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Holistic Pediatric
Critical Care
Nursing

This section presents essential concepts that provide a foundation for the
practice of pediatric critical care nursing. The evolution of pediatric critical
care nursing as a specialty is presented. Discussion of the impact of critical
illness on children and families provides nurses with an appreciation of the
magnitude of this experience and guides interventions aimed at mitigating
stress and promoting individual growth.

The Essence of Pediatric
Critical Care Nursing
Martha A.Q. Curley

ICUs. 3 In the late nineteenth century, Louisa May Alcott
wrote:
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My ward was divided into three rooms.... I had managed to
sort out the patients in such a way that I had what I called "my
duty room, my pleasure room, and my pathetic room," and
worked for each in a different way. One, I visited, armed with
a dressing tray, full of rollers, plasters, and pins; another, with
books, flowers, games, and gossip; a third, with teapots,
lullabies, consolation, and, sometimes, a shroud.... wherever
the sickest or most helpless man chanced to be, there r held my
watch."

DESCRIBING WHAT NURSES Do: THE SYNERGY MODEL

Patient Characteristics of Concern to Nurses
Nurse Competencies Important to the Patient
Optimal Patient Outcomes

First Units

CURRENT ENVIRONMENT

North Carolina Memorial Hospital opened the first "special
care unit" for acutely ill patients in 1953. 5 This unit was
created to meet the challenge of improving patient care
while simultaneously saving time for nursing personnel.
Before creating the special care unit, patients were assigned
beds by virtue of their financial status. Nurses would care
for patients with varying levels of acuity on the same unit;
the almost constant attention requiTed of acutely ill patients
prevented nurses from adequately caring for less acute
patients. 5 Of interest to pediatrics, the idea of putting all
critically ill patients in one room with everything available
in case of an emergency was generated by an assistant
director of nursing, chief of anesthesia, medical director of
the hospital, and otolaryngologist after a near-miss Iifethreatening respiratory event involving a 4-year-old patient. 6 This young patient survived only by chance; a nurse
passed her door (a private room at the end of a hallway),
noted her distress, and gave her emergency treatment.
The first pediatric-specific ICUs opened after improved
patient outcomes were realized when specialized care was
provided to critically ill neonates and adults. From the 1920s
to early I950s, epidemics of acute poliomyelitis necessitated
the use of assisted ventilation for polio victims (Fig. 1-2).
First described was negative pressure ventilation by Drinker
and Shaw 7 in Boston, followed by tracheal intubation and
positive pressure ventilation by Lassen 8 in Copenhagen.

Nurses are privy, like almost no one else, to the body's secret
bruises and disfigurements, the mind's unuttered worries, the
heart's sweetest emotions, and the spirit's last glimmer.
Allgeia McBride'

P

ediatric critical care nurses create an environment in
which critically unstable, highly vulnerable infants and
children benefit from the vigilant care and the coordinated
efforts of a team of highly skilled pediatric healthcare
professionals. Indeed, the art and science of pediatric critical
care have matured tremendously over the past three decades.
Still vivid are memories of small rooms, minimum technology, changing boundaries of professional practice, and little
clinical expertise. As noted by Diers,2 nursing is what is
intense about intensive care unit (ICU) care; the constant
within the pediatric critical care environment is the pediatric
critical care nurse. This chapter introduces the reader to both
the genesis and essence of the practice of pediatric critical
care nursing.

EVOLUTION OF THE DISCIPLINE
Nursing's historical practice of watchful vigilance and triage
provided the model for the care of critically ill patients in
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Fig. 1-1 Sun room where babies in sun bonnets received the benefit of natural lighting through large
windows. 1930. (Courtesy Children's Hospital. Boston.)

Fig. 1-2

Infant in respirator, 1934. Infant's Hospital, Boston. (Courtesy Children's Hospital, Boston.)
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Box 1·1

Early PICUPrograms
Abroad
1955 Children's Hospital of Goteburg, Sweden
1961 Stockholm, Sweden
1963 Hospital St. Vincent de Paul. Paris
1963 Royal Children's Hospital, Melbourne
1964 Alder Hey Children's Hospital, Liverpool
United States
1967 Children's Hospital of Philadelphia
1969 Children's Hospital of Pittsburgh
1969 Yale-New Haven Medical Center
1971 Massachusetts General Hospital, Boston
From Downes JJ: The historical evolution, current status. and prospective
development of pediatric critical care, eric Care Clin North Am 8: 1-22,
1992.

Fig. 1-3 Nurses reading to children in a four-unit respirator, c.
1955. (Courtesy Children's Hospital, Boston.)

James Wilson, a pediatrician at the Children's Hospital of
Boston, designed the four-bed negative pressure ventilator
in 1952 (Fig. 1_3).9 As noted by Downes,lO this was
"probably the first unit in the world to cohort and support
pediatric patients with vital organ failure." Later in Scandinavia, it was recognized that children had higher mortality
rates than adults in these special poliomyelitis respiratory
units. Responding to this, separate pediatric respiratory units
were developed to specifically care for children in Uppsala
and Stockholm. II
In January 1967, John J. Downes lO and his colleagues
from Children's Hospital of Philadelphia opened the first
multidisciplinary pediatric intensive care unit (PICU) in the
United States (Box 1-1). This unit consisted of six fully
monitored beds with an adjacent procedure room and
intensive care chemistry laboratory (Fig. 1-4). As recalled
by Downes, Erna Goulding, then director of nursing,
became convinced that opening the ICU would be the right
decision. Willing to err on the side of what was best for
patients, Ms. Goulding recruited a number of high-caliber
nursing staff for the unit. The unit's first nurse manager was
Janet Johnson, followed by Joan Alessio. According to
Downes, Johnson's tenure was short. Alessio contributed
creativity, drive, and spark to build a self-directed cohesive
team that adapted well to the new PICU environment. 12
By the end of the 1970s, medical training programs for
pediatric intensivists developed. In 1985, the American
Board of Pediatrics recognized the subspecialty of Pediatric
Critical Care Medicine and set criteria for subspecialty

certification. The American Boards of Medicine, Surgery,
and Anesthesiology gave similar recognition to the subspecialty. By the mid-1980s, advanced practice nursing programs in acute care pediatrics were established at Yale
University, the University of Pennsylvania, and the University of California at San Francisco. Currently, PICUs are
found in every major center that provides care to seriously
ill pediatric patients. In 1992 the American Hospital
Association listed 328 PICUs,13 and in 1998, this number
increased to 411 PICUS. 14

Patient Population
Although many PICUs care for critically ill surgical
neonates and maturing young adults with a congenital or
childhood disease, the pediatric critical care population
traditionally consists of patients who range in age from
full-term neonates to adolescents and their families. Unlike
system-specific adult critical care units, a wide spectrum of
illnesses are found in most PICUs. Extremes in age and
illness require pediatric critical care nurses to function as
generalists within a subspeciality area.

Levels of PICU Care
Although patients with a wide variety of illness can be
found in most PICUs, Guidelines and Levels of Care
for Pediatric Intensive Care Units have been promulgated by the Pediatric Section of the Society of Critical
Care Medicine, the American Academy of Pediatrics
Section on Critical Care Medicine, and the Committee on
Hospital Care. 15 • 16 The guidelines recommend that level I
PICUs provide multidisciplinary definitive care for a wide
range of complex, progressive, rapidly changing, medical,
surgical, and traumatic disorders, occurring in pediatric
patients of all ages, excluding premature newborns. The
guidelines also recommend that level II PICUs provide
stabilization of critically ill children before transfer to
another center or, to avoid long-distance transfers, provide
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Fig. 1-4 Patient in the first pediatric intensive
care unit in the United States (Children's Hospital of Philadelphia, 1970.) Note Emerson
PV-l ventilator, Gomlan-Rupp water mattress,
Stratham monitoring system, and strain-gauge
transducers. (From Downes JJ: The historical
evolution, current status, and prospective development of pediatric critical care, Crit Care
Cli" North Am 8:1-22, 1992,)

care for disorders of less complexity or lower acuity,
Although the same standards of quality are applied to
patients managed in both level I and level II PICUs,
requirements for level II PICUs differ from those for level
I PICUs in respect to the type and immediacy of physician
presence and hospital resources, Cooperation between
hospitals and professionals within a given region is essential
to ensure that an appropriate number of level I and II units
are designated. Duplication of services leads to underuse of
resources and inadequate development of skills by clinical
personnel and are costly. 17

Literature
The rapid evolution of pediatric critical care required nurses
to be self-motivated learners accountable for their own
education. Before the early 1980s, educational materials
specific to pediatric critical care nursing were nonexistent.
Pediatric critical care nurses wou Id occasionally find an
additional chapter on pediatrics or an appendix on normal
pediatric vital signs placed at the end of a critical care
nursing text. In 1981, the first pediatric critical care nursing
texts were published: Pediatric Critical Care Nursing,
edited by Katherine W. Vestal, and Critical Care Nursing of
Children and Adolescents, edited by Annalee R. Oakes and
sponsored by the American Association of Critical-Care
Nurses (AACN).18,19 These were followed by Janis Bloedel
Smith's Pediatric Critical Care and then Mary Fran
Hazinski's AACN-endorsed first edition of Nursing Care of
the Critically III Child,z°·21 Journal articles about pediatric
critical care nursing are sporadically found in both pediatric
and critical care journals.
As we enter a new millennium, pediatric critical care
nurses have many options. In addition to a selection of
nursing and medical pediatric critical care textbooks, the
Society of Critical Care Medicine and the World Federation
of Pediatric Intensive and Critical Care Societies released its
inaugural journal Pediatric Critical Care Medicine at the

Third World Congress in Pediatric Critical Care. In addition
to print media, pediatric clinicians now have the World Wide
Web. PCCMeds (http://PedsCCM.wustl.edu/) provides a
multidisciplinary educational and practical resource for the
subspecialty. The web site contains original peer-reviewed
content and is linked to numerous associated sites on the
Internet.

Professional Organizations
The AACN, first organized in 1969 as the American
Association of Cardiovascular Nurses, has a long history of
supporting critical care nursing across the lifespan?2 The
mission of AACN is to provide and inspire leadership to
establish work and care environments that are respectful,
healing, and humane. AACN is committed to providing
the highest quality resources to maximize nurses' contribution to caring and improving the healthcare of critically
ill patients and their families. AACN's vision is to create
a healthcare system driven by the needs of patients
and families whereby critical care nurses make their
optimal contribution (see http://www.aacn.org for more
information).
In 1982 the AACN introduced Special Interest Groups
(SIGs) to respond to members' expressed needs for specialized information, networking, and education. 23 The pediatric SIG, later known as the Neonatal and Pediatric Special
Interest Group (NAP SIG), provided the first opportunities
for pediatric critical care nurses to collectively gather and
share their expertise. The first members of this group
included Mary Fran Hazinski (coordinator), Nan SmithBlair, Margaret Slota, Karen Killian, Holly Weeks-Webster,
Janet Wintle, Linda Miers (AACN board liaison), and James
Niebuhr (AACN staff liaison).
Priorities for the NAP SIG included the provision of
high-level programming to meet the specific educational
needs of its members. Before this initiative, pediatric critical
care nurses attended adult or neonatal programs and
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extrapolated perceived relevant information when caring for
the pediatric patient population. Other priorities of the NAP
SIG included developing a resource file of consultants,
audiovisual programs, policies and procedures, care plans,
and teaching programs and support of separate critical care
certification examinations for neonatal and pediatric critical
care nurses 24 .25
In 1989 AACN restructured all SIGs into a national
network of Special Interest Consultants (SICs). Acknowledging the unique and separate needs of neonatal and
pediatric nurses, distinct neonatal and pediatric SIC positions were established. Pediatric SICs specifically focused
on issues related to pediatric critical care nursing and were
readily available to AACN as regional experts on issues
related to pediatric critical care nursing practice. The
pediatric SICs have now been phased out and replaced the
pediatric Board Advisory Team (BAT), who communicate
electronically using e-mail.
Other organizations of interest to pediatric critical care
nurses include the Society of Pediatric Nurses (SPN) and the
Society of Critical Care Medicine (SCCM). Established in
1990, the mission of the SPN is to promote the optimal
health of children and excellence in nursing care of children
and their families (see http://www.pednurse.org for more
information). Established in 1970, the SCCM is a multidisciplinary multispecialty, international organization whose
mission is to secure the highest quality care for all critically
ill patients by promoting the superiority of a multidisciplinary, ICU-based, intensivist-directed team for delivery of
the highest quality, cost-efficient critical care (see http://
www.sccm.org for more information).

Certification in Pediatric Critical
Care Nursing
In 1975 the AACN Certification Corporation was established to formally recognize the professional competence of
critical care nurses. The mission of the AACN Certification
Corporation is to certify and promote critical care nursing
practice that optimally contributes to desired patient outcomes. The program establishes the body of knowledge
necessary for CCRN certification, tests the conunon body of
knowledge needed to function effectively within the critical
care setting, recognizes professional competence by granting CCRN status to successful certification candidates, and
assists and promotes the continual professional development
of critical care nurses.
Certification is attractive to both the critical care nurse
and the consumer of critical care nursing services. State
licensure signifies that an individual has the basic knowledge needed for the general practice of nursing, whereas
certification provides a means of recognizing professionals
who have specialized knowledge and experience and
assures the public that they are receiving care from
practitioners who meet a defined level of competence. 26
Because critical care nursing practice is constantly
changing, a Role Delineation Study (ROS) is conducted
every 3 to 5 years to define the dimensions of current critical
care nursing practice and to identify the actual tasks required
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TABLE 1-1 Percentage of Time Caring
for Patients With Alterations
in Body Systems

":0
~ystem
lPY5function

Pediatric
Practice

Neonatal
Practice

Adult
Practice

28%
24%
15%
12%

39%
15%
6%
22%

22%
39%
8%
10%

of a competent critical care nurse. The tasks serve as a
framework for the CCRN examination blueprint. Examination questions are linked to the study data and evaluate the
knowledge and skills required of a nurse to perform the
tasks at a competent level of critical care nursing practice.
Before 1992 content and construct validity of the CCRN
examination was established for critical care nurses who
primarily cared for adult patients. Pediatric critical care
nurses who sat for the CCRN examination were tested on
content that did not reflect their practice. For example, the
cardiovascular system, which reflected 19% of the CCRN
examination, contained questions on myocardial infarctions
and angina/atherosclerosis, a rare phenomenon in pediatric
critical care. For years, pediatric critical care nurses
recognized both the similarities and differences between
their practice and that of neonatal and adult critical care but
found them difficult to articulate.
In 1989 AACN Certification Corporation began a new
RDS. The purpose of the 1989-1990 study was to refine the
existing adult CCRN examination and define the tasks,
knowledge, and skills fundamental to neonatal and pediatric
critical care nursing. Major differences among neonatal,
pediatric, and adult critical care nursing practice were
identified in the types of patient care problems for which
direct bedside care is provided and in the amount of time
spent caring for the patients with specific problems (Table
I-I). The results, for the first time, described the practice of
pediatric critical care nursing and justified the need for
separate pediatric, neonatal, and adult CCRN examinations.
The 1989-1990 RDS described the diverse practice of
pediatric critical care nursing and communicated it in terms
that could be equated with neonatal and adult critical care
nursing practice. The first CCRN examination, specific for
pediatric critical care nursing, was administered in July
1992. Almost 75% of the first 848 pediatric critical care
nurses who sat for the examination passed it. 27
In 1997 the unique competencies of pediatric, neonatal,
and adult critical care nurses were rearticulated using the
Synergy Model as a conceptual framework. 28 Again, dif-
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ferences across the lifespan were described, and the
separate CCRN programs still exist (Table 1-2). To date,
over 1200 pediatric critical care nurses hold CCRNPediatric certification.
In 1999 AACN also initiated a certification program for
clinical nurse specialists in pediatric critical care (CCNSPediatric). The CCNS program validates an advanced
practice nurse's qualifications and knowledge for practice as
a clinical nurse specialist. The examination also uses the
Synergy Model as a conceptual framework and consists of
questions designed to reflect general knowledge needed in
the CNS role and questions covering age-specific content
(Table 1-3). To date, 14 pediatric clinical nurse specialists
hold CCNS-Pediatric certification. It is anticipated that a
TABLE 1-2
CCRN Blueprints Using
the Synergy Model as a Conceptual
Framework

Pediatric
Practice·
!H1iY

~i,~linical

Judgment
)f}iulmonary
~ardiovascular

'" . eurologic
~Ultisystem

80%

80%

24%

31%

17%

19%

13%

29%

10%
11%

4%

7%

17%
3%
3%

10%
3%
5%

6%

6%

IHematology/immunology

4%

~Renal

3%
5%

IGastrointestinal

~ijEndocrine

~"

Neonatal Adult
Practice· Practice·
80%

4%

3%

3%

20%

20%

20%

4%
4%
4%
2%
2%
2%

4%
4%
4%
2%

4%
4%
4%
2%

2%
2%
2%

2%
2%

.

f,Ca.·
••. ring Practices

!!l'

mtAdvocacy/Moral agency
ilit aring practices
~ollaboration

:;: ystems thinking
p.:
.... esponse to diversity
~Clinical inquiry
I~facilitation of learning

2%

2%

!1!'W

il!p'ata from Certification Corporation. American Association of Critical!!tl:::are Nurses: Role delineorion study 1997. Aliso Viejo, Calif, 2000.

~iJ:Percenl of examination questions.
lli'.c

[tI

TABLE

1·3

Pediatric ceNS Exam Blueprint

~[

~pimension

Percent of
Examination Questions

lB-

!J,Clinical judgment .
~faClh[alton of learnmg
~.:Collaboration

1~linical inquiry

li;;(Janng practlces
~~ystems thinking
1"'Advocacy/agency
~iResponse to diversity
ij11

25%

18%
14%

13%
10%
8%

7%

5%

~~pata from Certification Corporation. American Association of Critical·
lfare Nurse" CCNS Exam Blueprill/. Aliso Viejo. Calif. 2000.

Pediatric Acute Care Nurse Practitioner certification program will soon be initiated.

DESCRIBING WHAT NURSES
DO: THE SYNERGY MODEL
Given the current demands of the healthcare environment, a
clear sense of the unique contributions of nursing to patient
outcomes is critical. The synergy model describes nursing
g
practice based on the needs and characteristics of patients.z
The fundamental premise of this model is that patient
characteristics drive nurse competencies. When patient
characteristics and nurse competencies match and synergize,
optimal patient outcomes result.
Synergy is an evolving phenomenon that occurs when
individuals work together in mutually enhancing ways
toward a common goal. The Synergy Model recognizes the
combined actions of both patient and nurse. Within this
model the patient and family are active participants in the
patient-nurse interaction. Patient-nurse synergy results in a
better outcome than what could be achieved independently.
The following presents the major tenets of the Synergy
Model: patient characteristics of concern to nurses, nurse
competencies important to the patient, and patient outcomes
that result when patient characteristics and nurse competencies are mutually enhancing.

Patient Characteristics of Concern to Nurses
Contextually, each patient and family is unique with varying
capacities for health and vulnerability to illness. Each
individual possesses a singular genetic and biologic makeup
that establishes a capacity for health. Each individual
practices various degrees of healthy behaviors, for example,
diet, exercise, and stress reduction. Each lives within a
community with different institutions, economic structures,
government, social organization, and community perceptions. All exist within a macrosocial structure consisting of
societal infrastructure, the physical environment, cultural
characteristics, and population perceptions. All of these
factors place the patient within the context of an individual,
unique environment and impact the nursing care required
for a particular patient and family.
Each person brings a unique cl uster of personal characteristics to a healthcare situation. These characteristicsstability, complexity, predictability, resiliency, vulnerability,
participation in decision making, participation in care, and
resource availability-span the continuum of health and
illness. Stability refers to the person's ability to maintain a
steady-state equilibrium. Complexity is the intricate entanglement of two or more systems (e.g., body, family
therapies). Predictability is a sumrnative patient characteristic that allows the nurse to expect a certain trajectory of
illness. Resiliency is the patient's capacity to return to a
restorative level of functioning using compensatory and
coping mechanisms. Vulnerability refers to an individual's
susceptibility to actual or potential stressors that may
adversely affect outcomes. Participation in decision making
and in care is the extent to which the patient and family
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engage in decision making and in aspects of care. Resource
availability refers to resources the patient, family, or
community bring to a care situation; resources include
personal, psychologic, social, technical, and fiscal.
These eight continua are applicable to patients in all
practice settings. which is important for nurse-to-nurse
communication of patient characteristics across traditional
unit and system boundaries. For example. a healthy
uninsured 4-year-old girl undergoing a preschool physical
examination could be described as an individual who is
(a) stable, (b) not complex, (c) very predic\able, (d) resilient,
(e) not vulnerable, (f) parent able to participate in decision
making and care, but (g) has inadequate resource availability; whereas a critically ill infant in multisystem organ
failure can be described on the other end of the continuum
in some areas but very similar in others, for example, as an
individual who is (a) unstable, (b) higWy complex. (c) unpredictable. (d) highly resilient, (e) vulnerable, (f) unable to
become involved in decision making and care. but (g) has
adequate resource availability.
Individuals vacillate at different points along these eight
continua. For example, in the case of the critically ill infant
in multisystem organ failure, stability can range from a high
to low risk of death; complexity, from atypical to typical;
predictability, from uncertain to certain; resiliency, from
minimal to strong reserves; vulnerability, from susceptible
to safe; family participation in decision making and care,
from no capacity to full capacity; and resource availability,
from minimal to extensive. At any point in time, various
combinations of these eight continua paint a different
picture of the patient. From a clinical perspective, this
makes sense. Patient characteristics evolve over time; what
might seem very important one day may be less important
the next. Compared with traditional patient classification
systems that count nursing tasks, for example, partial or
complete bath. frequency of vital signs, and so on, these
eight dimensions better describe the needs of patients.

Nurse Competencies Important
to the Patient
Nursing competencies, derived from the needs of patients,
are also described in terms of essential continua: clinical
judgment, advocacy/moral agency, caring practices, facilitation of learning, collaboration, systems thinking, response
to diversity, and clinical inquiry. Clinical judgment is
clinical reasoning that includes clinical decision making,
critical thinking, and a global grasp of the situation, coupled
with nursing skills acquired through a process of integrating
formal and experiential knowledge. Advocacy/moral agency
is defined as working on another's behalf and representing
the concerns of the patient, family, or community. The nurse
serves as a moral agent when assuming a leadership role in
identifying and helping to resolve ethical and clinical
concerns within the clinical setting. Caring practices are a
constellation of nursing activities that are responsive to the
uniqueness of the patient and family and create a compassionate and therapeutic environment with the aim of
promoting comfort and preventing suffering. Caring behav-
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iors include but are not limited to vigilance, engagement,
and responsiveness. Facilitator of learning is the ability to
use one's self to facilitate patient learning. Collaboration is
working with others (patients, families, healthcare providers) in a way that promotes and encourages each person's
contributions toward achieving optimal, realistic patient
goals. Collaboration involves intradisciplinary and interdisciplinary work with colleagues. Systems thinking is appreciating the care environment from a perspective that
recognizes the holistic interrelationships that exist within
and across healthcare systems. Response to diversity is the
sensitivity to recognize. appreciate, and incorporate differences into the provision of care. Differences may include but
are not limited to individuality, cultural practices, spiritual
beliefs, gender, race, ethnicity, disability, family configuration, lifestyle, socioeconomic status, age, values, and
alternative care practices involving patients and families and
members of the healthcare team. Clinical inquiry is the
ongoing process of questioning and evaluating practice,
providing informed practice based on available data, and
innovating through research and experiential learning. The
nurse engages in clinical knowledge development to promote the best patient outcomes.
These competencies reflect a dynamic integration of
knowledge, skills, experience, and attitudes necessary to
meet patients' needs and optimize patient outcomes. Nurses
become competent within each continuum at a level that
best meets the fluctuating needs of their patient population.
Logically, more compromised patients have more severe
or complex needs; this in tum requires the nurse to possess
a higher level of knowledge and skill in an associated
continuum. For example, if the gestalt of a patient were
stable but unpredictable, minimally resilient, and vulnerable, primary competencies of the nurse would be centered
on clinical judgment and caring practices (which includes
vigilance). If the gestalt of a patient were vulnerable,
unable to participate in decision making and care, and
inadequate resource availability, the primary competencies
of the nurse would focus on advocacy/moral agency,
collaboration, and systems thinking. Although all eight
competencies are essential for contemporary nursing practice, each assumes more or less importance depending on
a patient's characteristics. Synergy results when there is
a match between patient's needs/characteristics and nurse
competencies.
Clinical Judgment. Pediatric critical care nursing
practice is based on a unique body of knowledge that
integrates the individual effects of system maturation on
physiology, pathophysiology, sociology, psychology, and
human development. Clinical expertise-that is, skilled
clinical knowledge, use of discretionary judgment, the
ability to integrate complex multisystem effects and understand the expected trajectory of illness and human response
to critical illness-embellishes competent practice. In critical care, Funk notes that the clinician first masters then
transcends the technology and uses it as a means to an end
in providing holistic care. With experience, personal mastery develops, enabling the competent nurse to balance the
art and science of care. The expert nurse anticipates the
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needs of patients, predicts the patient's trajectory of illness,
and envisions the patient's level of recovery.
Aiken, Smith, and Lake29 note that the current expectations for professional nursing practice are high: "Care has
become increasingly complex; the exercise of professional
judgment by nurses is ever more important in preventing
adverse and sometimes catastrophic events." Clinical expertise creates safe passage for patients. In fact, excellent
nursing care is often invisible, and from a perspective of
preventing untoward effects and complications, it should be.
Nursing's unique contribution to patients within the healthcare environment, the one that encompasses all nursing's
competencies, is that nurses create safe passage for patients
and families. Safe passage may include helping the patient
and family move toward greater self-awareness, selfunderstanding, competence, and health and through transitions and stressful events or a peaceful death.
Safe passage requires that the nurse "know the patient."
Tanner and colleagues 30 described "knowing the patient" as
a primary caring practice that includes knowing the patient
as a person and having in-depth knowledge of that
individual's typical responses. Knowing the patient refers to
how a nurse understands a patient, grasps the meaning of a
situation for a patient, or recognizes the need for a particular
intervention. Knowing the patient requires clinical judgment
and creates the possibility for advocacy, which limits patient
vulnerability.
Advocacy/Moral Agency. "Agency"-an expression of responsibility for a patient's outcome-includes
reading the situation based on expected changing relevance,
including action based on the significance inherent in the
situation, and a practical grasp of other clinicians' perception of the situation? 1 Moral agency is a competency that
acknowledges the unique trust inherent within nurse-patient
relationships, a trust gained from nursing's long history of
speaking on the patient's behalf in an effort to preserve a
patient's "lifeworld.,,32
Each discipline offers a unique and necessary perspective
in advocating for patients. Visintainer33 applied an analogy
of maps to contrast each discipline's unique approach to
clinical problem solving. Various maps exist to describe a
geographic location, for example, road maps, air traffic
maps, weather maps, and mineral distribution maps. Although all of these maps represent the same geographic area,
they differ in what they represent as relevant. A traveler
would find a mineral distribution map completely irrelevant,
as would an air traffic controller when using a road map.
Similar to geographic maps, maps of a discipline provide a
framework for selecting and organizing information. In
determining what is relevant and what is not relevant for that
specific discipline, the nursing map reflects an illness
perspective-to care, helping patients and families. The
medical map reflects a disease perspecti ve-to cure.
In the PICV, it is especially challenging to balance
technology with values that emphasize the quality of life,
consumer choice, risk-benefit decisions, access, and integrity of human life. 34 Nursing's moral sensitivity reflects a
holistic view of the patient. Nursing practice values and
empowers the patient's and families' right to make informed

choices consistent with autonomy, personal values, lifestyles, plans, or self-determination.
When cure becomes futile, nurses assume a leadership
role in focusing care to ensure death with dignity and
comfort. When parents must make difficult decisions about
their child's life, what they require from nursing is a real
presence that will support them, empower them, and give
them the courage to decide. 35 Through experience, we know
which activities might be helpful to families, and we provide
options when death is imminent. Nurses "orchestrate"
death, supporting parents and family members through the
worst thing in the world anyone could ever experience, the
death of a loved one.
II is extremely difficult to "orchestrate death" and then
continue on with the day as if nothing happened. Often
nurses are not able to share their day (like the rest of the
world) with non nurse friends because of the difficulty in
talking about and listening to the topic. As one continues to
experience the death of patients, one personally recovers
much more quickly-<ieath may become too routine,
although it shouldn't be. It is emotionally exhausting to
orchestrate death, and traditionally, nurses learn how to do
so by watching their colleagues. This almost never-talkedabout intimate aspect of care, which is learned through role
modeling--<;olleague to colleague-is nursing's most profound contribution to humankind.
Caring Practices. Caring practices optimize and
make clinical competence and expertise more visible. As a
basic value, caring embodies a spiritual and metaphysical
dimension concerned with preserving, protecting, and enhancing human dignity?6.37 Caring practices include not
only what nurses do but also how they do it. From the
patient's perspective, caring practices are expressive activities that help the patients and families feel cared for. 38
Essential to the process of caring is nurse recognition and
appreciation of the patient's and parent's worth and competency to know and attend to self and congruence of the
nursing action with the patient's or parent's perception of
need. 39. 41
Demonstration of professional knowledge and skill,
surveillance, and reassuring presence have been identified as
important caring practices when there is perceived threat to
an individual's physical well-being. 38 Extremely vulnerable
patients require a high level of nursing vigilance. From a
patient's perspective, vigilance is a highly valued caring
practice unique to critical care. In critical care, caring is
vigilant behavior that embodies nurturance and highly
skilled and technical practices. 42 Vigilance preserves, protects, and enhances human dignity. Alert and constant
watchfulness, attenti veness, and reassuring presence are
necessary to limit potential problems and complications.
The unique significance of nursing is in making a
difference for patients; understanding the impact of critical
illness on the infant's or child's person, development, and
entire family; and helping so that patients and their families
can tolerate the experience. This aspect of practice, our
presence with patients, is unique to nursing.
Nurses coordinate the patient's and family's experiences
by continuousIy focusing on the person beneath all the high
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technology. Nursing's concept of vigilance includes the
"illness perspective," or the patient's experience of being
ill. It takes courage to acknowledge the person of someone
critically ill-those patients, surrounded by technology,
therapists, physicians, and nurses, chemically paralyzed,
narcotized, and apparently lifeless except for the rhythm
of monitors, ventilators, and occasional alarms. We acknowledge their person by surrounding them with their
possessions-for example, family pictures, cards from
friends, their music. We make them human by talking with
them, orientating them, and telling them what's going on.
Occasionally the communication is not only one way. The
person responds by increasing heart rate or blood pressure or
dropping intracranial pressure or sometimes by just shedding a tear. Not only are nurses sensitive to this level of
communication, but also they take it one step further by
teaching this level of communication to family members so
that they too can interact with their critically ill loved one.
Through our vigilance, we coordinate the indi vidual
experience of illness and create the environment, making it
bearable. Not only do we make it bearable, but also in some
cases, we make it growth provoking. Numerous nursing
research studies now exist to help guide nursing practice in
the neonatal ICU to support the development of preterm
infants. Nursing research has changed the environment from
one that was provider suited to one that is patient driven.
The bright, noisy, and sterile neonatal ICUs of long ago now
facilitate "kangaroo care"-the practice of giving preterm
infants skin-to-skin contact with their parents, enabling
them to share warmth and natural closeness. In addition to
easing the pain associated with parent-infant separation,
kangaroo care helps premature infants grow; leave their
isolettes sooner; and achieve a deeper, more peaceful
sleep.43 Lights are dimmed, isolettes are covered with
blankets to decrease both light and noise, and blankets
provide appropriate boundaries. Patient survival mandates
that neonatal critical care nurses be responsive to the
behavioral clues of newborns and assist parents in interpreting and responding to their baby's behavior. Care is focused
at supporting the entire family unit, not just a piece of it that
can be biologically but never emotionally separated from
the rest.
Critical care nurses have always prided themselves on
having empathetic practices that value the family and
provide close, attentive care to the patient. 44 More than any
other subspeciality, pediatric critical care nurses have made
significant progress in role modeling family-centered care in
critical care. An abundance of nursing research describes
family stress associated with critical illness. Regardless of
the population, the themes are similar: the need for hope,
information, proximity; to believe that their loved one is
receiving the best care possible; to be helpful; to be
recognized as important; and to talk with others with similar
issues.
Pediatric critical care nurses have moved beyond just
describing what is upsetting to families to describing
interventions that the recipients of our care, themselves, find
helpful. 2 8.40.45 We have improved our dialogue with families
so that we provide families what they need to make
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responsible care decisions-to be educated consumers of
critical care. Parents note that the most significant contribution pediatric critical care nurses make in their care is to
serve as "interpreter" of their critically ill child's responses
and of the PICU environment. 45
When nurses develop mutually respectful trusting relationships with parents, families become empowered to
choose and to take responsibility for their choices. Creating
a humanistic, empowered environment that recognizes
parents as unique autonomous individuals who, when
supported, are capable of providing vital elements of care to
their children forms the foundation for family-centered care.
Different for each individual, humane care incorporates the
hopes, dreams, values, cultural preferences, and concerns of
patients and their families into the daily practice of critical
care. 46 The only time parents should ever have to be placed
in a situation in which they must ask permission to see their
children is when the pri vacy of other patients must be
protected. However, ICUs should be designed to provide all
patients with privacy. Parents are not visitors to their
children. 4o Family-centered care implies more than just that
open visiting hours exist.39
Facilitator of Learning. Providing patients and families the opportunity, accountability, and responsibility to
make their needs explicit requires consumer education.
Nurses facilitate patient learning so that patients can
understand the healthcare system and make informed
choices. Pediatric critical care nurses infuse teaching into
each and every patient encounter. Learning helps alley
patient and family fear and helps indi viduals accommodate
to and transition from the PICU environment.
Collaboration. Jacques,47 an organization theorist
who studied the structural dimensions of nurses' work,
noted: "The nurse is the one person on the unit whose job
is to care about anything that might happen in the universe
of the patient and to connect any parties who need to be
connected in order to assure a successful outcome for the
patient." Although it is critically important for the novice
nurse to learn, come to know, then articulate nursing's
independent contributions, only through the work of the
entire team will patient outcomes be optimized.
Optimal collaboration requires multidisciplinary socialization. Interpersonal team skills include conflict resolution
and consensus building. Senge 48 notes that team learning
begins with dialogue, in which members suspend assumptions and think together to solve problems or chart the
future.
Knaus and associates 49 found an inverse relationship
between actual and predicted patient mortality and the
degree of interaction and coordination of multidisciplinary
intensive care teams. Hospitals with good collaboration and
communication and a lower mortality had a comprehensive
nursing educational support program that included a clinical
nurse specialist and specific educational programming to
support the use of clinical protocols in which staff nurses
were independently responsible. AACN's demonstration
project also documented a low mortality ratio, low complication rate, and high patient satisfaction in a unit that had a
high perceived level of nurse-physician collaboration,
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higWy rated objective nursing performance, positive organizational climate, and job satisfaction and morale.so
Systems Thinking. Nurses are leaders in creating and
managing systems. Back in the 1960s, only nurses who gave
direct patient care were considered "real" nurses. Today, as
Angela McBride notes, real nurses also design, implement,
and evaluate whole programs of caregiving; manage units in
which care is provided; monitor whether the healthcare
system as a whole is sensitive to patient needs; and playa
role in ethical decision making around caregiving. 1
Current expectations for professional nursing practice are
high. Although professional skill and technologic capability
are vital, these essential traits must exist in a patientcentered culture that emphasizes strong leadership, coordination of activities, continuous multidisciplinary communication, open collaborative problem solving, and conflict
management. Sl Nurses have learned to manipulate the
system to work for the patients, systems thinking,48 whereas
the ability to understand the interrelationships and patterns
involved in complex problem solving is a new but required
skill in assuming overall responsibility for the environment
in which care is provided.
Managing multidisciplinary high-performance teams focused on outcomes requires systems savvy. Nurses are
comfortable as team leaders, team members, and colleagues
while providing supervision of unlicensed employees.
Delegation is a new activity for those with singular
experience within a primary nursing model.
The role of case/care manager "ups the ante" on
professional practice by ensuring a level of professional
accountability not always apparent within the actual, not
intended, primary nursing model. s2 The case management
model outlines and activates strategic management of
quality patient outcomes and costs. Transforming primary
nurses into case managers moves the focus of practice from
the nursing process to multidisciplinary outcomes.
Creating a safe environment includes managing complex
systems. Schumacher and Meleis s3 gave evidence to support
"transitions" as a central concept in nursing. Nurses-patient
relationships generally occur around transitional periods of
instability brought on by the demands of developmental,
situational, or health-illness changes. Facilitating transitions
across traditional healthcare system boundaries, for example, into and out of the community, requires systems savvy
and intradisciplinary collaboration.
Response to Diversity. Response to diversity celebrates the individual differences that exists in everyday
life. At a minimum, care is delivered in a nonjudgmental,
nondiscriminatory manner. This approach requires effective
communication with patients and families at their level of
understanding and, perhaps, tailoring the healthcare culture
to meet the diverse needs and strengths of families. At a
higher level, the expert clinician anticipates differences and
beliefs within the team and negotiates consensus in the best
interest of the patient and family.
Clinical Inquiry. Clinical inquiry helps push the limits
of current practice so that patients receive evidence-based
care. Studying the clinical effectiveness of care and how it

impacts patients will provide information that helps determine where to draw the line between cost and quality.
Quality improvement methods continue to progress from
single-department joint commission mandates to multidisciplinary teams working together to integrate systems in the
best interests of patient care. Parallel processes working
with outdated management tools (e.g., nursing care plans)
continue to give way to collaborative practice groups
working with clinical practice guidelines.
Clinical practice guidelines (CPGs)-patient-centered,
multidisciplinary, multidimensional plans of care-help the
team move toward evidence-based practice and improve the
process of how care is delivered. CPGs encourage practitioner accountability, encourage highly coordinated care,
decrease unnecessary variation in practice patterns, increase
high-quality cost-effective services, and provide a mechanism to systematically evaluate the quality and effectiveness
of practice in moving patients toward desired outcomes.
Effective CPGs are driven by the patient's needs and the
evidence that the intervention truly does make a difference
in patient outcomes. CPGs guide the appropriate use of
resources in that, if any intervention does not directly benefit
the patient, it's probably not worth doing.
Nursing's primary model for knowledge generation has
been the empirical/analytic model of the traditional sciences. 54 When instituting new therapies, the nursing focus is
on the illness aspect of care-the human response to disease
and therapy. For example, although our medical colleagues
may design a randomized study to investigate the effects of
high-frequency oscillatory ventilation in pediatric patients
with diffuse alveolar disease and air-leak syndrome, nursing
may focus on what bed to nurse the patient on (the chest
shakes differently on an air than on a conventional
mattress); the noise level, which is still quite high with this
mode of ventilation; how to maintain skin integrity, which is
challenging with the rigid arm of the ventilator; and how to
suction the patient without compromising lung volume.
Numerous caring behaviors that create safe passage for
patients, especially those behaviors mentored by peers, for
example, clinical leadership, creating trust, comforting
behaviors, and orchestrating death, are best investigated
using qualitative methodologies. Yet, although qualitative
methods more accurately describe the essence of nursing,
they lack a causal, predictive requirement. This limits their
use as a sole strategy of inquiry for nursing.

Optimal Patient Outcomes
According to the Synergy Model, when patient characteristics and nurse competencies match and synergize, optimal
patient outcomes result. Many outcome measures have been
proposed including: physiologic status, psychologic outcomes. functional measures, behavior, knowledge, symptom
control, quality of life, home functioning, family strain, goal
attainment, utilization of services, safety, problem resolution, and patient satisfaction. 55
Making pediatric critical acute care nursing visible by
delineating "nurse-sensitive" outcomes is challenging.

Chapter 1

Nurse-sensitive outcomes, a tenn first coined by Johnson
and McCloskey,56 define a dynamic patient or family caregiver state, condition, or perception that is responsive to
nursing interventions. Quite recently, Mitchell, Ferketich,
and Jennings 57 described a quality health outcomes model
that aligns more closely the dynamic processes of patient
care and outcomes. To best capture the unique contribution
of nursing and care delivery models to patient and family
well-being, Mitchell and co-workers 58 proposed that outcome measures should integrate the functional, social, psychologic, physical, and the physiologic aspects of patients'
experiences in health and illness. Outcome measures were
further proposed to be operationized in five categories:
(I) achievement of appropriate self-care, (2) demonstration
of health-promoting behaviors, (3) health-related quality of
life, (4) patient perception of being cared for well, and
(5) symptom management.
Numerous mediating factors impact nurse-sensitive outcomes. First, optimal patient outcomes require both the
unique and collective contributions of the patient and family, the nurse, the entire multidisciplinary team, the healthcare system, and the community. According to Mitchell,59
outcomes should be "relevant to the individual's goals in
seeking care, the institution's social contract in providing
care, and the society's value and understanding of elements
relevant to public as well as private health." The Synergy
Model views patients in the context of their environments
and as active participants in the care process. Thus the responsibility and accountability for optimal patient outcomes
are shared.
Isolating nursing from the unique contributions of the
patient and family and other practitioners is problematic.
Brooten and Naylor60 note: "The current search for
'nurse-sensitive patient outcomes' should be tempered in the
reality that nurses do not care for patients in isolation and
patients do not exist in isolation." What might be infl uenced
by nursing care in one context may be influenced by another
discipline or family in another.
Fearing that changes in both the structure and composition of the nursing workforce would jeopardize patient
safety, the American Nurses Association published Nursing
Report Card for Acute Care Settings. 61 The purpose of this
report was to begin to explore the nature and strength of
linkages between nursing care and patient outcomes. From
an initial pool of 21, six major nursing quality indicators
were identified; they include patient and family satisfaction,
adverse incident rate, complication rate, patient adherence
to discharge plan, mortality rate, and patient length of stay.
Adverse incident rates include medication errors and patient
injuries not directly related to their primary healthcare
problem. Total complication rates include additional healthcare problems, for example, pressure ulcers and nosocomial
infections that are unrelated to the patient's primary
healthcare problem. Both these factors alter safe passage
and increase patient suffering, risk of mortality, length of
~tay, and healthcare spending.
The Synergy Model is congruent with the Nursing Report
Card for Acute Care Settings and provides a framework for
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outcome analysis. Three levels of outcomes are delineated:
patient level outcomes, patient-nurse level outcomes, and
patient-system level outcomes. Keeping the patient in a
primary position, "optimal patient outcomes" are what
patients (or the people of significance to the patient),
themselves, define as important. Safe passage is reflected in
a number of these outcome variables.
Patient Level Outcomes. From the patient's or
family's perspective, illness is associated with perceived
vulnerability and powerlessness, which stimulates the need
for both competence and caring that could inspire immediate and unqualified truSt. 62 In part, trust results from the
nurse knowing the patient and patient knowing the nurse.
Trust is a product of the nurse's clinical competency and
moral agency. Patients and families will be vigilant if
concerned about caregiver competence or agency. Fidelity
to patient concerns, family empowennent, and coaching
honors the outcomes of moral agency.
Caregiver trust is a prerequisite for the dispensing and the
receiving of infonnation. Knowledge in and of itself is not
an outcome, whereas the associated change in patient health
behavior related to the knowledge is. Patients and families
have grown in their knowledge about health and its
promotion and have gradually assumed a greater responsibility for their own health. 63
From the patient's perspective, care that comforts them,
especially when they are acutely ill, is one of the most basic
services that caregivers can provide. 62 Caring practices
create a compassionate and therapeutic environment with
the aim of promoting comfort and preventing unnecessary
suffering. The patient's experience of comfort is a qualityof-care outcome. 64 Patient and family satisfaction and
ratings are subjective measures of individual health or
quality of health services. Although patient and family
satisfaction measures query individuals about their expectations and the extent to which they were attained, ratings
include individual assessment of fact, for example, level of
overall health or time one waited for services. Patient
satisfaction measures involving nursing typically include
technical-professional factors, trusting relationships, and
education experiences. 65
Patient-perceived functional change and quality of life
are multidisciplinary outcome measures. Nurses uniquely
help patients manage through transitions of functional
health and quality of life. Both of these generic outcome
measures can be used across all patient populations, but
when analyzed separately, they provide infonnation specific
to a patient population. Precise longitudinal measures, for
example, use of the Child Health Questionnaire,66 is
important so that real change in status can be detected over
time. Measuring functional status at intennediate steps will
map the trajectory of a patient's recovery. Linking patient
satisfaction, functional status, and quality of life is important because the three are often related.
Patient-Nurse Level Outcomes. Patient-nurse level
outcomes include physiologic changes, the presence or
absence of complications, and the extent to which care or
treatment objectives are attained. Monitoring and managing
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instantaneous therapies by trending physiologic changes are
a specific phenomenon of critical care nursing. For example,
when weaning a patient from mechanical ventilation, the
nurse expects to find a gradual transference of the work of
breathing from the ventilator to the patient. A certain
trajectory of physiologic changes, for example, arterial
blood gases and the percent of minute ventilation assumed
by the patient can be predicted, monitored, and then
evaluated.
Outcomes related to limiting iatrogenic injury and
complications to therapy acknowledge the potential hazards
inherent in illness and the healthcare environment. Again,
nurses through their vigilance and clinical judgment create
healing environments that provide safe passage for vulnerable individuals. Safe passage mandates preventive care, for
example, the prevention of iatrogenic injury, infection, and
hazards of immobility (e.g., pressure ulcers).
The extent to which care or treatment objectives are
attained within the predicted period also serve as outcome
variables. Nurses coordinate the day-to-day efforts of the
entire multidisciplinary team. The nurse's role as the
integrator of numerous services is critical for optimal patient
outcomes and abbreviated lengths of stay. As discussed,
nurse-physician collaboration and positive interaction are
associated with lower mortality rates, high patient satisfaction with care, and low nosocomial complications. 48 ,49
Patient-System Level Outcomes. To economically
survive, healthcare systems must tighten resources arul
maintain quality that is collaboratively defined by both users
and providers in the system. The goal is high-quality care at
moderate cost for the greatest number of people. Important
patient-system outcome data include recidivism and costs/
resource use.
Recidivism, that is, rehospitalization and readmission, is
rework that adds to the personal and financial burden of
providing care. In addition to patient and system factors,
nurses can decrease tbe patient's length of stay through
coordination of care, prevention of complications, timely
discharge planning, and appropriate referral to community
resources. Reducing length of stay and tracking rehospitalization and acute care visits ensure that cost shifting is not
occurring.
Payers are not interested in spending more for similar
clinical outcomes. They are also not interested is assessing
the unique contributions of a specific discipline but, rather,
the entire outcome from an episode of care. Clinical
effecti veness questions are answered by linking patient
outcomes to cost data. Strong data serve as the safety net to
protect against too little care. Benner3 ! notes, that costeffective care will only exist in situations in which the
patient is known and continuity of care is provided by expert
caregivers. Continuity in care and clinical judgment stabilize care within chaotic environments.

CURRENT ENVIRONMENT
Acuity within intensive and acute care units continues to
rise. Care, traditionally provided in inpatient settings, is
being transferred to tbe outpatient setting. Much of the

technology used in the ICU has been adapted for use in the
home. All this challenges our traditional understanding of
intensive care; describing critical care nursing practice by
location or by its technology seems passe. In a patientdriven system, nursing practice is described from a patientneeds perspecti ve. Critically ill patients are characterized by
the presence of, or being at high risk for developing,
life-threatening problems. 67 Benner3 ! notes that critically ill
patients need astute clinical judgment applied to problems
that have very little margin for error. Redefining critical
care of nursing from a concept of vigilance allows us to
maintain our focus on the patient's needs and not on
geography and tecbnology.
Critical illness is just one point on the health-illness
continuum. Caring for patients in isolation from where they
came or where they are going will interrupt the fluidity of
care. Desperately needed is a balanced healthcare system
that equally values prevention; health maintenance and
education; and primary, chronic, and acute care. Pediatric
critical care practitioners have long supported the value of
primary prevention (e.g., pool and bicycle safety and helmet
legislation). Caring for chronically ill infants and children
during acute episodes of their illness, pediatric critical care
practitioners appreciate the continuum of care.
Ensuring continued competence of healthcare professionals is critical to consumer protection. 68 Across the
country, hospitals are experiencing a sbortage of nurses.
Many units, in dire distress, are offering new incentives,
such as sign-on bonuses for experienced nurses and new
graduates or critical care internship programs for new or
inexperienced nurses. What started out as a scattered regional issue is rapidly becoming a widespread phenomenon.
The AACN's Registered Nurse Statistics Fact Sheet
demonstrates that this trend has been building since the
mid-1990s. 69 For example, almost 2 million registered
nurses (RNs) were employed in 1996; the prediction is that
there will be 2.3 million RN jobs in 2006 (21 % increase).
In 1996, 1.2 million RNs were employed in hospitals; the
prediction is that there will be 1.3 million RN hospital jobs
in 2006 (7.4% increase). The most critical shortages and
thus the highest needs are for those critical care nurses
in the most specialized areas; for example, requests to
fi II open pediatric ICU positions increased 50% from 1997
to 1995 7o
The bottom line is that our patient population is sicker
and we have fewer nurses entering and staying within
nursing. Creative strategies to recruit and retain experienced
critical care nurses are a priority for tbe profession.
Workplace redesign requires innovation, an imagination
to see what is possible, and a willingness to try something
new. When creating new realities, everyone is accountable
for innovation and change. This is begun by challenging the
givens, which are fundamentally unsupportive to a patientdriven system and unsupported by clinical research. The
"givens" are similar to what Senge51 describes as mental
models-notions or assumptions that have the power to
move us forward or hold us back. Stellar changes have
occurred when the status quo or basic "givens" were
challenged.
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Innovation requires both risk taking and collegial support. Nursing and risk taking appear to be dichotomous
terms. 7t The American Nurses Association Code for Nurses
states that the nurse acts to "safeguard the client," which
may be perceived as limiting opportunities in taking risks. 72
However, the code also challenges us to participate in the
development of new knowledge and in improving our
standards of care. This aspect of practice definitely involves
risk taking in identifying innovations or changes in the care
we deliver to groups of patients.
Change-any change--ean be risky. Advocating for
change, especially when it may appear to buck the system or
be unpopular with colleagues, is risky. However, in taking
risks, having the courage to move out of a "comfort zone"
to value diversity in thought is the essential element for both
personal growth and innovations in care. Defeo 73 notes that
personal and professional growth requires courage to move
ahead despite doubts or opposition. Three types of courage
have been described: (1) social courage, to invest in open
relationships; (2) creative courage, the willingness to
instigate change and allow innovation; and (3) moral
courage, the courage to care enough to become involved,
that is, the courage to take a risk for a matter of principle 74
Many nurses have never learned how or when to take
risks. Critically important is timing-being strategic in
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taking risks for what is really important to the profession. Again, what is right for patients and their families
is right for the profession. Ask, then really listen to the
consumers of care-they know their needs. Be a leader.
True nursing leaders support a learning environment
because, as Burns 75 points out, successful leaders are
comfortable enough with their own fallibility in that they
allow themselves to be vulnerable and are willing to take
risks. Giving oneself permission to make mistakes empowers one to take risks.
By continuing the historic tradition of creating safe
passage for patients, nurses make a significant contribution
to the quality of patient care services, containment of costs,
and patient outcomes. By reducing mortality rates, length of
stay, costs, and complications and by increasing family
satisfaction and readiness and ability to function upon
discharge, nurses make significant contributions to both the
quality of hospital services and the containment of hospital
costS. 76
In conclusion, as Donna Diers 77 pointed out in 1984:
Believe in nursing, in the wildest possible expanse of role and
function, and believe so strongly that your beliefs can sustain
you through the battles with the unknowing, unthinking,
deluded, and barefoot pragmatists who wish to restrain the
ideas and talents of nurses.
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