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ABSTRACT 

This thesis will focus on the role of the nursing 

administrator in long-term care in the past, at present, and 

the requirements for the future. The major emphasis will be to 

focus on the educational needs required for the nursing 

administrators to function effectively in their role as top 

nursing leader of the facility. 

There are many external forces affecting long-term care 

facilities: early discharges from hospitals result in sicker 

residents in the nursing home, a case mix prospective payment 

system is being piloted for rollout to all fifty states, and 

managed care enrollment is increasing for the Medicare 

population, just to name a few. The requirements for nursing 

leaders have changed. In addition to clinical knowledge, they 

must also become knowledgeable in all aspects of managing an 

organization. The days of hiring nurses as nursing 

administrators in long-term care, sometimes just after 



graduating from nursing school or with little or no 

management education or experience, is no longer acceptable 

The number of nursing managers realizing the need for 

further education in management and returning to school to 

pursue degrees is increasing. The purpose of this thesis is to 

explore the educational needs of the NAs and to present 

managerial information addressing those needs. 
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Chapter I 

INTRODUCTION 

The roots of the nursing home industry in the United 

States date back to a system of public almshouses, county 

poor farms and private homes for the aged run by fraternal 

organizations and religious orders. Religious, ethnic, and 

fraternal homes for the aged were created to ensure the 

provision of care for the older members of the community. The 

public facilities existed because of legal statutes. The public 

almshouses and poor farms did not distinguish between the 

poor, the elderly, the chronically ill, the insane, or other social 

outcasts. All were grouped together because of poverty. The 

almshouses were probably more like the present day shelters 

for the homeless than a modern nursing facility (Mercer et. al. 

17) . 

Perhaps the fi rst major change to have an impact on 

institutional service to the elderly was the 1935 passage of 

the Social Security Act. With social security 

1 



income, the elderly had the resources to purchase care and did 

not have to rely on charitable or government institutions 

(Eliopoulos 403). In the early versions of the Social Security 

Act (SSA), there were prohibitions against federal financial 

participation in the cost of any relief given in any kind of 

institutional setting. Later this prohibition continued in 

2 

relation to public facilities because public institutions were 

considered a state responsibility. The intent of the legislation 

was to encourage the elderly to live at home or with foster 

families. However, the actual effect was the displacement of 

people from public facilities-particularly to boarding homes. 

As these facilities began to add nurses to their staffs, the 

name nursing home emerged (Gelfand 223). 

A shorter life expectancy, a lack of sophisticated 

medical technology, and the absence of any major government 

role in medical care meant that the demands placed on these 

early homes were different from the demands placed on 

present-day facilities. The modern-day nursing home, by 

contrast, is primarily a product of the second half of this 
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century. Enactment of the Medicaid program 30 years ago 

spurred the dramatic development of nursing homes in this 

country and signaled the rise of the for-profit side of the 

industry. With a ready source of government reimbursement at 

hand and a growing demand for long-term-care services, for­

profit nursing homes came to play a significant role in a field 

that heretofore had been primarily a not-for- profit endeavor 

(Goldberg 78). 

Public outrage over several tragic nursing home 

incidents in the early 1970s provoked the Nixon administration 

to implement standards enforcement. Since 1974, 

reimbursement for skilled nursing and intermediate care 

facilities has come under Medicaid and reimbursement for 

skilled nursing care under Medicare. The highest 

reimbursement by Medicare and Medicaid is for skilled care. 

Nursing homes are licensed according to whether they provide 

skilled nursing care , intermediate care, or some combination 

of both. To qualify for fundin,g, licensed facilities must follow 

state and federal regulations that mandate physician services, 



nursing services, medical records, rehabilitative services, 

dietetic services, and quality assurance. The regulations 

stipulate the number of staff required and their educational 

standards (Shield 32). 

4 

Skilled nursing facilities provide complex medical care, 

and in some cases total care, for the seriously mentally or 

physically impaired. Skilled nursing facilities are usually more 

medically oriented than intermediate care homes and are the 

appropriate choices when recuperating from surgery or in 

other situations where round-the-clock medical care is 

required (Pieper 32). 

In the USA there are more nursing home beds than acute 

care hospital beds. There are between six and seven thousand 

acute care hospitals with a total of approximately one million 

beds, and there are over 19,000 nursing homes with over 1.5 

million beds. Table 1 outlines selected characteristics of 

nursing homes in the USA (Ouslander 1001 ). 
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Table 1 

Selected Characteristics of American Nursing Homes 

Nursi ng Homes Nursing Home 
Number % Beds % 

Tolal 19,100 100 100 

Ownership 
Proprietary 14,300 75 69 
Non-profit 3800 20 23 
Government 1000 5 8 

Affiliation 
Chain 7900 41 49 
Independent 10,000 52 42 
Govemmenl 1000 5 8 
Unknown 100 I I 

Certification* 
Not certified 4700 24 11 

SNF only 3500 18 L9 
SNF/CCF 5700 30 45 
ICF only 5300 28 25 

Bed size 
<50 6300 33 9 
50-99 6200 33 27 
100-199 5400 28 43 
200+ 1200 6 20 

*Certification by federal and stage government; SNF skilled nursing facility; ICF-­
intennediate care facility 

SOURCE: Textbook of Geriatric Medicine and Gerontology. ''The American 
Nursing Home," by J .R. Ouslander ( I 002). ln Textbook of Geriatric Medicine and 
Gerontology (1992). 

In recent years, the implementation of diagnostic related 

groups (DRG's) has had a significant impact on nursing homes. 

Hospitals are reimbursed according to particular formulas that 



key to specific diseases. Each disease is worth a certain 

number of days and a certain amount of reimbursement. One 

important effect of this policy has been to discharge elderly 

patients from hospitals earlier than before. As a result , they 

leave the hospital sicker than they used to and enter the 

nursing home in worse condition (Shield 33). 

Neu, in the article, "Post hospital Care Before and After 

the Medicare Prospective Payment System" (1988) found 
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Skilled Nursing Facilities (SNFs) Medicare users to be the 

sickest patients in each DAG category; SNF admission was 

found to probably substitute for some of the hospital stay 

(Mezey 7). The nursing home setting, which previously had 

been regarded as a low status area for nursing, is emerging as 

a complex, dynamic care site (Eliopoulos 411 ). Indeed, today's 

nursing home has the capacity to perform, at much less cost, 

many procedures once associated only with acute care settings 

(Goldberg 80). 

The demand for nursing facilities to provide more 

complex services is growing in response to several trends, 



including increased age and disability of residents, medical 

technology, cost containment pressures, and government 

policies (Wunderlich et al. 59). 
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Medical technology, formerly used only in the hospital, is 

being transferred to nursing facilities. The use of intravenous 

feedings and medication, ventil,ators, oxygen, special 

prosthetic equipment and devices, and other complex 

technologies has made nursing home care more difficult and 

challenging. The kinds of services that are increasingly being 

provided in some nursing facilities are also creating a greater 

need for skilled nursing care, in particular, greater 

professional nursing involvement in the direct care of patients 

and in supervision, more clinical evaluation, and more 

financial and human resources (Wunderlich et al. 59). 

Approximately five percent of the elderly reside in a 

nursing home, however, the pe,rcentage of elderly residing in 

nursing homes varies with the age of the patient (2% of those 

aged 65 to 7 4, 22% of those older than 85). The average age of 

nursing home residents is 78 years and women comprise the 
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overwhelming majority of nursing home residents. It is 

estimated that 25% to 50% of Americans 65 or older can 

expect to enter a nursing during their lifetime. The mean 

length of stay in a nursing is 19 months and fifty percent of 

patients admitted to a nursing home die there. The annual 

percentage of nursing home deaths is 21 .5%. Nursing home 

patients as described in Figure 1 are categorized as short stay 

and long stay residents (Ouslander 1002). 



Figure 1 

Depiction Of Different Types Of Patients In 
American Nursing Homes 

AU Nursing Home Patients 

I 
"SHORT ST AYERS" 

( 1-6 months) 

I 
Terminally IlJ 

I 

I 
Shon-Tem1 
Rehabilitation 
and/or Subacute 

Illness 

Prirnarily 
Cognitively 
Impaired 

I 
''LONG ST AYERS" 

(6 monlhs-2 or more years) 
I 

I 
Significant 
l mpairments 
of Both 

Physical 

I 
Primarily 
Physically 
Lmpaired 
Cognitive and 

Functioning 
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SOURCE: Textbook of Geriatric Medic ine and Gerontology. 'The American 
Nursing Home," by J .R. Ouslander ( I 002). Ln Textbook of Geriatric Medicine and 
Gerontology ( 1992). 

The nursing home industry, as with virtually every other 

segment of the health care marketplace, has continued to grow 

and change over the past year (1994 by HCIA Inc. and Arthur 

Anderson and Co.). 
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Table 2. 

Nursing Home Expenditures as a percentage of National Health 
Care Expenditures 

l960 
1970 
1980 
l985 
1986 
1987 
1988 
1989 
1990 
1991 
1992* 
1993** 
1994*** 

*Preliminary 
**Estimated 

***Projected 

Nursing Home 
($ billions) 

1.0 
4.9 

20.0 
34. l 
36.7 
39.7 
42.8 
47.7 
53.3 
59.8 
67.3 
76.0 
85.5 

National 
Health Care 
($ billions) 

27 .1 
74.4 

249. 1 
420.1 
454.8 
494.1 
546.1 
604.3 
675.0 
751.8 
840.4 
942.5 

1,060.5 

Nursing Home/ 
National 

Health Care 
3.69% 
6 .. 59% 
8.00% 
8.05% 
8.07% 
8.03% 
8.84% 
7.89% 
7.90% 
7 .95% 
8.01% 
8.06% 
8.06% 

SOURCE: Heallb Care lnvestment Analysis (HC[A) and Anderson, The Guide to 
the Nursing Ho me Industry ( 1994) 

High-occupancy (90-96%) and bed turnover rates reflect 

expansion and diversification in the industry brought about by 

(1) an expanded service base (e.g. , special care units, subacute 

care, hospice, respite care , and rehabilitation services); (2) 

nursing home participation in managed care networks in the 

"continuum of care;" and (3) the influence of health care cost 



containment and reform. Although alternatives to 

institutional care are expanding, nursing homes will continue 

to be a significant part of the health care spectrum (Mitty 

693). 

ll 

By 1994, nearly 90,000 beds were dedicated to special 

care. Most of these beds have been dedicated to residents with 

Alzheimer's disease or those needing special rehabilitative 

services. The most dramatic increase has been in ventilator 

care beds, which rose from 3,162 in 1993 to 13,291 in 1994. 

Beds dedicated to special rehabilitative patients increased by 

2,000 and beds dedicated to AIDS patients grew by 2,300 

between 1993 and 1994 (Wunderlich 65). 

Over the past five years, nursing facilities increasingly 

have sought to use their beds to serve a population requiring 

subacute or super-skilled care. As a result the length of stay 

has dropped dramatically. Rapid turnaround has become so 

important that 24-hour-a-day admissions are now possible in 

many facilities. The move to subacute care has actually 
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improved the profit margins of those providers who were 

successful in attracting the subacute client (Wilson et. al 71 ). 

The National Subacute Care Association (NSCA) has 

lobbied strongly for a prospective payment system (PPS) for 

Medicare. Under PPS, subacute care providers would be paid 

per episode of care, a fixed rate based upon certain criteria 

such as case mix, patient acuity and other factors. According 

to Tim Carroll , vice-president of investor relations at Vencor, 

Inc., a PPS would put skilled nursing facilities on a level 

playing field with hospitals (Stahl 21 ). 

Although a PPS, if passed by Congress and signed into 

law, will present good opportunities for subacute care 

providers, the threat of caps on reimbursement for ancillary 

services suggests that subacute care providers need to 

reevaluate whether or not their therapy services should be 

provided in-house by their own employees rather than by 

subcontracted therapy providers. In fact, there are several 

for-profit therapy providers who have either laid off some of 

their employees in order to cut costs or are now in the market 



for sale because of these anticipated reimbursement caps. 

Subacute care providers may find themselves in a similar 

position (Stahl 21 ). 

13 

Efforts to integrate the nursing facility with the larger 

health care system are being explored. In some organizations, 

relationships are being created with such ancillary services as 

pharmacy, home health, and laboratory as well as providers of 

various forms of therapy and of durable medical equipment to 

tap into supplemental revenue sources and to target potential 

future residents (Wilson et. al 71 ). 

Another major impact on nursing homes is the Nursing 

Home Reform law, Title C, Social Security Act, P.L. 100-203, 

popularly known as OBRA 1987. This law requires each state 

to assure quality services from Medicare- and Medicaid-

certified facilities. Each facility is to care for its residents 

in such a manner and in such an environment as will promote 

maintenance or enhancement of the quality of life of each 

resident (Holder 693). 
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The federal regulations defined explicit expectations for 

the care of institutionalized frail individuals with multiple 

functional, medical , psychological, and social problems. These 

requirements cover both the quality of life and the quality of 

care. Quality of care issues are concerned with the 

appropriate and timely identification, prevention, and 

management of medical conditions that may profoundly affect 

an individual and thus the quality of life (Levenson 69). 

Although federal regulations define expectations for 

quality care, only minimal standards for staffing are 

mandated. Central to the staffing of any long term care 

facility is nursing which represents about 60% of the total 

employee complement. Three distinct groups of people provide 

the care delivered by the nursing department: registered 

nurses, licensed practical (or vocational) nurses, and aides 

(Goldsmith 14). 

Three staffing issues for nursing facilities are notable: 

turnover and retention rates for nurse aides; adequacy of 



staffing levels, part icularly in light of increasing patient 

acuity; and reimbursement levels (Wunderlich 263). 

Turnover among nursing staff presents a major 

management problem in nursing homes, with turnover rates 

usually ranging from 45 to 75%, with some reaching 500%. 

Turnover rates and turnover rates by position are 

demonstrated in Figures 2 and 3. 

Figure 2 

Turnover Rates in Nursing Homes 

Brennan Pecarchik 
Study Stryker7 & Moos8 Kasteler9 & Nclson10 

Nursing homes 88%Before 46% 96% 4()% 

64% After 
interventions 

Comparison 26% 
facil ities Veterans L TC 

Number of L9 117 83 83 
facilities 
Geographic Minnesota Nationwide Utah Pennsylvania 
locaLioo 

15 

SOURCE: Jiska Cohen-Mansfield "Turnover Among Nursing Homes" (28.5:59) 
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Figure 3 

Turnover Rates By Position-Nursing Homes 

Indiana American 
Caudill & LTC Journal Bergman 

Study Patrick2 Nursinl 8 WagniJ.d·19 of Nurses6 Halbur"'·' George50 et al.51 

Nurses 93% 69% 143% 37% 68% 65% 37% 
aides 

RNs 45% 45% 19% 36% 55% 21% 

LPNs 45% 19% 51% 61% 37% 

Number 26 11 122 15 12 

of fac ilities 

Geographic Western Indiana Texas National North North Jsrael 
location state Carolina Carolina 

SOURCE: Jiska Cohen-Mansfield 'Turnover Among Nursing Homes" (28.5:59) 

The Director of Nursing or Nurse Administrator is 

responsible and accountable ·for all the patient care activities 

of the facility. As the nursing home industry has expanded, the 

role of the nursing administrator has become extremely 

complex. The nursing director must wear many hats and the 

quality of the clinical services is significantly determined by 

how successfully these various job responsibilities are 

achieved (Eliopoulos 404) . 



The various roles of the nursing director are: 

• Leader (by virtue of title): Leadership effectiveness is 

influenced by how well she(he) manages and utilizes all 

sources of power. 

• Analyzer: Needs to be sensitive to all sources of 

information and their significance. 

• Planner: Develops a realistic plan based on the previous 

year's evaluation of assessed needs and desired outcomes. 

The plan should include staffing levels, schedules, supply 

needs, staff development, employee motivators, 

evaluations, and new programs. 

• Educator: Ensures mandatory-in-service programs are 

presented, that staff is well oriented, and that staff's 

skills are maintained and upgraded. Uses opportunities to 

educate staff personally, both formally and informally. 

17 

• Resource Gatekeeper: Carefully plans and monitors human 

and material resources, as cost containment is vital to the 

survival of any health care facility. 



• Personnel Manager: Assures and maintains the appropriate 

quality and quantity of nursing staff. Provides regular 

feedback to employees regarding their performance, 

accompanied by corrective action plans when necessary. 

18 

• Communicator: Communicates organizational goals , 

administrative mandates, practice changes, consumer 

response, quality of services and needs. Keeps the 

professional and lay communities abreast of new programs, 

improvements and changes. 

• Advocate: Must advocate practices that support highest 

possible quality of patient care and the advancement of the 

specialty of long term nursing. Must also advocate for 

themselves through negotiating salaries reflective of their 

level of responsibility and assuring their continued 

professional growth. 

• Opportunist: Must learn to capitalize on opportunities to 

benefit their facilities and themselves. 

• Other roles: Consultant, Negotiator, Motivator, Change 

Agent, and Spokesman (Eliopoulos 405-413). 
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Traditionally, nurses promoted to management positions 

were excellent clinical nurses having leadership potential and 

few skills or training in business disciplines. They received 

most of their indoctrination to specific management theories 

and skills as a result of on-the-job training (Strassen v) . 

Nurse administrators (NAs) must have the managerial 

knowledge and skills to handle the complex care of patients in 

long-term care facilities today. The majority of NAs in long 

term care have either a diploma or associate degree. These 

types of nursing programs prepare the nurse for bedside care 

of patients, but not for the managerial knowledge and skills 

required to meet the demands of the job (Vaughan-Wrobel 33). 

The changing focus of services and the increasingly 

complex nature of the care provided in nursing facilities 

create new demands for skill , judgment, supervision , and the 

management of nursing services. Most directors of nursing 

(DON) in nursing facilities are not academically prepared for 

their positions. Furthermore, turnover among DONs is high, 

their salaries are low in comparison with hospitals, and they 
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have limited opportunities for advancement. None of these 

factors is conducive to strong leadership; however, in view of 

the number of employees, budgets, and complexity of care in 

nursing facilities today, strong leadership from DONs is 

required if high quality, cost-effective care is to be provided. 

The Institute of Medicine (IOM) committee concludes that 

nursing facilities should place greater weight on educational 

preparation when employing new DONs (Wunderlich 14-15). 

This thesis will focus on the management education 

needs of nurse administrators (Directors of Nursing) in the 

rapidly changing environment of long-term care facilities. The 

purpose of the thesis is to investigate management 

philosophies that will assist in management development of 

Gerontology nursing leaders practicing in the long-term care 

arena. 



Chapter II 

LITERATURE REVIEW 
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A Recent report on director of nursing (DON) education 

indicated an increasing trend for DONs to seek additional 

education. However as early as 1981 a study reported by Lodge 

found that 63% of DONs in long-term care perceived the need 

for education in management, leadership, human resources, and 

organizational skills. Alford in the article "Turnover Rate 

Slows With Creative Training Program" described the need for 

basic management skills for DONs. Also in 1989 Riskin and 

Zenas reported a survey of DONs in which 51 % described the 

self-perception of a weak educational background in 

management (Luggen 50). 

Furthermore, A recent report on DON education indicated 

an increasing trend for DONs to seek additional education 

(NADONA survey 94). The nurses in the survey were asked to 

rate the content of the nursing program from zero (0-content 

not very important) to five (5-content very important) . Table 

3 illustrates the mean rating score for each area. 



22 

Table 3 

Present Content In Nursing Administration Programs As Ranked 
By Long Term Care Nurses 

Budgeting and Legislative and 
Finance 4 .44 Health Policy 3.95 

Issues 
Practicum Health Care 
Experiences 4 .44 Economics 3.78 
Human Resource Nursing Care 
Manaqement 4 .29 Models 3.72 
Organizational 
Theory 4 .02 Nursing Theory 3.72 

Strategic Research in 
Management 3.99 Nursing 2.88 

Administration 

SOURCE: Ann Luggen "Education Needs of the Director of 
Nursing Administration in Long Term Care: Survey Report (5.2 : 
77). 

During the 1988-1989 academic year, Riskin and Zennas 

(49-50, 53) conducted two surveys of nursing administrators 

(NAs) in long-term care facilities and found a need for greater 

management education. Fifty-one percent of the respondents 

in the 1988 survey indicated they had "weak" educational 



training in management. In the second survey, the NAs were 

asked to identify content areas for a management program. 

Content perceived as important by the majority of the 

respondents included the following: 

1. Communicating with superiors and subordinates. 

2. Motivating and retraining staff. 

3. Dealing with difficult people and managing conflict. 

4. Dealing with legal and ethical issues surrounding 

long-term care. 

5. Conducting performance evaluations and disciplining 

staff. 

6. Projecting a professional image. 

7. Understanding leadership style and management 

theory (Vaughan-Wrobel 33). 

Of the current NAs, 71 % believed they had the necessary 

management skills to be successful in their position. This 

response is different from the chief executive officers (CEOs) 

who believed that only 49% of the NAs had the necessary 

skills. Even though the NAs thought they had the necessary 

23 



management ski lls, 94% indicated they would participate in a 

guided self-learning management education program. The NAs 

and CEOs rated the contents for the education program: 

Table 4. 

Chief Executive Officer (CEO) And Nurse Administration (NA) 
Responses To Content Areas For A Management Education 

Program For NAs In Long-Term Care Facilities 

Content area Yes(%) No(%) 

Nurse as Manager 
CEO 109 (91%) 11 (9%) 
NA 152 (86%) 25 (!4%) 

Human Relation Skills 
CEO 11 2 (93%) 8 (7%) 
NA 162 (92%) 15 (8%) 

Staffing and 
Scheduling 
CEO 103 (86%) 17 (14%) 
NA 146 (82%) 31 (18%) 
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Content area 

Budgeting 
CEO 
NA 

Monitoring Facility 
CEO 
NA 

Regulations and 
Standards 
CEO 
NA 

Legal Considerations 
CEO 
NA 

Unions 

Table 4 (Cont'd) 

Yes(%) 

68 (%&%) 
91 (51 %) 

107 (89%) 
159 (90%} 

93 (78%) 
148 (84%) 

93 (78%) 
148 (84%) 

CEO 25 (21%) 
NA 36 (20%) 

No(%) 

52 (43%) 
86 (49%) 

13 (11%) 
18 (10%) 

27 (22%) 
29 (16%) 

27 (22%} 
29 (16%) 

95 (79%) 
141 (80%) 

Total number of CEOs responses: 
responses: 177 

120; Total number of NAs 

Source: Beth Vaughan-Wrobel "Needs of Nurse Administrators 
in Long Term Care" (19.3:36). 
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The DON's job is not getting any easier due to the fact 

that their role has more responsibility and accountability than 

ever before. Many of the outside influences that they were 
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insulated from a few years ago are impacting even the 

quietest, most rural nursing facility. This myriad of 

influences include: the downsizing of professional personnel 

in acute care hospitals, the evolving seamless continuum of 

care, Medicare and Medicaid managed care, the ever-increasing 

governmental regulatory system, new quality improvement 

programs, minimal staffing requirements, the continuing 

plague of turnover, and the increasing acuity of nursing home 

residents (Luggen 50). 

If DONs had managerial knowledge and skills they could 

participate more fully in decisions, i.e., conflict management, 

time management, quality assurance, and standards and 

regulations, thus providing more job satisfaction and a 

decrease in turnover rate (Vaughan-Wrobel, et al. 33). 

The Geriatric Education for Nurses in Long Term Project 

(GENL TCP) was a three-year, multi-function continuing 

education project that was funded by the Division of Nursing, 

United States Public Health Service, and implemented by the 

Midwest alliance in Nursing (MAIN). The purpose was to 



improve care of chronically ill elders in thirteen Midwestern 

states by increasing management knowledge and skills of 

directors of nursing and inservice teachers in long term care 

agencies (Gillies et al. 33). 

Findings of this study suggest that: 1) diploma prepared 

nurses can upgrade management knowledge and skills through 

extended continuing education (CE) programs, and 2) task 

satisfaction of diploma nurse managers is enhanced through 

continuing education. It is possible that the improved 

performance and increased satisfaction of CE enhanced 

managers will lead to decreased recruitment and orientation 

costs (39). 

Anne Hegland discussed the reasons why directors of 

nursing need to increase management knowledge: 

Continuing education in management is very 
important for Directors of Nursing (DONs) due to the 
fact that DONs management styles and practices are 
impeding the quality of their care delivery systems, 
while holding back other managers from developing 
their roles within the organization . The problem 
stems from outdated structures of long term care 
management and a failure to educate nurse managers 
in management and leadership principles. (53) 
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Education programs must incorporate the new concepts 

of management in this country. The new management 

principles focus on the customer, how to build on quality and 

do things right the first time rather than setting up programs 

that check on the checkers to see if a medication was passed 

right (54 ). 
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The current candidate In the field of managing quality 

variously terms the basic concepts as Total Quality 

Management (TOM) or Continuous Quality Improvement (CQI). 

Introducing TOM or CQI activities is primarily a matter of 

gradual but systematic changes which focus on results not 

activities. To accomplish TOM or COi's basic goal, a healthcare 

institution should measure performance according to results­

driven programs which focus on measurable, short-term 

improvement goals rather than according to activity centered 

programs which, often implemented on too large a scale, delay 

achievement and bring too little reward in proportion to the 

efforts invested in them. Figure 4 outlines Deming's Total 

Quality Management Principles. 
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Figure 4 

Total Quality Management Principles 

1. Create constancy of purpose for improvement of product 

and service. (This refers to the organization's mission and 

future). 

2. Adopt the new philosophy. (Continuously strive for 

improvement rather than setting thresholds of 

performance as in quality assurance). 

3. Cease dependence on inspection to achieve quality. 

(Replace inspection by improvement processes). 

4. End the practice of awarding business on price alone. 

(Consider long-term cost and appropriateness of products). 

5. Constantly improve every process for planning, production 

and service. (Empower workers by inviting them to 

contribute to the improvement process) . 

6. Institute training and retraining on the job. (Employees 

must be encouraged not driven). 



7. Assure qualified leadership for quality improvement. 

(Qualified managers improve systems, which in turn 

improves employees performance). 
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8. Drive out fear. (Encourage employees to make suggestions 

because they are the only ones "in the trenches"). 

9. Break down barriers between staff. (Help employees 

understand the needs of other departments). 

10. Eliminate slogans, exhortations and targets for the work 

force. (Let employees know what is being done by 

management to make it easier for them to so their jobs) . 

11 . Eliminate numerical quotas both for the work force and for 

management. (Quality first: quantity will follow) . 

12. Remove barriers to pride of workmanship. (Promote the 

philosophy of employees working together rather than 

focusing on individual performance). 

13. Institute a vigorous program of education and self 

improvement for everyone. (Encourage employees' 

personal development even in areas not related to their 

jobs). 
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14. Put everyone to work on the transformation. (All 

employees should be trained so they can be involved in the 

transformation process) (Lopresti and Whetstone 35). 

Since staff employees are the core group who will 

become the major problem solvers, their continuing education 

is essential to the TQM/CQI process. The whole staff should 

receive at least two weeks training per year in this process. 

This is essential to keep employees involved and informed of 

refinement to the process and to maintain interest (Lopresti 

and Whetstone 36). 

The evidence that CQI will help improve performance on 

health care comes mostly from other industries since its 

application is so new to the health care industry (Flood et al. 

331 ). To maintain and improve quality of care, the manager 

must: 

1. Develop a participative, team-oriented organizational 

culture that encourages input from professionals and other 

workers from all levels of the organization. 



2. Establish high standards that appeal to professional 

standards. Link professional values and goals to those of 

the organization. 

3. Develop information systems that provide relevant, 

timely, and accurate data for purposes of taking 

corrective action and reaching ever-higher standards. Use 

statistical thinking and tools to identify desired 

performance levels, measure current performance, 

interpret it and take action when necessary. 
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4. Look for opportunities to improve quality by detecting and 

preventing potential problems in the process. Focus on the 

most important processes to improve. 

5. Design work to make the best of professionals' experience 

and expertise. 

6. Develop reward systems that reinforce participation and 

high performance. Do not blame the individual for defects 

in the process. 



7. Develop organizational structures that promote 

communication, coordination, and conflict management 

(Flood et al. 342). 

Richard McElhaney states that conflict management is 

rated as of equal or slightly higher importance that planning, 

communication, motivation, and decision making. 

Identifying the causes of conflict and the 
effective measures to negotiate successful 
solutions encourages win-win situations. Six 
areas that cause conflict within nursing are 
defiant behavior, stress, space, physician 
authority, beliefs, values and goals. Stressors 
include too little responsibility, lack of 
participation in decision making, lack of 
managerial support, increasing standards of 
performance, and coping with rapid technological 
change. (49) 

To resolve conflict, look forward rather than backwards. 
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Several common approaches to handle cont lict include 

avoiding, accommodating, collaborating, and competing. 

Avoiding is simply not addressing the conflict-a lose-lose 

situation. This approach is appropriate to use when the other 

party is more powerful; one has no chance of obtaining his/her 

goals; the cost of assessing the conflict is higher than the 



benefit of resolution; or the issue is not important. It is best 

to temporarily avoid the issue to gain composure or to gather 

information. Avoiding the problem does not resolve the issue; 

it only prolongs the inevitable confrontation (49) 
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Accommodating to meet the goals of the other party is 

more appropriate when the issue is more important to someone 

else or when the person is wrong. This lose-win situation 

prompts harmony and gains credits that can be used at a later 

date (49). 

Collaborating promotes effective problem solving 

because both parties try to find mutual agreeable solutions. In 

this win-win situation, problems are identified, alternatives 

are addressed and agreeable solutions are reached (49). 

Competition is power-driven. The person may be 

aggressive, uncompromising and may pursue his/her own goals 

at the expense of another. Although this approach is a win­

lose situation, it is appropriate when a quick or unpopular 

decision has to be made (49). 



Compromising combines assertiveness and cooperation . 

This lose-lose situation is effective when expedient answers 

are needed and both parties are of equal power. Conflict 

management should broaden the understanding about problems, 

increase alternative solutions and achieve a workable 

consensus and a genuine commitment to decision making. A 

common form of conflict resolution is positioning bargaining, 

a form of give and take, in which proposals are made, then 

negotiated. In this form of negotiation, win-lose or lose-win 

situations often result (50). 

In addition to quality issues, effective management has 

to be a top priority for the top nursing manager of an 

institution. According to research done by the Research 

Management Research Group in Portland, Maine, six behaviors 

or management practices distinguish effective from less 

effective managers and are important at all management 

levels. These six behaviors hold true across industries, the 

private and public sectors, organization size, and type of work 
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performed. The research, conducted with 5,300 managers, 

identified the following characteristics of effective managers: 

• Communication. Highly effective managers are clear in 

defining their expectations for employees. 

• Management Focus. Highly effective managers are 

comfortable in the management role; they gain job 

satisfaction from performing as a manager. They are 

comfortable dealing with issues of power and cont lict and 

are at ease in assuming managerial accountability. 

• Production. Highly effective managers are not only clear 

about what they expect, they also tend to expect high levels 

of performance. 

• People. Highly effective managers balance their strong 

concern for production and performance with empathy and 

authentic concern for employee growth and development. 

• Control. Highly effective managers have systems in place 

that allow them to periodically and consistently review and 

monitor employee performance. This process takes into 

consideration previously established expectations and 



objectives and is done to assist rather than police 

employees in their efforts to attain good job performance. 

• Feedback. Highly effective managers provide regular, 

ongoing, and spontaneous feedback concerning the positive 

and negative aspects of employee performance. Again, 

feedback is based upon previously articulated expectations 

(Jamieson et al. 160-161). 

The DON will need to have a management development 

plan. The most effective development plan, whether it is 

implemented individually or in a group setting, begins with an 

assessment that gives a clear view of their current behaviors. 

Assessment can be achieved through feedback, analysis of 

incidents, or use of diagnostic assessment tools (162). 

According to Likert's theory, the highest producing 

managers operate within a participative system. In this 

system, there is a high degree of group loyalty with favorable 

attitudes and trust among peers, subordinates, and superiors. 

There are four characteristics of management styles as 

demonstrated in the following table. 
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System I 
(Exploitive/ 
Authoritative) 

System 2 
(Benevolent/ 
Authoritative) 

System 3 
(Consultative) 

System 4 
Participative) 

Table 5 

Characteristics Of Management Styles 

Superiors show little confidence in subordinates. 
Superiors ignore subordinates' ideas. Communication 
Hows downward, is inaccurate and leaves subordinates 
feeling suspicious. Goals and decision making are 
accomplished by top management with resulting orders 
issued downward. Fears. threatc;. punishment and 
occasional rewards are the motivating forces. 

Superiors are condescending to subordinates. Communi­
cation is limited, censored and filtered downward. 
Upward communication may exist in the form of a 
suggestion system, but employees are intimidated to share 
ideas. Goals and decis.ion making are made by top and 
middle management while subordinates are occa<;ionally 
consulted for input or problem solving. 
Orders are issued downward. Rewards and some actual or 
potential punishments are the motivating forces. 

Superiors have substantial confidence in subordinates. 
Subordinates' ideas are sought and freedom to discuss 
work with the superior is felt. Goal-setting responsibility 
is felt by a substantial proportion of personnel. 
Employees generally behave in ways to achieve 
organizational goals. Communication flows down and up 
but infonnation is limited and viewed with caution. 
Rewards, occasional punis hment and some involvement 
are motivating forces. 

Superiors have complete confidence in subordinates. 
Subordinates' ideas are always sought and freedom to 
discuss jobs with superiors is felt. Goals are set at all 
levels. Communication is abundant and flows down, up 
and sideways. Information is accurate and received with 
an open mind. Economic rewards based on a 
compensated system that is developed through 
paiticipation is the motivating force. 

SOURCE: Rita Moss et al. "Staff Nurse Job Satisfaction and 
Management Style" (28.1 :32) 
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Before deciding how to lead a certain group, managers 

will also want to consider a number of forces affecting their 

subordinates' behavior. They will want to remember that each 

employee, like themselves, is influenced by many personality 

variables. In addition, each subordinate has a set of 

expectations about how the boss should act in relation to him 

or her (the phrase "expected behavior" is one we hear more and 

more often these days at discussions of leadership and 

teaching). The better managers understand these factors, the 

more accurately they can determine what kind of behavior on 

their part will enable subordinates to act more effectively 

(Tannenbaum et al. 25). 

Generally speaking, managers can permit subordinates 

greater freedom if the followin,g essential conditions exist: 

• If the subordinates have relatively high needs for 

independence. (As we all know, people differ greatly in the 

amount of direction that they desire). 



• If the subordinates have a readiness to assume 

responsibility for decision making. (Some see additional 

responsibility as a tribute to their ability; others see it as 

"passing the buck"). 

• If they have a relatively high tolerance for ambiguity. 

(Some employees prefer to have clear-cut directives given 

to them; others prefer a wider area of freedom). 

• If they are interested in the problem and feel that it is 

important. 

• If they understand and identify with the goals of the 

organization. 
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• If they have the necessary knowledge and experience to deal 

with the problem. 

• If the have learned to expect to share in decision making. 

(Persons who have come to expect strong leadership and are 

then suddenly confronted with the request to share more 

fully in decision making are often upset by this new 

experience. On the other hand, persons who have enjoyed a 





Fritz, Roger. Think Like a Manager: Everything They Didn't Tell 
You When They Promoted You! 2nd ed. Hawthorne, NJ: 
Career Press, Inc., 1993. 

Gelfand, D.E. The Aging Network: Programs and Services. 4th 
ed. New York: Springer Publishers Co., 1993. 

Gillies, Dee Ann, Marquis Foreman, and Marian M. Pettengill. 
"Satisfaction of Nurse Managers in Long-Term Care." J. 
Gerontological Nursing (1996): 33-39. 

Goldberg, Sheldon L. "Where Have Nursing Homes Been? Where 
Are They Going?" Generations 19.4 (1995-96): 78-81 . 

Goldsmith, Seth B. Choosing A Nursing Home. New York: 
Prentice Hall Press, 1990. 

HCIA, Inc., and Arthur Anderson & Co., ed. The Guide to the 
Nursing Home Industry. Baltimore: Health Care 
Investment Analysis, Inc., 1994. 

Hegland, Anne. "Fine Tuning Management Skills." 
Contemporary Long Term Care (1992): 53-54. 

Holder, Elma L. "Nursing Home Reform." The Encyclopedia of 
Aging . Ed. G.L. Maddox. 2nd ed. New York: Springer 
Publishing Co. , 1995. 693. 

Jamieson, David, and Julie O'Mara. Managing Workforce 2000: 
Gaining the Diversity Advantage. San Francisco: Jossey­
Bass Publishers, 1991. 

Koeckeritz, Jane, Eleanor Stockbridge, and Cally Zann. "A 
Leadership Development Series." Nursing Management 
26.6 58-62. 

Kotter, John P. "What Leaders Really Do." Managers As 
Leaders. Boston: Harvard Business School of Publishing, 
1991 . 3-11 . 

87 



Kouzes, James M., and Barry Z. Posner. The Leadership 
Challenge. San Francisco: Jossey-Bass Publishers, 1987. 

Levenson, S.A. ulnnovations in Long-Term Care: Levels of 
Care." J. Amer. Society on Aging 20.4 (1996): 69-71. 

Lopresti, John, and William R. Whetstone. "Total Quality 
Management: Doing Things Right." Nursing Management 
24.1 (1993): 34-36. 

Luggen, Ann S. "Education Needs of the Director of Nursing 
Administration in Long Term Care: Survey Report." IM 
Director 5.2 (1997): 50-53, 77. 

McElhaney, Richard. "Conflict Management in Nursing 
Administration." Nursing Management 27.3 (1996): 49-
50. 

Mercer, Susan 0 ., J. Diane Garner, and Joel Leon. Geriatric Case 
Practice in Nursing Homes. Newbury Park, CA: Sage 
Publications, Inc., 1991 . 

Mezey, Mathy D., and William Scanlon. "Registered Nurses in 
Nursing Homes." Secretary's Commission on Nursing. 
Washington, D.C. : Department of Health and Human 
Services, 1988. 2: 11/ 1-11/35. 

Missouri League for Nursing. Director of Nursing In Long Term 
Care: Management Survival Workshop. St. Louis, MO, 
September 25, 1997. 

Mitty, Ethel L. "Nursing Home." The Encyclopedia of Aging. Ed. 
G.L. Maddox. 2nd ed. New York: Springer Publishing Co., 
1995. 693-699. 

Moss, Rita, and Connie J. Rowles. ustaff Nurse Job 
Satisfaction and Management Style." Nursing 
Management 28.1 (1997): 32-34. 

88 



NADONA, and (National Association of Directors of Nursing 
Administration) . "Upward Trend in DON Education." The 
Di rector 5.2 (1996): 50-53, 77. 

Neu, C.R., and S. Harrison. Post Hospital Care Before and After 
the Medicare Prospective Payment System. Santa 
Monica: The Rand/UCLA Center for Health Care Financing 
Policy Research, 1988. 

Ouslander, J.R. "The American Nursing Home." Textbook of 
Geriatric Medicine and Gerontology. Ed. J.C. Brocklehurst, 
R.C. Tallis and H.M. Fillit. 4th ed. New York: Churchill 
Livingstone, Inc., 1992. 1000-1004. 

Peters, Tom. Crazy Times Call For Crazy Organizations. New 
York: Vintage Books, 1994. 

Pieper, Hanns G. A Nursing Home Primer: A Comprehensive 
Guide to Nursing Homes and Other Long-Term Care 
Options. Crozet, VA: Betterway Publications, Inc., 1989. 

Potts, Mark, and Peter Behr. The Leading Edge. New York: 
McGraw-Hill Book Co. , 1987. 

Riskin, C., and C. Zenas. "Nursing Education: Management 
Training Needs Unmet for l TC Nurses." Contemporary 
L TC 7 (1989): 49-50, 53. 

Shield, Renee R. Uneasy Endings. Ithaca, NY: Cornell 
University Press , 1988. 

Shortell, Stephen M., and Arnold D. Kaluzny, ed. Essentials of 
Health Care Management. Albany: Delmar Publishers, 
1997. 

Smith, Alvie L. Innovative Employee Communication. 
Englewood Cliffs, NJ: Prentice Hall, 1991 . 

Stahl, Dulcelina A. "1995 Leadership Challenges for SNFs." 
Nursing Management 26.3 (1995): 17-19. 

89 



Stahl, Dulcelina A. "The Changing Marketplace: Are Subacute 
Care Providers Ready?" Nursing Management 27.3 
(1996): 17-21 . 

Strasen, Leann. Key Business Skills for Nurse Managers. 
Philadelphia: J.B. Lippincott, 1987. 

Sullivan, Maureen P. Nursing Leadership and Management. 2nd 
ed. Springhouse, PA: Springhouse Corporation, 1995. 

Tannenbaum, Robert, and Warren H. Schmidt. How to Choose a 
Leadership Pattern. Boston: Harvard Business School 
Publishing, 1991 . 

Vaughan-Wrobel, Beth C., and Martha W. Tygart. "Needs of 
Nurse Administrators in Long-Term Care." J. Gerontol. 
Nursing 19.3 (1993): 33-38. 

Warden, Joan. "Transforming the DON." Nursing Homes 46.2 
(1997): 15-16. 

Wilson, Patricia. Change: Coping With Tomorrow Today. 
Shawnee Mission: National Press Publication, 1992. 

Wilson , Keren B., and Connie J. Baldwin. "Are Nursing Homes 
Dinosaurs?" Generations 19.4 (1995-96) : 69-72. 

Wunderlich, Gooloo S. , Frank A. Sloan, and Carolyne K. Davis, ed. 
Nursing Staff in Hospitals and Nursing Homes? Is It 
Adequate? Washington, D.C.: National Academy Press, 
1996. 

Zuckerman, Howard S., and William L. Dowling. "The Managerial 
Role." Essentials of Health Care Management. Ed. 
Stephen M. Shortell and Arnold D. Kaluzny. Albany, NY: 
Delmar Publishers, 1997. 

90 


