community health, behavioral health, primary 
care, long-term care, geriatrics, school health, and maternal health. The 
Health Resources and Services Administration (HRSA), the Substance 
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Abuse and Mental Health Services Administration (SAMHSA), the 
Centers for Disease Control and Prevention (CDC), and state gov-
ernments should support this effort through workforce planning and 
funding. 

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

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

•	 HRSA and the Indian Health Service (IHS) should make substantial 
investments in nurse loan and scholarship programs to address nurse 
shortages, including in public health, in health professional shortage 
areas (HPSAs) for HRSA, and in IHS designated sites; and invest in 
technical assistance that focuses on nurse retention. 

•	 In all relevant Title 8 programs, HRSA should prioritize longitudinal 
community-based learning opportunities that address social needs, pop-
ulation health, SDOH, and health equity. These experiences should be 
established through academic–community-based partnerships.

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

•	 HHS should establish a National Nursing Workforce Commission or 
alternatively, significantly invest in and enhance the current capacity of 
HRSA’s National Advisory Council on Nurse Education and Practice. 
The membership of this body should comprise public and private health 
care payers, employers, government agencies, nurses, representatives of 
other health professions, and consumers, all from diverse backgrounds 
and sectors. This entity would:

	 °	� Report on and propose actions to fill critical gaps in the current 
nursing workforce and prepare the future workforce to address 
health equity. 
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	 °	� Use findings, including those from workforce centers, on the 
diversity, capacity, supply, and distribution of nurses; associated 
competencies; and organizational support for the nursing workforce 
in addressing social needs, SDOH, and health equity. Recommend 
actions to ensure nurses’ continued engagement in these areas. 

	 °	� Further develop recommendations for nursing education and prac-
tice with respect to addressing social needs, SDOH, and health 
equity, and assess the implications of these changes for nurse cre-
dentialing and regulatory actions.

	 °	� Identify and address gaps in evidence-based nursing and interpro-
fessional and multisectoral approaches for addressing social needs, 
SDOH, and health equity. 

	 °	� Provide information to the secretary of HHS regarding activities of 
federal agencies that relate to the nursing workforce and its impact 
on health equity. 

•	 Public health and health care systems should quantify nursing expen-
ditures related to health equity and SDOH. This includes providing 
support for nurses in activities that explicitly target social needs, SDOH, 
and health equity through health care organization policies, governance 
and related advisory structures, and collective bargaining agreements.

•	 Representatives of social sectors, consumer organizations, and gov-
ernment entities should include nursing expertise when health-related 
multisector policy reform is being advanced. 

•	 State and federal governments should provide sustainable funding to 
prepare sufficient numbers of baccalaureate, APRN, and PhD-level 
nurses to address SDOH, advance health equity, and increase access to 
primary care.

•	 Employers should support nurses at all levels in all settings with the 
financial, technical, educational, and staffing resources to help them play 
a leading role in achieving health equity

PROMOTING NURSES’ HEALTH AND WELL-BEING

During the course of their work, nurses encounter physical, mental, emo-
tional, and ethical challenges, and burnout is an increasingly prevalent problem. 
The COVID-19 pandemic has only exacerbated these issues. In order for nurses 
to help others be healthy and well, they must be healthy and well themselves; a 
lack of nurse well-being has consequences for nurses, patients, employers, and 
communities. As nurses are asked to take a more prominent role in advancing 
health equity, it will become even more imperative that all stakeholders—includ-
ing educators, employers, leaders, and nurses themselves—take steps to ensure 
nurse well-being. 
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Recommendation 3: By 2021, nursing education programs, employers, nurs-
ing leaders, licensing boards, and nursing organizations should initiate the 
implementation of structures, systems, and evidence-based interventions to 
promote nurses’ health and well-being, especially as they take on new roles 
to advance health equity. 

 	
This can be accomplished by taking the following steps: 

•	 Nursing education programs: 
	 °	� Integrate content on nurses’ health and well-being into their pro-

grams to raise nursing students’ awareness of the importance of 
these concerns and provide them with associated skill training and 
support that can be used as they transition to practice.

	 °	� Create mechanisms, including organizational policy and reg-
ulations, to protect students most at risk for behavioral health 
challenges, including those students who may be experiencing 
economic hardships or feel that they are unsafe; isolated; or targets 
of bias, discrimination, and injustice. 

•	 Employers, including nurse leaders: 
	 °	� Provide sufficient human and material resources (including personal 

protective equipment) to enable nurses to provide high-quality per-
son-, family-, and community-centered care effectively and safely. 
This effort should include redesigning processes and increasing 
staff capacity to improve workflow, promote transdisciplinary col-
laboration, reduce modifiable burden, and distribute responsibilities 
to reflect nurses’ expertise and scope of practice.

	 °	� Establish a culture of physical and psychological safety and ethical 
practice in the workplace, including dismantling structural racism; 
addressing bullying and incivility; using evidenced-informed ap-
proaches; investing in organizational infrastructure, such as resil-
ience engineering;5 and creating accountability for nurses’ health 
and well-being outcomes.

	 °	� Create mechanisms, including organizational policy and regula-
tions, to protect nurses from retaliation when advocating on behalf 
of themselves and their patients and when reporting unsafe working 
conditions, biases, discrimination, and injustice.

	 °	� Support diversity, equity, and inclusion across the nursing work-
force, and identify and eliminate policies and systems that perpet-
uate structural racism, cultural racism, and discrimination in the 
nursing profession, recognizing that nurses are accountable for 

5  Resilience engineering is focused on “understanding the nature of adaptations, learning from 
success and increasing adaptive capacity” (Anderson et al., 2016, p. 1). 
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building an antiracist culture, and employers are responsible for 
establishing an antiracist, inclusive work environment. 

	 °	� Prioritize and invest in evidence-based mental, physical, behavioral, 
social, and moral health interventions, including reward programs 
meaningful to nurses in diverse roles and specialties, to promote 
nurses’ health, well-being, and resilience within work teams and 
organizations.

	 °	� Establish and standardize institutional processes that strengthen 
nurses’ contribution to improving the design and delivery of care 
and decision making, including the setting of institutional policies 
and benchmarks in health care organizations and in educational, 
public health, and other settings. 

	 °	� Evaluate and strengthen policies, programs, and structures within 
employing organizations and licensing boards to reduce stigma 
associated with mental and behavioral health treatment for nurses.

	 °	� Collect systematic data at the employer, state (including state work-
force centers and state nursing associations), and national levels to 
better understand the health and well-being of the nursing work-
force. This enhanced understanding should be used to inform the 
development of evidence-based interventions for mitigating burn-
out; fatigue; turnover; and the development of physical, behavioral, 
and mental health problems. 

CAPITALIZING ON NURSES’ POTENTIAL

Nurses often have untapped potential to help people live their healthiest lives 
because their education and experience are grounded in caring for the whole person 
and whole family in a community context. However, this potential is too often un-
derutilized. Nurses, particularly RNs, need environments that facilitate their ability 
to fully leverage their skills and expertise across all practice settings—in hospitals, 
primary care settings, rural and underserved areas, homes, community organiza-
tions, long-term care facilities, and schools. To engage fully in advancing health 
equity, all nurses need the autonomy to practice to the full extent of their education 
and training, even as they work collaboratively with other health professionals. 
They are, however, frequently hindered in this regard by restrictive laws and insti-
tutional policies. Policy makers and health care systems need to lift permanently all 
barriers that stand in the way of nurses in their efforts to address the root causes of 
poor health, expand access to care, and create more equitable communities.

Recommendation 4: All organizations, including state and federal entities 
and employing organizations, should enable nurses to practice to the full 
extent of their education and training by removing barriers that prevent 
them from more fully addressing social needs and social determinants of 
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health and improving health care access, quality, and value. These barriers 
include regulatory and public and private payment limitations; restric-
tive policies and practices; and other legal, professional, and commercial6 
impediments. 

	
To this end, the following specific actions should be prioritized:

•	 By 2022, all changes to institutional policies and state and federal laws 
adopted in response to the COVID-19 pandemic that expand scope of 
practice, telehealth eligibility, insurance coverage, and payment parity 
for services provided by APRNs and RNs should be made permanent. 

•	 Federal authority (e.g., Veterans Health Administration regulations, Cen-
ters for Medicare & Medicaid Services [CMS]) should be used where 
available to supersede restrictive state laws, including those addressing 
scope of practice, telehealth, and insurance coverage and payment, that 
decrease access to care and burden nursing practice, and to encourage 
nationwide adoption of the Nurse Licensure Compact.77

•	 The Health Care Regulator Collaborative should work to advance inter-
state compacts and the adoption of model legislation to improve access, 
standardize care quality, and build interprofessional collaboration and 
interstate cooperation.

PAYING FOR NURSING CARE

Nurses are bridge builders, engaging and connecting with individuals, com-
munities, public health and health care, and social services organizations to im-
prove health for all. Without strong financial and institutional support, however, 
their reach and impact are limited. How care is paid for can determine one’s 
access to and the quality of care. Thus, it is important to improve and strengthen 
the design of public and private payment models so nurses are supported, encour-
aged, and incentivized to bridge health and social needs for people, families, and 
communities. Nurses also can play a key role in helping to design those models. 
Important as well is for local, state, and federal governments to place more value 

6 The term “commercial” refers to contractual agreements and customary practices that make anti-
quated or unjustifiable assumptions about nursing.

7 Under the Nurse Licensure Compact (NLC), “nurses can practice in other NLC states without 
having to obtain additional licenses. The current NLC allows for RNs and LPNs/licensed vocational 
nurses (LVNs) to have one multistate license in any one of the 25 member states” (see https://www.
ncsbn.org/nurse-licensure-compact.htm). According to the National Council of State Boards of Nurs-
ing (NCSBN), “An APRN must hold an individual state license in each state of APRN practice” (see 
https://www.ncsbn.org/2018_eNLC_FAQs.pdf). There is a movement, organized by the National 
Council of State Boards of Nursing, to have an APRN Compact (see https://aprncompact.com/about.
htm) (all accessed April 12, 2021).

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

RECOMMENDATIONS AND RESEARCH PRIORITIES	 365

on the vital role of school and public health nurses in advancing health equity by 
adequately funding and deploying these nurses where they are needed to promote 
health in communities.

Recommendation 5: Federal, tribal, state, local, and private payers and 
public health agencies should establish sustainable and flexible payment 
mechanisms to support nurses in both health care and public health, includ-
ing school nurses, in addressing social needs, social determinants of health, 
and health equity. 

Specific payment reforms should include the following: 

•	 Reform fee-for-service payment models by 
	 °	� ensuring that the Current Procedure Terminology (CPT) code set 

includes appropriate codes to describe and reimburse for such nurse-
led services as case management, care coordination, and team-based 
care to address behavioral health, addiction, SDOH, and health 
equity, and that the relative value units (RVUs) attached to the CPT 
codes result in adequate and direct reimbursement for this work;

	 °	� reimbursing for school nursing; and 
	 °	� enabling nurses to bill for telehealth services. 
•	 Reform value-based payment by 
	 °	� using clinical performance measures stratified by such risk factors 

as race, ethnicity, and socioeconomic status; 
	 °	� supporting nursing interventions through clinical performance 

measures that incentivize reductions in health disparities between 
more and less advantaged populations, improvements in measures 
for at-risk populations, and attainment of absolute target levels of 
high-quality performance for at-risk populations; and

	 °	� incorporating disparities-sensitive measures that support and incen-
tivize nursing interventions that advance health equity (e.g., process 
measures such as care management and team-based care for chronic 
conditions; outcomes such as prevention of hospitalizations for 
ambulatory care–sensitive conditions). 

•	 Reform alternative payment models by 
	 °	� providing flexible funding (capitated payments, global budgets, 

shared savings, per member per month payments, accountable 
health communities models) for nursing and infrastructure that 
address SDOH; and 

	 °	� incorporating value-based payment (VBP) metrics that enable 
nurses to address SDOH and advance health equity. 
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•	 Create a National Nurse Identifier to facilitate recognition and measure-
ment of the value of services provided by RNs.

•	 Ensure adequate funding for school and public health nursing by
	 °	� implementing state policies that allow school nurses to bill Med-

icaid and supporting schools, particularly rural schools, in meeting 
documentation requirements;

	 °	� reimbursing school nursing services that include collaboration with 
clinical and community health care providers; 

	 °	� promoting new ways of financing public health to address SDOH in 
the community (e.g., having federal, state, and local leaders, along 
with public health departments and organizations, partner with pay-
ers, health systems, and accountable health communities, and blend 
or braid multiple funding sources); 

	 °	� creating funding mechanisms and joint accountability metrics for 
the efforts of the health, public health, and social sectors to address 
SDOH and advance health equity that align incentives and behavior 
across the various stakeholders, including school health;

	 °	� leveraging nonprofit hospital community benefit requirements to 
create partnerships with and among school and public health nurs-
ing, primary care organizations and other social sectors; and 

	 °	� using pay scales for public health nurses that are competitive with 
those for nursing positions in other health care organizations and 
sectors, and that provide equal pay when the services provided (e.g., 
immunizations) are the same.

USING TECHNOLOGY TO INTEGRATE DATA ON SOCIAL 
DETERMINANTS OF HEALTH INTO NURSING PRACTICE

The advent and adoption of new technologies have dramatically changed 
nursing practice over the last several decades, and will continue to do so into the 
future. Given the rapid acceleration of technical advances, nurses practicing in 
the coming decade will need to be adept at and comfortable with using emerging 
technology and have the skills to support others in doing the same. Nurses are 
well positioned to design, adopt, and adapt new technologies in practice and 
leverage data on SDOH to identify and address the needs of populations, individ-
ualize care, and reduce health disparities. With care expanding beyond the walls 
of traditional health care settings, including hospitals and clinics, the deployment 
of such advanced technologies as artificial intelligence and telehealth can assist 
nurses in connecting to health care networks, reaching individuals in their homes 
and other settings, and promoting health and well-being within communities. 
As key stakeholders in the design, adoption, and evaluation of new care tools, 
nurses also need to understand how to use new technologies to reduce rather than 
exacerbate inequities. 
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Recommendation 6: All public and private health care systems should incor-
porate nursing expertise in designing, generating, analyzing and applying 
data to support initiatives focused on social determinants of health and 
health equity using diverse digital platforms, artificial intelligence, and other 
innovative technologies. 

	
This can be accomplished through the following actions:

•	 With leadership from CMS and The Office of the National Coordinator 
for Health Information Technology, accelerate interoperability projects 
that integrate data on SDOH from public health, social service organiza-
tions, and other community partners into electronic health records, and 
build a nationwide infrastructure to capture and share community-held 
knowledge, facilitate referrals for care (including by decreasing the 
“digital divide”), and facilitate coordination and connectivity among 
health care settings and the public and nonprofit sectors.

•	 Ensure that existing public/private health equity data collaboratives 
(e.g., the Gravity Project8) encompass nursing-specific care processes 
that improve visualization of data on SDOH and associated decision 
making by nurses. 

•	 Employ nurses with requisite expertise in informatics to improve indi-
vidual and population health through large-scale integration of data on 
SDOH into nursing practice, as well as expertise in the use of telehealth 
and advanced digital technologies. 

•	 To personalize care based on person- and family-centered preferences 
and individual needs, give nurses in clinical settings responsibility and 
associated resources to innovate and use technology, including in the use 
of data on SDOH as context for planning and evaluating care; in the de-
sign of personal and mobile health tools; in coordination of community 
and public health portals across care settings; in methods for effective 
communication using technology; in evaluation of datasets and artificial 
intelligence algorithms (e.g., for racial bias); and in partnerships with 
corporate settings outside of health care delivery (e.g., large technology 
organizations, private insurers) that are addressing health equity in the 
nonclinical setting.

•	 Provide supportive resources to facilitate the provision of telehealth by 
nurses by

	 °	� expanding the national strategy for a broadband/5G infrastructure 
to enable comprehensive community access to these services; and

	 °	� increasing the availability of the necessary hardware, including 
smartphones, computers, and webcams, for high-risk populations.

8 See https://sirenetwork.ucsf.edu/TheGravityProject (accessed April 12, 2021).
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STRENGTHENING NURSING EDUCATION

Regardless of the setting in which they work or their level of education, 
nurses of the future will be expected to have a sophisticated understanding of so-
cial needs, SDOH, and health equity and to be capable of applying this knowledge 
in their practice. The World Health Organization has emphasized the importance 
of monitoring equitable service coverage across wealth and education gradients 
as part of achieving universal health coverage. Similarly, leading public health 
researchers have advocated for using markers of health equity to monitor health 
and health care as a first step in confronting inequities. Recognizing and meeting 
social needs could both lower health care spending and improve health outcomes. 

Nursing schools need to prepare nurses to understand and identify the social, 
economic, and environmental factors that influence health by embedding content 
on SDOH throughout their curricula. Schools need to ensure that nurses have 
substantive, enduring, relevant community-based experiences and that they value 
diverse perspectives and cultures in order to help all people and families thrive. 
Nurses should have this content updated and reinforced throughout their careers 
through continuing education. 

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

To implement this recommendation, deans, administrative faculty leaders, 
faculty, course directors, and staff of nursing education programs should take the 
following steps:

•	 Integrate social needs, SDOH, population health, environmental health, 
trauma-informed care, and health equity as core concepts and competen-
cies throughout coursework and clinical and experiential learning. These 
core concepts and competencies should be commensurate and seamless 
with academic level and included in continuing education. 

•	 By the 2022–2023 school year, initiate an assessment of individual 
student access to technology, and ensure that all students can engage in 
virtual learning, including such opportunities as multisector simulation. 
Access to nursing education for geographically and socioeconomically 
disadvantaged students should be ensured through the development and 
expansion of the use of remote and virtual instructional capabilities. For 
rural areas, emphasis should be on baccalaureate preparation given the 
lower proportion of nurses educated at this level. 

•	 To promote equity, inclusivity, and diversity grounded in social justice, 
identify and eliminate policies, procedures, curricular content, and clin-
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ical experiences that perpetuate structural racism, cultural racism, and 
discrimination among faculty, staff, and students.

•	 Increase academic progression for geographically and socioeconomically 
disadvantaged students through academic partnerships that include com-
munity and tribal colleges located in rural and urban underserved areas.

•	 Recruit diverse faculty with expertise in SDOH, population health (in-
cluding environmental health), and health equity and associated policy 
expertise, and, through evidence-based and other training, develop the 
skills of current faculty with the objective of ensuring that students have 
access across the curriculum to expertise in these areas. Faculty should 
also have the technical competencies for online teaching. 

•	 Ensure that students have learning opportunities with care coordination 
experiences that include working with health care teams to address in-
dividual and family social needs, as well as learning opportunities with 
multisector stakeholders that include a focus on health in all policies 
and SDOH. Learning experiences should include working with under-
served populations in such settings as federally qualified health centers 
(FQHCs), rural health clinics, and IHS designated sites.

•	 Incorporate in all nurse doctoral education content related to SDOH, 
population health, environmental health, trauma-informed care, health 
equity, and social justice. All graduates of doctoral programs should 
have competencies in the use of data on SDOH as context for planning, 
implementing, and evaluating care and for improving population health 
through the large-scale application of these data. 

•	 Ensure that PhD nursing graduates are competent to design and im-
plement research that addresses issues of social justice and equity in 
education and/or health and health care and informs relevant policies. 
Increase the capacity of these graduates to apply research and scale 
interventions to address and improve social needs, SDOH, population 
health, environmental health, trauma-informed care, health equity, the 
well-being of nurses, and disaster preparedness and to inform relevant 
policies. 

•	 Prepare all nursing students to advocate for health equity through civic 
engagement, including engagement in health and health-related public 
policy and communication through traditional and nontraditional meth-
ods, including social media and multisector coalitions.

Accreditors should take the following actions:

•	 Incorporate standards and competencies for curriculum that reflect the 
application of knowledge and skills to improve social needs, SDOH, 
population health, environmental health, trauma-informed care, and 
health equity. 
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•	 Incorporate standards for increasing student and faculty diversity.
•	 Require nursing education programs to initiate curricular assessments in 

2022–2023 and phase in curricular changes that integrate social needs, 
SDOH, population health, environmental health, trauma-informed care, 
and health equity throughout the curriculum and are assessed in subsequent 
midterm and accreditation reporting. These curricular changes and their 
impact should be subject to continuous accreditation review processes. 

•	 Include standards for nurses’ well-being and ethical practice in ac-
creditation guidelines, and include such content on nurse licensing and 
certification exams. 

The National Council of State Boards of Nursing and specialty certification 
organizations should take the following action:

•	 Incorporate test questions on meeting social needs through care coor-
dination and on meeting population health needs, including addressing 
SDOH, through multisector coordination.

Continuing education providers should take the following action:

•	 Evaluate each offering for the inclusion of social needs, SDOH, pop-
ulation health, environmental health, trauma-informed care, and health 
equity and strategies for associated public- and private-sector policy 
engagement.

PREPARING NURSES TO RESPOND TO DISASTERS 
AND PUBLIC HEALTH EMERGENCIES

The COVID-19 pandemic has magnified the vital role of nurses on the front 
lines of crises—whether in the hospital intensive care unit (ICU), a community 
testing site, or an emergency shelter—in keeping communities safe and healthy 
and helping people and families cope. They are reliable, trusted, experienced, and 
proven responders during both public health emergencies and natural disasters, 
such as hurricanes and wildfires. But fundamental reforms and a stronger disaster 
preparedness infrastructure are needed to improve nursing education, practice, 
and policy so nurses are fully protected during such events and can better protect 
and care for recovering populations. 

Recommendation 8: To enable nurses to address inequities within commu-
nities, federal agencies and other key stakeholders within and outside the 
nursing profession should strengthen and protect the nursing workforce 
during the response to such public health emergencies as the COVID-19 
pandemic and natural disasters, including those related to climate change. 
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To this end, the following steps should be taken:

•	 CDC should fund a National Center for Disaster Nursing  and Public 
Health Emergency Response, along with additional strategically placed 
regional centers, to serve as the “hub” for providing leadership in educa-
tion, training, and career development that will ensure a national nursing 
workforce prepared to respond to such events. 

•	 CDC, in collaboration with the proposed National Center for Disaster 
Nursing and Public Health Emergency Response, should rapidly artic-
ulate a national action plan for addressing gaps in nursing education, 
support, and protection that have contributed to the lack of nurse pre-
paredness and disparities during such events.

•	 The Office of the Assistant Secretary for Preparedness and Response 
(ASPR), CDC, HRSA, the Agency for Healthcare Research and Quality 
(AHRQ), CMS, the National Institute of Nursing Research (NINR), and 
other funders should develop and support the emergency preparedness 
and response knowledge base of the nursing workforce through regula-
tions, programs, research, and sustainable funding targeted specifically 
to disaster and public health emergency nursing. 

•	 The American Association of Colleges of Nursing (AACN), the National 
League for Nursing (NLN), and the Organization for Associate Degree 
Nursing (OADN) should lead transformational change in nursing edu-
cation to address workforce development in disaster nursing and public 
health preparedness. NCSBN should expand content in licensing exam-
inations to cover actual responsibilities of nurses in disaster and public 
health emergency response. 

•	 Employers should incorporate the expertise of nurses to proactively de-
velop and implement an emergency response plan for natural disasters 
and public health emergencies in coordination with local, state, national, 
and federal partners. They should also provide additional services 
throughout a disaster or public health emergency, such as support for 
families and behavioral health, to support and protect nurses’ health and 
well-being.

BUILDING THE EVIDENCE BASE

Strengthening and diversifying the nursing workforce of the future, fos-
tering nurse well-being, and developing strong and impactful nurse leaders 
so that nurses can fully address the wide and persistent health disparities in 
the United States will require a robust and rigorous evidence base. Below the 
committee prioritizes the research needs and identifies gaps in the knowledge 
base that if filled, would substantially move the nursing profession forward 
in the future. 
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Recommendation 9: The National Institutes of Health, the Centers for Medi-
care & Medicaid Services, the Centers for Disease Control and Prevention, 
the Health Resources and Services Administration, the Agency for Health-
care Research and Quality, the Administration for Children and Families, 
the Administration for Community Living, and private associations and 
foundations should convene representatives from nursing, public health, 
and health care to develop and support a research agenda and evidence 
base describing the impact of nursing interventions, including multisector 
collaboration, on social determinants of health, environmental health, health 
equity, and nurses’ health and well-being.

These efforts should be focused on the following actions:

•	 Develop mechanisms for proposing, evaluating, and scaling evi-
dence-based practice models that leverage collaboration among public 
health, social sectors, and health systems to advance health equity, 
including codesigning innovations with individuals and community 
representatives and responding to community health needs assessments. 
This effort should emphasize rapidly translating evidence-based inter-
ventions into real-world clinical practice and community-based settings 
to improve health equity and population health outcomes, and applying 
implementation science strategies in the process of scaling these inter-
ventions and strategies. 

•	 Identify effective multisector team approaches to improving health eq-
uity and addressing social needs and SDOH, including clearly defining 
roles and assessing the value of nurses in these models. Specifically, 
performance and outcome measures should be delineated, and eval-
uation strategies for community-based models and multisector team 
functioning should be developed and implemented.

•	 Review and adapt evidenced-based approaches to increasing the number 
and diversity of students and faculty from disadvantaged and tradition-
ally underrepresented groups to promote a diverse, inclusive learning 
environment and prepare a culturally competent workforce. 

•	 Determine evidence-based education strategies for preparing nurses at 
all levels, including through continuing education, to eliminate structural 
racism and implicit bias and strengthen the delivery of culturally com-
petent care.

•	 Augment the use of advanced information technology infrastructure, 
including virtual services and artificial intelligence, to identify and inte-
grate health and social data, including data on SDOH, so as to improve 
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nurses’ capacity to support individuals, families, and communities, 
including through care coordination.

Across all of these efforts, nurses should partner with key community stake-
holders in research design; identification of the characteristics of new health 
models; and the development of related institutional and public policies at the 
health system, public health, and community levels. To expand the cohort of 
nurse researchers engaged in this research agenda, NINR should offer continuous 
summer intensive seminars to build expertise in population health, SDOH, and 
health equity. Table 11-1 summarizes gaps in the current research base that have 
been identified throughout this report. 

TABLE 11-1 Research Topics for the Future of Nursing, 2020–2030
Topic Relevant Areas in Which More Research Is Needed

Addressing Health Equity Examine the roles of all nurses, particularly acute and long-term care, 
school, public health, and community-based nurses, in addressing 
health equity and reducing health disparities. This research would 
include nurses’ roles in local contexts. 

Study interventions that target disadvantaged groups and whether and 
how they reduce disparities among groups. 

Conduct longitudinal studies to observe the sustained health impacts 
and effectiveness over time of nurse-involved/nurse-led interventions 
to advance health equity. 

Disaster Preparedness and 
Public Health Emergency 
Response

Assess gaps in nurses’ preparedness for their roles in disaster 
preparedness and public health emergency response to improve the 
profession’s capacity and ability to advocate for population health 
and health equity in the context of such events. 

Establish a research agenda regarding nurses’ roles in these areas 
based on a thorough needs assessment and documentation of gaps in 
the research literature, nursing knowledge and skills, and available 
resources. This research would include an emphasis on intervention 
studies using mixed-methods designs.

Paying for Health Care Assess how nurses contribute to producing high-value care in value-
based payment and alternative payment models. Value would be 
measured by examining both the outcomes obtained by nurses and the 
costs of the resources used to produce those outcomes. 

Examine the role and value of school nurses—the most accessible 
providers for school-age children—particularly with respect to how 
they affect students in underresourced rural and urban school districts. 
This would include current and post-COVID-19 research. 

Study the effects of the COVID-19 pandemic on the organization, 
financing, and care quality of the nation’s health systems and 
associated changes in demand for nurses.

continued
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Topic Relevant Areas in Which More Research Is Needed

Nursing Workforce Assess the economic and noneconomic effects of COVID-19 on 
nurses currently in the workforce. 

Study and monitor entry into and exit from the workforce, and 
determine effects on the future supply of nurses. 

Examine efforts to increase nurses’ ability to
improve access to mental and behavioral health care, and ensure the 
effectiveness of related interventions and services; 
improve access to primary health care and ensure the effectiveness of 
primary care delivery systems;
improve maternal health outcomes and the delivery of maternal health 
care; 
improve the care provided to the nation’s aging population, 
particularly frail older adults; and
control health care spending, reduce costs, and increase the value of 
nurses’ contributions to improving health and health care delivery.

Examine approaches that can effectively prepare faculty to teach 
content related to SDOH, health equity, and structural racism. 

Evaluate characteristics of pipeline programs for licensed practical 
nurses/licensed vocational nurses that are effective with respect 
to program graduates matriculating to the bachelor’s in nursing/
registered nurse level, with a particular focus on minority and rural 
nurses. 

Examine how more effectively to recruit nurses into underenrolled 
specialties, including long-term care and geriatrics, school nursing, 
public health, and rural nursing. This research would include 
identification of barriers and successful approaches to scaling these 
strategies. 

Investigate and evaluate the efficacy of technology-based innovations 
in nursing education, such as virtual teaching and virtual reality 
simulations, and their impact on accessibility among rural and 
minority nursing students. 

Develop, implement, and evaluate interventions to eliminate implicit 
bias and structural racism in nursing education for students, faculty, 
staff, and administrators.

TABLE 11-1 Continued
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Topic Relevant Areas in Which More Research Is Needed

Nurse Well-Being Include measures of physical, mental, social, and moral well-being in 
national surveys of the nursing workforce. 

Study the well-being of nurses outside of clinical care settings, 
including public health and school nursing.

Develop, implement, and conduct rigorous evaluations of 
interventions to prevent compassion fatigue.

Investigate the relevance of moral injury in nurses and its relationship 
to various measures of well-being and moral resilience. 

Implement and evaluate alternatives-to-discipline programs for 
addressing substance use disorders in nurses. This research would 
include an examination of the essential components of such programs.

Consider differences among bullying, lateral violence, and 
incivility. Develop, implement, and conduct rigorous evaluations of 
interventions for addressing these phenomena, including simulations 
and other promising programs. Examine the relationship between 
bullying and workplace hierarchies, as well as factors within 
organizations that decrease bullying and incivility.

Investigate how to ameliorate workplace violence among nurses and 
other health care workers, and such violence stemming from family 
members, visitors, and patients. Replication and rigorous randomized 
controlled trials are needed for promising interventions, including 
hybrid in-person and online interventions. 

Investigate the effects of mobile health technologies on nurses’ 
well-being. 

Design, implement, and rigorously evaluate interventions that build 
psychological safety among health care teams. 

FINAL THOUGHTS

The nursing profession is vital to the nation’s creation of a culture of health, 
reduction of health disparities, and improvement in the health and well-being of 
the population. The committee’s nine recommendations provide a comprehensive 
path forward for policy makers, practicing nurses, educators, health care system 
leaders, researchers, and payers to enable and support the nurses of today and the 
future in creating fair and just opportunities for health and well-being for every-
one. The social, political, and health care trends discussed in this report, while 
replete with myriad challenges, also offer nurses new opportunities for practice 
and collaboration. Nurses will need to continue to adapt and respond to new and 
developing health problems at both the individual and community levels, and to 
deepen their understanding of how social, economic, and environmental issues 

TABLE 11-1 Continued
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and systemic barriers affect the health and well-being of the people and commu-
nities they serve. The rapidly deployed changes in community-based and clinical 
care, nursing education, nursing leadership, and nursing–community partnerships 
resulting from the COVID-19 pandemic have amplified those challenges. The 
deployment of all levels of nurses across the care continuum, including in collab-
orative practice models, will be necessary to address the challenges of building 
a more equitable and accessible health care system. 

The United States is at an inflection point with respect to addressing dispar-
ities in health and well-being that have adversely impacted too many people for 
too long. The nation’s health care system is also at an inflection point in terms of 
meeting consumers’ health needs in ways and in places commensurate with their 
preferences. It is imperative that the nursing profession focus on the training and 
competency development needed to prepare nurses, including advanced practice 
nurses, to work competently in home and community-based as well as acute care 
settings and to lead efforts to build a culture of health and health equity. There 
is no time to waste. Over the next 10 years, nurses will assume even greater 
responsibility for helping to build an accessible, equitable, high-quality public 
health and health care system that works for everyone. The recommendations in 
this report are aimed at ensuring that nurses are inspired, supported, valued, and 
empowered in pursuing that goal so that by 2030, all individuals and communities 
will have the opportunities they need to live healthy lives.
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she led strategic department-wide initiatives in key health policy areas, with a 
particular focus on health and human service programs for vulnerable popula-
tions. Her domestic policy work largely focused on improving the health status 
for underserved populations, including strengthening health programs for Native 
Americans and Alaska Natives and improving data analysis to better understand 
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provider opinions on issues involving the delivery of health care, and assessing 
the quantity and quality of health care provided by nurse practitioners. Five of his 
more than 150 publications are designated as “classics” by the Patient Safety Net-
work of the Agency for Healthcare Research and Quality, and he is the co-author 
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Medicine’s Committee on Graduate Medical Education Governance and Trans-
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the National Institute on Minority Health and Health Disparities. He is currently 
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health care system and community interventions. He is co-directing a project 
evaluating the value of the national federally qualified health center system. He is 
also leading a research project funded by the Agency for Healthcare Research and 
Quality to improve shared decision making among clinicians and LGBTQ racial 
and ethnic minority patients. His work over the past decade leading RWJF’s Find-
ing Answers program led to the widely cited The Roadmap to Reduce Disparities. 
He is a member of the National Academy of Medicine, a fellow of the American 
College of Physicians, and a former president of the Society of General Internal 
Medicine. He is a graduate of Harvard College and the University of California, 
San Francisco, School of Medicine. 

Regina S. Cunningham is the chief executive officer at the Hospital of the 
University of Pennsylvania and an adjunct professor and the assistant dean for 
clinical practice at the School of Nursing at the University of Pennsylvania. 
She is an accomplished nurse executive, scientist, and educator who has made 
significant contributions to advancing nursing practice and clinical care. Her ex-
tensive experience in the organization and delivery of nursing service across the 
care continuum has focused particularly on the utilization of nursing resources 
in care delivery systems. In her former role as the chief nurse executive, she was 
responsible for a broad array of strategic and operational functions, including 
the development of professional practice standards, oversight of quality, and 
strengthening the integration of scholarship within the practice of nursing. Her 
research interests include the effect of nursing on outcomes, clinical trials, and 
innovative models of care delivery. She was a Robert Wood Johnson Foundation 
executive nurse fellow and is a fellow of the American Academy of Nursing. She 
holds an M.A. in the delivery of nursing service from New York University and 
a Ph.D. from the University of Pennsylvania. She also completed a postdoctoral 
fellowship at Yale University. 

José J. Escarce is a distinguished professor of medicine in the David Geffen 
School of Medicine at the University of California, Los Angeles (UCLA), where 
he also serves as the vice chair for academic affairs in the Department of Med-
icine and as a distinguished professor of health policy and management in the 
Fielding School of Public Health. He has published extensively on a variety of 
topics, including physician behavior, medical technology adoption, racial and 
socioeconomic differences in health care, and the effects of market forces on 
access, costs, and quality of care. His research interests and expertise include 
health economics, managed care, physician behavior, racial and ethnic disparities 
in medical care, immigrant health, and technological change in medicine. He is a 
member of the National Academy of Medicine and has served on the Institute of 
Medicine committee that produced Unequal Treatment: Confronting Racial and 
Ethnic Disparities in Health Care and the National Academies of Sciences, Engi-
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for Social Risk Factors in Medicare Payment. He has also served on numerous 
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cil for Health Care Policy, Research, and Evaluation of the U.S. Department of 
Health and Human Services, and on the board of directors of AcademyHealth. 
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economics from the University of Pennsylvania. 
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combining teaching, research, practice, community service, and policy work. 
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professor at Kent State University, and an assistant professor at Case Western 
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diverse populations, whether as patients, students, faculty, or staff. She has served 
as the principal investigator of initiatives that advance nursing education and 
create opportunity for underrepresented individuals in health care professions, 
which is best illustrated by her co-leadership of the National Study on Holistic 
Review. She has authored more than 100 publications and made more than 220 
presentations, in addition to abstracts and contributions to newspapers, radio, and 
television. She is the co-author of Nursing Leadership from the Outside In and is 
the co-founder and the legislative editor of the Online Journal of Issues in Nurs-
ing. She has been a Fulbright scholar, an executive nurse fellow of the Robert 
Wood Johnson Foundation, and the chair of the American Nurses Association Po-
litical Action Committee. She is a recipient of the Mary Adelaide Nutting Award 
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social determinants of health. He also maintains an active clinical practice as a 
psychiatric-mental health nurse for adolescent services at Fairmount Behavioral 
Health System in Philadelphia, Pennsylvania. In this role, he manages a 32-bed 
inpatient unit and works closely with the nursing staff and multidisciplinary 
teams to ensure safe, comprehensive patient care. Previously, he served as the 
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the city. His work on health for homeless people and community health workers 
was funded by the 2017 President’s Engagement Prize from the University of 
Pennsylvania and has been presented at local, state, and national conferences. 
For his work in the Philadelphia community, he was recognized as a community 
champion for positive change by the Independence Blue Cross Foundation. He is 
a member of the board of directors of the American Nurses Association. He holds 
a B.S. in nursing and an M.S. in nursing health leadership from the University 
of Pennsylvania School of Nursing, and he also holds a certificate in health care 
innovation from its Perelman School of Medicine. 

Angelica Millan was the director of children’s medical services in the County of 
Los Angeles Department of Public Health, where she administered the nursing 
programs for California children’s services, child, health and disability preven-
tion, and health care for children in foster care, overseeing close to 350 nurses. 
She currently continues as a clinical nursing instructor at the Los Angeles Com-
munity College. She is a commissioner of the California Healthcare Workforce 
Policy Commission, a member of the board of trustees for the Chamberlain Col-
lege of Nursing, a board member of the Case Management Society Association, 
and a board member of the National Association of Hispanic Nurses. She served 
as the president of the National Association of Hispanic Nurses (NAHN). She 
has been a recipient of NAHN’s Nurse of the Year Award, its Janie Menchaca 
Wilson Leadership Award, its Outstanding Latina of the Year, and the Leadership 
Network Award of the National Hispanic Medical Association. She has also been 
recognized by a California Legislature Assembly Resolution and is the recipient 
of the 22nd District, Senate Woman of the Year award. She is a fellow of the 
American Nursing Academy. The first in her family to graduate college, she has 
been a dedicated nurse for more than 25 years in Los Angeles. She has a B.S. and 
an M.S. in nursing from California State University and a doctorate of nursing 
practice from Western University of Health Sciences. She is also a graduate of 
the Women’s Health Nurse Practitioner Program of the University of California, 
Los Angeles. 

John W. Rowe is the Julius B. Richmond Professor of Health Policy and Aging at 
the Columbia University Mailman School of Public Health. Previously, he served 
as the chairman and the chief executive officer (CEO) of Aetna Inc. He also pre-
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viously served as the president and CEO of Mount Sinai New York University 
Health, one of the nation’s largest academic health care organizations, and as the 
president of the Mount Sinai Hospital and the Mount Sinai School of Medicine 
in New York City. Before joining Mount Sinai, he was a professor of medicine 
and the founding director of the Division on Aging at Harvard Medical School, as 
well as the chief of gerontology at Boston’s Beth Israel Hospital. He was the di-
rector of the MacArthur Foundation Research Network on Successful Aging and 
is the co-author of Successful Aging. He currently leads the foundation’s Research 
Network on an Aging Society. He is a fellow of the American Academy of Arts & 
Sciences and a member of the National Academy of Medicine. He serves on the 
boards of trustees of The Rockefeller Foundation and the Urban Institute and is 
the past chairman of the board of overseers of the Columbia University Mailman 
School of Public Health, the board of fellows of Harvard Medical School, and 
the boards of trustees of the University of Connecticut and the Marine Biological 
Laboratory. He has a B.S. from Canisius College and an M.D. from the School 
of Medicine and Dentistry of the University of Rochester. 

William M. Sage is the James R. Dougherty Chair for Faculty Excellence in 
the School of Law and a professor of surgery and perioperative care in the Dell 
Medical School at The University of Texas at Austin. He previously served as 
the university’s first vice provost for health affairs. He was previously a tenured 
professor of law at Columbia Law School and has been a visiting law professor 
at Yale University, Harvard University, Duke University, and Emory University. 
Before entering law teaching, he practiced corporate and securities law in Los 
Angeles and headed four working groups for the White House Task Force on 
Health Care Reform in the Clinton administration. He is a member of the Na-
tional Academy of Medicine and serves on the Board on Health Care Services of 
the National Academies of Sciences, Engineering, and Medicine. He is an elected 
fellow of the Hastings Center, a research institute on bioethics, and serves on 
the editorial board of the journal Health Affairs. He has written more than 200 
articles and has edited 3 books, including the Oxford Handbook of U.S. Health 
Law. His research has been supported by the Agency for Healthcare Research and 
Quality, the Robert Wood Johnson Foundation, The Commonwealth Fund, and 
The Pew Charitable Trusts. He holds an A.B. from Harvard College, medical and 
law degrees from Stanford University, and an honorary doctorate from Universite 
Paris Descartes. He completed his internship at Mercy Hospital and Medical 
Center in San Diego and served as a resident in anesthesiology and critical care 
medicine at Johns Hopkins Hospital. 

Victoria L. Tiase is the director of research science and informatics strategy 
at NewYork-Presbyterian (NYP) Hospital. She has more than 20 years of ex-
perience of giving clinical input to technology projects in all areas, especially 
regarding the implementation of the NYP Hospital electronic medical record. She 
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is responsible for supporting a range of clinical information technology projects 
related to patient engagement, alarm management, and care coordination. She 
was the nursing lead for the design, implementation, and rollout of an institu-
tion-developed personal health record, myNYP.org. In national informatics roles, 
she serves on the board of directors for the American Medical Informatics As-
sociation, the executive board of NODE.Health (Network of Digital Evidence in 
Health), the steering committee for the Alliance for Nursing Informatics, and the 
chair of the North American Nursing Informatics Committee of the Healthcare 
Information and Management Systems Society. She is a lecturer in the Division 
of Health Informatics of the Weill Cornell Graduate School of Medical Sciences. 
She is a fellow of the American Academy of Nursing. She has a bachelor’s in 
nursing from the University of Virginia, a master’s in nursing informatics from 
Columbia University, and a Ph.D. from The University of Utah with a focus on 
the integration of patient-generated health data related to the social and behav-
ioral determinants of health into clinical workflows. 

Winston Wong is a scholar in residence at the Kaiser Permanente Center for 
Health Equity at the Fielding School of Public Health at the University of Cali-
fornia, Los Angeles. His career has encompassed leadership roles at community 
health centers and in federal service, most recently at Kaiser Permanente, where 
he served as the medical director for community benefit. At Kaiser Permanente, 
he was responsible for its national philanthropic strategies to support clinical 
and population management initiatives with the safety net and for its quality 
initiatives to address disparities among its 12 million members. His commitment 
to addressing health equity is anchored by his experience as a bilingual primary 
care community health center physician for the Asian immigrant community 
in the Oakland, California, Chinatown neighborhood. That experience led him 
to leadership roles in the U.S. Public Health Service, serving in the Health 
Resources and Services Administration of the U.S. Department of Health and 
Human Services (HHS) as the chief clinical officer for a region that spanned 
the Pacific and western United States. He is the current chair of the HHS Advi-
sory Committee on Minority Health, having previously served as a member. At 
the National Academies of Sciences, Engineering, and Medicine, he chairs the 
Roundtable on the Promotion of Health Equity, and has served on the Board of 
Population Health and Public Health Practice. As a leader in philanthropy, he has 
active board roles at The California Endowment and Grantmakers in Health. He 
also previously served as the board chair for the School-Based Health Alliance 
and is the current acting chief executive officer and the chair of the National 
Council of Asian Pacific Islander Physicians. He is a fellow of the American 
Academy of Family Practice. His work in developing programs and policies to 
address health equity has been recognized by awards from the California Primary 
Care Association, Latino Health Access, the Minority Health Foundation, Asian 
Health Services, and Congresswoman Barbara Lee. He has a B.A. and an M.A. 
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from the University of California, Berkeley, and an M.D. from the University of 
California, San Francisco. He is also the recipient of a doctor of humane letters 
from the A.T. Still University of Osteopathic Medicine.

PROJECT STAFF

Suzanne Le Menestrel (Study Director) is a senior program officer with the 
Board on Health Care Services at the National Academies of Sciences, Engi-
neering, and Medicine, where her responsibilities have included directing four 
consensus studies focused on children and adolescents from birth to age 21. 
Prior to her tenure with the National Academies, she was the founding national 
program leader for youth development research at 4-H National Headquarters, 
U.S. Department of Agriculture, served as the research director at the Academy 
for Educational Development’s Center for Youth Development and Policy Re-
search, and was a research associate at Child Trends. She was a founder of the 
Journal of Youth Development: Bridging Research and Practice and chaired its 
publications committee. She has published in numerous refereed journals and 
is an invited member of several advisory groups, including a research advisory 
group for the American Camp Association and the National Leadership Steer-
ing Committee for the Cooperative Extension System–Robert Wood Johnson 
Foundation Culture of Health Initiative. She holds a B.S. in psychology from 
St. Lawrence University and an M.S. and a Ph.D. in human development and 
family studies from Pennsylvania State University. She also has a nonprofit 
management executive certificate from Georgetown University, and she is a 
certified association executive.

Susan B. Hassmiller (Senior Scholar-in-Residence) is the senior scholar in resi-
dence and the senior adviser on nursing to the president of the National Academy 
of Medicine. She is also the Robert Wood Johnson Foundation senior adviser 
for nursing and, in partnership with AARP, she directs the foundation’s Future 
of Nursing: Campaign for Action. This 50-state and District of Columbia effort 
strives to implement the recommendations of The Future of Nursing: Leading 
Change, Advancing Health, for which she served as the report’s study director. 
Her work has included service in public health settings at the local, state, and 
national levels, including at the Health Resources and Services Administration of 
the U.S. Department of Health and Human Services. She taught community health 
nursing at the University of Nebraska and George Mason University. She is a 
member of the National Academy of Medicine and a fellow of the American Acad-
emy of Nursing. She serves on several advisory committees and boards, including 
the Hackensack Meridian Health System, UnitedHealth, Carrier Clinic, and the 
American Red Cross. She is the recipient of many awards and three honorary 
doctorates, most notably, the Florence Nightingale Medal, the highest international 
honor given to a nurse by the International Committee of the Red Cross. She has 
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a bachelor’s and a master’s in nursing from Florida State University, a master’s in 
community health nursing from the University of Nebraska Medical Center, and a 
Ph.D. in nursing administration and health policy from George Mason University. 

Jennifer Lalitha Flaubert (Program Officer) is on the staff of the Board on 
Health Care Services at the National Academies of Sciences, Engineering, and 
Medicine. Prior to her work on this project, she carried out research and analysis 
for four consensus studies sponsored by the U.S. Social Security Administration 
(SSA). The SSA studies focused on disability benefits for children with mental 
disorders and speech and language disorders; assistive products and technologies 
in eliminating or reducing the effects of impairments for adults; and functional 
assessment for adults with disabilities. Prior to joining the National Academies, 
she worked at the U.S. Food and Drug Administration, managing the Adverse 
Event Reporting System at the Center for Food Safety and Applied Nutrition. She 
has a B.S. in biology from the University of Maryland, Baltimore, and a master’s 
in health administration from the University of Maryland. 

Adrienne Formentos (Research Associate) is on the staff of the Board on Health 
Care Services at the National Academies of Sciences, Engineering, and Medicine. 
Previously, she worked as a research assistant with Knowledge Ecology Interna-
tional, focusing on advocacy for access to medication and clinical trials at the Na-
tional Institutes of Health and the U.S. Food and Drug Administration. She served 
as a volunteer with the American Red Cross on the disaster action team (DAT) 
and case management and as the DAT administrator in San Francisco County. She 
also served as a volunteer with RotaCare Bay Area as a patient services navigator, 
assisting uninsured patients with follow-up care and applications for health care 
coverage. Early in her career, she served as a volunteer in Los Angeles, working 
at St. Vincent Medical Center as a patient advocate and community services 
coordinator, organizing health fairs and outreach to uninsured and underinsured 
populations. She has a B.A. in political science and English with a writing em-
phasis from Dominican University of California, where her thesis and research 
focused on sex trafficking and security governance, and an M.S. in global health 
from Georgetown University, where she co-led and authored a qualitative study 
on adolescents with mental and neurological disorders in Kintampo, Ghana. 

Tochi Ogbu-Mbadiugha (Senior Program Assistant) is on the staff of the Board 
on Health Care Services at the National Academies of Sciences, Engineering, and 
Medicine. Prior to joining the National Academies, she assisted the legislative 
practice at Powers, Pyles, Sutter & Verville, PC, tracking legislation relevant to 
the firm’s health care, disability, and rehabilitation clients. She holds a B.S. in 
kinesiology from the University of Maryland, College Park, where she completed 
research on the correlation between built environments and chronic disease rates 
among adults in urban settings. 
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Ashley Darcy-Mahoney (Distinguished Nurse Scholar-in-Residence) is a neo-
natal nurse practitioner and an associate professor at the George Washington 
University School of Nursing. She has worked throughout her career to advance 
nursing research, education, and practice, with a focus on neonatology, infant 
health, and developmental pediatrics. Her research has led to the creation of 
programs that improve infant health and developmental outcomes for at risk and 
pre-term infants. As the director of infant research at the George Washington 
University Autism and Neurodevelopmental Institute, she advances the body of 
research in infant health and developmental outcomes in high-risk infants with a 
focus on understanding the early brain and development trajectories in this pop-
ulation. Her program of research leverages her background in neonatal nursing, 
behavioral and cognitive assessment, and training in neuroimaging to inform an 
understanding of multimodal social learning and social perception among high-
risk infants and toddlers. Her work has been supported by the National Institutes 
of Health, the Office of Minority Health, and the Health Resources and Services 
Administration of the U.S. Department of Health and Human Services; the Robert 
Wood Johnson Foundation; United Way; and the Josiah Macy Jr. Foundation, 
among others. She has published in peer-reviewed interprofessional journals. She 
is a fellow of the American Academy of Nurses, a Robert Wood Johnson Foun-
dation nurse faculty scholar alumna, and she has recently been named a modern 
health care rising star in nursing. She has a B.S. in nursing from Georgetown 
University and an M.S. in nursing in the field of neonatal nurse practitioner and 
a Ph.D. in nursing from the University of Pennsylvania. 

Allison Squires (Distinguished Nurse Scholar-in-Residence) is an associate pro-
fessor and the director of the Florence S. Downs Ph.D. Program in Nursing Re-
search & Theory Development at the Rory Meyers College of Nursing at New 
York University (NYU). In addition to her primary appointment at the College 
of Nursing, she holds affiliated faculty appointments with the Grossman School 
of Medicine, the Center for Latin American Studies, and the Center for Drug Use 
and HIV Research, all at NYU. Her work on this study was part of her service 
as the distinguished nurse scholar in residence for the National Academy of 
Medicine. An internationally recognized health services researcher, she has led 
or participated in studies covering 38 countries, with current active projects in 
Ghana, the European Union, and Mexico. She is also leading the international 
arm of a COVID-19 study that examines how the global pandemic has affected 
clinical nursing practice on the front lines. Domestically, her research focuses 
on improving immigrant and refugee health outcomes with a special interest in 
breaking down language barriers during health care encounters. Most recently, 
she completed a study, funded by the Agency for Healthcare Research and 
Quality, that analyzed how language barriers influence the risk for hospital re-
admission from home health care. She has authored more than 150 publications, 
including more than 100 in peer-reviewed journals. She serves as an associate 
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editor of  the  International Journal of Nursing Studies  (the top-ranked nursing 
journal in the world), a research editor for the Journal of Nursing Regulation, 
and an associate editor for BMC Health Services Research. Prior to entering 
academia full time, she worked as a staff nurse in solid organ transplant and as a 
staff educator in the U.S. health care system. She has a B.S. in nursing from the 
University of Pennsylvania, an M.S. in nursing from Duquesne University, and 
a Ph.D. from Yale University. She also completed a postdoctoral fellowship in 
health outcomes research at the University of Pennsylvania. 

Sharyl Nass (Senior Board Director) serves as the senior director of the Board 
on Health Care Services and the co-director of the National Cancer Policy Forum 
at the National Academies of Sciences, Engineering, and Medicine. To enable 
the best possible care for all patients, the board undertakes scholarly analysis of 
the organization, financing, effectiveness, workforce, and delivery of health care, 
with emphasis on quality, cost, and accessibility. For more than two decades, she 
has worked on a broad range of health and science policy topics that includes the 
quality, safety, and equity of health care and clinical trials; developing technol-
ogies for precision medicine; and strategies for large-scale biomedical science. 
She has been the recipient of the Cecil Medal for Excellence in Health Policy Re-
search, a Distinguished Service Award from the National Academies, the mentor 
award from the Health and Medicine Division of the National Academies, and the 
Institute of Medicine staff team achievement award (as team leader). She holds a 
B.S. and an M.S. from the University of Wisconsin–Madison and a Ph.D. in cell 
biology from Georgetown University. She also undertook postdoctoral training 
at the Johns Hopkins University School of Medicine, as well as a research fel-
lowship at the Max Planck Institute in Germany.
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Appendix B

Data Collection and Information Sources

The Committee on the Future of Nursing 2020–2030 was asked to chart a 
path forward for nursing to help reduce health disparities and produce a report 
providing recommendations on how nurses can improve the health of individuals, 
families, and communities by addressing the social determinants of health. The 
broad scope of this 2-year study included an examination of nursing education, 
practice, research, and policy with the purpose of promoting health equity. 

The committee was composed of 15 members with expertise and experi-
ence in diverse areas, including nursing education and training, nursing prac-
tice, health professions training and education, health policy, health economics, 
workforce policy, health care quality, health care delivery, hospital and health 
plan administration, public and community health, business administration, 
health informatics, health insurance systems, sociology, and health equity. The 
committee convened for five in-person meetings and participated in several 
conference calls throughout the study to deliberate on the content of this report 
and its recommendations. To provide a comprehensive response to the Statement 
of Task, the committee tapped the wide-ranging expertise of its members and 
reviewed data from a variety of sources, including recent literature, public and 
stakeholder input gathered through a series of town halls, site visits to a variety 
of health care settings where nurses work, and commissioned papers on selected 
topics. This appendix describes the inputs on which the committee relied to 
inform its deliberations and the approaches used to reach conclusions and craft 
recommendations. 
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INFORMATION COLLECTION AND PUBLIC INPUT

The committee received data and input from multiple sources throughout the 
course of the study. To support the committee’s deliberations, a broad literature 
search for relevant published articles and reports, including grey literature, was 
conducted. For specific questions related to the charge that that required special-
ized knowledge and expertise not available within its membership, the committee 
commissioned white papers, received support from AcademyHealth for data 
analyses, and heard presentations form other experts at town hall meetings. 

Literature Search

A broad search for published literature was conducted using the Cochrane 
Database of Systemic Reviews, Embase, Medline, National Bureau of Economic 
Research, OECD, PubMed, and Scopus. These databases cover all the sources of 
published literature indexed by CINHAL and more. Search terms targeted nurs-
ing workforce, leadership, clinical redesign, resilience, burnout, and technology 
and innovation broadly among the nursing field; the intersection of nursing and 
social determinants of health; programs and interventions to address health dis-
parities, social needs, social determinants of health, and health equity broadly; 
and projections about the nursing field related to changing demographics and 
population needs and technological advancements. Publication dates were limited 
to 2009 to the present to reflect current policy, health care systems, and nursing 
education and workforce data since the prior The Future of Nursing report (IOM, 
2011). Although the primary search was conducted in April 2019, staff conducted 
an updated search in February 2020, and additional publications and reports of 
relevance were added through June 2020. 

Grey literature was searched by hand for reports and data from multiple 
sources, including federal agencies, professional organizations, and scientific and 
health policy–focused organizations. Searches of federal agencies included the 
Agency for Healthcare Research and Quality, the Centers for Disease Control and 
Prevention, the Health Resources and Services Administration, the National Insti-
tute of Nursing Research, the U.S. Department of Defense (Military Health System 
and Tricare), the U.S. Department of Health and Human Services, the U.S. De-
partment of Health and Human Services’ Office of Disease Prevention and Health 
Promotion, the U.S. Department of Labor, and the U.S. Department of Veterans Af-
fairs. Professional organizations included the American Association of Colleges of 
Nursing (AACN) and others. Institutions that regularly conduct scientific and health 
policy research, including RAND, AcademyHealth, The Commonwealth Fund, the 
Patient-Centered Outcomes Research Institute (PCORI), the Robert Wood Johnson 
Foundation (RWJF), and others were also reviewed for relevant information. 

The committee also relied on a collection of other National Academies re-
ports in addition to the two prior nursing reports (IOM, 2011, 2016b). They are 
cited as appropriate throughout this report. They include
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•	 Crossing the Quality Chasm: A New Health System for the 21st Century 
(IOM, 2001)

•	 Unequal Treatment: Confronting Racial and Ethnic Disparities in 
Health Care (IOM, 2003)

•	 A Framework for Educating Health Professionals to Address the Social 
Determinants of Health (NASEM, 2016a)

•	 Communities in Action: Pathways to Health Equity (NASEM, 2017)
•	 Integrating Social Care into the Delivery of Health Care: Moving Up-

stream to Improve the Nation’s Health (NASEM, 2019a)
•	 Taking Action Against Clinician Burnout: A Systems Approach to Pro-

fessional Well-Being (NASEM, 2019b)
•	 Vibrant and Healthy Kids: Aligning Science, Practice, and Policy to 

Advance Health Equity (NASEM, 2019c)
•	 Social Isolation and Loneliness in Older Adults: Opportunities for the 

Health Care System (NASEM, 2020a) 
•	 Birth Settings in America: Outcomes, Quality, Access, and Choice 

(NASEM, 2020b)

AcademyHealth

To support the committee with timely data generation, analysis, synthesis, 
and dissemination, RWJF simultaneously contracted with AcademyHealth to 
support the committee with critical information not available in the current liter-
ature. AcademyHealth created a research network from its membership of health 
policy and workforce researchers to respond to requests from the committee and 
anticipate needs throughout the study process. Research products generated by 
the AcademyHealth research network informed the committee’s deliberations and 
supported the committee’s conclusions. 

AcademyHealth selected five experts to serve as research managers to con-
duct research and analyses. Their efforts were managed by AcademyHealth staff. 
All products generated by AcademyHealth in support of the committee are avail-
able by request through the committee’s Public Access File. 

White Papers

The committee commissioned two white papers to further their understand-
ing and incorporate input from experts in other areas: 

•	 Brandt, B., A. J. Barton, C. J. Dieter, and S. D. Williams. 2019. Social 
determinants of health: Nursing, health professions and education at 
a crossroads. Paper commissioned by the Committee on the Future of 
Nursing 2020–2030. 

•	 Needleman, J. 2019. Paying for nursing care in fee-for-service and 
value-based systems. Paper commissioned by the Committee on the 
Future of Nursing 2020–2030.
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TOWN HALLS

In conjunction with the site visits, the committee also participated in public 
town halls that included in-person expert and technical panels and testimony from 
organizations and individuals. These meetings1 were open to the public and were 
webcast live.2 The first town hall meeting, in Chicago, was held at Malcolm X 
Community College, and the theme was “Social Determinants of Health: Ed-
ucation, Research, and Practice.” Experts, stakeholders, school administrators, 
community health nurses, and clinicians presented information on how nurse 
education is adapting to include new competencies, nurse engagement in research 
on health equity, and how nursing practice in the United States is currently in-
corporating social determinants of health screening and targeted programs. The 
town hall in Philadelphia was held at the University of Pennsylvania School of 
Nursing, and the theme was “Payment and Care for Complex Health and Social 
Needs.” The final town hall, in Seattle, was held at the School of Nursing at the 
University of Washington, and the theme was “High Tech to High Touch,” fo-
cused on medical technology and its application in advancing health equity and 
well-being and preventing burnout of nurses.

The town hall meetings were important sources of information from other 
experts on selected topics relevant to the committee’s task. They also served as 
important venues to solicit and receive public input. 

SITE VISITS

Site visits were held in three cities in the United States between June and 
August 2019 and focused on current programs that involve nurses and address 
social determinants of health. The sites were chosen for their unique position in 
relationship to their communities and served as examples of successful models 
in deploying nurses and nurse leaders, identifying community and social needs, 
and implementing these models with measurable outcomes. Committee members 
were able to learn about the programs and observe how nurses worked to address 
the social needs and social determinants of health facing their clients. The first 
site visits took place in Chicago in June 2019 and included several programs sup-
ported by Rush University. Some committee members were able to visit Thresh-
old Community Mental Health Center, Sue Gin Health Center, and Simpson 
School Based Health Center. In July 2019, committee members met with leaders 
and staff at Stephen and Sandra Sheller 11th Street Family Health Services in 
Philadelphia and Camden Coalition and several of its community partners in 
Camden, New Jersey. The third set of site visits took place in and around Seattle 
in August 2019. Subgroups of committee members visited Downtown Emergency 

1  Agendas for all town halls are at the end of this appendix.
2  Recordings of the town hall meetings are available online at https://www.nap.edu/catalog/25982.
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Services Center, Kline Galland, International Community Health Services, Seat-
tle and King County Public Health, Seattle Children’s Hospital, Kitsap Connect 
at the Salvation Army in Kitsap, and the S’Klallum Reservation in Port Gamble.

The site visits gave the committee members valuable context for how nurses 
are working with clients facing health-related social issues, the challenges of this 
work, and the impact that these nurses and programs have on their clients and 
communities. Because the committee members bring a variety of life and pro-
fessional experiences, it was imperative for them all to observe nurses in action 
and working in settings to address social needs and social determinants of health.

PUBLIC INPUT

Throughout the duration of the study, the committee received testimony and 
comments from the public through several channels. At each open session and 
town hall meeting, the committee heard testimony from organizations and com-
ments from individuals about the study. Any comments made by online viewers 
during those meetings were also made available to the committee. The National 
Academy of Medicine conducted Twitter chats in coordination with the town 
hall meetings and shared ideas put forward with the committee. Throughout the 
study process, the committee invited the public to share comments and support-
ing materials with the committee by email. All public comments, in person and 
online, helped the committee understand the issues important to nurses, students, 
educators, leaders, and colleagues.

OPEN MEETING AND TOWN HALL AGENDAS 

Below the agendas for each of the committee’s open meetings and town 
halls are listed chronologically. They include an introductory open meeting in 
Washington, DC; town hall meetings in Chicago, Philadelphia, and Seattle; and 
a second open meeting in Washington, DC.

OPEN MEETING 1

Open Session Agenda
March 20, 2019

2101 Constitution Avenue, NW, Washington, DC 20418

1:30 p.m.	 Welcome Study Sponsor and Introductory Remarks
	 Sharyl Nass, Senior Board Director, Board on Health 	  
	� Care Services, National Academies of Sciences, Engineering, and 

Medicine
	� Mary Wakefield and David Williams, Committee Co-Chairs
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1:40 p.m.	 Remarks from the National Academy of Medicine
	 Victor Dzau, President, National Academy of Medicine

1:50 p.m.	 Introduction to the Future of Nursing (2010) and Its Impact
	� Susan Hassmiller, Senior Scholar in Residence and Advisor to the 

President on Nursing, National Academy of Medicine

2:10 p.m.	� Introduction to the Future of Nursing: Campaign for Action at 
the Center to Champion Nursing in America and Its Impact

	� Susan Reinhard, Senior Vice President and Director, AARP Public 
Policy Institute & Chief Strategist, Center to Champion Nursing in 
America

2:30 p.m.	 Charge to the Committee
	� Paul Kuehnert, Associate Vice-President- Program, Robert Wood 

Johnson Foundation

	 Open Q&A with the Committee

2:50 p.m.	 Invited comments (limited to 5 minutes each)
•	� Ann Cashion, PhD, RN, FAAN, Acting Director and  

Scientific Director, National Institute of Nursing Research, 
National Institutes of Health 

•	� Ann Cary, PhD, MPH, RN, FAAN, FNAP, Chair, Board for 
American Association of Colleges of Nursing

•	� Donna Meyer, MSN, RN, ANEF, FAADN, Chief Executive Offi-
cer, Organization for Associate Degree Nursing

•	� Loressa Cole, DNP, MBA, RN, NEA-BC, FACHE, Chief  
Executive Officer, American Nurses Association

•	� Linda H. Yoder, PhD, MBA, RN, AOCN, FAAN, Immediate 
Past President, Academy of Medical-Surgical Nurses

•	� Susan V. Coleman, MPH, BSN, RN, Representing the Quad 
Council Coalition of Public Health Nursing Organizations 

•	� G. Rumay Alexander, EdD, RN, FAAN, President, National 
League for Nursing

3:25 p.m.	 Public Comments
	� Comments will be limited to 2 minutes per person; select comments 

submitted by online viewers will be read.

4:00 p.m.	 Adjourn Open Session
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Chicago Town Hall: Integrating Social Determinants of 
Health into Nursing Education, Research, and Practice

June 7, 2019
8:30 a.m. to 12:30 p.m. at Malcom X Auditorium

8:30 a.m.	 Welcome 
•	� Sue Hassmiller, RN, PhD, FAAN, Senior Scholar in  

Residence and Senior Advisor to the President on Nursing, 
National Academy of Medicine

•	� Mary Wakefield, PhD, RN, FAAN, Visiting Distinguished  
Professor, Georgetown University and The  University of Texas 
at Austin

8:40 a.m.	� Integrating Social Determinants of Health and Health Equity 
into Nursing Education
•	� Pam McCue, PhD, RN, Chief Executive Officer, Rhode Island 

Nurses Institute Middle College 
•	� Susan Swider, PhD, PHNA-BC, FAAN, Professor, Rush 

University 
•	� Philip Dickison, PhD, Chief Officer of Operations and  

Examinations, National Council of State Boards of Nursing
•	� Moderated by Karen Cox, PhD, RN, FACHE, FAAN,  

President, Chamberlain University 

9:35 a.m.	 Break

9:45 a.m.	� Integrating Social Determinants of Health and Health Equity 
into Nursing Research
•	� Ann Cashion, PhD, RN, FAAN, Acting Director and  

Scientific Director, National Institute of Nursing Research
•	� Janice Phillips, PhD, RN, CENP, FAAN, Director of Nursing 

Research and Health Equity, Nursing Administration, Rush 
University Medical Center 

•	� Robyn Golden, LCSW, Associate Vice President of  
Population Health and Aging, Rush University Medical Center

•	� Moderated by Elizabeth Aquino, PhD, RN, Assistant  
Professor, DePaul University; President, National  
Association of Hispanic Nurses-Illinois Chapter 
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10:40 a.m.	� Integrating Social Determinants of Health and Health Equity 
into Nursing Practice
•	� Coletta C. Barrett, RN, FACHE, Vice President of Mission, 

Our Lady of the Lake Regional Medical Center
•	� Whitney Fear, RN, BSN, Case Manager/Outreach Nurse,  

Family HealthCare
•	� Teanya Norwood, MBA, MSN, RN, Social Determinants of 

Health Outcomes Manager, Promedica 
•	� Moderated by Elizabeth Aquino, PhD, RN, Assistant  

Professor, DePaul University; President, National  
Association of Hispanic Nurses-Illinois Chapter 

11:35 a.m.	 Invited Comments (comments will be limited to 5 minutes)
•	� Mary Beth Kingston, PhD, RN, NEA-BC, President,  

American Organization for Nursing Leadership 
•	� Patricia Kunz Howard, PhD, RN, CEN, CPEN, TCRN, 

NE-BC, FAEN, FAAN, President, Emergency Nurses 
Association 

•	� Mark Pelletier, RN, MS, Chief Operating Officer and Chief 
Nursing Officer, Joint Commission

•	� Kaye Englebrecht, Executive Director, American  
Association of Occupational Health Nurses 

11:55 a.m.	 Public Comments (comments will be limited to 2 minutes)

12:25 p.m.	 Closing Remarks and Adjourn
	� Mary Wakefield, PhD, RN, FAAN, Visiting Distinguished  

Professor, Georgetown University and The University of Texas at 
Austin 

Philadelphia Town Hall: Payment and Care for 
Complex Health and Social Needs

July 24, 2019
8:30 a.m. to 12:30 p.m. at the  

University of Pennsylvania School of Nursing

8:30 a.m.	 Welcome 
•	� Sue Hassmiller, RN, PhD, FAAN, Senior Scholar in  

Residence and Senior Advisor to the President on Nursing, 
National Academy of Medicine

•	�� Mary Wakefield, PhD, RN, FAAN, Visiting Distinguished  
Professor, Georgetown University and The University of Texas 
at Austin 
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8:40 a.m.	� Serving Populations with, and at Risk for, Complex Health and 
Social Needs: Introduction and Overview

	� Moderator: Antonia M. Villarruel, PhD, RN, FAAN, Professor and 
Margaret Bond Simon Dean, University of Pennsylvania School of 
Nursing
•	 Maternal Child Health, Nurse Family Partnership

	� Erin Graham, BSN, RN, IBCLC, Nurse Supervisor, National 
Nurse-led Care Consortium

•	 School Health
	� Robin Cogan, MEd, RN, NCSN, School Nurse, Camden City 

School District (Yorkship Family School)
•	 Rural Health

	� Cheri Rinehart, RN, BSN, NHA, President and Chief  
Executive Officer, Pennsylvania Association of Community 
Health Centers

•	 Aging
	� C. Alicia Georges, EdD, RN, FAAN, Chair, Department of 

Nursing, Lehman College; National Volunteer President, 
AARP

10:10 a.m.	 Break

10:20 a.m. 	� Paying for Care for Those With Complex Health and Social 
Needs: Introduction and Overview

	� Moderator: Margaret Flinter, APRN, PhD, FAAN, c-FNP, Senior 
Vice President and Clinical Director, Community Health Center, Inc.
•	 Federal Perspective on Payment

	� Ellen-Marie Whelan, PhD, NP, RN, FAAN, Chief Population 
Health Officer, Center for Medicaid and CHIP Services 

•	 State Perspective on Payment
	� Carole Johnson, Commissioner, New Jersey Department of 

Human Services
•	 Local/Regional Perspective on Payment

	� Terrie P. Sterling, MSN, MBA, Executive Vice President, 
Strategic Initiatives, Our Lady of the Lake Regional Medical 
Center

11:35 a.m.	 Invited Comments (limited to 5 minutes each)
•	� Kristene Grayem, MSN, CNS, PPCNP-BC, RN-BC, President, 

American Academy of Ambulatory Care Nursing
•	� Elise Krikorian, Nursing Student, Pennsylvania State  

University; Chair, Population and Global Health, and Board 
Member, National Student Nurses Association
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•	 Linda MacIntyre, PhD, RN, American Red Cross 
•	� Johnathan Holifield, JD, MEd, Executive Director, White 

House Initiative on Historically Black Colleges and 
Universities

11:55 a.m.	 Public Comments (limited to 2 minutes each)

12:25 p.m.	 Closing Remarks and Adjourn
Sue Hassmiller, RN, PhD, FAAN 

Seattle Town Hall: High Tech to High Touch
August 7, 2019

8:30 a.m. to 12:30 p.m. at the University of Washington,  
Kane Hall, Room 210

8:30 am	 Welcome
•	� Sue Hassmiller, RN, PhD, FAAN, Senior Scholar in Residence 

and Senior Advisor to the President on Nursing, National 
Academy of Medicine

•	� Mary Wakefield, PhD, RN, FAAN, Visiting Distinguished  
Professor, Georgetown University and The University of Texas 
at Austin

8:40 a.m.	 Advancing Health Care Equity in the Digital Age 
	� Moderator: Sue E. Birch, MBA, BSN, RN, Director, Washington 

State Health Care Authority 
•	 Molly Coye, MD, Executive-in-Residence, AVIA
•	� Kenya Beard, EdD, AGACNP-BC, NP-C, CNE ANEF, FAAN, 

Dean of Nursing and Health Sciences, Nassau Community 
College 

•	� Molly McCarthy, MBA, BSN, RN-BC, Chief Nursing Officer, 
Microsoft

9:35 a.m.	 Break

9:45 a.m.	 Technology to Inform Practice and Advance Equity 
	� Moderator: Sofia Aragon, JD, BSN, Executive Director, Washington 

Center for Nursing 
•	� Sheila K. Shapiro, MBA, Senior Vice President-National  

Strategic Partnerships, UnitedHealthcare Clinical Services
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•	� Eli Kern, MPH, BSN, Epidemiologist, Public Health Seattle 
and King County

•	� Stefan J. Torres, BSN, RN, CEN, Registered Nurse, Swedish 
Medical Center

10:40 a.m.	 Nurse Well-Being and Impact on Patients and Caregivers
	� Moderator: Kristen Swanson, RN, PhD, FAAN, Dean and Professor, 

Seattle University College of Nursing 
•	� Tim Cunningham, DrPH, MSN, RN, Corporate Director of 

Patient and Family Centered Care, Emory Healthcare
•	� Bernadette M. Melnyk, PhD, RN, FAANP, FNAP, FAAN, Vice 

President for Health Promotion, University Chief Wellness  
Officer, Dean and Professor, College of Nursing, The Ohio 
State University

•	� Jason Wolf, PhD, CPXP, President and Chief Executive  
Officer, The Beryl Institute

11:35 a.m.	 Invited comments (limited to 5 minutes each)
•	� Susan Reinhard, RN, PhD, FAAN, Senior Vice President and 

Director, AARP Public Policy Institute; Chief Strategist,  
Center to Champion Nursing in America 

•	� Karen Cox, PhD, RN, FACHE, FAAN, President, American 
Academy of Nursing 

•	� Joyce Sensmeier, MS, RN-BC, CPHIMS, FHIMSS, FAAN, Vice 
President of Informatics, HIMSS 

•	� Christina Dempsey, DNP, MSN, CNOR, CENP, FAAN, Chief 
Nursing Officer, Press Ganey

11:55 a.m.	 Public Comments (limited to 2 minutes each)

12:25 p.m.	 Closing Remarks and Adjourn
	� Sue Hassmiller, RN, PhD, FAAN, Senior Scholar in Residence and 

Senior Advisor to the President on Nursing, National Academy of 
Medicine 
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OPEN MEETING 2

Open Session Agenda
November 20, 2019

500 Fifth Street, NW, Washington, DC 20001

Open Session

9:00 a.m. 	 Welcome and Introductory Remarks
		  Mary Wakefield, Committee Co-Chair
		  Moderated by Maureen Bisognano, Committee Member

Technical Panel
	
9:05 a.m.	 Center for Health Care Strategies 
		�  Tricia McGinnis, Executive Vice President and Chief Program 

Officer 

9:20 a.m.	 CVS Health
		�  Angela Patterson, Chief Nurse Practitioner Officer,  

CVS MinuteClinic and Vice President, CVS Health

9:35 a.m.	 Pacific Business Group on Health
		�  Elizabeth Mitchell, President and Chief Executive Officer  

(presentation by Zoom)

9:50 a.m.	 American Hospital Association
•	� Priya Bathija, Vice President, The Value Initiative, American 

Hospital Association
•	� Robyn Begley, American Hospital Association Senior Vice 

President and Chief Nursing Officer, American Organization 
for Nursing Leadership

10:05 a.m.	 Q&A with the Committee
		  Moderated by Maureen Bisognano, Committee Member

10:45 a.m.	 Closing Remarks 

Technical Panel Adjourns
	
10:50 a.m.	 Break
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11:00 a.m.	 Future Trends
		�  Lori Melichar, Senior Director, Program, Robert Wood Johnson 

Foundation

11:55 a.m.	 Closing Remarks and Adjourn
		  David Williams, Committee Co-Chair 
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Appendix C

Data Sources, Definitions, and Methods

This appendix describes the two main sources of data used to produce the 
tables and figures for Chapter 3 on the nursing workforce and provides definitions 
of key variables. To assist researchers interested in replicating the descriptive 
results presented in the chapter, step-by-step procedures are provided that identify 
how variables were defined and data analyzed. 

U.S. CENSUS BUREAU, AMERICAN COMMUNITY SURVEY (ACS)

The ACS, an annual nationwide survey designed to supplement the decennial 
census, began reporting data in 2001. The survey is based on the decennial census 
long form and produces population and housing information every year instead of 
every 10 years. Annual estimates of demographic, social, economic, and housing 
characteristics are available for geographic areas with a population of 65,000 or 
more. This includes the nation, all states, the District of Columbia, all congressio-
nal districts, approximately 800 counties, and 500 metropolitan and micropolitan 
statistical areas. Multiyear estimates are available for smaller geographic areas. 
During the demonstration stage (2000 to 2004), the U.S. Census Bureau carried 
out large-scale, nationwide surveys and produced reports for the nation, the states, 
and large geographic areas. The full implementation stage began in January 2005, 
with an annual housing unit (HU) sample of approximately 3 million addresses 
throughout the United States and 36,000 addresses in Puerto Rico. And in 2006, 
approximately 20,000 group quarters were added to the ACS so that the data 
fully describe the characteristics of the population residing in geographic areas.

The ACS Public Use Microdata Sample (PUMS) files show the full range 
of population and housing unit responses collected on individual ACS question-
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naires for a subsample of ACS housing units and group quarters persons. PUMS 
files covering a 5-year period, such as 2011–2015, contain data on approximately 
5 percent of the U.S. population. 

The survey is fielded annually and achieves a response rate exceeding 90 
percent. The race/ethnicity questions are asked nearly identically in the National 
Sample Survey of Registered Nurses (NSSRN), with respondents first asked 
about Hispanic origin and then about race. Data were weighted using sampling 
weights provided by the Census Bureau. Registered nurses (RNs) and nurse 
practitioners (NPs) are reported as working on a full-time equivalent (FTE) basis, 
which was estimated by counting a 40-hour workweek as 1.0 FTE.

The ACS surveyed approximately 12,000 RNs in each year from 2001 to 
2004, and more than 30,000 RNs in each year starting in 2005 (when the sample 
was enlarged).  

Population data used to adjust estimates of advanced practice registered 
nurses (APRNs) were obtained from the ACS.

Projections of the NP workforce come from Auerbach, D., P. Buerhaus, and 
D. Staiger. 2020. Implications of the rapid growth of the nurse practitioner work-
force. Health Affairs 39(2):273–279. doi: 10.1377/hlthaff.2019.00686. These 
projections used data from the ACS.  

The ACS can be accessed from the Census Bureau: About PUMs. https://
www.census.gov/programs-surveys/acs/technical-documentation/pums/about.
html (accessed April 13, 2021).

Definition of a Full-Time Equivalent (FTE) Employed RN or APRN: Using 
the ACS, a 1.0 FTE = 40 hours, reported as usual weekly hours.

Replicating Results: So that others can replicate the results shown in tables and 
figures in Chapter 3, the following provides the procedures used to analyze data 
and, in this illustrative example, develop the information shown in Table C-1.

TABLE C-1 Demographic Characteristics of Full-Time Equivalent (FTE) 
Registered Nurses, 2001–2018

Year

Characteristics 2000 2004 2008 2018

Total FTE RNs 1,985,944 2,142,353 2,542,703 3,352,461

FTE RN/population 7.04 7.32 8.36 10.26

Gender Men 157,285
(7.9%)

211,891
(9.9%)

244,363
(9.6%)

424,342
(12.7%)

Women 1,828,709
(92.1%)

1,930,462
(90.1%)

2,298,340
(90.4%)

2,928,119
(87.3%)

continued
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Year

Characteristics 2000 2004 2008 2018

Race White 1,571,136
(79.1)

1,673,073
(78.1)

1,906,756
(75.0)

2,313,002
(69.0)

Black/African 
American

175,669
(8.8%)

191,102
(8.9%)

269,271
(10.6%)

401,755
(12.0%)

Asian 128,064
(6.4%)

161,598
(7.5%)

211,751
(8.3%)

305,740
(9.1%)

Other 37,266
(1.9%)

28,027
(1.3%)

37,370
(1.5%)

84,454
(2.5%)

Hispanic 73,859
(3.7%)

88,553
(4.1%)

117,556
(4.6%)

247,511
(7.4%)

Education Associate 703,959
(37.7%)

839,506
(37.4%)

997,671
(38.1%)

910,629
(29.3%)

Baccalaureate 610,735
(32.7%)

778,513
(34.7%)

957,422
(36.6%)

1,411,525
(45.4%)

Graduate 202,018
(10.8%)

296,245
(13.2%)

361,559
(13.8%)

644,764
(20.7%)

Employment Hospital 1,307,476
(63%)

1,352,356
(63.1%)

1,606,924
(63.2%)

2,071,034
(61.8%)

Nonhospital 778,461
(37%)

789,997
(36.9%)

935,779
(36.8%)

1,281,424
(38.2%)

Age <35 895,759
(23.0%)

486,098
(22.7%)

584,982
(23.0%)

980,779
(29.3%)

35–49 2,017,925
(51.8%)

968,308
(45.2%)

1,017,328
(40.0%)

1,202,345
(35.9%)

50+ 980,651
(25.2%)

687,947
(32.1%)

940,394
(37.0%)

1,169,337
(34.9%)

Overall average 42.68 43.87 44.37 43.69

Step-by-step procedures for generating the data shown in Table C-1. (Note: 
Names of variables as they appear in the ACS are depicted in italic.) 

1.	 Download ACS data for 2018 (https://usa.ipums.org/usa-action/
samples).

2.	 Select RNs only, occ = 3255 to 3258. See https://usa.ipums.org/usa/
volii/occ2018.shtml.

3.	 Construct FTEs
	 a.	 Keep RNs who are working (empstat = 1).
	 b.	� Construct FTEs as the ratio of usual hours worked (uhrswork, top-

coded at 60 hours) to 40. 

TABLE C-1 Continued
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4.	 Use survey weights: variable is perwt. 
5.	 U.S. population taken from the U.S. Census Bureau.
6.	 Gender: variable “sex” coded male = 1, female = 2.
7.	 Define race/ethnicity
	 a.	 The ACS variable “race” is coded in the following categories:
		  i.	 White 
		  ii.	 Black/African American
		  iii.	 American Indian or Alaska Native
		  iv.	 Chinese
		  v.	 Japanese
		  vi.	 Other Asian or Pacific Islander
		  vii.	 Other race, not elsewhere classified
		  viii.	Two major races
		  ix.	 Three or more major races
	 b.	� The ACS variable “hispan” denotes various categories of Hispanic 

ethnicity.
	 c.	 Coding is as follows:
		  i.	 Any nonzero value of “hispan” à Hispanic
		  ii. 	� Hispan = 0 AND Black/African American à Black/African 

American
		  iii. 	� Hispan = 0 AND (Chinese, Japanese or OtherAsian or Pacific 

Islander) à Asian
		  iv. 	 Hispan = 0 AND White à White
		  v.	 All others = Other
8.	 Define educational attainment
	 a.	 Use variable educd.
		  i.	 Associate’s degree: (educd ≥0 & educd <101)
		  ii.	 Bachelor’s degree (educd == 101)
		  iii.	 Graduate (educd >101)
9.	 Define employment setting
	 a.	 Prior to 2003, hospital employed if = ind1990 == 831 
	 b.	 2003 and later, hospital employed if ind >8189 and ind <8193.
	 c.	 All other are considered non-hospital employed.
10.	 The variable indicating age is age.

2008 AND 2018 NATIONAL SAMPLE SURVEY 
OF REGISTERED NURSES (NSSRN)

The second major source of data for constructing the tables and figures 
describing the RN and APRN workforce was the 2008 and 2018 NSSRNs. 
According to excerpts from the Health Resources and Services Administration, 
the NSSRN is the longest-running survey of RNs in the United States. Since 
its inaugural assessment in 1977, the NSSRN has provided educators, health 
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workforce leaders, and policy makers with key details and developments of the 
nursing workforce supply. The survey assesses the number of RNs in the United 
States and contains questions regarding RNs’ educational background, employ-
ment setting, job position, salary, geographic distribution, social and demographic 
characteristics, job satisfaction, and other information. The NSSRN was fielded 
every 4 years from 1977 to 2008 and again in 2018, with most questions pertain-
ing to the RNs’ status as of December 31, 2017. 

Considered the cornerstone of nursing workforce data, this comprehensive 
exploration provides a dynamic status of the RN population by revealing their 
demographics, educational attainment, licenses and certifications, and employ-
ment characteristics. These continued data collections have supported evaluations 
of government RN workforce programs, assisting in critical decision making 
affecting the U.S. health care system. Highlighting the intricacies of the current 
status of the RN workforce is essential for developing strategies that address 
present-day health care challenges and evolving nursing workforce needs. Fol-
lowing the 2008 survey, the NSSRN questionnaire underwent a complete content 
review, and large improvements were made based on changes in the U.S. health 
care landscape and best practices in survey methodology. The latest survey also 
aims to reduce redundancy in the collection of data and lower the response burden 
on participants. 

The 2018 NSSRN comprises questions derived from both the National Sam-
ple Survey of Nurse Practitioners (NSSNP) and the NSSRN for one concise 
survey capturing a broader RN workforce and is the first production implemen-
tation that provides data for both RNs and NPs at the state and national levels. 
In collaboration with the U.S Census Bureau, the National Center for Health 
Workforce Analysis administered the 10th NSSRN data collection in 2018. From 
April 2018 to October 2018, a total of 50,273 RNs completed the survey via a 
web instrument or paper questionnaire with an unweighted response rate of 50.1 
percent (49.1 percent weighted). This instrument gathered data from participants 
with active RN licenses from all U.S. states, providing a comprehensive look at 
the RN workforce. The 2018 NSSRN heavily oversampled NPs and obtained 
a roughly 50% percent response rate for RNs and NPs, with a final sample of 
28,489 RNs excluding NPs and 21,784 NPs. 

Data from the 2008 and 2018 NSSRNs were used to produce tables and 
figures describing characteristics of both RNs and the APRN workforce, partic-
ularly NPs . 

Definition of Employed APRNS Using the 2008 and 2018 NSSRNs: The fol-
lowing procedures were used to define employed APRNs:

1.	 The respondent to the NSSRN was identified as being educationally pre-
pared as either a nurse practitioner (NP), clinical nurse specialist (CNS), 
certified nurse midwife (CNM), or certified nurse anesthetist (CNA); 
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2.	 The respondent was identified as employed in nursing and active in 
providing patient care in his/her primary nursing position.

For cases in which a respondent reported being active in providing patient 
care but who was identified as being educationally prepared in more than one 
APRN role (e.g., as both an NP and a CNS), the following methods were used to 
assign the type of APRN employment (i.e., employed as an NP versus employed 
as a CNS):

For the 2008 NSSRN, if the respondent reported an APRN job title, the 
observation was coded to match that job title. For example, if the respondent 
was identified as having been prepared as both an NP and a CNS, employed in 
nursing, and active in providing patient care in his/her primary nursing position 
but reported a job title of NP, the observation was coded “employed as NP.” 

The 2018 NSSRN did not ask individuals to report a job title; however, the 
survey did ask explicitly whether the individual was employed as an NP. As a re-
sult, individuals who were identified as being educationally prepared in more than 
one APRN role but reported employment as an NP were coded “employed as NP.”

If the reported job title could not be used to assign APRN employment type 
(2008 NSSRN) or the respondent did not report being employed as an NP (2018 
NSSRN), variables describing the patient population most often cared for and the 
reported clinical specialty area were examined. For example, if the respondent 
was identified as being prepared as both a CNM and an NP, employed in nurs-
ing, and active in providing patient care in his/her primary nursing position but 
reported caring primarily for a geriatric patient population, the respondent was 
coded “employed as NP.” Similarly, if the respondent was identified as being 
prepared as both a CNM and a CNS, employed in nursing, and active in providing 
patient care in his/her primary nursing position but reported a clinical specialty of 
labor and delivery, the individual was coded “employed as CNM.”

If the reported primary patient population or clinical specialty could not be 
used to determine the type of APRN employment, data were examined to deter-
mine whether the respondent was required by an employer to be state-licensed 
(2008) or nationally certified (2018) in one role but not the other. In such cases 
APRN employment was assigned to the role in which the respondent reported 
employer-required licensure or certification.

In the 2018 NSSRN, all sample cases were assigned to an APRN employ-
ment type using this approach. In the 2008 NSSRN, a total of 30 sample obser-
vations (out of 2,381) were excluded from the analysis of APRN employment 
because an individual’s APRN employment type could not be determined. These 
30 cases represented an estimated 2,727 employed nurses active in providing 
patient care in their primary nursing position.

Replicating Results: To assist individuals interested in replicating results shown 
in tables and figures in Chapter 3, the following provides the procedures used to 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

APPENDIX C	 411

generate the data included in Table C-2, which are representative of the descrip-
tive analyses conducted of RNs and APRNs.  

TABLE C-2 Number of Registered Nurses by Employment Settings, Average 
Annual Earnings, and Age, 2018

Employment Settings
All
RNs

Percent of 
Total

Average 
Annual 
Earnings

RNs Older 
Than 50

Percent
Over Age
50

Hospital (not mental health) 

Critical access hospital  309,822 11.2% $ 77,122 120,353 38.8%

Inpatient unit, not critical access 
hospital 

755,639 27.2% 72,668 210,958 27.9%

Emergency department not 
critical access hospital

161,603 5.8% 76,577 32,708 20.2%

Hospital-sponsored ambulatory 
care 

253,347 9.1% 77,826 128,015 50.5%

Hospital ancillary unit  54,181 2.0% 82,063 23,514 43.4%

Hospital nursing home unit  13,288 0.5% 72,442 7,564 56.9%

Hospital administration  95,543 3.4% 110,396 54,103 56.6%

Other hospital setting  20,133 0.7% 88,454 8,054 40.0%

Other hospital setting 
(consultative) 

49,717 1.8% 85,924 34,436 69.3%

Other Inpatient Setting

Nursing home unit not in hospital  60,615 2.2% 69,479 30,557 50.4%

Rehabilitation facility/long-term 
care 

110,554 4.0% 74,832 50,160 45.4%

Inpatient mental health  55,089 2.0% 68,044 24,091 43.7%

Correctional facility  13,775 0.5% 75,769 5,028 36.5%

Other inpatient setting 11,938 0.4% 70,729 4,414 37.0%

Clinic/Ambulatory 

Nurse-managed health center  9,183 0.3% 91,244 2,594 28.2%

Private medical practice (clinic, 
physician 

138,291 5.0% 72,787 58,379 42.2%

Public clinic (rural health center, 
federally qualified health center, 
Indian Health Service, tribal clinic, 
etc.) 

33,484 1.2% 69,983 14,210 42.4%

School health service (K–12 or 
college) 

65,015 2.3% 57,506 36,718 56.5%

continued
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Employment Settings
All
RNs

Percent of 
Total

Average 
Annual 
Earnings

RNs Older 
Than 50

Percent
Over Age
50

Outpatient mental health/substance  14,995 0.5% 68,288 7,124 47.5%

Ambulatory surgery center 
(freestanding)

8,807 0.3% 63,668 3,062 34.8%

Other clinical setting  67,182 2.4% 71,599 28,773 42.8%

Other types of Settings

Home health agency/service  175,212 6.3% 71,277 96,400 55.0%

Occupational health or employee 
health 

11,360 0.4% 77,556 8,346 73.5%

Public health or community health  41,176 1.5% 71,712 16,952 41.2%

Government agency other than  41,229 1.5% 81,423 23,777 57.7%

Outpatient dialysis center  27,704 1.0% 81,032 11,231 40.5%

University or college academic  34,698 1.2% 70,857 19,178 55.3%

Case management/disease 
management 

78,637 2.8% 81,324 38,202 48.6%

Call center/telenursing center  15,935 0.6% 79,754 9,613 60.3%

Other type of setting  12,197 0.4% 89,431 7,298 59.8%

Other type of setting (consultative)  38,130 1.4% 92,522 21,366 56.0%

All 2,778,476 100.0% 76,180 1,137,176

SOURCE: Calculations based on the 2018 National Sample Survey of Registered Nurses.

Step-by-step procedures to replicate the results for Table C-2 are shown be-
low. Note, the variable names are the original variable names given in the 2018 
NSSRN public use file. 

1.	 Download the 2018 NSSRN public use data.
2.	 Define RNs as non-APRNs using the variable APN_COMBOS_PUF 

and respondents with value = 0.
3.	 Define an FTE as the ratio of hours worked (variable = HRS_YR) to 

2000. FTEs = HRS_YR/2000. 
4.	 Use the variable: RKRNWGTA as the survey weight for all respondents. 
5.	 Define RNs over age 50 using the variable AGE_PUF.
6.	 Tabulate employment settings using the variable: PN_EMPSET_

COMB_PUF, only for respondents who are an RN (step 2) and work-
ing at least 0.75 FTE (step 3), for both those under and over age 50 
(step 5), employing survey weights (step 4), and for each value of 
PN_EMPSET_COMB_PUF, summarizing earnings using the variable 
PN_EARN_PUF. 

TABLE C-2 Continued
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In the case of Table C-3, which focuses on NP employment, the data shown 
in the table also were obtained from the 2018 NSSRN. Step-by-step procedures 
to replicate the results are shown below. Note that the variable names are the 
original variable names given in the 2018 NSSRN public use file. 

TABLE C-3 Nurse Practitioner Employment Settings, 2018

Employment Setting Number Percent

Median 
FTE Annual 
Earnings

Clinic or Ambulatory Care Settings

Nurse-managed health center 1,736 0.9% $99,000

Private medical practice (clinic, physician office, etc.) 63,155 32.6% $100,000

Public clinic (rural health center, federally qualified health 
center, Indian Health Service, etc.)

16,309 8.4% $97,000

School health service (K–12 or college) 4,060 2.1% $90,000

Outpatient mental health/substance abuse 5,528 2.9% $110,000

Other clinic/outpatient/ambulatory setting 9,742 5.0% $106,000

Total 100,529 51.9%

Other Settings

Home health agency/service 4,118 2.1% $105,000

Occupational health/employee health service 1,459 0.8% $106,000

Public health/community health agency 995 0.5% $100,000

Government agency, other 3,558 1.8% $110,000

University or college academic department 2,021 1.0% $91,000

Case mgmt../disease mgmt. insurance company 970 0.5% $114,000

Other setting (outpatient dialysis centers, call centers) 1,064 0.5% $100,000

Total 14,185 7.3% $105,000

Hospitals 

Critical access hospital 7,971 4.1% $112,000

Inpatient unit, not critical access hospital 28,855 14.9% $110,000

Hospital-sponsored ambulatory care 21,464 11.1% $109,000

Emergency department, not critical access hospital 6,077 3.1% $120,000

Other hospital-based setting 3,758 1.9% $105,000

Total 68,125 35.2% $112,000

continued
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Employment Setting Number Percent

Median 
FTE Annual 
Earnings

Other Inpatient Settings

Nursing home, nonhospital 2,687 1.4% $105,000

Rehabilitation facility/long-term care 3,705 1.9% $105,000

Inpatient mental health/substance abuse 2,502 1.3% $111,000

Correctional facility 1,567 0.8% $108,000

Other inpatient setting 288 0.1% $103,000

Total 10,749 5.6%

SOURCE: Calculations from data in the 2018 National Sample Survey of Registered Nurses.

Employed NPs active in providing patient care were identified using the 
variables “NP_EMPL_17” and “PN_PATCARE”; for both variables, sample 
cases with a recorded value of “1”. In Table C-3, the values of “PN_HOSPSET,” 
“PN_INPSET_PUF,” “PN_CLINSET_PUF,” and “PN_OTHSET” were used to 
calculate estimated employment by work setting; within each broad group, spec-
ified settings with small sample sizes were recoded and combined with cases 
originally reported as “other setting.” For example, in the broad group of “other 
setting,” the small number of cases reported for “outpatient dialysis centers” and 
“call center/telenursing center” were recoded and combined with cases originally 
reported as “other setting.” The variables “PN_EARN_PUF” and “EMP_STAT” 
were used to calculate median full-time annual earnings from the principal nurs-
ing position, by employment setting.

TABLE C-3 Continued
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Appendix D

Glossary

Accountable care organizations: Groups of health care providers who work 
together to coordinate care for their patients who are covered by Medicare.

Advanced practice registered nurses (APRNs): Hold at least a master’s degree 
in addition to the initial nursing education and licensing required for all RNs, and 
may continue in clinical practice or prepare for administrative and leadership 
positions. 

Community resilience: “Community capabilities that buffer it from or support 
effective responses to disasters,” and is of growing importance in disaster pre-
paredness, particularly in underresourced areas (Wells et al., 2013, p. 1172).

Compassion fatigue: “A health care practitioner’s diminished capacity to care 
as a consequence of repeated exposure to the suffering of patients, and from the 
knowledge of their patients’ traumatic experiences” (Cavanagh et al., 2020, p. 
640).

COVID-19: The official name for the disease identified as the cause of the 
novel coronavirus outbreak first identified in Wuhan, China, in 2019; CO stands 
for corona(virus), VI for virus, and D for disease. COVID-19 is a variant of a 
group of coronaviruses that can infect humans and animals and cause respiratory 
illnesses (CDC, 2020).

Cultural competency: “A set of congruent behaviors, attitudes, and policies that 
come together in a system, agency, or among professionals that enables effective 
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work in cross-cultural situations. Competence implies the capacity to function 
effectively as an individual and an organization within the context of the cultural 
beliefs, behaviors, and needs presented by consumers and their communities” 
(Cross et al., 1989, p. 17).

Cultural humility: In health care, cultural humility is a goal in training and 
education that informs providers’ relationships to patients and people and in-
volves “developing mutually beneficial and non-paternalistic partnerships with 
communities on behalf of individuals and defined population” (Tervalon and 
Murray-Garcia, 1998, p. 118). 

Cultural racism: “The ideology of inferiority in the values, language, imagery, 
symbols, and unstated assumptions of the larger society” (Williams et al., 2019, 
p. 110).

Cultural taxation: Refers to the phenomenon whereby faculty who are individu-
als of color are asked routinely to take on extra, uncompensated work to address 
a lack of diversity in their institutions.

Culture of health: The Robert Wood Johnson Foundation (n.d.) defines a culture 
of health as “one in which good health and well-being flourish across geographic, 
demographic, and social sectors; fostering healthy equitable communities guides 
public and private decision making; and everyone has the opportunity to make 
choices that lead to healthy lifestyles.”

Disaster: Defined as a serious disruption of the functioning of a community or a 
society at any scale due to hazardous events interacting with conditions of expo-
sure, vulnerability, and capacity, leading to one or more of the following: human, 
material, economic, and environmental losses and impacts (UNDRR, 2017). 

Discrimination: Occurs when people or institutions treat racial groups differ-
ently, with or without intent, and this difference results in inequitable access to 
opportunities and resources (Williams et al., 2019).

Downstream intervention: “Interventions and strategies that aim to provide 
equitable access to care and services to individuals, groups and communities, in 
order to mitigate the negative impacts of adverse health effects” (NCCDH, 2020). 
These interventions impact the individual level. 

Grey literature: Literature, writing, and research that is produced at all levels of 
government, academia, and private industry in both print and electronic formats 
but is not controlled by or associated with commercial publishers (Farace et al., 
2005; Schöpfel and Farace, 2010).
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Health care equity: Ensuring that access to health care and high-quality care are 
available to all individuals and communities. 

Health disparities: Health differences that “adversely affect groups of people 
who have systematically experienced greater social or economic obstacles to 
health based on their racial or ethnic group, religion, socioeconomic status, gen-
der, mental health, cognitive, sensory, or physical disability, sexual orientation, 
geographic location, or other characteristics historically linked to discrimination 
or exclusion” (Carter-Pokras and Baquet, 2002; HHS, 2016).

Health equity: “The state in which everyone has the opportunity to attain full 
health potential and no one is disadvantaged from achieving this potential because 
of social position or any other socially defined circumstance” (NASEM, 2017).

Health inequities: “Systematic differences in the opportunities that groups have 
to achieve optimal health, leading to unfair and avoidable differences in health 
outcomes” (NASEM, 2017).

Implicit bias: “Refers to the attitudes or stereotypes that affect our understand-
ing, actions, and decisions in an unconscious manner” (Staats, 2013, p. 6). 

Intersectionality: Recognizing the complex factors that contribute to health 
inequities by stressing the importance of the intersection of multiple interdepen-
dent social determinants that shape the health and well-being of individuals and 
communities. More specifically, the theoretical framework considers the inter-
section of these social determinants at the “micro level of individual experience 
to reflect multiple interlocking systems of privilege and oppression at the macro, 
social-structural level” (Bowleg, 2012, p. 1267). 

Licensed practical nurses (LPNs)/licensed vocational nurses (LVNs): Support 
the health care team and work primarily under the supervision of a registered 
nurse (RN), advanced practice registered nurse (APRN), or physician. They per-
form basic tasks, such as taking vital signs; administering medications, changing 
wound dressings; and ensuring that patients are comfortable and receive nutrition 
and hydration. LPNs/LVNs complete a 12- to 18-month education program at 
a vocational/technical school or community college, and are required to take a 
nationally standardized licensing exam in the state where they begin practice 
(IOM, 2011). In nursing homes, where they predominate, they supervise nurse 
aides to oversee care. LPNs/LVNs can become RNs through associate’s degree 
or baccalaureate in nursing bridge programs. 

Microaggressions: “Brief and commonplace daily verbal, behavioral, or envi-
ronmental indignities, whether intentional or unintentional, that communicate 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

418	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

hostile, derogatory, or negative racial slights and insults toward people of color” 
(Sue et al., 2007, p. 273).

Midstream interventions: “Seek to reduce exposure to hazards by improving 
material working and living conditions, or to reduce risk by promoting healthy 
behaviors” (NCCDH, 2020). These interventions impact on the individual level. 

Moral well-being: “The highest attainable development of innate capacities 
that enable humans to flourish as embodied, individuated but necessarily inter-
dependent social organisms by managing the adaptive challenges of vulnerabil-
ity, constraint, connection, and cooperation in an uncertain, risky environment” 
(Thompson, 2018, p. 4).

Nursing informatics: “The specialty that integrates nursing science with multi-
ple information and analytical sciences to identify, define, manage and communi-
cate data, information, knowledge and wisdom in nursing practice” (ANA, 2015).

Population health: “The health outcomes of a group of individuals, including 
the distribution of such outcomes within the group” (Kindig and Stoddart, 2003, 
p. 381).

Posttraumatic stress disorder (PTSD): A “psychiatric disorder that may occur 
in people who have experienced or witnessed a traumatic event such as a natural 
disaster, a serious accident, a terrorist act, war/combat, or rape or who have been 
threatened with death, sexual violence or serious injury” (APA, 2020). 

Public health: “The art and science of preventing disease, prolonging life and 
promoting health through the organized efforts of society” (Acheson, 1988).

Racism: An organized social system in which the dominant racial group, based 
on an ideology of inferiority, categorizes and ranks people into social groups 
called ‘races’ and uses its power to devalue, disempower, and differentially al-
locate valued societal resources and opportunities to groups defined as inferior” 
(Williams et al., 2019, p. 106).

Registered nurses (RNs): Provide preventive, primary, and acute care in collab-
oration with other health professionals. Their roles vary enormously by setting 
but can include such activities as conducting health assessments and taking health 
histories, looking for signs that health is deteriorating or improving, providing 
counseling and education to promote health and manage chronic disease, admin-
istering medications and other personalized interventions and treatments, and 
coordinating care. RNs are required to take a nationally standardized licensing 
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exam after completing a program at a community college, diploma school, or 
4-year college or university. 

Relational ethics: Defined in health care as actions that take place within rela-
tionships and consider the existence of the other (i.e., patient, nurse) (Bergum 
and Dossetor, 2005). Core tenets include mutual respect, engagement, embodied 
knowledge, environment, and uncertainty; the most important tenet is mutual 
respect (Pollard, 2015).

Resilience: Refers to “the capacity of dynamic systems to withstand or recover 
from significant disturbances” (Masten, 2007, p. 923).

Resilience engineering: Focused on “understanding the nature of adaptations, 
learning from success and increasing adaptive capacity” (Anderson et al., 2016, 
p. 1). 

Social determinants of health (SDOH): The conditions of the environments in 
which “people live, learn, work, play, worship, and age that affect a wide range of 
health, functioning, and quality-of-life outcomes and risks.” These conditions in-
clude education, employment, health systems and services, housing, income and 
wealth, the physical environment, public safety, the social environment (including 
structures, institutions, and policies), and transportation at the population level. 
SDOH are sometimes called social influences or social factors (HHS, 2020).

Social justice: The concept that everyone deserves equal rights and opportuni-
ties. In health care, it refers to the delivery of high-quality care to all individuals. 

Social needs: A person-centered concept that incorporates a person’s perception 
of her or his own health-related needs. Nonmedical health-related social needs 
can include housing instability, food insecurity, and exposure to violence that 
drives health care utilization and may impact health outcomes (NASEM, 2019).

Structural inequities: The personal, interpersonal, institutional, and systemic 
drivers—such as racism, sexism, classism, ableism, xenophobia, and homopho-
bia—that make those identities salient to the fair distribution of health opportu-
nities and outcomes (NASEM, 2017, p. 99). 

Structural racism: “The processes of racism that are embedded in laws, poli-
cies, and practices of society and its institutions that provide advantages to racial 
groups deemed as superior, while differentially oppressing, disadvantaging, or 
otherwise neglecting racial groups viewed as inferior” (Williams et al., 2019, p. 
107).
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Systemic racism: According to The Aspen Institute, “In many ways ‘systemic 
racism’ and ‘structural racism’ are synonymous. If there is a difference between 
the terms, it can be said to exist in the fact that a structural racism analysis pays 
more attention to the historical, cultural and social psychological aspects of 
our currently racialized society” (The Aspen Institute, 2016). 

Telehealth: “The use of electronic information and telecommunications tech-
nologies to support and promote long-distance clinical health care, patient and 
professional health-related education, and public health and health administra-
tion” (HHS, 2020). 

Trauma-informed: “A program, organization, or system that is trauma-informed 
realizes the widespread impact of trauma and understands potential paths for re-
covery; recognizes the signs and symptoms of trauma in clients, families, staff, 
and others involved with the system; and responds by fully integrating knowledge 
about trauma into policies, procedures, and practices, and seeks to actively resist 
re-traumatization” (SAMHSA, 2014, p. 13).

Upstream interventions: These “interventions and strategies focus on improving 
fundamental social and economic structures in order to decrease barriers and im-
prove supports that allow people to achieve their full health potential” (NCCDH, 
2020). These interventions impact the community level.

Well-being: An inherently complex concept, encompassing an individual’s ap-
praisal of physical, social, and psychological resources needed to meet a particu-
lar psychological, physical, or social challenge (Dodge at al., 2012)

White privilege: Defined by The Aspen Institute (2016) as “whites’ historical 
and contemporary advantages in access to quality education, decent jobs and 
liveable wages, homeownership, retirement benefits, wealth, and so on.”
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Appendix E

The Future of Nursing 2020–2030: 
Meeting America Where We Are

Supplemental Statement of 
William M. Sage, M.D., J.D.

In 2019, the National Academies of Sciences, Engineering, and Medicine 
launched its second major consensus study (and third study in 15 years) of the 
future of the nursing profession in the United States, with an intended focus on 
community nursing and health equity. In 2020, the COVID-19 global pandemic 
changed how the United States understands its health and its health care system. 

Such times cry out for policies with ambition and courage, especially from 
organizations such as the National Academies that serve as stewards and guard-
ians of biomedical science and public health. I write separately today because, in 
my view, the conclusions and recommendations in this report are not sufficiently 
bold to fully meet the moment. 

The committee’s charge was amended in mid-2020, and the project’s time-
table extended, to consider COVID-19. Among other changes, the final report 
includes a COVID-focused chapter on “disaster preparedness.” Given the sys-
tematic issues of injustice and avoidable harm that the COVID-19 pandemic has 
revealed, it is my view that the least important lessons for the future of nursing 
may be about disaster preparedness. The U.S. pandemic experience has made 
plain that illness is unequally distributed across groups and communities, that the 
burdens of illness track long-standing racial and socioeconomic injustices, that 
public engagement and education are critical components of health improvement, 
and that nurses are essential to an effective public health system now and in the 
future. 

As this report was being drafted, heartbreaking headlines proclaimed grow-
ing numbers of sick and dying across the country and throughout the world. Most 
severely—and unfairly—affected were individuals and communities of color, 
who suffer from the compound disadvantages of racism, poverty, workplace 
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hazards, compromised health care access, and preexisting health conditions re-
sulting from the foregoing factors. Seniors in long-term care and other congregate 
settings were also profoundly endangered. 

Nurses in COVID-19 hot spots went to work every day, often for extended 
shifts, caring for patients despite the hazard to themselves and their family mem-
bers. Some nurses served on the front lines in hospital emergency departments 
and intensive care units, or in skilled nursing facilities. Many left loved ones 
to help strangers who were sick and dying, sometimes rendering care without 
adequate protective equipment. Other nurses have educated the public about 
COVID-related risks and protective measures, including overcoming vaccine 
hesitancy, while working to test communities and trace contacts of those infected. 
The rewards to such dedicated service are great, but so are the dangers of psychic 
trauma and moral injury to nurses and other health care workers. It seems likely 
that the scope and scale of post-pandemic stress on the health care workforce will 
be unprecedented in American history.

COVID-19 has also revealed profound problems with the financing and 
delivery of American health care, presenting both challenges and opportunities 
for nursing, and has reopened old wounds about lack of voice and subordination 
in professional hierarchies. Even as the pandemic raged, nurses with outstanding 
professional skills suffered economic hardship as reduced demand for nonemer-
gency, specialized medical care and surgical procedures resulted in furloughs 
and layoffs. The value of nursing has often been obscured by hospital accounting 
practices that treat nurses as undifferentiated though dominant contributors to 
organizational “labor costs”—relegating them to the expense side of the ledger. 
This short-sightedness explains why nurses were among the first casualties of 
COVID-related financial pressures on many provider organizations.

Nurses cannot engage the social determinants of health as charity or in their 
spare time, but must be paid for the value they deliver, especially as hospitals 
and other major employers of nurses become accountable for population health. 
Considered as an engine of value creation, nursing is economically significant at 
the national level and in every community across the country. Nurses’ cumulative 
national earnings total approximately $250 billion annually, as much as the entire 
economies of Connecticut, Oregon, and South Carolina. Registered nurses earn 
more in the aggregate than any occupational classification in the United States 
except “manager” and “chief executive”—more even than physicians. Secure 
employment at fair wages contributes to economic stability for nurses and their 
families. Because the United States spends health care dollars in every region, 
nurses’ earnings also build health equity by helping to offset socioeconomic dis-
advantage, including in communities of color. 

This supplemental statement focuses on missed opportunities—potential 
conclusions and recommendations within the project’s Statement of Task, illu-
minated by the COVID-19 experience, that were not included in the report. I 
regard these as critical omissions because I do not think the goal of a National 
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Academies report should be to publish a tome, or to compile a long list of ap-
proved areas for possible funding and future policy development. In my view, its 
goal should be to make a compelling case for action and advocacy through clear, 
unmistakable statements combining data, insight, and purpose. 

A futurist project on the nursing profession at this moment in our country’s 
health care history demands the formulation of strong hypotheses for the post-
COVID era, which ongoing research, some of it COVID-related, will continue 
to test. In my experience, moreover, major National Academies reports on health 
policy are most effective when they are self-critical. Some progress has been 
made since this report’s 2011 predecessor (FON-1), but other recommendations 
in FON-1 have languished or stalled. Whatever has been accomplished since 
2011, the COVID-19 pandemic shows that it was not enough. Nursing has far 
more to do, and nursing must be inspired and empowered to do it. 

As a physician, I might seem an unlikely messenger to suggest that a report 
on the future of nursing lacks sufficient ambition. But physicians still hold the 
greatest public authority in U.S. health care, and they still wield the most power. 
If radical change in our health care system is required to promote both health and 
justice, physicians must open their tent and welcome nurses and others inside, 
an urgent set of tasks that the National Academies can help move forward. I 
therefore feel a special responsibility for the reach and quality of this critically 
important work. 

The recommendations in this report are well-intentioned and well-expressed, 
and I wholeheartedly endorse their goals and most of their details. But, in my 
view, they dwell excessively on generalities regarding health equity and the social 
determinants of health. Using the right vocabulary is not enough—COVID-19 
proves that talking the talk without walking the walk does not shorten the journey, 
much less reach the destination. 

I believe that substantial evidence, including ongoing research in connection 
with COVID-19, supports the following additional conclusions and associ-
ated recommendations to improve the future of nursing and promote health 
equity as called for in the Statement of Task:

1.	 Despite lavish expenditures, America’s “medical-industrial complex” 
is failing to preserve and improve the nation’s health. COVID-19 has 
shown that core public and community health functions are inadequately 
supported and poorly coordinated. At the same time, major segments of 
our massive yet often elective clinical enterprise—which employs the 
majority of nurses—now demand even greater taxpayer subsidy as they 
struggle to continue their accustomed activities. The report recommends 
workforce expansion, but would finance it indirectly through existing 
clinical revenue streams that would serve mainly to further medicalize 
social problems. Instead, it should call for substantially greater direct 
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public funding of community and public health nursing as part of an 
overall redirection of investment from medical care to health. Enhanced 
support for public employment should be accompanied by an expansion 
of scope of practice that empowers bachelor’s degree–trained RNs to 
serve their communities more effectively, amplifying the benefits of full 
practice authority for nurse practitioners and other advanced practice 
nurses. 

2.	 The nursing profession is an economic force for health improvement and 
should be treated as such by hospital systems, other clinical settings, 
and payers. When a physician performs a clinical task, the presumption 
is that the physician will be paid for that task; when a nurse (leaving 
aside advanced practice) performs a clinical task, the presumption is 
that her or his work is subsumed in aggregate fees paid to the facility 
where she or he practices—even if both the physician and the nurse are 
employees of the same organization. Treating physician services as at-
tracting revenue while nurse services impose costs disempowers nursing 
and favors procedural over community-oriented care. The report should 
devote greater attention to identifying, measuring, and rewarding the 
patient and public benefits of all nursing care, not just advanced prac-
tice—including facilitating revenue generation by nurses who improve 
quality, safety, and population health.

3.	 Nursing is too siloed and too rivalrous, both within itself and with re-
spect to other professions. Significant gains in nurses’ authority and per-
formance with respect to community health and health equity are more 
likely to result from partnering than from climbing ladders and pulling 
them up afterwards. Yet, the nursing profession remains dominated by 
the largely White, nearly exclusively female groups that have been most 
successful in hospital-based settings with physician-led hierarchies. 
The report should be more self-aware and self-critical of nursing’s 
professional blinders, including an acknowledgment and promise that 
the National Academies’ repeated, well-funded attention to the future 
of nursing is intended to be inclusive of rather than competitive with 
other health professions. The report should also be more attentive to 
recommendations affecting the basic RN nursing workforce, which was 
relatively neglected in FON-1 compared with advanced practice; to the 
various aspects of professional diversity that follow from generational 
change; and to the important roles played by nursing aides, community 
health workers, and others who may not be fully qualified nurses but 
who are key contributors to health equity and community health.

4.	 Fulfilling the promise of nursing means speaking truth to the medical 
establishment and making it acknowledge an ethical obligation to re-
form professional hierarchies. The laws and norms that constrain nurses’ 
ability to practice to the full extent of their skills and training were put 
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in place by physicians to protect their privileges, independence, and 
income. As the COVID-19 pandemic recedes, retrogressive lobbying 
campaigns by organized medicine have already resurfaced, aimed at 
rolling back improvements in nursing practice authority that were long 
overdue and that the report, admirably, speaks out to defend. Such out-
dated, unwarranted restrictions often apply not only to advanced prac-
tice nurses but also to other nurses and health professionals, and they 
include the payment policies that continue to fill health industry coffers 
primarily from orders, prescriptions, and referrals that originate with 
the physician’s pen. The report should be more demanding and explicit 
about examining these pathways and providing nursing a meaningful 
voice and greater parity with physicians in performing professional 
self-regulatory functions, whether adding a nursing organization to cor-
porate membership in the Joint Commission or revisiting the American 
Medical Association’s monopoly on clinical coding and its Medicare 
payment advisory structure (the “RUC”), which favors specialized 
physician services and retards progress on community health and health 
equity. 

5.	 Racism and discrimination affecting health are ubiquitous, often not 
vestigial, and not always unintentional. The COVID-19 pandemic and 
the protests over racism in law enforcement synergized to raise public 
awareness of pervasive discrimination in today’s America. Inequities 
associated with race have been evident in the heightened vulnerability 
to disease within communities of color, in the comorbidities originating 
in social determinants that increased COVID-19 mortality among those 
infected, and in the tiering of hospitals by wealth and demographics with 
respect to accessing personal protective equipment and other critical re-
sources. Although health disparities based on race are well documented 
in the report, the purposefulness of discrimination is often obscured by 
the detached tone in which scientific research is presented. In my view, 
the report also underplays racism in formulating its recommendations, 
especially concerning nursing practice. 

6.	 Because disease tracks injustice, social advocacy is an essential element 
of nursing ethics. With few exceptions, ethical advocacy by the health 
professions has observed a line between the medical and the social, 
focusing mainly on issues of health insurance, treatment relationships, 
and biomedical technology. A major lesson of the social determinants lit-
erature, further validated by the COVID-19 experience, is that the most 
meaningful health laws are those that increase and equalize wealth and 
power and education and opportunity, not those limited to medical care. 
Nurses (and physicians) therefore must change lanes in their ethical 
causes and advocacy strategies, which they seldom have the knowledge, 
training, or independence to do effectively. The report is not sufficiently 
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explicit about nurses’ affirmative commitments to advocacy or about 
how to protect nurses who advocate from retaliation or discipline, nor 
does the report acknowledge that in a profession as large and diverse 
as nursing, a range of views and positions will be sincerely held and 
entitled to respect and discussion.

7.	 Hospitals have special obligations to accelerate improvement in health 
equity through nursing. America’s hospital sector remains the greatest 
beneficiary of health care spending and the largest employer of nurses. 
Although the report invokes health equity as the primary objective for 
nursing over the coming decade, hospitals are barely acknowledged 
and almost never directly advised. Hospitals possess the capital, orga-
nization, and position within communities to play a leadership role in 
advancing health equity. Whether hospitals embrace that responsibility, 
or instead sit on the sidelines or even oppose necessary change, is far 
from certain. Some hospitals consider themselves primarily community 
institutions, while others function more as giant revenue-generating 
businesses, research powerhouses, or workshops for private physicians. 
A fundamental shift is required in how hospital management perceives 
nurses, and in how those perceptions are translated into strategic plan-
ning, budgeting, and operations. The report should be much clearer 
about incorporating health equity into hospitals’ core clinical functions; 
about expanding leadership roles for nurses in forward-looking domains, 
such as informatics and community engagement; and about committing 
hospitals to respect and empower their nursing workforce while ensuring 
nurses’ well-being and building their resilience.

	
Although I value my participation on this committee and have learned much 

from my colleagues, I feel personally obliged to offer these frank observations 
and the priorities for action that they convey. The massive health-related and so-
cial and economic upheavals consequent to COVID-19, the trepidation associated 
with nascent and impending climate crises, and the rapidity of technologic and 
generational change make this a teachable moment for the nursing profession and 
for the nation. The top-line message of this report should be more than that the 
National Academies agrees on the importance of health equity to nursing policy; 
it should be that the National Academies calls for action. The late Supreme Court 
Justice Ruth Bader Ginsburg, whose former faculty office at Columbia Law 
School I once had the privilege to call my own, wrote that “real change, enduring 
change, happens one step at a time.” In my view, this report should do more to 
illuminate the path. It should see clearly, think deeply, lead, and inspire. It should 
help bend the arc of nursing, of health care, and of health toward justice.
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Appendix F

Committee Response to 
Supplemental Statement

The committee has carefully considered Dr. Sage’s supplemental statement 
(see Appendix E) and believes the report’s findings and conclusions that form 
the basis for its recommendations are consistent with the evidence at hand. The 
Statement of Task for this consensus study on The Future of Nursing 2020–2030 
directed the committee to chart a path for the nursing profession to help the nation 
create a culture of health, reduce health disparities, and improve the health and 
well-being of the U.S. population in the 21st century. The committee believes that 
an ambitious call for action associated with each component of the Statement of 
Task for this study is robustly addressed within the report and its recommenda-
tions even as the report content is guided by the standards for evidence-based 
recommendations of the National Academies of Sciences, Engineering, and Med-
icine. This report adheres to those requirements to present recommendations 
that are supported by evidence. The committee is not permitted to advance an 
advocacy agenda. 

The committee members all agree that the report should illuminate a path 
for nursing that, if executed, would substantively address the serious issues of 
inequities in the nation that are clearly shown to adversely impact health status. 
Through its extensive exploration of issues and formulation of a set of recommen-
dations that invites broad and deep engagement across multiple stakeholders, the 
committee believes it has developed a report that substantively addresses issues 
of inequities associated with health disparities. Committed to the National Acad-
emies’ requirements to ground all conclusions and recommendations in sound 
science, the committee has directed nine action-oriented recommendations to spe-
cific actors with a specific timeline. Dr Sage’s recommendation that the commit-
tee formulate strong hypotheses for the post-COVID era is beyond the scope of 
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the committee’s Statement of Task and while interesting, would be inappropriate 
for this report. The remainder of this response by the committee addresses some 
of the specific points Dr. Sage makes in his supplemental statement. 

NURSING’S ROLE IN DISASTER PREPAREDNESS

Dr. Sage states that the report does not focus sufficiently on nursing in the 
post-COVID period. We disagree strongly with this view. The committee has 
offered two recommendations related specifically to COVID-19 and future emer-
gencies (see Recommendations 3 and 8 in Chapter 11) and devoted two chapters 
to the topic of disaster preparedness/public health emergencies and the well-being 
of the nursing workforce (Chapters 8 and 10, respectively). Specifically, the com-
mittee has called out moral distress, stating: “Nurses in all roles and settings are 
confronted with ethical challenges that have the potential to cause moral suffering 
(ANA Code of Ethics, 2015), including moral distress or moral injury (Rushton, 
2018). When nurses are unable to convert their moral choices into action because 
of internal or external constraints, moral distress ensues and threatens their integ-
rity (Ulrich and Grady, 2018).” Conclusion 10-1 in Chapter 10 states: “All en-
vironments in which nurses work affect the health and well-being of the nursing 
workforce. Ultimately, the health and well-being of nurses influence the quality, 
safety, and cost of the care they provide, as well as organizations and systems of 
care. The COVID-19 crisis has highlighted the shortcomings of historical efforts 
to address nurses’ health and well-being.” Inclusion of further material regarding 
nursing in the post-COVID era would clearly be beyond the scope of this study 
and run the risk of creating an imbalance that would diminish the importance of 
the many other issues at the core of the committee’s charge. 

PROGRESS SINCE THE 2011 THE FUTURE OF NURSING REPORT

Dr. Sage states that the report’s response to the lack of progress in some areas 
over the last decade is inadequate. We reject this view; the report emphasizes the 
need for additional progress throughout. The report addresses the important but 
insufficient progress in nurses achieving greater parity with physicians through an 
expanded scope of practice for advanced practice nurses that was recommended 
in the 2011 report, and includes a recommendation reiterating the need to con-
tinue this work. Recommendation 4 states: “All organizations, including state and 
federal entities and employing organizations, that prevent nurses from practicing 
to the full extent of their education and training by imposing regulatory barriers; 
public and private payment limitations; restrictive policies and practices within 
health care, public health, and other community-based organizations; and other 
legal, professional, and commercial impediments should remove those barriers so 
that nurses can fully address social needs and social determinants of health and 
improve health care access, quality, and value.”
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Most important, this report expands on the work identified in the 2011 report 
as needed to increase the diversity of the nursing workforce. (See, for instance, 
Conclusion 3-3 in Chapter 3: “As the nation’s population becomes more diverse, 
sustaining efforts to diversify the racial, ethnic, and gender composition of the 
nursing workforce will be important”.) The committee explicitly addresses rac-
ism, social determinants of health, and health equity throughout the report. 
Building on the need to expand diversity, this report describes the racism that 
is embedded in nursing education and practice and calls for nurses to address 
their own biases and address structural racism. The report also identifies oppor-
tunities to deploy more fully the expertise of baccalaureate and other nurses in 
a wide array of settings. And the report advances a set of recommendations that, 
if implemented, will align resources and attention to address contemporary and 
emerging challenges facing both the profession and the U.S. population—fully 
commensurate with the scope of this study. 

ALIGNMENT ACROSS NURSING

We also emphatically disagree with Dr Sage’s remarks regarding the com-
mittee’s treatment of opportunities for increased alignment across nursing orga-
nizations. The report’s first recommendation focuses explicitly on the alignment 
of expertise and other resources within nursing profession associations and or-
ganizations, and this and other recommendations reflect the opportunity for 
partnerships with other professions and groups. Regarding the lack of sufficient 
recognition of the value of nursing, the report states that there must be direct 
public funding for both school nursing and public health. The two chapters that 
address this need—Chapter 4, “The Role of Nurses in Improving Health Care 
Access and Quality,” and Chapter 5, “The Role of Nurses in Improving Health 
Equity.” The committee also calls for workforce expansion (see Chapter 3) and 
adequate financing of the nursing workforce (see Chapter 6). In particular, the 
committee notes a number of ways in which public health nursing and school 
nursing can be bolstered in an effort to lead health equity efforts. 

Taken together, the committee believes that this report and its recommen-
dations, if implemented, will have far-reaching and meaningful impact on the 
education and practice of nurses at every level and specialty. Dr. Sage said that 
the goal of the report should be to make a compelling case for action and ad-
vocacy. The committee believes that a careful reading of the report will reveal 
that this has in fact been accomplished within the evidence-based tradition of the 
National Academies. 
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Appendix G

Profiles of Nursing Programs 
and Organizations

Nurses across the globe are innovating new approaches for addressing 
social determinants of health (SDOH) and improving health equity; collab-
orating with a wide variety of partners across disciplines and sectors; and 
implementing programs in communities, hospitals, schools, and other venues. 
The Future of Nursing: 2020–2030: Charting a Path to Achieve Health Eq-
uity describes how health outcomes and access to health care are inextricably 
entwined with the conditions in which people are born, grow, live, work, and 
age, known as SDOH. These social, economic, and environmental factors, 
including race, education, employment, housing, the physical environment, 
and wealth, are strong predictors of health and life expectancies. Nurses are 
increasingly using their expertise, their connections with communities and 
individuals, and their ability to collaborate across professional boundaries to 
address SDOH and give everyone an equal opportunity to live a healthy life. 
The following vignettes describe nurses’ work in this area; the vignettes are 
divided into sections on

•	 prioritizing SDOH,
•	 strengthening the nursing workforce,
•	 innovating in health care,
•	 mental health and substance abuse,
•	 community-based health and social care,
•	 leading on gender equity, and
•	 the power of leadership.
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PRIORITIZING THE SOCIAL DETERMINANTS OF HEALTH

Rush Surplus Project: A Three-Pronged Approach to 
Addressing Food Insecurity While Reducing Waste

Hospital kitchens may not commonly serve as incubators of great initiatives, 
but for Jennifer Grenier, DNP, RN-BC, CNML, CENP, director of clinical oper-
ations for the cardiac service line at Rush University Medical Center (RUMC) 
in Chicago, Illinois, they have been just that. In 2015, while employed at Rush 
Oak Park Hospital (ROPH) in Oak Park, Illinois, Grenier became aware of the 
vast quantities of food being thrown out by the hospital cafeteria each day. To 
reduce this waste while simultaneously addressing the needs of patients and local 
communities living with food insecurity, she, along with Nicole Wynn, DNP, 
RN-BC, and a team of community leaders founded the Rush Surplus Project. The 
program began as a partnership between ROPH and the Oak Park River Forest 
Food Pantry (recently renamed Beyond Hunger), an organization that provides 
food and other services to 13 zip codes throughout the Chicago metropolitan area. 

In Cook County, where Oak Park is located, food insecurity is pervasive. 
Shortly after the partnership with Oak Park River Forest Food Pantry was formed, 
the local YMCA also became a recipient site. And in 2017, after moving to 
RUMC Grenier and Wynn expanded the program there, this time partnering with 
Franciscan House, a homeless shelter on Chicago’s West Side. The model works 
as follows. After becoming certified food handlers, volunteers from the hospital 
staff, including nurses, social workers, kitchen employees, and administrators, 
repackage the cafeteria’s unused prepared foods, labeling the containers with the 
date and any potential allergens. Finally, volunteers from the pantry transport the 
food, which must be consumed within 24 hours of delivery. Since its inception, 
the Rush Surplus Project has provided more than 700 meals per month, or ap-
proximately 8,400 meals per year. Furthermore, each meal has reduced landfill 
waste by approximately 1 pound (or 8,400 pounds annually). The project has also 
strengthened volunteerism, thus reinforcing community bonds.

With the help of Robyn Golden, MA, LCSW, assistant vice president for 
population health and aging at RUMC, the Rush Surplus Project has spawned 
two other initiatives. The first, launched in 2017, is a partnership with Top Box 
Foods—an organization that provides the employees of RUMC and ROPH, 
many of whom struggle with food insecurity, the opportunity to purchase, at 
a discounted rate, a 15-pound box of produce, picked up at the hospital. The 
second initiative, Food Is Medicine, is a collaboration among the Rush Depart-
ment of Food and  Nutrition Services, the Greater Chicago Food Depository, 
and the Surplus Project. Upon admission to participating ROPH units, patients 
are screened for several social needs, and those who screen positive for food 
insecurity receive within 48 hours a bag of such nonperishable foods as oatmeal, 
canned proteins, and peanut butter, along with recipes and diet instructions for 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

APPENDIX G	 435

specific conditions. Food-insecure patients are also encouraged to apply for other 
forms of nutritional support and are enrolled in NowPow, a database that upon 
discharge connects them to local resources, including shelters, food pantries, and 
transportation options. 

The burden of liability could create barriers for organizations trying to do-
nate to the project; however, the Good Samaritan law removes those barriers by 
protecting organizations that donate food to nonprofit organizations. A smaller 
obstacle was pushback from the cafeteria staff members, who initially interpreted 
the initiative as reproach for wasteful practices; soon, however, they understood 
the mission and got on board. 

The Rush Surplus Project has proven popular, and various institutions serv-
ing low-income individuals in Illinois have already adopted the model. To fa-
cilitate replication, Grenier and her team created the Surplus Project Toolkit. 
According to Grenier, key to the program’s success is inclusivity. “Anyone who 
gets certified to package food can participate,” she says. Food Is Medicine has not 
yet spread to other institutions but has quickly been adopted within RUMC. Gre-
nier notes that though the program requires an additional screening, enthusiasm 
remains high among nurses because they see the tangible results of their efforts. 
“We send the units monthly data so they know how many patients they screened 
and how many bags they delivered. We even have a little race going; the unit that 
delivers the highest number of bags gets a pizza party.”

To encourage replication, Grenier and Wynn regularly post video tutorials on 
social media and provide PowerPoint presentations at conferences. While both 
agree that running the programs on top of the demands of their full-time jobs can 
be challenging, they believe the rewards far outweigh the hurdles. “We do this 
because we love it,” Wynn says. “And we believe in doing what’s right.” 

For more information, see Greater Chicago Food Depository, 2019; Grenier, 
2019a,b; Grenier and Wynn, 2018; Rush Internal Communications, 2017.

CAPABLE: Helping Older Adults Thrive at Home

Early in her career, Sarah Szanton, PhD, ANP, FAAN, cared for migrant 
farm workers in rural Pennsylvania, some of whom were living in reconstructed 
chicken coops. Later, as a nurse practitioner (NP) making house calls on home-
bound older adults in west Baltimore, she realized the extent to which people’s 
health and quality of life deteriorate when their homes do not accommodate 
their disabilities or frailty. Those early experiences led Szanton—now endowed 
professor for health equity and social justice and director for policy at the Center 
on Innovative Care in Aging at the Johns Hopkins University School of Nursing 
in Baltimore—to co-create a program called CAPABLE (Community Aging 
in Place—Advancing Better Living for Elders), designed to help low-income 
seniors age safely in their own homes. Two key program components are an em-
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phasis on a person’s physical functioning at home and the concept that housing 
is health care.

CAPABLE is based on the ABLE (Advancing Better Living for Elders) 
model created by Laura Gitlin, PhD, FAAN—a home-based intervention that 
employs occupational and physical therapists (OTs and PTs) to address the needs 
of functionally vulnerable older adults. CAPABLE includes a focus on the man-
agement of pain, medications, and depression, along with communication with 
primary care providers and home repair. To accomplish these goals, a registered 
nurse (RN), an OT, and a handyman work in tandem. Szanton notes that while 
CAPABLE’s initial priority was safety, she soon realized that to truly improve 
the health and lives of older adults, the program had to focus on their priorities 
and tap into their motivation for change. She explains that after home adjustments 
are made, residents adopt behaviors advised by their clinicians; for example, they 
quit smoking or better adhere to a medication regimen. People using CAPABLE, 
she adds, have described it as “life-transforming.” One participant reported, “I 
used to crawl up and down the stairs on all fours. Since the railings I can walk 
up and down the steps standing up like a lady.” 

 CAPABLE costs approximately $2,825 per person but is associated with 
$30,000 in savings per year, mainly in reduced emergency room (ER) visits, 
hospitalizations, and long-term support services. This cost-saving potential has 
fueled the program’s spread. Yet, despite its proven effectiveness, CAPABLE has 
faced several challenges: 

•	 The health care system’s persistent focus on disease. Because of that 
emphasis, payment policies seldom support CAPABLE’s emphasis on 
functional improvement.

•	 Training. CAPABLE requires clinicians to relate to residents differently, 
focusing on their goals.

•	 Providing CAPABLE to people with cognitive impairments. Working 
with a human-centered design expert, Szanton hopes to adapt the service 
for those requiring the assistance of family caregivers.

CAPABLE is offered at 29 sites in 15 states, as well as in Australia. Thus, 
far the model has been adopted by such organizations as Habitat for Humanity, 
Meals on Wheels, the Visiting Nurse Service, accountable care organizations, and 
others. Hospitals, too, are getting on board. Trinity Health—a nonprofit Catholic 
health system—is offering the program to complex care patients in Muskegon, 
Michigan. 

According to Szanton, if the nation is to leverage the strengths of an aging 
population, policy changes will be needed to (1) redirect the health care system’s 
focus from disease treatment to functional improvement, (2) make programs such 
as CAPABLE more readily available, and (3) authorize that every other annual 
Medicare wellness visit be conducted at someone’s home to assess housing and 
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functional needs early on. A shift is needed, she asserts, from a biomedical model 
to one that appreciates the value—both human and financial—of helping older 
adults age at home, safely and with dignity. 

For more information, see Aliberti and Covinsky, 2019; Gill, 2014; Granbom et 
al., 2018; Ruiz et al., 2017; Szanton and Gitlin, 2016; Szanton et al., 2011, 2016, 
2018, 2019.

Housing First: Meeting Basic Needs to Improve Health

Cyrus Batheja, EdD, MBA, PHN, BSN, RN, followed an unusual path to 
learning about the role of housing in health and well-being that led to his cur-
rent role as vice president of policy and clinical solutions at UnitedHealthcare 
Community & State (the Medicaid division of UnitedHealth Group). After mov-
ing from London to Minnesota, Batheja’s family faced many hardships. Upon 
learning about a program to address a nursing shortage in the United States, 
his mother pursued a nursing degree as a way to secure a green card—a path 
Batheja himself eventually followed. “Through the program and my mother’s 
inspiration,” Batheja says, “I gained a passion for the profession,” and he began 
contemplating the track he wished to follow, which, he says, “was around making 
the health system work better.” To this end, he continued his studies, earning a 
bachelor’s degree, followed by a public health certification, a master of business 
administration (MBA) degree, and a doctorate. 

In 2001, Batheja, along with his mother and wife (a behavioral health pro-
fessional) purchased a home that they then turned into a supportive living service 
(SLS) facility, where they would receive vulnerable patients with complex med-
ical or behavioral conditions, including physical and verbal aggression. This was 
followed by the purchase of a second home, also converted to an SLS facility. 
“We provided highly dignified housing,” says Batheja, “housing that we would 
feel comfortable living in.” Batheja has assisted residents with building life skills, 
returning to school, getting jobs, and finding their own housing. “What we really 
pride ourselves on,” he says, “is being able to help individuals reach their highest 
levels of functioning.” He adds, “We’ve made sure that people understand that 
this is their home. We don’t think of it as our house. It’s their home and we stay 
there with them.”

In 2009, Batheja joined UnitedHealthcare with the aim of taking his model 
to the national level. He eventually assumed a position that enabled him to build, 
across 30 states, local and community programs that could impact quality indi-
cators for the company, including adolescent well checks, immunizations, and 
diabetes management. In these programs, Batheja emphasizes, the focus was on 
strategies that built on each population’s strengths. For example, he discovered 
that in Brooklyn, New York, among Hassidic Jews, the Sesame Street dolls and 
other trinkets that were being distributed as incentives for pediatric well checks 
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and immunizations were ineffective. “So we pivoted away from that strategy,” 
says Batheja, “and partnered with their local synagogues, rabbis, and cantors.” 
Batheja worked to establish relationships with his company’s Medicaid leader-
ship that, he believes, “helped change their perspective.” As a result, he was able 
to work with them to develop a strategy based on SDOH, including a “Hous-
ing First” approach focused on removing such barriers as previous evictions, 
substance use, or criminal backgrounds to provide vulnerable populations with 
dignified housing, along with trauma-informed services. 

The initiative not only has been beneficial to vulnerable populations but also 
has reduced health system costs. One homeless and unemployed UnitedHealthcare 
member, for example, had in 2 years made 254 visits to the emergency department 
(ED) and had 32 hospital admissions, accumulating more than $294,000 in health 
care costs. Four months after moving into a supportive housing unit, he was able 
to stay out of the hospital and was beginning to set life goals. “At scale,” Batheja 
asserts, “the program demonstrates that this approach is creating a significant 
impact compared to traditional case and disease management programs aimed at 
complex populations.” As of March 2019, UnitedHealthcare had provided more 
than 4,500 new homes in 80 affordable-housing communities across the United 
States and had plans to expand its housing program in all of its markets.

Nurses interested in doing similar work, Batheja says, need to “pivot away 
from transactions, checking boxes, and assessments, and [turn to] relationships.” 
Instead of asking a patient, “What’s wrong with you?” he adds, nurses could be 
asking, “What happened to you?” Batheja believes two factors are essential to 
the success of such efforts. First, he advises, “Don’t be afraid to link your per-
sonal values with your professional work.” And second, “Think big, start small, 
be bold.” Now that the Housing First project has been scaled up nationally, he is 
thinking of innovative policies and meaningful clinical solutions for the compa-
ny’s 7 million Medicaid recipients. “Empowering people to have their basic needs 
met,” he says, “ultimately will lead to both their physical health and their mental 
health. As people have that opportunity to feel included … they gain purpose and 
start to contribute back.”

For more information, see LaRock, 2019; Snowbeck, 2019; UHC Newsroom, 
2019.

STRENGTHENING THE NURSING WORKFORCE

Multi-Employer Training Fund: Reducing 
Educational and Income Disparities

In 2018, the U.S. Bureau of Labor Statistics projected that within a decade, 
jobs in the health care sector would increase by 14 percent, outpacing other oc-
cupations. Yet, not all of these jobs are lucrative, and the lowest-paid workers in 
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health care are likely to be struggling with unmet social needs, including access 
to education. Before 2008, the Taft-Harley Act allowed unions to bargain for 
a fund for education and training as an employee benefit. But recognizing the 
limitations of a single-employer training fund, Diane Sosne, RN, MN, president 
of SEIU Healthcare 1199NW (a union representing 30,000 health care em-
ployees in Washington State and Montana), became one of the founders of the 
SEIU HealthCare 1199NW Multi-Employer Training Fund. Formed in 2008 as a 
partnership between the union and multiple employers (nine in 2020), the Fund 
pools employer contributions and provides an opportunity for additional financial 
support from federal, state, and foundation sources. The education and training 
employees receive through the Fund enhance their career mobility, thereby re-
ducing education and income disparities. 

The Fund supports the nursing workforce in numerous ways:

•	 Career advancement. The Fund supports nonlicensed workers in pur-
suing a profession or certification that can lead to a new position and 
higher wages. Some become licensed practical nurses or RNs, and 
existing RNs can apply to complete their baccalaureate, master’s, and 
doctoral degrees at any accredited program in the country. Service work-
ers can gain apprenticeships in high-demand specialties and become, 
for example, medical assistants and surgical technicians. Subsequently, 
a surgical technician can pursue a nursing degree and work as an RN in 
this high-vacancy specialty. 

•	 Access to convenient educational programs. Because the Fund rep-
resents so many employers and employees, it can influence curriculums 
and negotiate on a variety of factors, including program content and the 
time and location of courses. As a result of its efforts, many nursing pro-
grams now teach contextualized prerequisites. “[If you are taking] math, 
examples would be related to medication dosages,” Sosne explains. “Or 
in English, you would be asked to write a paper about interacting with 
patients and consumer services.” 

•	 Support services. Students can take advantage of English-language 
classes, as well as tutoring in such areas as English, math, and writing. 
In addition, they can turn to “navigators” who provide career and edu-
cational counseling, or connect with a 24/7 online tutoring program for 
immediate support. 

•	 Skills and equipment. As members move into positions requiring addi-
tional skills—including using electronic health records—members who 
have had limited experience with computers can take a computer literacy 
course. Sosne adds that some students have even received Chrome Note-
books and other equipment they would not have been able to afford. 

•	 A caring community. Sosne explains that the Fund has evolved into a 
“cheerleading squad,” helping members overcome the self-doubt result-
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ing from long-standing experiences with racism and discrimination. This 
sense of camaraderie is strengthened—particularly for older members 
who might be less comfortable in a classroom filled with 18-year-
olds—when members enroll as a cohort. Those who earn their nursing 
degree and move into a new position can benefit from an RN mentoring 
program that helps them acclimate to their role, address ethical issues 
that may arise on the job, and build self-confidence. 

For employers, the program fosters loyalty, as employees who use the Fund 
are obligated to remain with their employer for a specified period of time. Sosne 
stresses, however, that this is rarely a hardship. “Once people get the benefit of 
education and experience these wraparound services,” she points out, “they feel 
loyal to that institution.” While the Taft-Hartley Act requires that employer-con-
tributed funds be allocated only for union members, there is no such stipulation 
for monies received from other sources, such as grants. Sosne is therefore excited 
about a new venture that involves reaching out to low-income populations and 
communities of color to encourage careers in health care. “I strongly believe,” 
she says, “that the best way to address health care disparities is through a diverse 
workforce.” 

For more information, see BLS, 2020; Koven, 2012; SEIU Healthcare, 2019, 
2020.

RINIMC: A Pipeline to Health Equity

Although ethnic or racial minorities represent almost 40 percent of the 
U.S. population, they make up only about 20 percent of the nursing workforce. 
Rhode Island struggles with this disparity, having a population that is 80 percent 
non-Hispanic White but a 91 percent non-Hispanic nursing workforce. In 2010, 
recognizing that reducing barriers to nursing education for minorities is key to 
promoting health equity, leaders from the Rhode Island State Nursing Association 
decided to respond. Pamela McCue, PhD, RN—at the time director of the Rhode 
Island Board of Nurse Registration and Nursing Education—was asked to lead 
this effort. McCue, while pursuing her doctorate at the University of Rhode Is-
land, chose to research the profession’s diversification through the precollegiate 
pipeline. What emerged from her research is the model for the Rhode Island 
Nursing Institute Middle College Charter High School (RINIMC), located in 
Providence.

RINIMC—the first charter school in the United States dedicated to nursing 
and the first “middle college” in Rhode Island—is an innovative, comprehensive 
high school whose mission is to prepare students to successfully pursue a nursing 
college major immediately after high school. It has a supportive learning envi-
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ronment, meets federal and state education requirements, and targets adolescents 
from disadvantaged neighborhoods.

McCue describes four design elements of the school:	

•	 An innovative curriculum called the Nursing College and Career Prepa-
ration Program. The curriculum includes rigorous college prep and 
college-level courses infused with nursing and health care topics, which 
allow students to earn up to 20 transferable college credits.

•	 Real-world, authentic work experiences. “Practice partners” mentor 
students and provide credit-bearing internships at their health care or-
ganizations.		

•	 A culture grounded in care and nurturing. Students often come from 
underserved communities and experience the chronic stresses of poverty, 
inadequate housing, and unsafe neighborhoods; many have also been 
victims or witnesses of trauma and abuse. “We recognize the significant 
challenges students have outside the classroom,” McCue says, “and … 
help [them] develop coping skills, resilience, and self-efficacy.”

•	 Partnerships for seamless higher education. While graduates can con-
tinue their education at any college, RINIMC entered into agreements 
with the Community College of Rhode Island (CCRI), Rhode Island 
College, and the University of Rhode Island in 2018 whereby RINIMC 
students are automatically admitted as a cohort to CCRI’s nursing 
program—tuition-free—then continue seamlessly to the latter 4-year 
colleges for the RN-to-bachelor of science in nursing (BSN) program 
and can be BSN-prepared in less than 4 years.

RINIMC’s first class graduated in 2014; there have since been a total of 290 
graduates. Of these, 73 percent enrolled in college within the first year of gradua-
tion, and 79 percent did so within 2 years. These college enrollment rates contrast 
with a 52 percent enrollment rate for economically disadvantaged students in all 
of New England and an average enrollment rate of 55 percent for the region’s 
Hispanic and Black students. McCue and her colleagues have a vision of repli-
cating this model and developing a national network of schools working together 
to prepare a diverse group of students to become the future nursing workforce 
and leaders in their communities. She is currently working with nursing leaders 
in Albany, New York, to open the next nursing middle college. 

At the same time, McCue adds, the challenges should not be underestimated. 
The first is a lack of understanding of the impact of social determinants on educa-
tion. Funding has been another obstacle. RINIMC receives the same local, state, 
and federal funding as other public schools—an amount that does not cover the 
unique aspects of the model, including the essential support services it offers, 
the nursing experiences, the workforce certificate training, and the costs of the 
building itself. To make up for this lack of funding, the school relies on grants and 
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donations. These and other challenges notwithstanding, McCue is hopeful about 
RINIMC’s future and a network of similar schools. “I think [our school] will 
have a big impact not only on [increasing] diversity in the workforce, but also 
[on creating] a new model of education that encompasses health and addresses 
social determinants of health.”

For more information, see NACNEP, 2013; RINIMC, n.d., 2019a, 2019b; Shal-
houb, 2018.

INNOVATING IN HEALTH CARE

Complex Care Model: Partnering for Transformation

Lauran Hardin, MSN, CNL, FNAP, FAAN, learned a valuable lesson about 
model design nearly a decade ago when a chief executive of Mercy Health Saint 
Mary’s Hospital in Grand Rapids, Michigan, jokingly told her she was account-
able for a $2.6 million revenue loss. As the hospital’s complex care clinical nurse 
leader, Hardin had successfully reduced health care utilization by palliative care 
patients and had been asked by the administration to extend her work to patients 
with high utilization of services outside of palliative care. Without additional 
staff or funding, she designed a model of care for patients with complex health 
problems—the high utilizers of health care resources—that centered on the ques-
tion, “What do patients need most and how do we create an efficient system to 
provide it?” Her Complex Care Model worked, reducing 300 patients’ use of 
services by more than 60 percent in 1 year. Although the model saved money for 
the health system, it impacted the hospital’s bottom line by reducing income on 
fee-for-service patients. 

Hardin partnered with the chief executive and soon proved that the hospital’s 
financial stability and the reduction of unnecessary health care services were not 
mutually exclusive. Over subsequent years, she replicated her model in the Trin-
ity Health System—the parent company of Mercy Health, with institutions across 
22 states. Currently, as senior advisor for the National Center for Complex Health 
and Social Needs in Camden, New Jersey, she is helping institutions throughout 
the country adopt the model and best practices from the field of complex care, 
including considering people’s social needs and communities’ SDOH. 

Hardin describes the Complex Care Model as “a whole-person model of 
intervention for complex populations.” Organizations can adapt the model to 
their own needs and circumstances, which ensures commitment and sustainability 
among local organizations and the community. Five elements are essential to the 
model’s successful adoption: 	

•	 Using data to find the most vulnerable populations and developing a 
viable business model. Identifying patients with repeated ED visits and 
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frequent hospitalizations is crucial, as is knowing the characteristics of 
the population being served.	

• 	 Using a comprehensive whole-person assessment. The focus of care 
needs to be on the root causes—medical, behavioral, social, and sys-
temic—that lead to a patient’s instability.

• 	 Identifying everyone in the patient’s care team and developing a shared 
care plan. This includes people outside the health system, such as 
those working with social services, law enforcement, and nonprofit 
organizations.

• 	 Using each patient’s story to improve care delivery. “Built into the 
model,” Hardin says, “is a responsibility to not only help the indi-
vidual, but also translate the lessons learned into broader system 
improvements.” 

• 	 Building community collaborations across sectors. For example, hos-
pitals, emergency medical services (EMS), police, and social agencies 
can form a collaborative to develop an evidence-based approach to help 
people with alcoholism, whose repeated visits to the ED may be driven 
by lack of housing and access to care.

Hardin points out that this work taps into challenging issues involving ethics, 
health equity, and social justice. Examples include

•	 contending with policies such as those that prevent former felons from 
obtaining public housing or employment, or assessing the effects of not 
having health insurance; 

•	 securing resources for long-term sustainability, including for staff care 
delivery, data analysis, and research; 

•	 developing new competencies, including care coordination, cross-sector 
partnership, data analysis, and a focus on population health; and 

•	 addressing myriad systems-level barriers, including messages that un-
dermine nurses’ ability to become leaders in the area of complex care 
management.

Hardin’s model has been shown to reduce ED use, hospitalizations, lengths 
of stay, and costs while increasing primary care visits, stable housing, and health 
care coverage. Examples include

•	 Mercy Health, where declines were seen in ED visits, hospital admis-
sions, CT scans, and lengths of stay, all of which contributed to a 43 
percent decrease in direct expenses and a 45 percent reduction in gross 
charges, along with improvements in contribution and operating margins; 

•	 Project Restoration, an initiative Hardin helped implement at Adventist 
Health in Clearlake, California, which formed a collaboration with the 
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police, EMS, the fire department, behavioral health services, the faith 
community, and law enforcement to identify the system’s most vulner-
able users, who were often the same ones across multiple sectors, and 
address such issues as lack of stable housing that are major drivers of 
service utilization; and 

•	 Regional One Health in Memphis, Tennessee, which worked with 
Hardin to launch ONE Health to help uninsured patients with chronic 
illnesses—including behavioral health problems—navigate the health 
system and access social services, thereby reducing ED utilization, hos-
pitalizations, lengths of stay, and health care spending.

Beyond the financial gains represented by these examples, Hardin empha-
sizes that the initiatives are transforming lives. “People are experiencing a dif-
ferent kind of respect and stability. They report feeling seen and heard, and 
having a sense of renewed hope.” She adds that the initiatives are helping not 
just patients but also their families, their communities, and the entire health care 
system by improving relationships, social circumstances, and care coordination. 
She notes further that Adventist Health is developing metrics to better measure 
the impact of this work on community well-being as it moves further upstream to 
address specific SDOH. Providers, too, are benefiting, reporting that they find the 
approach effective or highly effective, and that they value the ability to improve 
patient outcomes through meaningful collaborations.

“Transformation occurs,” Hardin says, “when the system is equitable and 
organized around each person, and when it integrates that person’s community 
into the care plan.”

For more information, see Hardin, 2016; Hardin et al., 2017a,b, 2020; Vaida, 
2019.

The Pause: A Moment to Honor, Recognize, and Reflect

In 2006, Tim Cunningham, RN, DrPH, FAAN—then an actor and profes-
sional clown—was invited to cheer up patients at a pediatric hospital in a rural 
Haitian town. While he was there, a premature infant died because the mother had 
had no access to quality prenatal care and nutrition. This experience of the ineq-
uities of the health care system led him to pursue a career in nursing. Three years 
later, having earned his nursing degree and working in the ED at the University of 
Virginia Medical Center in Charlottesville, Cunningham met his mentor, Jonathan 
Bartels, RN, who introduced a practice that became known as “The Pause.” When 
a patient with cardiac arrest died despite resuscitation attempts, Bartels asked ev-
eryone to pause in order to honor the person’s life and recognize the team’s efforts. 

This simple practice, which Cunningham describes as “a tool that we’re all 
capable of practicing even when everything else seems to have fallen apart,” 
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further ignited his passion for health care that is anchored not only in science 
but also in human relationships, eventually leading him to assume a position as 
the director of the University of Virginia’s Compassionate Care Initiative (CCI). 
After receiving a grant from a private donor to research self-care and resilience, 
Cunningham and his team at CCI chose to study The Pause to investigate whether 
short-term self-care practices could offer benefits similar to those provided by 
such long-term practices as yoga and meditation. Cunningham has since ex-
panded his research on resilience-building practices to Emory Healthcare in 
Atlanta, Georgia, where in 2019 he became vice president of practice and inno-
vation. “We find ways to scale best practices in culturally appropriate ways,” he 
says, “and make them available to a wider audience.”

The Pause is a secular practice implemented after the death of a patient, 
offering the care team 30 to 45 seconds of silence to honor the life that has 
ended and the clinicians and support staff who cared for that life. Any member 
of the team can initiate The Pause by expressing a variation of the following 
statement: 

Could we take a moment just to Pause and honor this person in the bed? This 
was someone who was alive and now has passed away. They were someone who 
loved and was loved. They were someone’s friend and family member. In our 
own way and in silence let us stand and take a moment to honor both this person 
in the bed and all the valiant efforts that were made on their behalf.

The Pause is voluntary and should not be imposed, and it is nonprescriptive, 
allowing team members to be in silence as they see fit. “You are free to think 
and feel whatever you need to at that moment,” Cunningham explains. A word 
commonly associated with The Pause among those practicing it is “honor,” for 
both the patient and the team, an acknowledgment of not only the staff’s physical 
efforts but also the emotional toll the attempt at resuscitation can take on them. 
The Pause may also hold the potential to mitigate burnout, an area in which 
Cunningham is continuing research. Those practicing The Pause further report 
that care of the self and the team leads to a “sense of grounding and well-being” 
that allows them to focus better on the patients who follow, which, Cunningham 
says, is crucial to improving quality of care and patient safety. 

Implementation of The Pause has faced some challenges, one of which has 
been its potential to be interpreted as a religious practice. However, this per-
ception can be mitigated if the practice’s open nature and adaptability are made 
clear from the outset. Another concern has been its ability to “stir uncomfortable 
emotions,” including a sense of failure. Cunningham cautions that The Pause is 
not a one-size-fits-all practice. “If we allow ourselves to feel failure and we are 
not able to manage it,” he says, “we could feel even more burned out.” Still an-
other concern is the potential standardization of The Pause, which would defeat 
its purpose as an opportunity for voluntary reflection and human connection. 
Finally, The Pause can be viewed as supporting the tendency of health systems 
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to “pass the buck” to individuals with respect to building resilience. Cunningham 
stresses that health systems must constantly examine ways to decrease stressors 
by reevaluating scheduling, for example, or lessening administrative tasks, and 
not just regard implementation of The Pause as having fully discharged that 
responsibility.

The Pause has been implemented in 23 locations within the United States and 
globally in settings that include hospitals, academic institutions, administrative 
offices, and community health settings. Cunningham describes it as “a grassroots 
movement” that can be disseminated in various ways, including via clinical 
training or at the bedside. He adds that many people are already practicing some 
version of The Pause, but with a different name. “It turns out that you can’t trace 
it back to any one person,” he says. “And that’s what’s beautiful about it. It re-
minds us that it’s simply a very human practice.” 

For more information, see Cunningham and Ducar, 2019; Cunningham et al., 
2018, 2019; Ducar and Cunningham, 2018; Kapoor et al., 2018; Medical Pause, 
2019.

What Matters to You?: Focusing on the Whole Person

In 2012, an article in the New England Journal of Medicine by Susan Edg-
man-Levitan, PA, and Michael Barry, MD, urged health care providers to ask 
not only “What’s the matter?” but also “What matters to you?” A nurse in Scot-
land, Jen Rodgers, took up this challenge in her pediatric hospital in Glasgow, 
and a nurse in Norway, Anders Vege, did the same in nursing homes across that 
country. What they found was that highest on the list of what matters most were 
not medical needs but needs related to social issues, family and support, access 
to food and housing, and safety. The question changed the perspective of these 
nurses on their work and, in addition to meeting needs related to SDOH, on 
their contributions in health care. They realized the power of this change in the 
process of care and felt the need to share it widely. To this end, they initiated a 
“What Matters to You?” day on June 6th and shared the very positive impact of 
making this change. 

The “What Matters to You?” (WMTY) idea has generated global energy, and 
WMTY campaigns are now in care systems in 50 countries. Each year on WMTY 
Day, 2,000 Reforganizations worldwide participate, and thousands exchange 
ideas and learning, stories, and more. A WMTY group convenes each month with 
members from Vancouver to Australia and from Norway to Brazil to share what 
they are learning and ways to impact the health system to move from a focus on 
clinical needs and care to encompass the whole person and SDOH.

For more information, see Dang, 2018.

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

APPENDIX G	 447

MENTAL HEALTH AND SUBSTANCE ABUSE

The Talking Circle: Addressing Substance Abuse 
Among Native American Youth

As a Native American with Cherokee, Creek, and Lenape tribal heritage, 
John Lowe, PhD, RN, FAAN—founding director of the Center for Indigenous 
Nursing Research for Health Equity (INRHE) and McKenzie endowed professor 
for health disparities research at Florida State University in Tallahassee—became 
aware early on of the challenges his community faces. Prominent among those 
challenges is substance abuse. Substance use is prevalent among Native Ameri-
can youth, who report initiating use at an earlier age compared with other adoles-
cents, with greater frequency, and in higher amounts; by 12th grade, 80 percent 
are active drinkers and tend to have close ties to substance-abusing peers. When 
Lowe was just 10 years old, he witnessed a cousin who had returned from the 
Vietnam War succumb to alcohol addiction and die at the age of 32. Associated 
with such conditions as heart disease, stroke, liver disease, and cancer, alcohol 
use may also signal the presence of other risky behaviors, including tobacco use, 
drunk driving, risky sexual behaviors, and suicidal ideation.

Lowe’s creation of the Talking Circle (TC) intervention in 2000 grew out 
of his recognition that substance use—along with other frequently co-occurring 
behaviors, such as drunk driving, risky sexual behavior, and suicidal ideation—is 
a result of such complex social and cultural factors as poverty, disenfranchise-
ment, dispossession of land and culture, historical trauma, familial fragmentation, 
unemployment, and lack of access to quality health services and education. The 
TC manualized intervention was designed to address these factors and thereby 
prevent substance use among early adolescents belonging to the United Kee-
toowah Band of Cherokee Indians, the eighth largest tribe in Oklahoma. Once per 
week, participants engage in a group led by a counselor and cultural expert. The 
format is a talking circle—a tradition among American Indian/Alaska Native and 
Indigenous people based on the premise that healing and transformation occur in 
the presence of others, as all people are believed to be interconnected, and each 
individual is part of a whole. Lowe explains that TC has at its core three essential 
questions: Who are you? Where are you? Where are you going? 

Group leaders discuss essential aspects of substance use by focusing on a 
specific related topic each week. One topic, for instance, is stress. Participants are 
asked, “What happens in a stressful moment? If a bear were to come in here, what 
would you do? Do you want to run from the bear or fight with it?” Through the 
example of the bear, the body’s physiological response to stress—including the 
release of the stress hormone cortisol—is discussed. “Then we talk about what 
the bear is,” Lowe explains. “Maybe your bear is your parents coming home in a 
bad way. Maybe [it’s] the bully at school, [teasing you] for who you are. Maybe 
you did not have a meal last night. Maybe you don’t know where you are sleeping 
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tonight.” Participants learn that persistent stress, if left unaddressed, may lead to 
substance use. 

However, in addition to discussing challenges, the group examines its own 
cultural strengths, which stem from the tribe, the community, and the family. An 
emphasis on the positive is essential, Lowe says, because so often Native Amer-
ican youth are exposed to negative portrayals of themselves. Adolescents in TC 
groups have been shown to have significantly better outcomes over time relative 
to those participating in standard substance education programs. The program’s 
effectiveness is reflected in its recognition by the U.S. Department of Justice’s 
Office of Programs as an evidence-based program affecting juvenile well-being. 
The TC intervention is also recognized as an American Academy of Nursing 
“Edge Runner” evidence-based innovation.

In addition to TC groups in Oklahoma, Lowe has implemented the Virtual 
Talking Circle intervention to help other Native American communities—in-
cluding those in Minnesota and North Carolina—provide similar interventions 
through video conferencing with a facilitator. The United Keetoowah Band of 
Cherokees tribe passed a resolution to implement the program for youth within 
their tribal jurisdictional area, and a rural county in which approximately 10,000 
Native American students attend the county public schools is working with Lowe 
to mandate the program in the school system to address an increase in suicides 
related both directly and indirectly to substance use. Lowe has also helped the 
First Nations in Canada replicate TC, tailored to their own traditions. Currently, 
talks are under way with Indigenous people in Australia, New Zealand, and Pan-
ama. Strong interest in the program has also been expressed among other racial 
groups, including African Americans and Hispanics. Despite cultural differences, 
Lowe believes that the TC format can be successfully adapted to each group’s 
cultural characteristics. 

For more information, see AAN, n.d.; Lowe et al., 2012, 2016; NIJ, 2014; OMH, 
n.d.

COPE: Empowering Children and Youth for Mental and Physical Health

At the age of 15, Bernadette Mazurek Melnyk, PhD, APRN-CNP, FAAN, 
dean of the College of Nursing, vice president for health promotion, and chief 
wellness officer at The Ohio State University, witnessed her mother’s stroke and 
subsequent death. That experience left her with severe anxiety and posttraumatic 
stress disorder that was eventually treated months later with diazepam, but no 
therapy or counseling. Decades later, Melnyk says, recognition and treatment of 
mental health disorders are still lagging. “One out of five children, teens, and 
college-age youth is affected, and yet so few receive evidence-based treatment,” 
she observes. Delays in treatment are also commonplace. These deficiencies have 
persisted despite the rise in mental health disorders and the increased rate of 
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suicide among children and adolescents, with notable racial and socioeconomic 
disparities. 

When she became a pediatric NP, Melnyk felt she had limited tools with 
which to care for the many patients who presented with depression and anxiety. 
So she designed and tested COPE—Creating Opportunities for Personal Empow-
erment—a cognitive-behavioral therapy (CBT)-based program that is manualized 
so it can be delivered by professionals other than mental health specialists, such 
as teachers and RNs, including primary care NPs. COPE teaches people that 
how they think relates directly to how they feel and how they behave. Melnyk 
stresses that a negative pattern of thinking cannot be changed by drugs used to 
treat depression and anxiety. Instead, COPE supports the development of emo-
tional and behavioral regulation skills. “We teach children and youth to cue in to 
how they feel, physically and emotionally, when they are starting to get anxious 
or depressed, and how to turn those thinking patterns around,” Melnyk explains. 
The method also includes a problem-solving component—an “ABC approach.” 
“The A stands for activators,” she explains. “They are things that happen in our 
environment that cause us to have a negative thought. We teach people how to 
monitor their thinking patterns when stressful events or activators happen. And 
when they catch themselves in negative thoughts, the belief—that’s the B in 
ABC—we teach them how to turn that negative thought around into a positive 
thought, so that they feel better and behave in healthy ways. C is the consequence 
of the belief or the thought, the emotional change—feeling less depressed and 
less anxious.” There are several versions of COPE, each with a program manual 
and a 4-hour training Melnyk provides to session leaders to ensure fidelity. COPE 
is also being delivered by primary care providers and others in one-on-one or 
small-group sessions.

COPE has been tested in cluster randomized trials and has been shown to 
reduce depression, anxiety, and suicidal ideation while improving self-esteem 
and healthy lifestyle behaviors across various socioeconomic, racial, and ethnic 
groups. There is also evidence of improved academic performance, which Mel-
nyk believes can reduce educational disparities. 

Melnyk reports further that the program has been well received by children 
and teens and that when one variation of the program—COPE/Healthy Lifestyles 
TEEN—was shown to diminish obesity and depression, the National Cancer 
Institute listed it as a research-tested effective obesity control intervention for 
teens with the highest level of dissemination capability. The cost savings, too, 
are significant: a recent analysis concluded that COPE could help save more than 
$14,000 for every mental health–related hospitalization it prevents. 

Melnyk has sought to diversify the pool of those who can provide the in-
tervention. She explains that there are not enough mental health providers who 
deliver CBT, and some of those who do so do not administer its full dose. 

Recognizing that payment for COPE would be key to its sustainability and 
spread, Melnyk examined the Current Procedural Terminology (CPT) codes until 
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she found one that allowed reimbursement for both individual and group mental 
health sessions. As a result, primary care providers in 45 states are being reim-
bursed for delivering the program.

Melnyk notes that while COPE is helpful to children and teens who are 
already depressed and anxious, she would like to “move from treatment as crisis 
intervention to prevention,” something that is happening as the program spreads. 
She reports that COPE and COPE/Healthy Lifestyles TEEN are being delivered 
by teachers in schools across the United States and internationally, usually in 
health courses. Others, including counselors, mental health providers, school 
nurses, and community health workers, are also using the model. COPE is also 
being used in young adults—for example, in universities to help prevent suicide 
and reduce dropout rates, as two-thirds of students who leave college before 
graduation do so because of a mental health issue. Melnyk recently used an 
adaptation of the program in a new nursing residency program, and reports that 
after 6 months, participants were less depressed, less anxious, and more satisfied 
with their jobs.

For more information, see Alegría et al., 2015; CDC, 2019; Curtin and Heron, 
2019; Gruttadaro and Crudo, 2012; Kozlowski et al., 2015; Lusk and Melnyk, 
2017; Melnyk, 2020; Melnyk et al., 2009, 2013, 2015; NCI, 2020; Sampson et 
al., 2020.

COMMUNITY-BASED HEALTH AND SOCIAL CARE

Mary’s Center: A Multigenerational Sanctuary

In 1988, when Maria Gomez, RN, MPH, president and chief executive 
officer (CEO) of Mary’s Center, founded the organization in Washington, DC, 
she did so in the basement of a row house with a $250,000 grant, some donated 
tables and chairs, and a vision: to provide comprehensive health care and support 
services to residents facing social difficulties, especially pregnant women from 
Central America fleeing violence. Thirty-two years later, Mary’s Center has five 
locations throughout DC and Maryland, along with two senior wellness centers 
and a program office.

The idea for the center stemmed from Gomez’s own immigrant experience, 
coming to DC with her mother from Bogotá, Colombia, at the age of 13. After 
earning her nursing degree, she began working as a public health nurse at the DC 
Department of Health in the maternal and child health unit, where she observed 
that every Latina woman had a traumatic story. This experience made her want 
to provide a sanctuary for these women. After taking time off to earn a master’s 
degree in public health, Gomez, along with a team of nurses and social workers, 
founded the first Mary’s Center based on “a social change model” consisting of 
three interwoven components: health care (physical, mental, and dental); social 
services (including home visits, assistance with domestic violence, and guidance 
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in such areas as parenting, school preparation, and goal planning); and adult 
education (including English classes and seminars on economic mobility for 
families). 

For Gomez, “the genesis of health care is about getting to individuals early 
on and helping them decide whether they want to have families.” Gomez explains 
that when people are living with such challenges as unwanted children, poverty, 
or domestic violence, it is impossible for them to maintain their health. “If we 
at least partner with that first generation to overcome the major elements of 
poverty,” she says, “[then we can do] everything possible to make sure that that 
second generation has a chance.” Mary’s Center now serves more than 55,000 
individuals, most of whom are low-income women and children, and has become 
multigenerational. Gomez reports that about 30 percent of the nearly 700 people 
who now work at Mary’s Center were born through the center’s programs or were 
served by the center in their younger years. 

Despite these positive outcomes, funding remains an ongoing challenge, as 
many of the center’s social and health education services are not reimbursed by 
Medicaid or other payers. The center therefore needs to continuously gather data 
and demonstrate the results of its model to encourage reimbursement—a costly 
endeavor that is not immune to bias. When the Urban Institute conducted a qual-
itative study of the center’s social change model, for example, only a handful of 
the dozens of foundations that had for decades been supporting Mary’s Center 
were willing to fund it. Still, the center has managed to remain viable through the 
medical services that are reimbursed by third-party payers, and it continually en-
gages with lawmakers to advocate for policies that address SDOH. Its efforts paid 
off, for instance, when Washington, DC, created the DC Health Care Alliance—a 
reimbursement model for undocumented people similar to Medicaid, and cov-
ering hospitalization; medications; and specialty, dental, and mental health care. 

The center also consistently urges the city to fund more community health 
services. For example, after realizing that many adolescents were presenting with 
behavioral problems, Mary’s Center began providing mental health services in 
schools. Eventually, thanks to the efforts of Gomez’s team, the school system and 
the DC Mental Health Department began not only funding but also expanding 
the program. The City Council has even made mental health a priority in schools. 

The center is now pushing to make telemedicine part of the standard of care. 
Doing so, Gomez says, is crucial for homebound patients, those with mental 
health illnesses who are secluded in their homes, the elderly, and pregnant women 
on bed rest or too depressed to go to a health center. 

For her work, Gomez has received numerous awards, including the 2012 
Presidential Citizens Medal, presented to her by President Obama at the White 
House. She credits her accomplishments to three essential elements: being em-
pathic, listening to people’s stories, and analyzing existing data. 

For more information, see Hero Effect, 2017; Mary’s Center, 2010, 2013, n.d.; 
Obama White House, 2013; Urban Institute, 2019.
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Pine Ridge Family Health Center:  
From the Classroom to the Community and Back

Like many cities, Topeka, Kansas, has communities confronting challenges 
associated with SDOH. Shirley Dinkel, DNP, RN, faculty emeritus at Washburn 
University School of Nursing in Topeka, learned about some of these challenges 
when visiting Pine Ridge Prep, a preschool in Pine Ridge Manor—the city’s 
largest and oldest public housing neighborhood, with a population that is equal 
proportions White, Black, and Hispanic/Latino. Because Pine Ridge Manor had 
an on-site wellness center used as a clinical learning site for baccalaureate nurs-
ing students, Dinkel and colleague Jane Brown, PhD, RN, wanted to discuss the 
possibility of having students from Washburn’s NP program perform preschool 
physicals. 

At the same time, the National Center for Interprofessional Practice and Ed-
ucation (NCIPE) at the University of Minnesota announced the availability of a 
grant for integrating interprofessional education DNP (doctor of nursing practice) 
students and care delivery. Dinkel saw an opportunity: transforming Washburn’s 
DNP curriculum to improve the lives of her Topeka neighbors. After receiving 
the grant, she led an interprofessional team that implemented the Classroom to 
Community (C2C) Accelerating Initiative, which has since become a case study 
for interprofessional education and practice, founded on community engagement 
and a partnership with a housing authority to foster health equity. The interpro-
fessional C2C team consisted of academic leadership from nursing, business, 
and health communications. The team’s goal was to expand the curriculum to 
incorporate content addressing SDOH and to bring that content alive in an expe-
riential way in the community. 

The initiative was created in and with the community of Pine Ridge Manor. 
After conducting a focus group and administering an assessment survey, the 
C2C team asked the community members what they needed and wanted. Their 
priorities included better access to high-quality health care, child immunization, 
and mental health and dental services. The idea of a primary care clinic—the 
Pine Ridge Family Health Center (PRFHC)—on site at Pine Ridge Manor soon 
took hold. The clinic would provide rich experiential learning opportunities for 
the students while improving residents’ access to care. To guide the initiative, the 
C2C team formed an advisory council that consisted of the C2C team; two DNP 
students; two social workers for Pine Ridge Prep; CEO of the Topeka Housing 
Authority; and CEO of THA, Inc., the foundation arm of the housing authority, 
whose mission is to develop affordable housing for the Topeka community. Res-
idents were also instrumental in the design, implementation, and naming of the 
clinic and are now represented on a PRFHC Advisory Council formed to ensure 
continuing community input into the center’s work. 

Using information provided by residents and community representatives, 
a C2C team created 10 learning modules, with an emphasis on social justice, 
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cultural competence, adverse childhood experiences, and the impact of those 
experiences on health. To help students better grasp the impact of SDOH on 
people’s ability to “succeed,” the curriculum team created a poverty simulation, 
conducted in the morning, followed by roundtable discussions with residents at 
Pine Ridge Manor in the afternoon.

Evidence on the impact of C2C on students and the residents of Pine Ridge 
is still emerging, but preliminary findings of an analysis commissioned by 
the National Center for Interprofessional Education and Practice include the 
following:

•	 As of 2018, the clinic had 1,131 visits from 444 unique clients. The 
sources of referral are expanding, and include local hospitals, commu-
nity agencies and halfway houses, and other community health clinics. 

•	 Residents who had used the clinic reported that they were highly sat-
isfied with the care they received, and by 2019, the clinic had reduced 
their use of the ED by 20 percent. 

•	 Students’ perspectives on poverty and SDOH are changing. “Most of our 
students come from a middle-class, White, Midwestern culture,” Dinkel 
says, “and we’re having different kinds of conversations than we’ve had 
in the past.” 

Getting the project off the ground was not easy, according to Dinkel. “Bring-
ing all of us together was one of our biggest challenges,” she says. The finan-
cial sustainability of the clinic has been another concern, as it is dependent on 
reimbursement for care from Medicaid, which takes up a great deal of time. An 
additional hurdle has been the lack of full practice authority for NPs in Kansas, 
which requires paying for a collaborating physician. 

C2C has spread through additional departments at Washburn University, 
including social work and law. In addition, THA, Inc. has received a local grant 
to provide transportation for residents who need to get to and from appoint-
ments. The clinic also partnered with a food bank to address food insecurity 
on site, and it is developing its telehealth capacity. The partnership with THA, 
Inc. continues. Plans are under way for the clinic to hire an RN to perform case 
management and care coordination for residents of two or three other THA 
housing units. The model has even caught the attention of the U.S. Department 
of Housing and Urban Development, earning a visit from the regional office. 
“Meaningful change occurs from the ground up,” says Dinkel. “I don’t know 
what we will be doing in a year, but it will be bolder than what we are doing 
now—I am sure.”

For more information, see George et al., n.d.; Harder + Company Community 
Research, 2019; Washburn University Alumni Association and Foundation, 2018.
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Nurse-Managed Clinics: Partnering to Promote Health and Education

Despite a persistent emphasis in the United States on acute care, some 
schools of nursing have been prioritizing community-based care. Eileen Breslin, 
PhD, RN, FAAN, dean of the University of Texas Health Science Center at San 
Antonio (UTHSCSA) School of Nursing (designated as a “Hispanic-serving 
Institution”), says that when she joined the university, she was intrigued by its 
commitment to population health. The faculty, she says, “views health care as an 
act of social justice,” and the students, who are from the community, “go back 
and give back.” 

Working in tandem with Breslin is Cindy Sickora, DNP, RN, vice dean of 
practice and engagement and clinical professor. Before joining UTHSCA, she 
was founding CEO of the Rutgers Community Health Center (a nurse-managed 
federally qualified health center). Recognizing the potential of the Rutgers 
nursing students and faculty to serve the city’s urban community—one that 
was struggling with violence, poverty, and other social challenges—she con-
templated the creation of nurse-run clinics in the city’s public housing devel-
opments. Although her plan was initially met with resistance, her commitment 
to population health helped her persevere. She attended meetings, asked people 
in the community what they needed and wanted, built trusting relationships, 
and then used two grants from the U.S. Health Resources and Services Admin-
istration to open a nurse-managed health center that educated interprofessional 
students about SDOH. “Over time,” she notes, “we were able to demonstrate 
that an RN who understands community engagement is well qualified, when 
practicing within the scope of an RN license, to provide [a range of] neces-
sary services,” such as monitoring blood pressure and blood sugar, providing 
education regarding immunizations, making home visits to ensure medication 
adherence, arranging essential screenings, and identifying ailments that warrant 
an ER visit. 

To ensure sustainability for the school’s nurse-led initiatives, Sickora formed 
a partnership with Superior Health Plans—the largest Medicaid managed care 
plan operating in Texas—to support a mobile health initiative she had devel-
oped in the aftermath of Hurricane Harvey in 2017, targeting families living in 
low-income housing. And in 2018, she opened an on-campus pediatric health 
center managed by faculty from the School of Nursing, which she sustained with 
a shared value-based payment model. Many of the center’s patients are foster 
children, and the program has been recognized by Superior Health Plans as a 
Foster Care Center of Excellence. 

Breslin attributes the focus of UTHSCS School of Nursing on population 
health to several factors grounded in “intentionality,” including	

•	 having a rich cadre of diverse and committed faculty who believe in 
community service, engagement, and partnership;
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•	 redefining criteria for faculty promotion and tenure to place equal 
emphasis on scholarship/research accomplishments and on work that 
improves the health of the community;

•	 encouraging faculty to practice in the community to model for students 
a focus on and an understanding of SDOH; 

•	 recruiting and retaining students from the local community and obtain-
ing necessary resources for community engagement through a variety 
of grants, contracts with agencies, and philanthropy;

•	 forming strong relationships with community organizations and agen-
cies; and 

•	 having a supportive university administration. 

According to Breslin, “our students understand that we are expecting them 
to view social justice as a vital part of this school’s heritage. That is the future.” 

For more information, see Collins, 2012; Parke et al., 2019; Sickora and Chase, 
2014; UT Health San Antonio School of Nursing, 2020; UT Health San Antonio 
Wellness 360, n.d.

LEADING ON GENDER EQUITY

Ending Period Poverty: The Royal College of Nursing Takes Aim

For the estimated 800 million girls and women menstruating daily world-
wide, long-standing traditions, stigmas, and taboos related to periods can carry 
significant physical, social, and economic consequences. For some girls, for 
example, lack of running water for hygiene or access to menstruation products 
may result in regular school absenteeism. For others, limited or no access to toi-
lets may lead to diminished food and liquid intake during menstruation. While 
access to running water is not a significant concern in the United Kingdom, 
“period poverty”—defined in that country as the inability to afford such common 
menstruation or “sanitary” products as pads and tampons—has been an invisible 
problem until recently. In June 2019, the Royal College of Nursing (RCN), the 
country’s leading organization for RNs and midwives, committed to removing 
this barrier to girls’ and young women’s academic and economic development.

Carmel Bagness, MA, RN, CNM, the professional lead for midwifery and 
women’s health at RCN, notes that period poverty is especially problematic 
among teenagers whose families may be poor immigrants or residents from 
countries where menstruation is viewed as “unclean,” and cultural traditions 
prohibit the use of tampons or menstrual cups. The problem has been noted even 
in hospitals, where until recently, the National Health Service (NHS) did not 
provide sanitary products for women except in OB/GYN units or when medical 
procedures required them. In contrast, NHS hospitals have provided toilet paper, 
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shaving supplies for men, and other hygienic necessities. Some government ac-
tion to address this disparity has recently been taken or pledged. Despite these 
governmental commitments, however, Bagness reports that nurses have become 
involved to ensure follow-through on these measures and to raise awareness of 
period poverty. “A lot of people don’t realize this is a problem,” she says, “[and] 
they don’t recognize the embarrassment that girls experience when they don’t 
have access to sanitary products.” 

In 2017, Nursing Standard, the official journal of RCN, reported that school 
nurses were increasingly buying sanitary products to keep girls in school. At its June 
2019 annual meeting, the RCN membership committed to pursuing three goals: 

•	 Raise awareness of the problem among nurses and midwives, as well as 
the public.

•	 Monitor the government’s efforts to remove financial barriers to obtain-
ing sanitary products and end period poverty.

•	 Encourage national discussion of the problem.

Progress on these goals requires collaboration with various entities, including 
the government, food banks, and charity organizations. For example, to target 
poor women and girls outside of health facilities and schools, RCN is working 
with food pantries, to which for 2 weeks in March 2020 nurses and midwives 
donated sanitary products. 

To raise awareness of period poverty among nurses and midwives, RCN has 
started a web page, to be featured along with a presentation on the topic at its 
2020 annual meeting in June. Bagness notes that because RCN is also mindful 
of its environmental impact, it is forgoing print handouts in favor of a QR code 
guiding members to its web page. This awareness of environmental impact also 
has led the organization to encourage the use of “moon cups”—also known as 
menstrual cups—along with other reusable sanitary products that collect men-
strual blood. However, Bagness says, as these products are not acceptable for 
unmarried women and girls in some cultures, free pads remain essential. 

Bagness, who sees addressing period poverty as a part of “promoting men-
strual well-being,” notes that RCN is still working on strategies for engaging the 
public in discussions on menstruation and poverty. The organization’s work may 
serve as a model for other national nursing associations, including those in the 
United States, where the cost of sanitary products—exacerbated by a “nonessen-
tial” or “luxury” tax in many states that does not apply to medications for erectile 
dysfunction or baldness—contributes to a period poverty rate that may be as high 
as 64 percent among low-income women.

For more information, see Brickell, 2019; Free Periods, n.d.; Goldberg, 2018; 
Khomami, 2018; Kuhlmann et al., 2019; Magistretti, 2019; Miiro et al., 2018; 
Murphy, 2019; Rimmer, 2018; Royal College of Nursing, n.d.; Shearing, 2020; 
Tull, 2019; Walker, 2019; Young, 2019.
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Gender Equity: Focusing on the Whole Woman

Growing up, Sheila Tlou, PhD, RN, FAAN, had looked up to the community 
health nurses in her native country of Botswana who identified women early in 
their pregnancy and worked with their mothers and mothers-in-law to ensure that 
the women received the necessary perinatal care. When she became a nurse in 
1977 through studies in the United States, she began to regard gender equity as an 
important social determinant of health and was dismayed by national policies in 
Botswana that focused solely on maternal and child health rather than on the health 
of women in general. To help change these policies, she continued her education 
and conducted research on such issues as violence against women, documenting 
its socioeconomic impact on the country. Monetary considerations, she rightly 
assumed, would capture the attention of the country’s mostly male Parliament, 
which eventually passed a law in 2008 aimed at reducing gender-based violence.

Tlou shifted her attention to HIV/AIDS as it reached Botswana in 1985, 
documenting its prevalence and impact among women; promoting HIV/AIDS 
education; and pressing for such initiatives as making home care available to 
those with the illness and training nurses and others in HIV/AIDS prevention, 
care, treatment, and support. And when antiretroviral (ARV) medications became 
available in 2001, she mobilized her nursing and other colleagues to motivate 
citizens to go for HIV testing to ensure greater access to treatment. Through 
her work, Tlou regularly communicated with the president of Botswana and the 
Parliament, and these interactions convinced her that she could be more effective 
as a policy maker than as an academic. In 2004, when President Festus Mogae 
asked her to serve in his cabinet as minister of health and to focus on the nation’s 
response to HIV/AIDS, she conditioned her acceptance on one factor: receiving 
15 percent of the national budget. He topped that and gave her 20 percent. “It 
was an offer I could not refuse,” she says, adding, “I led and rolled out a com-
prehensive prevention, treatment, care, and support program that is still a model 
in Africa now, offering free access to services.” 

Tlou was able to keep on shifting the patriarchal culture of Botswana and 
promote gender equity by linking HIV to policies harmful to women. At the time, 
she says, 90 percent of women had access to perinatal care. With the money 
allocated for HIV she built more clinics, bringing the access level to about 98 
percent, and the rate of mother-to-child transmission of HIV fell from around 
29 percent to 8 percent within 4 years. But Tlou also ensured that the clinics 
provided a broad range of reproductive and sexual health services, facilitating 
women’s access to birth control and resulting in a decreased fertility rate. Tlou 
then became the director of the regional support team for Eastern and Southern 
Africa for the Joint United Nations Programme on HIV/AIDS (UNAIDS). One 
of her key initiatives in this new role was combatting child marriage in African 
nations. As chairperson of the Conference of Ministers of Health, Tlou led other 
African nations’ ministers of health in developing the Sexual and Reproductive 
Health Framework for Africa, which was then translated into the Maputo Plan of 
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Action 2016–2030: Universal Access to Comprehensive Sexual and Reproductive 
Health Services in Africa. And further expanding her work on gender equity, Tlou 
helped create the International Council of Nurses (ICN) Girl Child Education 
Fund, which provides support for orphaned daughters of nurses to continue their 
education.

Through all of this work, Tlou has encouraged her nursing colleagues to be 
proactive in transforming care delivery and addressing SDOH, including gender 
equity. Along with Nigel Crisp of Britain’s Parliament, she is co-chair of Nursing 
Now—a global campaign initiated by the World Health Organization (WHO) 
and ICN to highlight the contributions of nurses to the health of communities 
and nations. During her time as a senior lecturer and professor of nursing at the 
University of Botswana, Tlou educated and trained most of the nurse leaders in 
Botswana, Lesotho, Malawi, Namibia, South Africa, Swaziland, and Zimbabwe, 
she serves as a role model and mentor for nurses around the world. Tlou wants 
other nurses to see themselves as leaders willing to take on the central health 
and social issues of the day, a task that, she emphasizes, must include political 
leadership. 

For more information, see International Commission of Jurists, 2013; Tlou, 2003.

THE POWER OF LEADERSHIP

School Nursing: Addressing Health Disparities Through the Public Schools

Robin Cogan, MEd, RN, NCSN, witnesses health disparities daily in Cam-
den, New Jersey, long deemed one of the poorest and most dangerous cities in 
the nation. Cogan believes public schools are integral to improving this picture. 
Cogan joined the Camden School District in 2001 and completed the necessary 
courses to become a certified school nurse. Beyond carrying out the standard tasks 
of her profession—health screenings, teaching, ensuring vaccine compliance, and 
caring for children with chronic health conditions—she describes her role as the 
school’s “chief wellness officer.” In this role, she advocates for children’s health 
and welfare, including mental health; procures and manages grants for wellness 
initiatives for students and their families; provides health education; conducts 
outreach for displaced children and families; offers individual and small-group 
counseling; refers students and families to health and social services; arranges 
resources for teachers and other staff for managing challenging behaviors in the 
classroom; and encourages conflict resolution among students. 

Cogan asserts that a school nurse cannot ignore the impact of SDOH on 
children’s well-being and academic success. After immersing herself in the ev-
idence on adverse childhood experiences, she began to understand why people 
had so much difficulty looking beyond their immediate lives. “I saw tremendous 
adversity,” she says. “Much of it was linked to poverty, lack of access, racism, 
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structural inequity, and language barriers. You do not just snap out of it. This is 
a systems issue.” 

	 Cogan initially focused her efforts on her own school. She secured a 
small grant to bring in fresh fruits and vegetables, and arranged for physical 
education students to organize lunchtime activities for the children. But sustain-
ability, she says, has been a problem. “Once the money runs out … things often 
end,” and the people running such programs also end up leaving. “It takes a long 
time for residents to trust that you are not going to be one of those people.”

In 2015, Cogan widened her focus, considering ways to enhance not just her 
school but also the community. She was accepted into the Johnson & Johnson 
School Health Leadership Program, along with a team consisting of school nurses 
from her own and a neighboring district, a representative from the county health 
department, and a public health official who oversaw health advocacy at the 
preschool. Their project was to conduct a “community café” to gather parent and 
community input into pressing issues. Among the topics the team considered was 
parents’ reluctance to take their children to the pediatrician, opting instead for the 
ER. The team learned that families using the ER felt the lack of a connection with 
their provider, and routinely experienced other obstacles, such as translation prob-
lems or difficulties making appointments. Working with the Camden Coalition of 
Healthcare Providers, the team convened a roundtable of pediatric providers and 
school nurses that meets to improve relationships and communication. And her 
team continues the community cafés, focusing on such topics as the experience 
of being an immigrant or the role of fathers in children’s lives. 

Based on her experiences, Cogan “felt a moral and professional obligation 
to change the status quo” by sharing her new knowledge and skills with other 
school nurses. Accordingly, at the School Nurse Certification Program at Rutgers 
University School of Nursing, Camden, where Cogan now teaches, she and two 
colleagues redesigned the certificate program into a master’s program that in-
corporates a focus on population health, social determinants, adverse childhood 
experiences, leadership, and health equity. Cogan also has dedicated herself to 
mentoring, publishing her writings, and speaking at an increasing number of 
events and conferences. 

Among Cogan’s top priorities is the safety of students and staff. To raise 
awareness of gun violence and school drills, she has been writing, speaking, 
and tweeting. Cogan’s vision of the school nurse as the chief wellness officer is 
shared by the National Association for School Nurses (NASN). According to its 
CEO, Donna Mazyck, MS, RN, NCSN, CAE, “school nurses … influence sys-
tems changes and pursue safe learning environments to promote the health of all 
students.” To reinforce this idea, NASN has published the Framework for 21st 
Century School Nursing Practice, which includes information on care coordina-
tion, leadership, and social factors affecting health. 

Cogan sees a shift in school nurses’ perception of their role. “We are talking 
about health equity. We are talking about mental health in schools.” For the first 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

460	 THE FUTURE OF NURSING 2020–2030

PREPUBLICATION COPY—Uncorrected Proofs

time in 2020, NASN will address school gun violence at its national conference, 
with Cogan presenting. “Stop playing it safe,” she advises. “Disrupt the status 
quo. Be relentless.”

For more information, see CDC, 2019; Cogan 2019a,b; Cogan et al., 2019; 
Holder, 2018; World Cafe, 2020.

Healthy Baton Rouge: Collaborating for a Healthier Community

In Baton Rouge, Louisiana, two indomitable nurses have been transforming 
the health of individuals, families, and communities for decades. Terrie Sterling, 
MSN, MBA, RN, FACHE, who began as a staff nurse at Our Lady of the Lake 
Regional Medical Center 35 years ago and served as its chief nurse for 7 years, 
is the first African American and first nurse to become the organization’s chief 
operating officer (COO). Coletta Barrett, RN, MHA, FAHA, FACHE, is vice 
president of mission at Our Lady of the Lake, where she ensures that systems 
align with the core values of the Franciscan Sisters who founded the organization; 
she is the first lay leader in this position. Both are in the Louisiana State Nurses 
Association Hall of Fame. Together, they engage in mutual mentoring as they 
address SDOH through their health system and a community-based initiative to 
make Baton Rouge a healthier place to live and work.

In 2013, after the closure of a safety-net hospital that had been part of the 
Louisiana State University health system, Our Lady of the Lake entered into a co-
operative agreement with the State of Louisiana to become a safety-net hospital, 
absorbing the graduate medical education programs and patients of the shuttered 
institution. Barrett says that although the public–private relationship “was a noble 
and bold step,” they soon discovered that there was a 9-month waiting list for 
1,200 people in need of primary care—a situation she describes as “unconsciona-
ble.” Within just 9 weeks, Our Lady of the Lake had both eliminated the waiting 
list and decreased costs. Sterling notes that these accomplishments prompted 
their thinking about systems and structural changes that would align with the 
community’s needs, such as locating primary care services near other health care 
services and public transportation hubs. Barrett and Sterling also seized the op-
portunity for collaboration across hospital systems with the Affordable Care Act’s 
expanded “community benefit” requirements for nonprofit hospitals to conduct 
community health needs assessments and develop plans for addressing priority 
issues. Barrett facilitated one of the first joint community health assessments and 
plans, which focused on addressing HIV/AIDS. The current shared priorities are 
access to care, healthy living (including diet, exercise, and smoking cessation), 
mental and behavioral health, HIV/AIDS, and addressing SDOH through “anchor 
strategies” that prioritize local resources. 

The focus of this work—rooted according to Sterling in a commitment to 
compassion and ministry at Our Lady of the Lake—is not just on patients but on 

http://www.nap.edu/25982


The Future of Nursing 2020-2030: Charting a Path to Achieve Health Equity

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

APPENDIX G	 461

employees as well. After becoming COO, Sterling worked with Barrett to create 
Upward Potential, a program to help entry-level employees with such skills as 
financial literacy and understanding access to health care. 

In 2007, the mayor of Baton Rouge invited Barrett to chair a task force 
charged with providing recommendations for making Baton Rouge a healthier 
community. The result was the collaborative community initiative Healthy Baton 
Rouge (HBR). HBR had no budget and just one staff person provided by the 
mayor’s office, but it did have many volunteers. Financial support came from an 
annual fundraiser and two grants to address food insecurity, obesity, and social 
isolation. To ensure that Our Lady of the Lake would be contributing mean-
ingfully to HBR, the duo championed such initiatives as the Summer Feeding 
Program, which offers food to children who are seen for medical appointments. 
In addition, they worked with the Geaux Get Healthy Program, which provides 
nutritious foods to people in food-insecure zip codes, to have one of the system’s 
campuses offer fresh provisions at low prices to local residents. And they part-
nered with the Big River Economic and Agricultural Development Alliance, an 
organization that works with farmer’s markets, to bring a Farm-to-Work Program 
to Our Lady of the Lake. Employees making less than $15 per hour can purchase 
a $25 box of food for just $10; Our Lady of the Lake subsidizes the difference. 
Barrett says both facets of the initiative—addressing food insecurity and support-
ing a local farmer along with migrant workers—are driven by her commitment 
to social justice.

Their work, Sterling and Barrett agree, is not without challenges. First, be-
cause it is longitudinal, it tests people’s patience. Second, the goal of improving 
the health of whole communities seems unrealistic to some. To counter the skep-
ticism toward HBR, Barrett convinced other organizations’ leaders to focus on 
such areas as their procurement practices (identifying from which businesses they 
were acquiring goods and services) and the well-being of their own employees. 
The third challenge has been confronting stigma and racism, as exemplified by 
the reaction they initially received to an “opt-out” HIV testing program. Finally, 
Sterling points out that the “imposter syndrome” is a challenge for the mostly 
female nurses. “Women are more inclined to say, ‘I’m not ready. Am I really 
qualified to do this work?’” She has addressed this challenge through her com-
mitment to leadership development. 

Barrett and Sterling attribute much of their success to two factors: mentor-
ing each other and staying focused on mission and values. Both believe that the 
education of nurses on SDOH is crucial. “Sisters in this ministry have been here 
in Louisiana doing this work for 100 years,” Sterling says, “and this is just [our] 
little piece of it. We take so seriously the responsibility to continue the care and 
compassion, and to make the community we live in better.”

For more information, see City of Baton Rouge, 2018; Dialogue on Race Lou-
isiana, n.d.; Hope Ministries, n.d.; National League of Cities, n.d.; Poe, 2019.
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The Women of Washington: Nurse Leaders 
Collaborate to Transform Health

A dean, a legislator, a public health official, a Medicaid director, and a 
member of the governor’s cabinet—these are the nurse leaders who make up 
the core of the Women of Washington (WOW), a group that collaborates to 
transform health in Washington State. In 2018, Gov. Jay Inslee appointed Sue 
Birch, MBA, BSN, RN, to serve as director of the Washington State Health Care 
Authority (HCA), the state’s largest health care purchaser. Birch quickly reached 
out to other nurse leaders, several of whom had for some time been collaborat-
ing informally on shared interests: Eileen Cody, BSN, RN, who since 1994 has 
represented Washington’s 34th district in the House of Representatives, chairing 
its Health Care and Wellness Committee; Patty Hayes, RN, MN, director of 
public health for Seattle and King County; MaryAnne Lindeblad, BSN, MPH, 
among the longest-serving state Medicaid directors in the country; Azita Emami, 
PhD, RN, FAAN, Robert G. and Jean A. Reid executive dean of the University 
of Washington School of Nursing; and Sofia Aragon, JD, BSN, RN, executive 
director of the Washington Center for Nursing. Emami characterizes the group 
as a “lifeline” that compounds the success of each individual; Birch calls it “col-
lective conniving” on behalf of Washingtonians since they work together to shift 
mindsets on the factors affecting health. 

The group’s cohesiveness relies on their shared values, which include fo-
cusing on equity, whole-person care, population health, cross-systems think-
ing, multisector partnering, and the promotion of nurses’ roles in advancing 
health. Various initiatives have emerged from their collaborations, including the 
following:

•	 The Nation’s First Public Option. In 2021, Washington will be the first 
state to offer a public health insurance option.

•	 Strengthening Primary Care in Washington. Cody, Birch, and Lindeblad 
have been champions of advancing primary care in Washington State.

•	 Accountable Communities of Health (ACHs). Lindeblad and Cody col-
laborated on obtaining legislative approval and funding for the creation 
of nine ACHs, which bring cross-sector partners to the table to use data 
to plan and promote health equity, improve health planning, link with 
community clinical health, and promote health and well-being with a 
holistic perspective.

•	 Foundational Community Supports. Through this initiative, Lindeblad, 
Hayes, and others ensured that the state’s application to the federal 
government for a $1.5 billion Medicaid demonstration waiver included 
a focus on SDOH. 
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•	 Hep C Free Initiative. Governor Jay Inslee has set the bold goal of 
eliminating hepatitis C virus in Washington by 2030, a goal supported 
by this initiative, which includes public outreach, innovative purchasing 
strategies for curative medications, and a key role for nurses. 

•	 Integrating Nurses’ Voices in Policy. When the state sought to survey 
physicians for a study of primary care capacity and expenditures, Birch 
alerted Hayes to mobilize NPs, who requested that they, along with other 
primary care providers, be included.

•	 Changing Nursing Education. The group’s involvement with ACH 
aligns with Emami’s efforts to focus nursing education on population 
health and provide students with opportunities “outside of hospital 
walls” to learn about SDOH and health equity and to acquire the skills 
to put that knowledge into practice.

•	 Nursing Now. When the University of Washington School of Nursing 
became a U.S. co-lead of Nursing Now—a campaign run by the World 
Health Organization and the International Council of Nurses to raise 
the profile of nursing worldwide1—Emami reached out to her WOW 
colleagues to ensure a successful launch. Birch and Cody discussed this 
with the governor and First Lady Trudi Inslee, who became an ambas-
sador for the initiative. “Nurses play a transformational role in ensuring 
the health and well-being of all communities,” said the governor, who 
called for an investment in preparing a diverse nursing workforce.

Hayes notes that the group’s work holds promise beyond these areas. One 
example is a collaboration between Hayes and Emami on King County’s Best 
Start for Kids, a comprehensive, levy-funded, life-course approach to helping 
children have a happy, healthy, safe, and thriving environment. At the same time, 
the work has its challenges, including choosing which initiatives to focus on, 
coordinating efforts, and not giving up. The group admits that it has not always 
been successful, especially when attempting to receive funding from the legisla-
ture to support such initiatives as improving access to behavioral health services 
or increasing the nursing workforce. But failure is not in their lexicon. “We never 
fail,” says Cody. “We back up and take another path.”

For more information, see Healthier Washington, 2018, Hermer et al., 2020; UW 
School of Nursing, n.d., 2019; Washington State Health Care Authority, 2020a,b.

1  Nursing Now USA is a collaboration among the University of North Carolina at Chapel Hill 
School of Nursing; the American Nurses’ Association; and the U.S. Public Health Service Chief Nurse 
Officer. It was launched in April 2019. See https://www.nursingnow.org/who-we-are (accessed April 
12, 2021) for more information. 
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