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The Practice
Environment

This section focuses on the milieu affecting nursing care delivery. The
broadening professional responsibilities of the pediatric critical care nurse as
leader, teacher, mentor, and advocate are acknowledged and supported.

Leadership in Pediatric
Critical Care
Mary J. Fagan

The I990s presented an era of healthcare cost cutting to
survive in the world of managed care. Organizations were
forced to merge or reorganize and reengineer to drive out
cost in the face of declining reimbursement. Turnaround
efforts, largely led by outside consultants, engineered
average cuts in clinical staff expenses by more than 60% and
nursing department cuts by as much as 25% in an attempt to
mend the bottom line. I
In the wake of these cutbacks, serious questions about
quality of care in hospitals have been being raised. A New
York State Nurses Association study found that 52% of the
nurses responding believed that patient care was either
minimally safe or not safe at all. 1 Responding to these
concerns, many states passed legislation or were considering
legislation creating mandatory nursing staff ratios. Nursing
unionization activity was at an all-time high.
Nurses, physicians, and consumers all described inadequacies in care, while hospital administrators remained
concerned with worsening margins. This left nurses feeling "beat up" by dissatisfied families and physicians
and by the hospital's need to cut costs. Overall, stress
levels were high, and morale was low. In fact, one
study ranked posttraumatic stress disorder (PTSD) symptoms across disciplines and found intensive care unit
(ICU) nurses to have the highest rate of all groups
studied, ahead of Israeli soldiers and Vietnam veterans
with PTSD?
Lastly, a major nursing shortage looms. Nursing vacancy
and turnover rates are on the rise, and open positions are
being filled at alarming rates by inexperienced staff or new
graduates. Vacancies are especially evident in areas that are
highly specialized, such as Pediatric Critical Care. With the
national average age of a registered nurse (RN) at 44.3 and
rising, an even larger number of RNs will be leaving the
profession in the coming years. This, coupled with the fact
that nursing school enrollments in bachelor of science in
nursing (BSN) programs are on the decline, has a lot of
people worried.
Massive efforts have been instituted to recruit experienced nurses from one hospital to another. Sign-on bonuses
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world-class pediatric intensive care unit-what does
this mean and how is it achieved? Is it the technical
skill of the staff? Is it the amount of research that is being
done? Is it the physician talent? The answer is that none of
these attributes, if taken in isolation, will create a worldclass organization. Excellence is achieved through a combination of many factors, and it is highly dependent on
effective leadership. The quality of the leadership is the
most important component in detertnining whether a pediatric critical care unit (PICU) will stand out as being one of
the best in the world, especially in this era of incredible
change.

A

CURRENT CHALLENGES
The twenty-first century finds healthcare and nursing in
a tumultuous state. Times have been tough, and they
appear to be getting tougher. Never has the need for
effective front-line leadership been more dramatic than it
is today.
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and pay incentives have led to full-scale bidding wars for
some positions.
Studies have demonstrated that improving manager
leadership behaviors is more likely than any other intervention to improve retention of hospital nurses. 3 However, the
dilemma is that most nurses who are promoted to leadership
positions have exceptionally strong clinical skills. Their
success at the bedside has led to promotion to a position of
authority. Unfortunately, the skills that are required to be a
great leader are not necessarily clinical in nature. This
chapter describes some of the attributes and methods for
developing strong leadership skills.

EFFECTIVE LEADERSHIP
Leadership is defined as "a relational process of bringing
people together attempting to accomplish change or make a
difference to benefit the common good."4 It encompasses a
broad spectrum of attributes, including those discussed next.

Vision and Values
The type of leadership necessary to support a world-class
critical care department begins with a positive vision of the
future. A vision is a clear mental picture of a desired future
outcome. To emphasize the importance of a clear vision,
Flaherty and StarkS describe the process of putting together
a WOO-piece jigsaw puzzle. The picture on the top of the
box is the end result or the vision of what is to be accomplished. It is much more difficult, if not impossible, to put a
jigsaw puzzle together without ever looking at the picture.
Trying to lead a group without a vision is like trying to
put together a jigsaw puzzle without ever looking at the
picture.
A good vision is clear and compelling. It works like a
magnet, pulling people toward it. As the vision provides a
clear picture of where to go, values provide the how. They
provide the road map of how to achieve the vision. For
example, the critical care unit at Children's Hospital in
San Diego has articulated the following vision and values:
We envision a critical care unit which is acknowledged as one
of the world's premiere providers of pediatric critical care.
COlllillliOUS learning and teamwork are the foundation upon
which we develop Olir expertise. Ollr success is a result of the
dedication alld commitment of each member of Olir leam to the
work we do, the people we serve. and each olher.

If an entire department shares the same vision and makes
decisions on how to operationalize the vision based on the
same set of consistent values, success will follow.
So how do leaders facilitate the process of establishing a
shared vision? According to Senge,6 shared visions emanate
from personal visions. He encourages leaders to give up the
traditional notion that visions must corne from the top of an
organization or that it is appropriate for the leaders to go off
and write a "vision statement" that will then be shared with
and adopted by others. Although shared visions may come
from the top of an organization, Senge suggests visions that
are truly shared take time to emerge and are most often the

result of ongoing conversations, wherein people feel free to
discuss their dreams and are inspired to truly listen to the
dreams of others. People need not give up their personal
visions; instead, over time and work, multiple visions begin
to coexist, and shared visions are the result.
Senge6 sees the development of a shared vision as one
piece of a set of "governing ideas" that are necessary for
organizations. These include the organization's vision,
purpose or mission, and core values. A vision that is not
consistent with the values people live from day to day will
not be successful. The governing ideas are simply the
answers to three basic questions: "What?" "Why?" and
"How?" The vision is the "what," the purpose or mission is
the "why," and the core values are the "how."

Teamwork
Aligning people into high-performing teams is an imperative to be a world-class department or organization.
Common characteristics define these groups and set them
apart from others. They demonstrate a participative leadership style that empowers members, a shared responsibility
for group acti vities and their outcomes, an alignment of
purpose with clearly delineated group goals, high levels
of communication characterized by mutual trust and respect,
a future focus, a task focus, encouragement and support of
creative talents, and a penchant for rapid responses.
The landmark APACHE study demonstrated just how
important teamwork is in overall critical care unit performance. 7 It studied adult critical care units that were stratified
on the basis of severity-based outcomes. Significant variations in actual versus predicted mortality rates were
apparent between the highest-performing units and the
underachievers. Researchers evaluated many factors, including presence or absence of a board-certified attending
physician, fellowship programs, size of departments, university affiliations, and percentage of RNs with CCRN
status and found none to be significantly correlated with the
results. The differences were largely explainable, however,
by the level of teamwork between caregivers, especially
nurses and physicians. The APACHE study demonstrated
that effective teamwork saves lives and distinguishes those
organizations that truly excel from the rest.
Perhaps the biggest barrier to teamwork is the absence of
trust. Work groups in which little trust exists between
members may go through the motions of teamwork but will
not be effective. In The 7 Habits of Highly Effective People.
Covel describes the natural process of growth and development that groups must go through to establish trust and
become high functioning. The process involves developing
such principles as fairness, integrity, honesty, human dignity, service, excellence, potential, growth, patience, nurturance, and encouragement. Attempting to shortcut the
process will result in disappointment and frustration. As a
group leader, Covey states, "If you want to be trusted, be
trustworthy." This process takes time and patience. Heider9
has similar beliefs about the role of group leaders (Box 4-1).
Leaders can foster teamwork through systems that
support collaboration and teamwork among all members.
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Box 4-1

Doing Less and Being More

• Run an honest, open group.
Your job is to facilitate and illuminate what is happening.
Interfere as little as possible. Interference, however brilliant, creates dependency on the leader.
• The fewer the rules. the better. Rules reduce freedom and responsibility. Enforcement of rules is coercive and manipulative. which diminishes spontaneity and absorbs group energy.
• The more coercive you are, the more resistant the group will
become. Your manipulations will only breed evasions. Every
law creates an outlaw. This is no way to run a group.
• The wise leader establishes a wholesome climate in the
group room. In the light of awareness, the group naturally acts in a wholesome manner.
• When the leader practices silence, the group remains
focused. When the leader does not impose rules, the group
discovers its own goodness. When the leader acts unselfishly, the group simply does what is to be done.
• Good leadership consists of doing less and being more.
From Heider J: The Tao of leadership, Atlanta, 1985: Humanics Publishing
Group.

Sometimes, in organizations that have reputations for being
world-class, a misconception is that success is a result of the
skills of one superstar or perhaps a few individuals who
really stand out. In fact, as demonstrated in the APACHE
study, the level of collaboration among all team members,
not just the skill of a superstar, makes an organization stand
out. This phenomenon has been illustrated in the book
Sacred Hoops, by previous Chicago Bulls coach, Phil
Jackson. lo In his book, Jackson describes his experience
coaching a team that included the superstar Michael Jordan.
In his early years with the team, even though Jordan was a
clear superstar and crowd pleaser, the Bulls were not
winning championships.
Then Jackson worked with Jordan and coached him to
become more than an individual superstar. He learned to be
a team leader, whose role was to elevate the level of play of
all the Chicago Bulls players and to focus on the work of the
team, not just his individual performance. This change in
strategy is thought to be the number-one factor that led the
Bulls to becoming more than "Michael Jordan's team."
Instead, they became the most successful basketball team in
history.
The Phil Jackson story has a lot of applicability to
pediatric critical care units that are seeking to be the best.
First, it outlines the importance of focusing on teamwork, as
well as individual performance. Then, it emphasizes the role
that the team's superstars should have in elevating the level
of performance of every team member to be the best. An
example of a situation in which this opportunity may arise
is a change of shift in the PICU when a more experienced
staff member takes over for a junior member. The more
experienced individual may have some ideas about improvements in the plan of care. Here are some possible
options: The senior staff member could wait until the junior
member leaves, talk about how inexperienced the junior
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staff member was, and change the plan. Or, the senior staff
member could discuss the possible care plan changes with
the junior staff member, agree on any changes, and support
the junior staff member in communicating the changes to the
rest of the team. The second scenario is the one that will
produce the winning team.

Conflict Resolution
Often, people will not take the approach outlined previously
because they are afraid of conflict. A common problem for
nurses in developing their leadership skills is dealing with
difficult people and resolving conflict. Perhaps because of a
desire to make things run smoothly or keep everyone happy,
many nurses avoid dealing with these issues. There are
several types of difficult people: the hostile aggressive, the
complainer, the silent and unresponsive, the super agreeable, the negativist, the know-it-all expert, and the indecisive. To effectively deal with these types of people,
Bramson II offers the following suggestions: (I) do not
simply wish that the person were different, (2) consider
reasons for the difficult person's behavior, (3) achieve
distance from the difficult person, (4) develop a plan to cope
with the individual, (5) implement the plan using support
from others and principles from behavior modification, and
(6) evaluate and update the plan as necessary. These
suggestions are also valuable for management teams or
groups of nursing staff. If an entire group sees a particular
person as difficult, developing a plan to cope with the person
that is implemented consistently with group support can be
very powerful. Especially if the plan incorporates principles
of behavior modification and is evaluated and updated
regularly, positive results can be achieved.
Conflict is inevitable in organizations and in life.
Certainly, in the emotionally charged atmosphere of the
PICU, conflict is a daily occurrence. Conflict can be seen as
a negative occurrence, or it can be seen as an opportunity for
learning and growth. When conflict is resolved successfully,
positive change has occurred. Five possible responses to
conflict are competition, accommodation, avoidance, compromise, and collaboration. Competition is an aggressive
and uncooperative approach to conflict. It creates a win-lose
situation in which the loser is left feeling angry and
antagonistic. Accommodation is cooperative but unassertive,
and it creates a lose-win situation, leaving the accommodator feeling resentful and angry. Avoidance is unassertive and
uncooperative, and it creates a lose-lose situation. Pretending that a conflict does not exist when it has surfaced serves
no one well. Compromise has some aspects of cooperation
and some of assertion. Each side makes concessions in a
win-lose situation in which both sides win a little and lose
a little. Compromise is preferable to competition, accommodation, and avoidance, but it is a weak conflict-resolution
technique. Compromise results in decisions that both sides
can live with but not necessarily the best solution that could
have come from the interaction. Collaboration is both
assertive and cooperative, creating a win-win situation. Tn
this method, both sides work together to find the best
solution to a problem. 12
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Empowerment and Accountability
Empowerment, a tenn that became an overused buzzword in
the 1990s, still has applicability at the individual and
organization level in the 2000s. When viewed from an
individual perspective, empowennent means the ability to
make a decision and take action responsibly. From an
organizational position, empowennent is the process of
increasing the power of others by allowing them to make
decisions and take responsible actions. 5 Leaders support
staff members by fostering empowennent on both an
individual and an organizational level.
In the realm of individual empowennent, a model that
illustrates 5 C's has been has been described by Flaherty and
Stark. 5 The first C. and the foundation, is choice-the belief
that everyone has choice in everything they do; next is
confidence-believing that a positive outcome is possible;
the third C is courage-the power to take action; the fourth
is to communicate intentions; lastly, and at the top of the
pyramid, is to commit to make it happen. Sharing these
fundamentals with others can help to develop their personal
sense of empowennent.
One cannot talk about empowennent without a clear
definition and commitment to accountability. At risk of
becoming the buzzword of the 2000s, accountability means
accepting responsibility for one's actions and following
through on commitments. Leaders can foster accountability
by consistently maintaining and expecting high standards.
This sounds simple, but in fact, it is an area in which many
leaders struggle. The Five Temptations of a CEO. describes
a "temptation" that many leaders have-to choose popularity over accountability.13 It involves being more concerned with being popular with direct reports than in holding
them accountable.
Organizational empowennent is based on trust and
respect. Giving employees the power to make decisions and
to take actions demonstrates trust in a dramatic way.
Organizational systems such as Shared Governance are

rooted in the belief that people, given the right information,
will do the right thing. Again, it essential to build accountability measures into any system at the level in which decision making is done.
The first published reports of Shared Governance in
hospital nursing departments came from Rose Medical
Center in Denver and St. Joseph's Hospital in Atlanta in the
early 1980s. These organizations described their experience
with a model that employed a councilor structure, wherein
responsibility and accountability rested with the same
individuals or groups (Fig. 4-1). Their model included a
council on practice, a council on management, a council on
quality improvement, and a council on education. A
coordinating council integrated and coordinated the governance structure. 14
The major role of the council on nursing practice was the
establishment of professional nursing practice standards.
The council was composed of clinical specialists, educators,
managers. and front-line staff, who represented the majority.
The council on quality assurance also had a staff nurse
majority and included other nursing practitioners. This
council's function was to review all nursing practices in the
institution to ensure that the standards identified by the
council on nursing practice were being carried out and to
ensure their appropriateness.
The council on education had responsibility for ensuring
that the educational needs of the staff are met and that the
mechanisms to maintain high levels of competence are in
place. This council has accountability at both the unit and
the corporate level, and membership is broad, including all
unit-level services.
Membership in the council on management consisted of
the traditional management representatives, but the scope of
responsibility changes dramatically from a traditional management role. This council is responsible for giving support
to the nursing staff and allowing them to make decisions.
Often, the role of the management council is to institute

NURSING OPERATIONAL FRAMEWORK
Organizational Structure

Fig. 4-1 Nursing operational frameworkorganizational structure. (From Porter-O'Grady T,
Finnegan S: Shared governonce for nursing, 1984,
Copyright 1984 by Aspen Publishers.)

Functional Accountability
Practice
Governance
Quality Improvement
Nursing Professional
Development
Peer Behavior
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measures to ensure that the decisions of the councils are
carried out.
The coordinating council consists of chairpersons of each
of the governance councils and the nursing administrator.
This council focuses on all nursing activities, ensuring their
congruence with the nursing department's philosophy,
goals, and objectives.
In addition to the councils, Porter-O'Grady and Finnigan 14 describe a unit-based component to their model, the
unit-level practice committees. These committees are subsets of the council on nursing practice and work under the
leadership of the council. They are responsible for developing quality working relationships between physicians and
nurses. These committees focus on the collaborative development of practice parameters, care plans, and intervention
strategies.
Another form of shared governance, called collaborative
governance, has been described by Jacoby and Terpstra. 15
This is a unit-based structure that has its roots in the
12 shared beliefs of the nursing department (Box 4-2).
These values provide the basis for consensual decision
making in this structure and make bylaws unnecessary. The
unit is the heart of collaborative governance, and a central
structure ensures that unit activities are coordinated with
departmental and hospital activities and goals.
Based on the philosophy that true professionalism means
control over one's hours, as well as one's work, many
hospitals have converted from hourly pay practices to
salaried status. Most of the programs have been successful,
with nurses reporting increases in professionalism, selfconcept, and self-esteem. 16. 18

Box 4-2

Twelve Shared Beliefs of Collaborative
Governance
I. Knowledge is power.
2. Given adequate information, people will make appropriate decisions.
3. Individuals are unique in their contributions.
4. A sense of purpose results when organization and
personal values are congruent.
5. Maximum productivity results when organizational and
personal goals are congruent.
6. Risk taking, with or without success, is growth.
7. People are honest and trustworthy and will work hard
to achieve their full potential.
8. Individuals are accountable and responsible for their
practice.
9. All problems identified are mutually owned, and responsibility for resolution begins with problem identification.
10. Weaknesses and strengths are the same characteristics
used differently. (Weaknesses are strengths in excess.)
II. Our decisions will acknowledge federal and state
regulations and reasonable economic restraints.
12. Full cooperation with other divisions must be maintained
to fulfill the hospital's mission.

..
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The pediatric critical care unit at University Children's
Hospital in Hermann, Texas, devised a salaried status
program that met the needs of the nursing staff and the
hospital. 19 The plan, professional reimbursement for nurses
(PRN), allowed each nursing staff member to be available
for six 12-hour shifts with two on-call shifts in a 2-week
period. The nurse's compensation was based on 84 hours of
work and included usual shift differentials and overtime
observed for the hours over 80. The nurse's salary, as a
result, was based on 86 hours of work every 2 weeks. This
schedule allowed the nurse to work a minimum of 72 hours
per pay period or as many as 96 hours while receiving a
salary based on 86.
Evaluation of the PRN program by staff and management
was favorable. Ninety-one percent of the staff wanted to
continue the plan. The staff cited reasons such as relief from
floating, provision of reliable unit coverage with trained
staff, more time off (actual hours worked often less than
number paid), improved unit teamwork and professionalism, more suggestions from staff with regard to scheduling,
and consistent quality care.
Management evaluation revealed many advantages:
(I) unit coverage was more consistent for a variable census;
(2) cost per patient day remained within the targeted goal
(the salaried plan did not increase labor costs, a major
concern of hospital administration); (3) individual nurses
became more accountable for unit coverage, independently
solving scheduling problems; and (4) staff participated more
broadly in unit activities.
Turnover rate in the unit dropped 14% after initiation of
the program, and as a result, orientation hours decreased.
Overtime use decreased significantly, and sick leave use was
reduced by 19 sick hours per employee per year. Overall, the
plan was budget neutral, and patient care quality and unit
morale were reported to be significantly improved. In
becoming salaried employees, nurses must have the benefits
and responsibilities attendant with being exempt employees.
These include discussions on decision-making processes
and scheduling practices.

Coaching
Being a good coach means seeing talent and potential in
people that they may not presently see for themselves,
providing honest feedback on performance, and presenting
opportunities to learn and grow.
Feedback should be provided on an ongoing basis and
also formally through the performance evaluation process.
According to Covey, 8 the most successfuI method for
evaluating performance is to have people evaluate themselves. If they participate in establishing the criteria by
which they are evaluated, this method of evaluation can
eliminate awkward and emotionally exhausting traditional
methods. He conveyed experiences in self-evaluation with
college students described as his best: He starts with a
shared understanding of the goal up front: "This is what we
are trying to accomplish. Here are the requirements for an A,
B, or C grade. My goal is to help every one of you get an A.
Now you take what we've talked about and analyze it and
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come up with your own understanding of what you want to
accomplish that is unique to you. Then let's get together and
agree on the grade you want and what you plan to do to get
it." This type of evaluation is possible in nursing units.
Specific criteria-based evaluation tools can be created in
collaboration with those being evaluated and can still be
tailored to meet the needs of each person. In addition, if
leaders are committed to help each person achieve their
agreed-on individual objectives, the evaluation process can
be a very positi ve experience.
Feedback from others provides a powerful learning
opportunity that may be incorporated into the evaluation
process. Many institutions use peer review as a component
of each team member's performance appraisal. Feedback of
any type is most helpful if it is provided continuously,
however, rather than only at the time of one's annual
appraisal. Although most commonly referred to as either
positive feedback or negative feedback, it is also most
effective when it is not simply one way but circular and is
incorporated into a "feedback loop" in which change and
growth take place.
When leadership supports people to grow, learn, and be
self-managing, the entire organization wins. The ultimate
test for a leader is not whether he or she can make smart
decisions and take decisive action, but whether he or she can
teach others to be leaders and build an organization that
remains successful even when he or she is not around,z° It
is this type of teaching and coaching that truly sets
organizations apart from others.

Assertive Communication
An area in which many people in the healthcare field could

benefit from coaching is in communicating assertively.
Assertiveness is another learned skill that must be practiced.
To be assertive is to be positive or confident in a persistent
way. It is based on self-esteem and respect for self and
others. Assertive behavior is standing up for one's rights to
express one's feelings, reactions, or expectations without
alienating the other person. Assertive communication is
honest, direct, and appropriate. It is behavior-focused rather
than personal criticism.
Assertion needs to be discussed in relation to its contrast
to both passivity and aggression. Passive communicators do
not stand up for themselves. They allow others to speak up
for them or to push them around, and because of this, they
may harbor resentment and anger. Aggressive people stand
up for their individual rights but in a manner that infringes
on the rights of others. Aggression allows a person to obtain
what they desire but often alienates others in the process.
Baillie and co-workers 21 offer the following suggestions
to assist in cultivating assertiveness skills.
Practice Positive Self-Communication. Expressions of positive regard such as "I am confident," "I am an
effective nurse and leader," and "I can do this" help us
better deal with conflict and stressful situations that affect
our self-worth.
Learn to Deal With Criticism. People who have
difficulty dealing with criticism are those who feel that it is

essential to be liked and approved of by everyone or that
they must never make a mistake. Many see criticism as a
rejection of self instead of a rejection of an action. It is
essential to separate the problem from one's integrity and
then to respond to the criticism. Negative ways of responding to criticism include (1) apologizing more than is
necessary, (2) becoming defensive, (3) attacking the critic,
and (4) internalizing the stress and saying nothing. By
contrast, one may deal with criticism in a productive and
assertive manner. Options include (1) accepting it, (2) disagreeing with it, (3) setting limits for the critic, (4) fogging,
and (5) delaying.
Accepting justified criticism from a respected individual is assertive as long as it is accepted without being
considered an insult. Disagreeing with the critic is appropriate when the criticism is unjustified. It is important to
back up a disagreement with a statement of self-affirmation.
Setting limits with the critic is appropriate when the critic
is behaving in an inappropriate manner, such as using
foul language or yelling. In this situation, it is fitting to
tell the individual to stop, to wait until a more suitable
time for the interaction, or to leave the area. Fogging is
a technique in which the individual acknowledges the
critic but then immediately changes the subject. Delaying is
simply responding to criticism with a statement that the
person needs more time to gather information before
responding.
Setting Limits and Saying "No." In being assertive,
it is important to set limits and say "no" when it is meant.
Expectations must be made clear. Saying "no" and setting
limits require allowing negative feelings to be expressed.
With practice, one can learn to set limits and say "no"
because it fits with one's values, and in this way people
teach others how to treat them.
Making Requests and Expressing Initiative.
Knowing what is wanted and asking for it are hallmarks of
this strategy. It requires risk taking, a knowledge of self, and
the ability to take "no" for an answer. Taking initiative
and asking for what is wanted improves self-esteem and
self-actualization, but it does not mean always getting what
is asked.
Expressing Anger. Expressing anger in an assertive
manner requires being in touch with the feelings associated
with anger and expressing them in a manner that allows
further communication to occur. Using "I" instead of "you"
statements allows the expression of anger without closing
communication pathways.

Systems Thinking
One of the most important roles that leaders play is that of
problem solver. Good problem solvers are typically people
who approach issues with a can-do attitude and a willingness to make necessary changes. Often, leaders have been
promoted within their institutions because they are good
problem solvers. In a system such as a pediatric critical care
unit within a healthcare organization, the best problem
solvers are also systems thinkers. They understand that their
area of focus is simply a piece of a larger puzzle, and they
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approach problem solving from the perspective of trying to
understand the big picture.
All organizations are systems. Systems can be defined as
a set of interdependent components that work together to
achieve a common goal. Systems thinking describes a way
of thinking about and a language for describing and
understanding the forces and interrelationships that shape
the behavior of systems. 6 It encompasses a large body of
methods, tools, and principles all oriented at looking at the
interrelatedness of forces-seeing them as a part of a
common process. In pediatric critical care, this emphasizes
the importance of seeing the work done in the lCU as part
of the bigger picture of the organization.
Three main components of systems thinking are
(l) studying and understanding processes that contribute to
care, (2) measuring performance of processes and their
outcomes using valid statistical methods, and (3) taking
action to improve the way processes are designed and
carried out.
An example of the use of systems thinking as a
problem-solving tool in pediatric critical care follows: The
problem was an increasing incidence of diverting trauma
patients to other hospitals because of the unavailability of
ICU beds or staff. Using a systems thinking approach to this
problem, the first step was to study and understand the
processes that contribute to care. Contributions were
gathered from nursing staff, managers, staffing coordinators,
physicians, and the trauma program manager, and a new
data collection tool aimed at gathering information about
why the hospital was refusing trauma admissions was
devised and implemented. Next, performance was measured
using valid statistical method. Concurrent data from the new
tool were collected and presented using the actual numbers
of trauma patients turned away (numerators) and the actual
number of all trauma calls (denominators). Lastly, the group
took action to improve the way processes were carried out.
Based on the new data, it was evident that nursing staff
members and bed availability were not the only reasons the
hospital was referring trauma patients elsewhere. Other
reasons included evaluating the appropriateness of the
patients that were in the PlCU, establishing systems to speed
up the discharge process on the floors to open beds, and the
inadequacy of the present per diem float pool. By improving
the way these processes were carried out, more global
improvements were possible.
Tools can be used in systems thinking to help understand
the processes that are being studied and to clearly present
the data that have been collected. Reliable data are essential
to all systems improvement activities. Useful tools in
understanding processes include brainstorming, the "fishbone" technique, and flowcharts. Brainstorming is a technique for generating ideas about an issue from a group. It
involves defining the subject of the brainstorming session,
allowing time for everyone to think about the issues, and
setting a time limit. One way to implement brainstorming is
for each group member to callout ideas with someone
noting each idea. During this time, no one may comment or
react to an idea. After all ideas have been shared, the group
clarifies the ideas that were presented.
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The fishbone technique is also known as a cause-andeffect diagram. This is a diagram showing a large number of
possible causes for a problem, which, when constructed,
looks something like a fishbone (Fig. 4-2). To construct a
cause-and-effect diagram, a problem statement is placed to
the right of a horizontal line with an arrow pointing to the
problem. Major categories that contribute to the problem are
then written on diagonal lines that point at the original
horizontal line. If applicable, subcategories (or causes) may
be listed that affect the main categories. The intent is to
begin to understand the root causes of problems, and, once
they are listed, the diagram can be used to determine
obvious areas for improvement.
Flowcharts are graphic representations of the sequence of
steps that are performed in a specific work process. They can
be used to identify an actual path that a service follows to
see if there are any redundancies, inefficiencies, or misunderstandings; to identify an ideal path for a product or
service; or to create a common understanding of how a work
process should be done. To implement a flowchart, it is
necessary to decide on a starting and ending point for the
process. Next, activities and decision points are arranged in
the order of occurrence, and analysis of the flowchart serves
to determine areas for improvement or explain the steps of
a newly created process.
Tools that can be used to present data in an easily
understandable fashion include histograms and run charts.
Histograms are graphic representations of the frequency
with which something occurs. They involve listing possible
scores on one axis of a graph and the actual count for each
category on the other axis (Fig. 4-3).
A run chart is a collection of points plotted on a graph in
the order in which they became available over time. A graph
is established with the horizontal axis representing time or
seq uence of the data and the vertical axis indicating
increments of measure. Points are then plotted on the graph
and connected with a line. The chart can be evaluated to
identify meaningful trends or shifts in the average (Fig. 4-4).
These statistical tools are all incorporated to accomplish
the goal of presenting accurate, understandable data. Without the use of statistical control measures, unsystematic data
collection and subjective evaluation of care can render
improvement activities futile.
Collaboration by departments and groups on problemsolving and systems improvement activities is crucial. For
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Fig. 4-2 Fishbone diagram. (Used with permission from The
memory jogger: a pocket guide of tools for continuous improvement. Copyright 1988 by GOALlQPC, 13 Branch Street, Methuen,
MA 01844-1953. Tel: 508-685-3900.)
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example, if a problem is identified that involves patient
medications, it is essential that the pharmacy and nursing
cooperate with other departments involved to study the
processes that lead to medication administration and discover ways to improve current processes. A single department cannot conduct meaningful systems improvement
activities in a vacuum.
Systems improvement must also be undertaken in a spirit
of respect and support. This approach requires the belief
that all people in the organization are committed to doing
their best.

Listening to People
Visibility and a willingness to really listen are hallmarks of
an excellent leader. The problem that many leaders face is
how to find the time for these activities. The answer is very

simple-it just has to become an absolute priority. Leaders
who could potentially be some of the busiest people in the
world, such as Jack Welch, CEO of the General Electric, the
world's largest corporation, and Roger Enrico, CEO of
PepsiCo, say that they spend as much as 30% of their time
interacting with and teaching others? I Being visible is
essential to being an effective leader.
Listening may be the chief distinguisher between leaders
who succeed and those who fail. Active, engaged listening
is the goal. This kind of listening demonstrates respect for an
individual, exhibits genuine concern, and encourages people
to express their views in return. Developing active listening
skills requires that one internalize what a speaker has said.
This means that the time the person is speaking is not spent
formulating a response. An excellent method to use in
improving listening skills is to practice hearing what others
mean to be saying. Repeating or validating a message is a
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useful tool. For those who are experiencing difficulty with
listening skills, a helpful exercise is to have the listener
repeat exactly what the speaker has said before responding.
This is a time-consuming operation, but it serves to ensure
active listening and can lead to the development of this
important skill.

Building Morale
Leaders are never energy neutral. They either create positive
energy by paying attention to spreading ideas and teaching
values, or they sap energy by ignoring it. Positive energy
creates positive morale. The most pivotal position in
affecting the morale of a department is that of the front-line
leader or manager. According to Taunton and colleagues, 3
improving managers' leadership behaviors will be more
likely than any other intervention to improve retention of
hospital nurses. Supportive management has been proven
effective in the management of nursing professionals.
Studies have demonstrated that supportive supervision has
many positive effects, including decreasing job stress and
burnout and increasing job satisfaction.12-25
A prime example of the effect of front-line management
on morale is the landmark magnet hospital study originally
conducted in 1982.16 This study identified 41 hospitals
across the United States that were known for their excellent
nursing care, for being places where nurses wanted to work,
and for having low turnover and vacancy rates.
In 1986, Kramer and Schmallenberg 27 .28 conducted a
follow-up study on a representative sample of 16 hospitals
from this group. The results indicated that these hospitals
were not experiencing problems from the nursing shortage
that was occurring at that time and that they had remained
institutions of excellence in the delivery of healthcare. A
common thread was identified among the institutions-the
hospitals and their nursing staffs were value driven. The
values are highlighted in Box 4-3.
In 1989, Kramer29 revisited the magnet hospitals and
learned that they were still centers of nursing excellence.
She found that these institutions had remained value driven
and identi fled seven other common threads among these
institutions.
Staff Mix: Still Moving Toward More RNs. These
hospitals were increasing the percentage of RNs by decreasing the use of licensed vocational nurses (LVNs). They
were also increasing the use of nursing assistants under
various titles. The important component of the nursing
assistant's role was that they were not assigned to patients;
instead, they were assigned to a registered nurse. Their
duties involved nonnursing patient care and environmental
activities.
Organizational Structure: Middle Managers Had
Been Removed From Clinical Decision Making. At
these hospitals, the staff RNs were respected for their
education, clinical competence, autonomy, and decisionmaking abilities. With a competent, autonomous RN staff,
less supervision was needed, and the nurse manager role
was redesigned. The role of the nurse manager was changed
from that of controller to leader. The span of leadership
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Box 4-3

Magnet Hospital Values

Quality care
Nurse autonomy
Informal, nonrigid communication
Innovation
Bringing out the best in each individual
Valuing education
Respect and caring for the individual
Striving for excellence
Data from Kramer M, Schmallenberg C: Magnel hospitals: institutions of
excellence. J Nurs Admin 18:13·24. 1988.

responsibility was increased so that one person often had
more than one unit to manage.
Salaried Status: Treating Nurses as Professionals.
The trend toward having nurses become salaried employees
was increasing. In 1986, nurses in 5 of the 16 magnet
hospitals studied were on salaried status. In 1989, nurses in
9 hospitals were either salaried or moving toward salaried
status.
Self-Governance: Minding Their Own Stores, but
Participating in Department-Wide Issues. The trend
toward self-governance in 1986 was continuing. The change
noted was that at this time, many of the chief nurse
executi ves were distinguishing between the concepts of
shared and self-governance. Most of the magnet hospitals
had a system of autonomous self-governed operation at the
unit level and participative, representative involvement in
department-wide issues.
Nursing Care Delivery Systems: More Flexibility
According to Patient Needs. Probably the biggest
difference seen in the years from 1982 until 1989 was in the
delivery systems used. In 1982, almost all of the magnet
hospitals were using the primary nursing model, but in 1986
the shift moved toward total patient care. As the patients'
length of stay was decreasing and flexible scheduling (with
10- and 12-hour shifts) found nurses working fewer days,
there was a push to individualize the delivery system to meet
the needs of the patient population and the unit. Case
management was gaining popularity as a delivery system,
and primary nursing, for the most part, was on its way out.
One chief nurse executive was quoted as saying, "Primary
nursing has taken a real beating...29 The hospitals were
committed to the philosophy of primary nursing and wanted
to continue to achieve the positive results that primary
nursing brought about, but changes in the care delivery
structure were needed.
Maximizing the Practice of Available Nurses. In
the magnet hospitals, more than 50% of the RNs were BSN
prepared. This mix provided the opportunity for nurses to
work with other nurses who were clinically competent,
experienced. and educated.
In addition, 12 of the 16 hospitals had a "no floating
policy," which represents an increase from 10 of 16 in 1986.
The hospitals were trying to stop or limit the use of agency
nurses. There was a slight increase in the use of agency
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nurses in the magnet hospitals from 1986, but II used either
none or fewer than four full-time equivalents (FTEs) per
month.
The hospitals used RNs predominantly; they were
committed to holding to selective hiring values and practices in the face of the nursing shortage. New graduate
employment was also being limited. In nine hospitals, only
25% or less of the new hires were new graduates. Units were
being self-managed. Nine of the 16 hospitals reported
self-managed units.
Innovative New Programs. The hospitals were
seeking to redesign or further develop new nursing care
delivery systems. They were differentiating nurses' roles
and setting up programs and activities to enable or empower
staff. These institutions were focusing on strengthening
nurse-physician practice relationships, flattening the organizational structure, and expanding computerization programs, particularly for documentation.

Stress Management
In the introduction, a study was referenced that described
intensive care nurses as having higher levels of stress than
even Vietnam war veterans with PTSD. Clearly, stress
management is an area is which leaders of critical care
should focus to support staff. Steinmetz and co-workers 30
describe a conceptual model that addresses the stressors that
occur in the ICU. It includes three components: external
stressors, internal stressors, and conflict avoidance. External
stressors are those occurring as a result of crowded workplaces or confusing organizational policies. Internal stressors are created by role ambiguity, professional bureaucratic
conflict, and situations such as dealing with angry people or
believing that perfection is necessary. Conflict avoidance is
a stressor brought on by failing to deal directly with conflicts
or problematic situations.
In a study focusing on PICU nurses, Gilmer31 identified
the death of a child as the most stress-producing event.
Other situations that were highly stressful to PICU nurses
included dealing with families who were attempting to cope,
problems involving interpersonal relationships, inefficient
unit design, and the absence of necessary equipment.
Oehler and Davidson 32 measured the predictors and
incidence of job stress and burnout in PICU and nonacute
unit nurses and found that although burnout was more of a
problem in critical care nurses, 22% of all pediatric nurses
reported symptoms associated with burnout. Particularly
troublesome was the high incidence of burnout associated
with personal accomplishment. Thirty-nine percent of nonacute unit nurses and 59% of acute care nurses reported a
low sense of personal accomplishment.
In relation to the contributors to burnout, results indicated that job stress makes the most significant contribution
to feelings of burnout. The death of a child was the highest
source of job stress, followed by workload. Conflict with
physicians and uncertainty regarding treatment were the
third and fourth factors. Oehler and Davidson 32 also found
that state anxiety (the level of anxiety a person is experiencing at the present time) and trait anxiety (the amount of
anxiety they usually experience) are powerful indicators of

burnout. Co-worker support was also a predictor of burnout,
with groups perceiving low co-worker support demonstrating higher levels of burnout. In this study the amount of
experience that the nurse had was the weakest predictor of
burnout, with less experience being associated with higher
rates of burnout.
To reduce stress and burnout, Oehler and Davidson 32
recommend programs to help all personnel cope with death,
creative solutions to managing patient assignments and
monitoring of individual workload, and work on strategies
for improving nurse-physician communication (particularly
on the issues of patient management). With respect to
anxiety levels, they suggest referrals to personal assistance
programs if available. In the area of co-worker support,
work to develop a supportive work environment with group
cohesiveness is recommended. They also suggest that less
experienced nurses, because of their increased incidence of
burnout, be targeted for special attention.
These findings were confirmed in a recent nationwide
study that included over 1000 PICU RNs.3 3 The report cited
issues concerning families as the most frequently perceived
stressor for PICU RNs, with staffing issues and concerns
about death and dying completing the top three. Also
reported was the finding that the amount of job stress
perceived by PICU nurses was the most important predictor
of both job satisfaction and organizational work satisfaction.
The next most important predictor of job satisfaction was
the quality of nursing leadership. The study concluded that
retention efforts for PICU nurses should focus on management strategies that empower staff to provide quality care
with specific interventions aimed at reducing the stress
caused by nurse-family interactions.
Fein34 has recommended strategies categorized as stress
reducing, altering the perception of stress, managing physical well-being, and enhancing coping skills. Strategies to
reduce stress include learning to say "no," distinguishing
work from home activities, spending time efficiently, and
developing friendship networks outside of work. In altering
the perception of stress, Fein 34 recommends increasing
self-awareness through introspection, reevaluating personal
and professional goals, determining what is important, and
accepting that which cannot be changed. Managing physical
well-being includes taking time out, treating oneself with
love and respect, learning to relax without drugs or alcohol,
exercising regularly, and eating for health. In addition,
organizational strategies aimed at managing stress and
preventing burnout are described in Box 4-4.

Time Management
One of today's major stressors is the perception that there is
not enough time to do everything that needs to get done. If
there is one thing most people would say that they would
like more of, it would probably be time. How do people find
time? The answer is that they don't. Time management is
really self-management. The challenge is not to manage
time but to manage oneself. CoveyS has identified four ways
that time is spent involving the concepts of urgent and
important. He has described a matrix with four quadrants in
which urgent and not urgent are on the horizontal axis and
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Organizational Strategies to Manage Stress
and Prevent Burnout

Provide adequate staffing.
Institute staff psychosocial rounds.
Allow participatory decision making.
Periodically review all policies, procedures, and guidelines.
Experiment with flexible scheduling.
Support and encourage creativity.
Increase personal accountability.
Recognize performance.
Establish professional support groups.
Encourage staff to express feelings.
Establish a nurses' journal club.
Promote personal growth by encouraging reading, writing,
teaching, and research.
Adequately orient new staff.
Teach stress management as part of orientation.
Encourage continuing education at all levels.

important and not important are on the vertical axis.
"Urgent" means that something requires immediate attention, and "importance" has to do with results-something
that will contribute to accomplishing high-priority goals.
Urgent matters are something to which people react, and
important matters are those in which is it necessary to
consciously act, to make things happen.
Activities that are both urgent and important are commonly referred to as "crises" or "problems." Everyone has
some critical activities in their lives, but others seem to
spend all of their time thrown from one crisis to another.
They are often referred to as "crisis managers." As a relief
from the stress of constantly solving crises, they sometimes
seek relief in activities that are neither urgent nor important.
They can thus run the risk of neglecting important yet not
urgent activities, as well as those that are urgent but not
important.
CoveyS also describes people who spend much of
their time dealing with urgent unimportant tasks. Although
they may think they are dealing with the highest priority
items, they are in fact reacting to the priorities of others, not
their own.
People who deal primarily with unimportant issues,
whether "urgent" or not, never address the highest priorities
and basically lead irresponsible lives. Effective people avoid
dealing with unimportant issues and spend most of their
time on the important priorities.
Effecti ve people spend most of their time dealing with
issues that are important but not urgent. This is how they can
reduce the amount of time spent with important-urgent
issues ("crises" )-by dealing with important issues before
they become matters of critical urgency. Important, nonurgent concerns include such things as vision, building
relationships, long-range planning, and exercising-things
people know they need but often cannot seem to find the
time to do.
To spend more time on the important nonurgent issues, it
is necessary to spend less time on all the unimportant ones.
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This will involve learning to say "no" to some activities,
some of which may appear urgent. This means deciding
what one's priorities are and sticking to them. It may then
be necessary to kindly and courteously say "no" to some
other things.
In organizing to spend as much time as possible dealing
with important nonurgent issues, Covel has found that four
key activities are involved: identifying roles, selecting
goals, scheduling, and daily adapting. As a method to
understand his principles, he recommends that people try
this experience by organizing I week.
Identifying roles is simply the practice of listing key
roles. These include the role of being an individual
and may include being a parent or a spouse, son or
daughter, professional, manager, committee member, volunteer, neighbor, or church member, among others. After
the roles have been identified, the next step is to think
of two or three important results that should be accomplished during the next 7 days in each of the roles. These
are listed as goals and should contain some quadrant II
activities. For scheduling, the recommended process is to
look ahead at the week and schedule time to achieve each
of the listed goals. Previous commitments that are in line
with established goals should then be added to the
schedule, and those that are not in line should be
rescheduled or canceled. Daily adapting is then the process
of prioritizing activities and responding to unanticipated
events in a meaningful way.
CoveyS believes that this type of organizing allows
people the freedom and flexibility to handle unanticipated
events, to shift appointments if necessary, and to enjoy
relationships and interactions with others while still knowing that their week has been organized to accomplish key
goals in every area of their life.
One method to accomplish more in less time is to be an
effective delegator. Delegation is used to get work done
efficiently and with optimal use of human resources (Fig.
4-5). Effective delegation requires knowledge and skill. It is
often said that it is easier to do a task oneself than to
delegate, which may be true for those who have not acquired
the knowledge and skill necessary to delegate effectively.
Initially, the work to be done must be identified and defined.
The individual to whom the work is being delegated must be
aware of the definition and description of the work and the
time frame in which it is to be accomplished. Helpful
methods establish controls and checkpoints so that the work
can be evaluated and maintain open lines of communication
and mutually agreed-on goals. 35
Stewardship delegation, as described by Covey, 8 is
focused on results instead of methods. This type of
delegation involves clear, direct mutual understanding and
commitment regarding expectations in five areas. It takes
more time in the beginning, but the time is well spent.
The five areas Covey is referring to are desired results,
guidelines, resources, accountability, and consequences.
With desired results, a clear, mutual understanding of what
needs to be accomplished is important. This is not telling the
person how to do the project, but rather stating what needs
to be accomplished and the time frame thaI is involved.
Guidelines refer to parameters within which the individual
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What tools are available to measure the success of
leadership? They are the same tools that measure the success
of the product being delivered-patient outcomes, customer
satisfaction, physician satisfaction, and staff satisfaction
plus the measure offered by Tichy and Cohen 2o-how well
the staff you lead are doing.

SUMMARY
In conclusion, this chapter has discussed the "essential-

Fig. 4-5 Leadership role of the nurse is significant during
multidisciplinary rounds.

should operate. These should not be overly restrictive but
should provide assistance so that the person does not violate
long-standing values or practices or have to re-create the
wheel. Be honest-let the individual learn from previous
mistakes and experiences. Do not tell people how to
accomplish their objective, just give them a start. In the area
of resources, Covey is referring to the human, financial,
technical, or organizational resources people can use to
accomplish their goals. Accountability means that specific
standards of performance and time frames for evaluation
should be determined in advance. Consequences are the
specific things that will happen, good and bad, as a result of
the evaluation. This could mean financial rewards, psychic
rewards, promotions, or other consequences.
With a stewardship type of delegation, even when it takes
more time initially, both parties benefit, and ultimately more
work is done in less time. Stewards becomes their own boss,
governed by agreed-on results, and they have the potential
to use their own creati ve energies to achieve the desired
results. In the words of Covey, 8 "Effective delegation is
perhaps the best indicator of effective management because
it is so basic to both personal and organizational growth."

Measuring Success
In The Leadership Engine: How Winning Companies Build
Leaders at Every Level, Tichy and Cohen 2o offer the
following question and answer: "How are you doing as a
leader? The answer is, how are the people you lead doing?
Do they visit customers? Do they manage conflict? Do they
learn? Do they initiate change? Are they growing and
getting promoted? When you retire, you won't remember
what you did the in the first quarter or the third. What you'll
remember is how many people you developed-how many
people you helped have a better career because of your
interest and dedication to their development. When confused about how you are doing as a leader, find out how the
people you lead are doing. You'll know the answer."

ness" of leadership in creating a world-class pediatric
critical care unit. Attributes and values such as teamwork
and building morale have been addressed; however, perhaps
the most essential ingredient to becoming a successful
leader is having a solid sense of self-esteem. Self-esteem
allows the leader to take risks and adapt to challenges and
avoid the pitfalls that cause many leaders to fail. These
pitfalls are so prevalent that they are the basis of the book
The Five Temptations of a CEO (l998)l3 It depicts five
behaviors that are essential for success in leadership and that
if not adhered to will cause the leader to fail. The behaviors
are described as temptations that must be rejected to
succeed. All of the temptations are rooted in a need for a
solid sense of self-esteem.
The first temptation is to focus on status rather than
results. This occurs when the leader is more concerned with
protecting career status and ego than in achieving results.
The second was described as choosing popularity over
accountability. This was discussed previously and is related
to being more concerned with being popular with direct
reports than with holding them accountable. The third
temptation is to choose certainty over clarity. It is the
temptation to ensure that all decisions are absolutely correct
before proceeding and stems from a fear of being wrong.
The fourth temptation is to choose harmony over conflict. In this scenario, the leader avoids heated discussions, disagreement, and conflict within the department
for fear that someone will get hurt. The result is making
decisions without the full benefit of everyone's ideas.
Lastly, the fifth temptation is to choose invulnerability
over trust. In this temptation, the leader is afraid to trust
others, to be vulnerable, and to create an environment in
which others trust him or her. It requires opening oneself
to being burned.
The one area singled out as that which will make or break
leaders in a changing environment is the establishment of
trust. Trust is defined as the "firm belief or confidence in the
honesty, integrity, reliability, and justice of another person." 36 Most of the struggles people encounter in providing
effective leadership have to do with a lack of trust. This
concept can be especially difficult for new nurse managers
or those who have been recently promoted because the need
to move forward at a rapid pace and make necessary
changes is countered by the necessity to move slowly in
establishing trust. A delicate balance must be achieved
between spending time developing trusting relationships
and spending time planning and acting on future goals. Most
importantly, as Covel has stated, "If you want to be
trusted, be trustworthy."
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