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Abstract 
Healthcare in the United States and other nations is changing dramatically at an unprecedented pace. In the United States, 
these sweeping changes are partially a result of the Affordable Care Act. Across the world including the United States, the 
other driving forces include an aging population, increasing prevalence of chronic, lifestyle related diseases, advances in 
technology, and pressures to lower costs. Nursing has always led and adapted to changes in healthcare delivery. Based 
upon a review of the literature and an analysis of forecasted changes, this paper outlines seven driving forces of change 
confronting nurses today. These changes are presented as both challenges and opportunities. These changes redefine the 
role of nurses today. Five specific changes in role are discussed as well as seven specific actions for nurses to take to 
embrace the vast changes characterizing healthcare today and shaping healthcare tomorrow. The key for nurses is to take 
deliberative action to seize opportunities arising from these changes, to reshape challenges embedded in these changes, 
and to stimulate a change agenda aligned with the unique role and competencies of nursing as a profession.  
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Introduction 
The healthcare landscape is changing in ways that are different from the past. The size, scale, scope, and seriousness of the 
change will radically shift the very nature of what all types of healthcare professionals do in their work. Nurses are no 
exception to this emerging trend. The Affordable Care Act is not the only driver of change but certainly represents a 
catalyst for innovation and change. In March of 2010, President Barack Obama signed landmark legislation mandating 
that individuals and small employers with more than 50 full-time workers offer health insurance or face a tax penalty. 
Other nations are also enacting legislation and other types of health reform such as The National Health and Hospitals 
Reform Commission in Australia [1] and the National Health Service in the United Kingdom [2]. The impact on health 
reform is not limited to politicians and policy makers but eventually hits the front lines. Salmela and colleagues [3] assert 
that nurse leaders enact changes when politicians cut healthcare costs.  

It will be argued here that the stimulus for change is more than cutting costs. Jeffers and Astroth [4] have discussed the role 
of clinical nurse leaders in this era of healthcare reform. The focal point here will be not just nurse leaders but all nurses. In 
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a recent biennial survey of nurses [5], the conclusion was that this new era of healthcare reform would be emphasize teams, 
care coordination, and payment incentives for more than volume including patient safety, quality, and efficiency.  

Hence, the aim of this article is to identify the driving forces underlying these changes in the design, delivery and financing 
of health care, to describe the unique role that nursing can play in this changing landscape, and to explain specific actions 
that nurses can initiate in improving the health and well-being of individuals, families and most of all, communities. 
Auerbach and colleagues [6] ask the following question when discussing this new era of health care reform: Will the 
nursing workforce be ready to respond to these challenges? This article responds in the affirmative and then presents 
several practical ways that nurses can respond to not just these challenges, but also the opportunities that emerge as a result 
of the reforms. This article seeks to build upon and expand previous work on the changing role of nurses such as the 
Institute of Medicine’s report, The Future of Nursing: Leading Change, Advancing Health [7]. Furthermore, this article will 
seek to make an explicit argument for an increased role and scope of responsibility for nurses as healthcare delivery in the 
United States and other nations in Europe shift resources away from the hospital while at the same time emphasize the 
contributions of a wider variety of health care professionals beyond physicians. Now is the time for nursing to stop trying 
to be mini-physicians and fit within the medical model and be true to the core values of nursing and help shape a wellness 
and healthcare delivery model.  

Driving forces behind paradigm shift: From individual to 
population health 
There are seven specific driving forces behind the increasing importance of community health and population health. 
These driving forces are largely based upon the observations of the author with empirical support to the extent possible 
given the fact that many of these forces are currently in motion or have yet to take place.  

First, the Internal Revenue Service (IRS), the tax authority in the United States, is scrutinizing tax exempt, not-for-profit 
hospitals and healthcare organizations in ways that are distinct from the past. Specifically, healthcare organizations must 
not only demonstrate community benefit but also conduct a community health needs assessment every three years, set 
goals based upon the needs assessment and formulate strategies to achieve those goals. A 2010 decision of the Illinois 
Supreme Court, Provena Covenant Medical Center v. Department of Revenue [8], spurred considerable discussion about 
community benefit policies and programs. Consequently, there has been increasing attention regarding the linkage 
between community benefit and population health [9]. The potential impact on nursing is that they will be more involved in 
formulation and delivery of population health initiatives based upon a community health needs assessment [10].  

Second, the Patient Protection and Affordable Care Act (PPACA) or the Affordable Care Act (ACA) accelerated and 
legitimized a new type of organizational structure and new occupation onto the scene. The Accountable Care Organization 
(ACO) is the new organizational structure which was originally conceived by [11] and the new occupation is a community 
health worker. ACOs are responsible for the health of a defined population of patients. Furthermore, financial incentives 
and disincentives are tied to how well the ACO meets the individual and population health needs of the defined population. 
Regarding community health workers, they will go into the community to conduct screenings, to engage in case finding 
and to deliver care aligned with their education and training. Community health workers work as part of a multidiscipli- 
nary team, along with nurses in various roles. Section 5313 of PPACA explicitly mentions the role of CHWs as an integral 
part of the healthcare team. Martinez and colleagues [12] argue based upon a review of the literature that the full utilization 
of CHWs will lower the costs of healthcare primarily due to the emphasis on prevention but also the substitution of a 
higher cost worker with a lower cost worker. The potential impact on nursing has been previously discussed by Dovlo [13] 
who describes how tasks are shifting from nurses to community health workers.  

Third, a paradigm shift is occurring in which the demand for healthcare is being placed on the agenda of healthcare 
delivery organizations in a way that has never been the case in the history of healthcare in the United States. There was a 
significant increase in the population from the end of World War II through the 1960s [14].  This age cohort of individuals 
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is often referred to “Baby Boomers” [15]. Not only is this age cohort aging but also enjoying an increase in life expectancy 
and sadly an increase in increasing life chronic, lifestyle related diseases [16].  An American Hospital Association report 
titled “When I’m 64, How Boomers Will Change Health Care” [17] argues that to meet the health care challenges of this age 
cohort “…will require more resources, new approaches to health care delivery and a greater focus on wellness and 
prevention.” Given this increase in the actual population exacerbated by the declining health status of this generation, it is 
clear that if health and well-being are to be improved for this generation and other generations, then healthcare must be 
designed and delivered in innovative ways. Three examples of innovation are ACOs, retail health clinics such as 
Walgreen’s Take Care Clinics, a clinic housed in a retail pharmacy store, and patient centered medical homes. Rohr and 
colleagues [18] define a retail walk-in clinic as serving patients with low acuity conditions and staffed largely by nurse 
practitioners and physician assistants. Another innovation is the policy and fiscal support of nurse-managed health  
centers [19]. This paradigm shift places costs and the management of healthcare costs as part of the role of not only 
healthcare administrators but providers of all types including community health nurses. The conceptual road map for 
transforming the healthcare delivery system in the United States is the Triple Aim [20]. The Triple Aim contains three 
elements: enhancing population health, improving the experience of care, and lowering the per capital cost of care [11]. One 
of the elements of the Triple Aim is cost per case. The key is to balance cost with access and quality. Even trickier is to 
align patient, provider, and individual/family behaviors with the Triple Aim. The potential impact for nursing amidst this 
changing delivery paradigm is for the health care system to become less hospital centric and physician centric and more 
health centric, community centric and health care professional centric.  

Fourth, the payment system is shifting from a volume-based reimbursement system to a value-based reimbursement 
system. However, it appears that a mixed model consisting of both types of reimbursement systems will be the norm. This 
means that healthcare organizations general will no longer be solely incentivized to produce more services. In fact, they 
will be incentivized to keep individuals from being patients by keeping them healthy and symptom free. They will also be 
incentivized to reduce hospital re-admissions and hospital infection rates. Furthermore, they will now be put into the 
position to treat those who traditionally lacked health insurance and to treat a projected 16 million additional patients 
covered by Medicaid [21]. The potential impact for nursing is the creation of unique opportunities and challenges such as 
the increasing recognition by health insurance companies of Advanced Practice Nurses as automous providers.   

Fifth, budgets are being reduced in the federal government as well as states, counties, and local municipalities. These cuts 
are spread across the continuum of healthcare from prevention to quaternary care. As such, healthcare organizations are 
forced to do “more with less”. Part of the drive to lower and contain costs is due to the reality that healthcare represents 
17% of the gross domestic product [22].The pressure to contain if not reduce costs will become more pronounced when an 
estimated 32 million [23] Americans will have access to health insurance coverage by 2019 with expanded coverage 
beginning in January of 2014. In fact, it has been estimated that by 2019 due to an increase in coverage, that annual 
primary care visits will increase anywhere between 15.07 and 24.26 million visits keeping physician productivity  
constant [24]. Given this sudden increase in the number of patients with coverage, it will be even more challenging to 
provide to provide safer, higher quality prevention and treatment services. The potential impact for nursing will be to 
develop systems and processes aimed at coordinating care with the aim of high quality, lower cost, and high patient 
satisfaction.  

Sixth, community as a geographic place, remains to be an important focal for the delivery of preventive and treatment 
services. Virtual communities are rapidly increasing. These communities leverage technology. In particular, there are 
more communities online such as Facebook and on smartphones such as Twitter. As an example, Katz and colleagues [25] 
demonstrated that a community-based mHealth diabetes self-management program using cell phones resulted in improved 
diabetes standard of care adherence, reduced hospital admissions, and decreased emergency department visits among 
those individuals who did not drop out of the investigation. This does not mean that traditional settings such as Federally 
Qualified Health Centers are destined to decline. To the contrary, the Affordable Care Act mandates funding for additional 
centers. More specifically, an $11 billion Community Health Center Trust Fund spanning 5 years is part of the ACA [26]. 
As the notion of community is broadened beyond a particular geographic place, the challenge is to design and deliver 
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healthcare services to these virtual communities. The potential impact for nursing will be to design and delivery tele- 
health, e-health and mobile health services to assess, treat, and educate the e-patient [27].  

Seventh, there are societal concerns such as the environment and violence, which have an impact on maintaining the health 
of the population. Regarding the environment, hydraulic fracturing or fracking is big business. Fracking occurs when 
“…chemical mixtures are injected into wells to break up rock formations and release gases” [28]. Fracking results in high 
paying jobs [29]. Steady employment improves the economic health of the community. This often improves mental and 
physical health outcomes. However, the potential health effects of fracking, such as contaminated water, on the environ- 
ment are not fully appreciated, known or understood. However, it has been asserted by researchers [30] that fracking may 
have long-term health effects, although it is well-recognized that further research is warranted before any definitive 
conclusions can be drawn. The challenge is how to balance two competing needs; need for high paying jobs and the need 
for a safe environment. The potential impact of nursing as advocates in general but related to natural gas drilling has been 
described by Lauver [31].  

Another concern is the persistent deaths of youth in our cities due to a drug culture, entrenched poverty, ready access to 
firearms and gang warfare. In December of 2012, deaths by firearms appeared in an unfamiliar place and impacted atypical 
murder victims. This place was Newtown, Connecticut and the victims were middle class elementary school children. 
These societal concerns, which have an impact on health, cannot be addressed by the biomedical model but can be 
addressed by the social determinants model which involves a new way of thinking as described by others [32, 33]. Willensky 
and Satcher [34] define the social determinants of health as including “…the effects of poverty, education, early childhood 
education, treatment of women, employment opportunities, and individual empowerment on human’s health status and life 
expectancy (page w194).” More recently, Hacker and Walker [35] argue that the social determinants of disease, such as 
poverty and housing, must be addressed if the health of the population is to be improved. Regarding the role of nurses, 
Mahony and Jones (2013) conclude, “For nurses of the 21st century to improve the health of U.S. citizens and promote 
health equity effectively, we must first intently address the social determinants of health in our current nursing educational 
models, research agendas, and public health policies (page 280).”  

All of the seven driving forces point to the same direction as described by Halfon and Conway [37] when describing the goal 
of the healthcare system today, “A health system’s goal should be to optimize health and minimize disease burden over the 
life span, for both individuals and the population (page 1569).” The prevention and treatment of osteoarthritis (OA) will be 
used an illustrative example of how these seven driving forces are changing the role of nurses.  

Luong and colleagues [38] describe how SDH is related to both the development and outcomes of OA. There are currently 
no pharmacological approaches to treating OA [39]. Hence, it is recommended that an integrative approach be used in the 
prevention and treatment of OA [39, 40]. Sciamanna and colleagues [41] developed a web-based, personalized system aimed 
at improving OA quality of care. The results confirmed the utility of this web-based, personalized system.  

Murphy and Helmick [42] write, “As the largest occupational group in health care delivery, nurses can be a force in 
changing how OA is perceived and managed on health care’s front lines (page 88).” It will be argued here that nurses not 
only have a unique role to play with regard to OA but also other diseases and illnesses.  

Unique role of nursing: Moving beyond the bed 
Nurses are uniquely qualified to assume a leadership role in addressing each one of these seven driving forces of the 
changing healthcare landscape. Each one of these roles rests on a solid foundation of 2.8 million registered nurses (RNs) 
who provide healthcare services in diverse settings [6]. Yet, despite the fact that RNs represent the largest proportion and 
absolute number of healthcare workers in the United States, the U.S. Department of Health & Human Services [43] projects 
a shortage approaching one million RNs by 2025. To narrow the gap between the increasing demand for health care 
services, partially as a result of increasing coverage due to the enactment of the PPACA, and the growing shortage of RNs, 
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it has been suggested by Brennan and Marx [44] that to close this gap “…require the engagement for nurses with 
innovations and community-based services…(page 456).” This is a formidable number to magnify the impact of these 
roles particularly as it relates to community health, advocacy and change management. Five distinct roles will be identified 
here. 

 Leading and managing community health workers (CHWs). 
 Developing, disseminating, and evaluating prevention and utilization communication messages across multiple 

platforms.  
 Serving as advocates. 
 Acting as agents of change and innovation.  
 Working as financial stewards.  

Leading and managing CHWs 
CHWs are not new. They have been around for nearly 60 years [45]. Furthermore, the positive impact of CHWs has been 
described such as promoting more efficient use of health care services from a cost perspective by emphasizing primary and 
preventive care [12]. The ACA provides for funding to increase the number of CHWs. Felix and colleagues [46] found that 
the cost of care was decreased when community health workers were used in care models which served as community- 
based alternatives to institutional care for the elderly. Braun and colleagues [47] discuss the potential of further leveraging 
the skills and scope of community health workers by utilizing mobile technologies.  

Nurses who embrace collaborating with CHWs may experience some of the same benefits as other health care providers 
such as nurse practitioners and physicians. As an example of the benefits, Allen and colleagues [48] concluded that 
NP/CHW teams are cost effective delivery mode for patients with existing CVD or at high risk of developing CVD. 
According to Hoyert and Xu [49], relying upon vital statistics from the Center for Disease Control, diseases of the heart are 
ranked as the largest cause of mortality in the United States. In fact, cardiovascular disease has been found to be the 
leading cause of death not only in the United States but also other developed and developing countries [50]. The role of 
CHWs in narrowing this mortality gap by focusing upon community-based interventions aimed at reducing risk factors 
such as hypertension have been described elsewhere [50]. In fact, the American Society of Hypertension has launched a 
community outreach program in which the role of CHWs is clearly defined. Nurses will not only be called upon to lead 
NP/CHW teams but all types of teams. Auerbach and colleagues [6] include leading and managing teams as one of the 
emerging roles of nurses in this era of health care reform.  

Gary and colleagues [51] describe how CHWs are closely supervised by nurses. As an illustrative example and given the 
fact that heart disease is the leading cause of death in the United States [52], Travis and colleagues [53] describe the positive 
impact on quality of life based upon model of care focusing upon a nurse managed population based managed care clinic 
for patients with heart failure. The specific improvements in quality of life were measured by the SF-12 assessment as well 
as measures of physical and mental functioning. Peers for Progress [54] show the specific duties of CHWs below in Table 1.  

Table 1. Definition of CHWs in the ACA (§5313) 

An individual who promotes health or nutrition within the community in which the individual resides: 

A. By serving as a liaison between communities and health care agencies. 
B. By providing guidance and social assistance to community residents. 
C. By enhancing community residents’ ability to effectively communicate with health care providers. 
D. By providing culturally and linguistically appropriate health and nutrition education. 
E. By advocating for individual and community health. 
F. By providing referral and follow-up services or otherwise coordinating care. 

G. By proactively identifying and enrolling eligible individuals in federal, state, and local private or nonprofit health and 
human services programs. 
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As shown in Table 1, the definition of community is centered on a geographic place. The caution moving forward is that 
community is larger than a geographic place. The opportunity for nurses is to fully leverage the expertise of CHWs by both 
allowing and encouraging them to work at the “top of their license.” The Institute of Medicine has recommended that 
registered nurses attain a bachelor degree for many reasons ranging from providing acute care for the increasing number of 
patients and evidence suggesting that a bachelors baccaluate-prepared nurses are associated with better surgical outcomes 
than those without a bachelor’s degree [55]. In the United States, CHWs similar to other health care professionals are 
licensed and regulated by each of the 50 states and territories [56]. Moreover, the IOM’s Future of Nursing: Leading 
Change, Advancing Health [7] report also recommends that nurses obtain higher levels of education.  

Beyond providing direct care, the role of nurses will move upstream to address the social determinants of health (SDH) as 
previously discussed here from a US perspective. The World Health Organization defines SDH as “the conditions in which 
people are born, grow, live, work and age, including the health system. These circumstances are shaped by the distribution 
of money, power and resources at global, national and local levels” [57].  

Developing, disseminating, and evaluating prevention and utilization 
communication messages across multiple platforms 
The opportunities and challenges in the utilization of m-health technologies in health care and within nursing have been 
discussed elsewhere. However, it is agreed here that these mobile technologies have the potential to fundamentally change 
the design and the delivery of healthcare [58] and the role of nurses [59].   

The role of nurses ought to be not only to critically evaluate the efficacy, efficiency, and costs of these novel mobile 
technologies but also to continue to develop and pioneer these technologies given the unique knowledge and training of 
nurses.  

As it stands right now, since these technologies are relatively new, a fair question is whether they are safe, efficacious and 
affordable. However, based upon a systematic review, mobile health interventions are showing some promise particularly 
as it relates to using this technology to make diagnoses, remind patients of appointments and support providers with 
respect to both diagnosis and management [60]. In one investigation of nurses using m-health technologies, it was found 
that these technologies had a positive impact on care as well as quality of work life [61]. Hence, for nurses is to embrace the 
promise of these novel technologies remembering that current technology such as the digital thermometer at one point in 
time was novel and even controversial. Beyond advancing technologies, it is relatively well-established that it takes far too 
long to translate research findings into nursing practice [62]. Nurses have a role to play in translation knowledge from 
research into practice. This role necessitates that nurses both view themselves and act as agents of change and innovation.  

Acting as agents of change and innovation 
Our survival as a human race depends upon the ability to manage change. This is the case within healthcare organizations. 
Adults in the United States receive less than 55% of recommended care [63]. The role of nurses in innovating and changing 
not just nursing care but healthcare at the level of the individual patient, the family, and the community has never been 
more challenging and exciting. Everett and Sitterding [64] comment about the changing role of nurses with regard to 
innovation below: 

“By the year 2020, as hospitals morph into entirely different kinds of service providers, nurses too will look 
altogether different. Those with the capacity to embrace disruptive innovation, along with the unknowns that 
accompany it, will be successful at guiding their organizations into the future (page 194).” 

As an illustration of nurses acting as agents of change, Marshall and colleagues [65] concluded, “Using nurses as agents of 
change will help standardize nutritional practices and ensure that critically ill patients are optimally fed (page 186).” This 
conclusion was based upon observing how nurses leveraged nutritional guidelines as members of a multi-disciplinary team 
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and made clinical innovations in the critical care unit which resulted in improved outcomes and eventually a new way of 
providing nutrition to critical care patients.  

All too often, it is wrongly assumed that innovation and change management are managerial actions. This is not the case. 
However, the role of clinical nurse leaders is paramount to creating an environment in which nurses feel comfortable and 
supported to innovate and instigate changes. This role on the part of clinical nurse leaders is portrayed by Buerhaus and 
colleagues [5]. 

“If RNs are provided with strong clinical leadership, participate in developing an achievable vision of the future, 
and if supported to take risks and innovate to improve the quality and efficiency of care delivery, then the 
profession is likely to thrive rather than struggle during the health reform years that lie ahead (page 6).” 

Richer and colleagues [66] regard all health care workers, including nurses, as agents of change. Ackerman [67] categorized 
organization change into three types: developmental; transitional; and transformational. Nurses can become involved in 
any of these three types of change. In fact, nurses have been found to initiate change [66]. One of the changes that nurses 
may have to initiate is to raise the issue of not just the cost of care from the provider perspective but also the affordability 
of care from the patient perspective. In fact, the IOM’s Future of Nursing: Leading Change, Advancing Health [7] report 
recommends that nurses collaborate with physicians and other healthcare professionals to redesign care.  

Working as financial stewards 
There is a link between quality, cost and affordability. For instance, Adams and Kaplow [68] assert, “Maintaining quality 
while being financial stewards is essential in today’s health care climate (page 83).” They further describe the role of 
nurses in saving $1.2 million per year by implementing a sitter program without having a negative effect on fall rates [70]. 
Sitters are individuals who sit alongside patients to reduce falls [69]. Another example of the role of nurses as financial 
stewards occurs when nurses are part of multidisciplinary value-based purchasing teams who may compare different types 
of shoulder implants [70]. These types of teams which include nurses have been shown to be successful with spine  
surgery [71]. The difference in financial results has been attributed to many factors including the use of interdisciplinary 
teams which include nurses in key roles.  

Allen and colleagues [48] found in an investigation of a nurse practitioner/community health worker team with CVD 
patients that lowering systolic BP by 1% resulted in a cost reduction of $157 and by lowering diastolic BP by 1% resulted 
in a cost reduction of $190. And cost saving were also found with a cost reduction of $140 per 1% drop in Hb A1c and $40 
per 1% drop in low-density lipoprotein cholesterol [48]. These results compare to the usual care without a community health 
worker. The key challenge for nurses moving forward is to reframe lowering costs for the provider organization to making 
needed preventive, diagnostic, treatment and rehabilitation services more affordable. Coverage without affordability 
creates a barrier to access and utilization. Barriers to access and utilization have an impact on health status and eventually 
cost.  

Serving as advocates 
Advocacy is part of the DNA of nursing and nurses as discussed by Selanders and Crane [72] who write, “Effective use of 
an interpersonal tool, such as advocacy, enhances the care-giving environment. Nightingale used advocacy early and often 
in the development of modern nursing [73] categorizes nursing advocacy as falling into four branches: patient advocacy, 
issues advocacy, community and public health advocacy, and professional advocacy. The key for nurses is to adopt a 
balanced approach to advocacy. This is important to be perceived as credible and interested in more than what is best for 
the profession of nursing. What is best for the medically underserved?  

Another concrete area for advocacy is the inclusion of advanced practice nurses serving as operational heads of 
Accountable Care Organizations [19]. Although not expressly forbidden by the Affordable Care Act, physicians seem to be 
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in the driver’s seat. This advocacy and lobbying agenda fits squarely with one of the recommendations from the IOM’s 
The Future of Nursing: Leading Change, Advancing Health [7] report. This area for advocacy can be framed from each of 
the four branches of nursing advocacy. First, from a patient advocacy point of view, the emphasis can be placed upon 
increasing access. Second, from an issues advocacy perspective, the focal point can be that one of the cornerstones of a 
new delivery model is the ACO and hence this model must be designed based upon the best available evidence. Third, 
from a community/public health standpoint, if access is increased particularly for preventive services, then the burden of 
disease is lessened and quality of life is increased. Fourth, from a professional advocacy viewpoint, the central issue would 
be to fight for nurses to have a legitimate place in the new care delivery models based upon their education, training, 
experience and outcomes rather than politics, posturing and profit protection.  

Global implications: Nursing in a new era of health care 
delivery 
The focus of this paper has been on the ever-increasing and expanding role of nurses in not simply providing nursing care 
but in the redesign of the health care delivery system itself beginning with health promotion and ending with palliative 
care/hospice. The World Health Organization [58] emphasizes the changing role of primary care across the globe and how 
these changes mandate a shift in both the design and staffing of primary care delivery models. Sherman and colleagues [74] 
note that many of the nursing leadership challenges across the globe are more similar than they are different. Given that the 
emphasis in this paper is on the United States, there are important lessons for nurses in other nations just as there are 
important lessons for U.S. nurses from other countries.   

Specific actions for nursing in a new era of health care 
delivery 
The foundation for these four specific actions is based upon the well-established fact that community health nurses have 
played an instrumental role in the provision of health education and promotion services [75-77]. The emphasis on health 
education and promotion is not limited to public health professionals or community health nurses. In this new delivery of 
not medical care and not just health care but also wellness, the role of nurses must be expanded beyond the diagnosis and 
treatment of diseases. This does not diminish the importance of clinical nursing in any way.  

Accordingly, nurses ought to consider the following specific actions to not only keep pace with the changing tide of 
healthcare delivery but to actually serve as innovators and change agents on behalf of individual patients, their families, 
the community, and the profession of nursing.  

1) Incorporate the Triple Aim into your daily work as a nurse regardless of your particular setting and specific role. 
2) Move upstream to prevent the underlying risk factors at the individual, family, community, and social level either 

serving as a causal factor for chronic disease such as Type II diabetes or exacerbating the health status of those 
who suffer from chronic disease. 

3) Embrace the changing dialogue about healthcare as noted by changes in vocabulary such as the shift from 
“medical care” to “health care” and even “well care” as well as the shift from “non-physicians” to “caregivers.” 

4) Catalyze innovations and changes on behalf of patients and those individuals who should never become patients 
if they prevent or manage their underlying risk factors. 

5) Advocate on behalf of nursing and patients their families, the community and society rather than primarily being 
the passive recipient of political rhetoric, legislative mandates, accreditation standards, and board edicts.  

6) Recapture the care and compassion of nursing which makes nursing truly distinctive among all professions not 
just health care professions. 

7) Care for the caregiver and help the helper.  
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