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The Pedagogy

Nurse as Educator: Principles of Teaching and Learning for Nursing Practice, Fifth Edition drives
comprehension through various strategies that meet the learning needs of students, while also gen-
erating enthusiasm about the topic. This interactive approach addresses different learning styles,
making this the ideal text to ensure mastery of key concepts. The pedagogical aids that appear in
most chapters include the following:

CHAPTER 1

Overview of Education

in Health Care Chapter Highlights Chapter high-
lights provide a quick-look over-

e view of the content presented in
cach chapter
R / Key Terms Found in a list at the be-
= Social, Economic, and Political Trends Affecting Health Care . .
: P":;p:;:zﬁz:l;:}z:ieg:g:ezfPanem and Nursing Staff/Student Education glnnlng Ofeach Chapter, these terms
®  The Contemporary Role of the Nurse as Educator .
B e will create an expanded vocabulary.

«  Patient Engagement
* Quality and Safety Education in Nursing

. port
Barriers to Teaching and Obstacles to Learning

« Factors Affecting the Ability to Teach

« Factors Affecting the Abilty to Lean

Questions to 8e Asked About Teaching and Learning
State of the Evidence

KEY TERMS /

education process patient education barriers to teaching
teaching/instruction staff education obstacles to learning
learming
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Objectives These learning objectives
provide instructors and students with a
snapshot of the key information they will
encounter in each chapter. They serve as
a checKklist to help guide and focus study.

results. Process, content, and outcome evalu-
ations also are more frequently conducted as
research projects, however, underscoring the
importance of evidence as a basis for making
practice decisions. Sinclair, Kable, Levett-Jones,
and Booth (2016) conducted a systematic re-
view of randomized clinical trials to determine
the effectiveness of e-learning programs on
health professionals’ behavior and patient out-
comes. After screening articles initially iden-
tified for review, the authors found 12 process
and outcome RCTs worthy of further appraisal
and 7 articles worthy of inclusion in the final
systematic review. This is just one example of
the increase in level of rigor in evaluations of
healthcare education.

» Summary

Conducting evaluations in healthcare educa-
tion involves gathering, summarizing, inter-
preting, and using data to determine the extent
to which an educational activity is efficient,
effective, and useful for those who participate
in that activity as learners, teachers, or sponsors.
Five types of evaluation were discussed in this
chapter: (1) process, (2) content, (3) outcome,
(4) impact, and (5) program evaluations. Each of
these types focuses on a specific purpose, scope,
and questions to be asked of an educational
activity or program to meet the needs of those
who ask for the evaluation or who can benefit
from its results. Each type of evaluation also re-
quires some level of available resources for the
evaluation to be conducted.

The number and variety of evaluation
models, designs, methods, and instruments are
growing exponentially as the importance of
evaluation becomes widely accepted in today’s
healthcare environment. Many guidelines, rules
of thumb, suggestions, and examples were in-
cluded in this chapter’s discussion of how a nurse
educator might go about selecting the most ap-
propriate model, design, methods, and instru-
ments for a certain type of evaluation.

Review Questions 627

The importance of evaluation as internal
evidence has gained even greater momentum
with the movement toward EBP. Perhaps the
most important point to remember is this: Each
aspect of the evaluation process is important,
but all these considerations are meaningless if
the results of evaluation are not used to guide
future action in planning and carrying out ed-
ucational interventions.

Review Questions
1. How is the term evaluation defined?

2. How does the process of evaluation differ
from the process of assessment?

3. How is evidence-based practice (EBP)
related to evaluation?

4. How does internal evidence differ from

external evidence?

What is the first and most important step

in planning any evaluation?

6. What are the five basic components
included in determining the focus of an
evaluation?

7. How does formative evaluation differ
from summative evaluation, and what is
another name for each of these two types
of evaluation?

8. Whatare the five basic types (levels) of eval-
uation, in order from simple to complex,
as identified in Abruzzeses RSA evalua-
tion model?

9. What s the purpose of each type (level)
of evaluation as described by Abruzzese
in her RSA evaluation model?

10.  Which data collection methods can be
used in conducting an evaluation of
educational interventions?

11.  What are the three major barriers to
conducting an evaluation?

12, When and why should a pilot test be
conducted prior to implementing a full
evaluation?

13. What are three guidelines to follow in
reporting the results of an evaluation?

@
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KEY TERMS

evaluation
evidence-based practice

assessment

external evidence
internal evidence
practice-based evidence

OBJECTIVES

process evaluation

(EBP) (formative evaluation)

content evaluation

outcome evaluation
(summative evaluation)

impact evaluation

total program evaluation
evaluation research
reflective practice

After completing this chapter, the reader will be able to

Define the term evaluation.

Identify the purposes of evaluation.

List the major barriers to evaluation

SoENO LA WN

for the collection of different types of data.

Discuss the relationships among evaluation, evidence-based practice, and practice-based evidence,
Describe the differences between the terms evaluation and assessment.

Distinguish between five basic types of evaluation: process, content, outcome, impact, and program.
Discuss characteristics of various models of evaluation.
Explain the similarities and differences between evaluation and research.

Examine methods for conducting an evaluation.
Explain the variables that must be considered in selecting appropriate evaluation instruments

11. Identify guidelines for reporting the results of evaluation.
12. Describe the strength of the current evidence base for evaluation of patient and nursing staff

education,

valuation is defined as a systematic pro-

cess that judges the worth or value of some-

thing—in this case, teaching and learning.
Evaluation can provide evidence that what nurses
do as educators makes a value-added difference
in the care they provide.

Early consideration of evaluation has never
been more critical than in today’s healthcare en-
vironment, which demands that “best” practice
be based on evidence. Crucial decisions regard-
ing learners rest on the outcomes of learning.
Can the patient go home? Is the nurse provid-
ing competent care? If education is to be jus-
tified as a value-added activity, the process of
education must be measurably efficient and
must be measurably linked to education out-
comes. The outcomes of education, both for

the learner and for the organization, must be
measurably effective.

For example, the importance of evaluating
patient education is essential (London, 2009).
Patients must be educated about their health
needs and how to manage their own care so that
patient outcomes are improved and healthcare
costs are decreased (Institute for Healthcare Im-
provement, 2012; Schaefer, Miller, Goldstein, &
Simmons, 2009). Preparing patients for safe dis-
charge from hospitals or from home care must
be efficient so that the time patients are under
the supervision of nurses is reduced, and it also
must be effective in preventing unplanned read-
missions (Stevens, 2015). Monitoring the hos-
pital return rates of patients is not a new idea
as a method to evaluate effectiveness of patient

Review Questions Review key con-
cepts from your reading with these
exercises at the end of each chapter.




Case Studies Case studies encour-
age active learning and promote
critical thinking skills in learners.
Students can read about real-life
scenarios and then analyze the
situation they are presented with.

628 Chapter 14 Evaluation in Healthcare Education

O CASE STUDY

Having recently completed her master’s degree in nursing, Sharon has accepted a new role as clinical
nurse educator for three adult medicine units in the medical center where she has been employed as
a staff nurse for the past 6 years. Eager to put her education to practice in a manner that would benefit
both patients and staff, Sharon meets with the nurse managers of the three units to learn what they
view as priority issues on which she should focus. All three managers agree that their primary concern
is teaching their staff how to better prepare patients with type 2 diabetes to care for themselves after
they are discharged home. One manager comments, “Half of my nurses are new graduates. 'm not
even certain that they know much about type 2 diabetes—how on earth can they teach the patients?”
The other two managers nod, agreeing with the first, and chime in: “The patients aren't being taught
what they need to know, they don't believe what they're hearing, or they don't understand what
they're hearing. As a result, I'm being told by ambulatory service nurses that our discharged patients
aren't taking their medications, aren't making any changes in diet or lifestyle, and seem unconcerned
about their hyperglycemia!

You next meet with Eric, the certified diabetes educator at your hospital, and he reminds you that
all nurses are mandated to annually review the patient and family education program for patients with
type 2 diabetes and complete the cognitive posttest.

Which type of evaluation is being conducted every year when the nurses review the program
and complete the cognitive test?

. Which type(s) of evaluation would be most relevant to the nurse manager’s concerns?

. Putting yourself into Sharon's place, describe in detail an evaluation that you would conduct
with the patients as a primary audience.
If evaluation is so crucial to healthcare education, what are some of the reasons why evaluation
seems often an afterthought or is even overlooked entirely by the educator?

[N}
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Foreword

ealth care in the United States is being
H delivered during a time of great uncer-

tainty, transformation, and consumer-
ism. Patients and communities are demanding
greater control and input into their healthcare
decisions and how care should be provided. The
positive impact of healthcare reform is improv-
ing access to care, but the need continues for a
more integrated and equitable health system,
driven by highly competent and compassionate
caregivers who fully understand and embrace
the needs of their patients and who collaborate
with all members of the healthcare team. In ad-
dition, the future will require a relentless focus
on quality, care coordination, innovation, and
efficiency in an environment of ever scarcer re-
sources and disruptive forces.

Nurse as Educator recognizes these sea
changes and builds on the author’s four suc-
cessful editions of the book, which have given
nurses invaluable strategies for partnering with
patients and serving the community. Nurses
are the most trusted members of the health-
care team and Nurse as Educator gives them all
of the practical tools they need to provide ef-
fective and efficient patient/family education as
well as to educate nursing colleagues and nurs-
ing students.

This book could not be more timely as
nurses strive to enhance their patients’ abil-
ity to manage their own care, educate fam-
ily members to support the overwhelming
complexity of clinical protocols, and under-
stand the needs of learners who have highly
variable levels of health literacy and diverse

xii

social and cultural requirements. Nurses also
play a vital role in teaching other members of
the healthcare team and in educating the next
generation of nurses.

The author and her chapter contribu-
tors have anticipated and explored all the di-
mensions of teaching and learning in this very
important text. Although it includes the funda-
mentals of learning theories, teaching methods,
and instructional materials, Nurse as Educator
also focuses on critical issues such as readiness
to learn, learning styles, motivation and com-
pliance, and teaching people with disabilities,
all based on the latest research and theoretical
underpinnings.

Nurses will greatly benefit from the content
and format of this comprehensive and well-or-
ganized book that prepares them to fully em-
brace the new challenges of an ever-changing
healthcare environment. The knowledge, skills,
and commitment of nurses in educating patients
and families to manage their care independently
and in teaching colleagues and students to prac-
tice competently for the delivery of high-quality,
compassionate, and efficient care will drive the
necessary improvements in the health system
and will demonstrate their leadership in trans-
forming health care.

Nancy Schlichting

Retired President and CEO

Henry Ford Health System

Former Chair, Commission on Care
Director, Walgreens Boots Alliance and
Hill-Rom Holdings, Inc.
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Preface

his text has been written for staff nurses
as caregivers and as staff educators for
whom the role of teacher is a significant
practice component of their daily activities, for
undergraduate and graduate nursing students
learning the knowledge and skills to become
the professional nurses of tomorrow, as well as
for faculty teaching in academic nursing pro-
grams to prepare future nurses at all levels of
education. No matter their role or status, it is a
legal, ethical, and moral responsibility of nurses
practicing in any setting to teach others, whether
their audience consists of patients and families,
fellow colleagues, or prospective members of
the profession. Mandates included in the nurse
practice acts of all states and territories, expec-
tations by the national and regional standards
of nursing organizations and accrediting bodies,
and the policies and procedures adopted by lo-
cal healthcare institutions and agencies require
that nurses function in the role of educators.
Teaching patients and their significant oth-
ers has been the obligation of nurses since the
profession began during the era of Florence
Nightingale. Since then, the scope of nurs-
ing practice has significantly evolved and has
grown to include nurses teaching members of
their own discipline to render safe, high-qual-
ity care. Nevertheless, most nurses acknowledge
that they have not had the formal preparation
to successfully and securely carry out their ed-
ucator role. Every nurse must have the knowl-
edge and skills to competently and confidently
teach learners with various needs in a variety of
settings. Also, they must be able to do so with
efficiency and effectiveness based on a solid mas-
tery of the principles of teaching and learning.

However, nurses are not born with the in-
nate ability to teach or to understand the ways
in which people learn. The art and science of
teaching takes special expertise about how to
best communicate information and about how
that information is most successfully acquired
by the learner. Teaching patients, staff, and stu-
dents is critical to the provision of high-qual-
ity nursing care, and nurses must capture this
domain as an important and unique aspect of
their holistic approach to professional practice.

This text is a timely resource that provides
approaches essential to addressing many of to-
day’s pressing issues in the healthcare environ-
ment. The growing demand for nurses to deliver
the highest quality of care possible, the criti-
cal shortage of faculty in nursing schools na-
tionwide, the significant problem of consumer
health literacy, the ongoing movement to guar-
antee access to care for all, the technological ad-
vances increasing the complexity of health care,
the changing demographics of the population,
the increasing emphasis on health promotion
and disease prevention, and the rise in chronic
illnesses are just a few of the many important
trends. Not only is it recognized that patient ed-
ucation by nurses can significantly improve cli-
ent health outcomes, but consumers today must
be taught how to independently manage their
own care. In turn, nurses must be adequately
prepared as lifelong learners to participate in
the constantly transformative and challenging
system of health care.

The content of this text reflects a balance be-
tween theories and models associated with teach-
ing and learning and their application to the real
world of patient, staff, and student education.
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This latest edition fully acknowledges the im-
portant role of the professional nurse as well as
the changing role of the consumer of health care
with respect to accountability and responsibil-
ity for teaching and learning. No longer should
the nurse be the giver of information only but
must function as the guide on the side and as
the facilitator in partnership with the consumer,
who must assume a much greater role in learn-
ing. The philosophy of the interdependence be-
tween the teacher and learner in the education
process is emphasized throughout the chapters.

All chapters have been revised to include
new content, such as information on nursing
education transformation, patient engagement,
quality and safety education in nursing, interpro-
fessional education, patient portals, new findings
in neuroscience on gender differences in learn-
ing, and third-party reimbursement for nurses
doing patient teaching. Also, the most updated
references have been added to every chapter,
but classic works relevant to the field of educa-
tion have been retained. Current statistics reflect
changes in population trends, and new tables
and figures have been added to visually sum-
marize the information presented. In addition,
the most recent websites are provided through-
out the text as sources of further information
on particular topics. And, by popular demand,
case study scenarios have been retained at the
end of each chapter for application of teach-
ing and learning principles to nursing practice.

This text is comprehensive in scope, taking
into consideration the basic foundations of the
education process, the needs and characteristics
oflearners, the appropriate techniques and strat-
egies for instruction, and the methods to eval-
uate the achievement of educational outcomes.

In essence, this text provides answers to ques-
tions that pertain to the teaching process—who,
what, where, when, how, and why.

Thus, the focus of this text is on the con-
temporary role of the nurse as educator. Teach-
ing patients, well or ill, to maintain optimal
health and to prevent disease and disability as-
sists them to become as independent as possi-
ble in self-care activities. Properly educating
consumers has the potential to accomplish the
economic goal of reducing the high costs of
healthcare services. Teaching staff and students
to competently, confidently, effectively, and ef-
ficiently practice in an interdisciplinary man-
ner in any setting with individuals and groups
from diverse backgrounds will ensure the de-
livery of high-quality care.

I sincerely hope that this text serves as an
invaluable resource to its readers who are striv-
ing to become adept at delivering patient, staff,
and/or student education based on the princi-
ples of how the nurse can best teach and how
consumers can best learn. As nurses, we must
never forget our solemn duty to make a pos-
itive difference in the lives of those we serve,
and teaching is a major factor that influences
the health, development, and well-being of our
audience of learners.

Susan B. Bastable, EAD, RN

Nursing Education Consultant
Professor Emerita and Founding Chair
Department of Nursing

Purcell School of Professional Studies
Le Moyne College
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4 Chapter 1 Overview of Education in Health Care

OBJECTIVES

After completing this chapter, the reader will be able to

1. Discuss the evolution of patient education in health care and the teaching role of nurses.

S

particular.

® N AW

process.

ducation in health care today—both pa-
Etient education and nursing staff/student
education—is a topic of utmost interest to
nurses in every setting in which they practice.
Teaching is an important aspect of the nurse’s
professional role (Andersson, Svanstrom, EKk,
Rosén, & Berglund, 2015; Friberg, Granum, &
Bergh, 2012), whether it be educating patients
and their family members, colleagues, or nursing
students. The current trends in health care are
making it essential that patients be prepared to
assume responsibility for self-care management
and that nurses in the workplace be accountable
for the delivery of safe, high-quality care (Hines &
Barndt-Maglio, 2011; Lockhart, 2016; Shi &
Singh, 2015; U. S. Department of Health and
Human Services [USDHHS], 2015). The fo-
cus of modern health care is on outcomes that
demonstrate the extent to which patients and their
significant others have learned essential knowl-
edge and skills for independent care or to which
staff nurses and nursing students have acquired
the up-to-date knowledge and skills needed to
competently and confidently render care to the
consumer in a variety of settings (Adams, 2010;
Committee on Quality of Health Care in Amer-
ica & Institute of Medicine [IOM], 2001; Doyle,
Lennox, & Bell, 2013).
According to Friberg and colleagues (2012),
patient education is an issue in nursing practice
and will continue to be a significant focus in

Recognize trends affecting the healthcare system in general and nursing practice in

Identify the purposes, goals, and benefits of patient and nursing staff/student education.
Compare the education process to the nursing process.

Define the terms education process, teaching, and learning.

Identify why patient and staff/student education is an important duty for nurses.

Discuss the barriers to teaching and the obstacles to learning.

Formulate questions that nurses in the role of educator should ask about the teaching—learning

the healthcare environment. Because so many
changes are occurring in the healthcare system,
nurses are increasingly finding themselves in
challenging, constantly changing, and highly
complex positions (Gillespie & McFetridge,
2006). Nurses in the role of educators must un-
derstand the forces, both historical and present
day, that have influenced and continue to influ-
ence their responsibilities in practice.

One purpose of this chapter is to shed light
on the historical evolution of patient education
in health care and the nurse’s role as teacher. An-
other purpose is to offer a perspective on the cur-
rent trends in health care that make the teaching
of clients a highly visible and required function
of nursing care delivery. Also, this chapter ad-
dresses the continuing education efforts neces-
sary to ensure ongoing practice competencies
of nursing personnel.

In addition, this chapter clarifies the broad
purposes, goals, and benefits of the teaching-
learning process; focuses on the philosophy of
the nurse—client partnership in teaching and
learning; compares the education process to the
nursing process; identifies barriers to teaching
and obstacles to learning; and highlights the sta-
tus of research in the field of patient education
as well as in the education of nursing staff and
students. The focus is on the overall role of the
nurse in teaching and learning, no matter who
the audience of learners might be. Nurses must
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have a basic prerequisite understanding of the
principles and processes of teaching and learn-
ing to carry out their professional practice re-
sponsibilities with efficiency and effectiveness.

» Historical Foundations
for Patient Education
in Health Care

“Patient education has been a part of health care
since the first healer gave the first patient advice
about treating his (or her) ailments” (May, 1999,
p- 3). Although the term patient education was
not specifically used, considerable efforts by the
earliest healers to inform, encourage, and cau-
tion patients to follow appropriate hygienic and
therapeutic measures occurred even in prehis-
toric times (Bartlett, 1986). Because these early
healers—physicians, herbalists, midwives, and
shamans—did not have a lot of effective diag-
nostic and treatment interventions, it is likely
that education was, in fact, one of the most com-
mon interventions (Bartlett, 1986).

From the mid-1800s through the turn of
the 20th century, described as the formative
period by Bartlett (1986) and as the first phase
in the development of organized health care by
Dreeben (2010), several key factors influenced
the growth of patient education. The emergence
of nursing and other health professions, tech-
nological developments, the emphasis on the
patient—caregiver relationship, the spread of tu-
berculosis and other communicable diseases, and
the growing interest in the welfare of mothers
and children all had an impact on patient educa-
tion (Bartlett, 1986; Dreeben, 2010). In nursing,
Florence Nightingale emerged as a resolute advo-
cate of the educational responsibilities of district
public health nurses and authored Health Teach-
ing in Towns and Villages, which advocated for
school teaching of health rules as well as health
teaching in the home (Monterio, 1985).

Dreeben (2010) describes the first 4 decades
of the 20th century as the second phase in the

development of organized health care. In sup-
port of maternal and child health in the United
States, the Division of Child Hygiene was estab-
lished in New York City in 1908 (Bartlett, 1986).
Under the auspices of this organization, public
health nurses provided instruction to mothers
of newborns in the Lower East Side on how to
keep their infants healthy. Diagnostic tools, sci-
entific discoveries, new vaccines and antibiotic
medications, and effective surgery and treatment
practices led to education programs in sanita-
tion, immunization, prevention and treatment
of infectious diseases, and a growth in the U.S.
public health system. The National League of
Nursing Education (NLNE) recognized that pub-
lic health nurses were essential to the well-being
of communities and the teaching they provided
to individuals, families, and groups was consid-
ered “a precursor to modern patient and health
education” (Dreeben, 2010, p.11).

The third phase in the development of orga-
nized health care began after World War II. It was
a time of significant scientific accomplishments
and a profound change in the delivery system of
health care (Dreeben, 2010). From the late 1940s
through the 1950s is described as a time when
patient education continued to occur as part of
clinical encounters, but often it was overshad-
owed by the increasingly more technological ori-
entation of health care (Bartlett, 1986). The first
references in the literature to patient education
began to appear in the early 1950s (Falvo, 2004).
In 1953, Veterans Administration (VA) hospi-
tals issued a technical bulletin titled Patient Ed-
ucation and the Hospital Program. This bulletin
identified the nature and scope of patient edu-
cation and provided guidance to all hospital ser-
vices involved in patient education (Veterans
Administration, 1953).

In the 1960s and 1970s, patient education
began to be seen as a specific task where empha-
sis was placed on educating individual patients
rather than providing general public health ed-
ucation. Developments during this time, such as
the civil rights movement, the women’s move-
ment, and the consumer and self-help move-
ment, all affected patient education (Bartlett,
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1986; Nyswander, 1980; Rosen, 1977). In the
1960s, voluntary agencies and the U.S. Pub-
lic Health Service funded several patient and
family education projects dealing with conges-
tive heart failure, stroke, cancer, and renal dial-
ysis, and hospitals in a variety of states became
involved in various education programs and
projects (Public Health Service, 1971). By the
mid-1960s, patients were recognized as health-
care consumers and society adopted the new
perspective that health care was a right and not
a privilege for all Americans. In 1965, the U.S.
Congress passed Titles XVIII and XIX of the
Social Security Act that created respectively the
Medicare and Medicaid plans to provide health
care to indigent persons, older adults, and peo-
ple with medical disabilities (Dreeben, 2010).
Concerned that patient education was be-
ing provided only occasionally and that patients
were not routinely being given information that
would allow them to participate in their own
health care, the American Public Health Asso-
ciation formed a multidisciplinary Committee
on Educational Tasks in Chronic Illness in 1968
that recommended a more formal approach to
patient education (Public Health Service, 1971).
One of the committee’s seven basic premises
was an educational prescription that would base
teaching on individual patient needs and be in-
cluded as part of the patient’s record. This rec-
ommendation represented one of the earliest
mentions of the documentation of patient edu-
cation (Falvo, 2004). The committee ultimately
developed a model that defined the educational
processes necessary for patient and family ed-
ucation that could be used with any illness by
any member of the healthcare team (Health Ser-
vices and Mental Health Administration, 1972).
In 1971, two significant events occurred:
(1) A publication from the U.S. Department of
Health, Education, and Welfare, titled The Need
for Patient Education, emphasized a concept of
patient education that provided information
about disease and treatment as well as teaching
patients how to stay healthy, and (2) President
Richard Nixon issued a message to Congress

using the term health education (Falvo, 2004).
Nixon later appointed the President’s Commit-
tee on Health Education, which recommended
that hospitals offer health education to families
of patients (Bartlett, 1986; Weingarten, 1974).
Although the terms health education and pa-
tient education were used interchangeably, this
recommendation had a great impact on the fu-
ture of patient education because a health edu-
cation focal point was established in what was
then the U.S. Department of Health, Education,
and Welfare (Falvo, 2004).

Resulting from this committee’s recom-
mendations, the American Hospital Associa-
tion (AHA) appointed a special committee on
health education (Falvo, 2004). The AHA com-
mittee suggested that it was a responsibility of
hospitals as well as other healthcare institutions
to provide educational programs for patients
and that all health professionals were to be in-
cluded in patient education (AHA, 1976). Also,
the healthcare system began to pay more atten-
tion to patient rights and protections involving
informed consent (Roter, Stashefsky-Margalit, &
Rudd, 2001).

Also in the early 1970s, patient education
was a significant part of the AHA's Statement on
a Patient’s Bill of Rights, affirmed in 1972 and
then formally published in 1973 (AHA, 1973).
This document outlines patients’ rights to re-
ceive current information about their diagno-
sis, treatment, and prognosis in understandable
terms as well as information that enables them
to make informed decisions about their health
care. The Patient’s Bill of Rights also guarantees
a patient’s right to respectful and considerate
care. The adoption of this bill of rights promoted
additional growth in the concept of patient ed-
ucation, which reinforced the concept as a “pa-
tient right” as well as it being seen an obligation
and legal responsibility of health professionals.
In addition, patient education was recognized
as a condition of high-quality care and as a fac-
tor that could affect the efficiency of the health-
care system (Falvo, 2004). Furthermore, during
the 1970s, insurance companies began to deal
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with issues surrounding patient education, be-
cause they saw how patient education could
positively influence the costs of health care
(Bartlett, 1986).

Further support for and validation of pa-
tient education as a right and expectation of
high-quality health care came in the 1976 edi-
tion of the Accreditation Manual for Hospitals
published by the Joint Commission on Accredi-
tation of Healthcare Organizations, now known as
The Joint Commission (Falvo, 2004). This man-
ual broadened the scope of patient education to
include both outpatient and inpatient services
and specified that criteria for patient education
should be established. Patients had to receive in-
formation about their medical problem, prognosis,
and treatment, and evidence had to be provided
indicating that patients understood the informa-
tion they were given (Joint Commission on Ac-
creditation of Healthcare Organizations, 1976).

In the 1980s and 1990s, national health
education programs once again became pop-
ular as healthcare trends focused on disease
prevention and health promotion. This evolu-
tion represented a logical response to the cost-
containment efforts occurring in health care at
that time (Dreeben, 2010). The U.S. Department
of Health and Human Services’ Healthy People
2000: National Health Promotion and Disease
Prevention Objectives, issued in 1990 and build-
ing on the U.S. Surgeon General’s Healthy Peo-
ple report of 1979, established important goals
for national health promotion and disease pre-
vention in 22 areas (USDHHS, Office of Dis-
ease Prevention and Health Promotion, 2000).
Establishing educational and community-based
programs was one of the priority areas identi-
fied in this document.

Also, in recognition of the importance of
patient education by nurses, The Joint Com-
mission (TJC), formerly the Joint Commission
on Accreditation of Healthcare Organizations
(JCAHO), established nursing standards for
patient education as early as 1993. These stan-
dards, known as mandates, describe the type
and level of care, treatment, and services that

agencies or organizations must provide to re-
ceive accreditation. Required accreditation stan-
dards have provided the impetus for nursing
service managers to emphasize unit-based clin-
ical staff education activities for the improve-
ment of nursing care interventions to achieve
expected client outcomes (JCAHO, 2001). These
standards required nurses to achieve positive
outcomes of patient care through teaching ac-
tivities that must be patient centered and family
oriented. More recently, TJC expanded its ex-
pectations to include an interdisciplinary team
approach in the provision of patient education
as well as evidence that patients and their sig-
nificant others participate in care and deci-
sion making and understand what they have
been taught. This requirement means that all
healthcare providers must consider the liter-
acy level, educational background, language
skills, and culture of every client during the ed-
ucation process (Cipriano, 2007; Davidhizar &
Brownson, 1999; JCAHO, 2001).

In the mid-1990s, the Pew Health Profes-
sions Commission (1995), influenced by the dra-
matic changes surrounding health care, published
a broad set of competencies it believed would
mark the success of the health professions in the
21st century. Shortly thereafter, the commission
released a fourth report as a follow-up on health
professional practice in the new millennium (Pew
Health Professions Commission, 1998). This
report offered recommendations pertinent to
the scope and training of all health professional
groups, as well as a new set of competencies for
the 21st century. Many of the competencies deal
with the teaching role of health professionals, in-
cluding nurses. These competencies for the prac-
tice of health care include the need for all health
professionals to do the following:

m  Embrace a personal ethic of social respon-
sibility and service

m  Provide evidence-based, clinically competent
care

®m  Incorporate the multiple determinants of
health in clinical care
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®m  Rigorously practice preventive health care

m  Improve access to health care for those with
unmet health needs

m  Practice relationship-centered care with
individuals and families

®m  Provide culturally sensitive care to a diverse
society

®  Use communication and information tech-
nology effectively and appropriately

m  Continue to learn and help others learn

For the 21st century, the Institute for Health-
care Improvement announced the 5 Million
Lives campaign in 2006. This campaign’s ob-
jective was to reduce the 15 million incidents
of medical harm that occur in U.S. hospitals
each year. Such an ambitious campaign has ma-
jor implications for teaching patients and their
families as well as teaching staff and students
the ways they can improve care to reduce in-
juries, save lives, and decrease costs of health
care (Berwick, 2006).

Another initiative was the formation of
the Sullivan Alliance to recruit and educate
health professionals, including nurses, to de-
liver culturally competent care to the public
they serve. Effective health care and health
education of patients and their families de-
pend on a sound scientific base and cultural
awareness in an increasingly diverse society.
This organization’s goal is to increase the ra-
cial and cultural mix of health professional
faculty, students, and staff, who are sensitive
to the needs of clients of diverse backgrounds
(Sullivan & Bristow, 2007).

Also, following on the heels of Healthy Peo-
ple 2000, Healthy People 2010 built on the pre-
vious two initiatives and provided an expanded
framework for health prevention for the nation
(USDHHS, 2000). Specific goals and objectives
included the development of effective health ed-
ucation programs to assist individuals to rec-
ognize and change risk behaviors, to adopt or
maintain healthy practices, and to make appro-
priate use of available services for health care
(USDHHS, 2010). As the latest iteration of the

Healthy People initiative, Healthy People 2020 is
the product of an extensive evaluation process
by stakeholders. Its 40 topic areas support four
overarching goals: attaining high-quality and
longer lives; achieving health equity and elim-
inating disparities; creating social and physi-
cal environments that promote good health for
all; and promoting quality of life, healthy de-
velopment, and behaviors across the entire life
span (USDHHS, 2010). Patient education is a
fundamental component of these far-reaching
national initiatives. Presently, the Secretary of
Health and Human Services is in the process of
establishing an advisory committee, informed
by the latest scientific evidence, for the devel-
opment and implementation of recommenda-
tions on national health promotion and disease
prevention objectives for Health People 2030
(USDHHS, 2017).

Thus, since the 1980s the role of the nurse as
educator has undergone a paradigm shift, evolv-
ing from what once was a disease-oriented ap-
proach to a more prevention-oriented approach.
In other words, the focus is on teaching for the
promotion and maintenance of health (Roter
et al., 2001). Education, which was once done
as part of discharge planning at the end of hos-
pitalization, has expanded to become part of a
comprehensive plan of care that occurs across
the continuum of the healthcare delivery pro-
cess (Davidhizar & Brownson, 1999).

As described by Grueninger (1995), this
transition toward wellness entails a progres-
sion “from disease-oriented patient education
(DOPE) to prevention-oriented patient edu-
cation (POPE) to ultimately become health-
oriented patient education (HOPE)” (p. 53). In-
stead of the traditional aim of simply imparting
information, the emphasis is now on empow-
ering patients to use their potentials, abilities,
and resources to the fullest (Glanville, 2000;
Kelliher, 2013). Along with supporting patient
empowerment, nurses must be mindful to con-
tinue to ensure the protection of “patient voice”
and the therapeutic relationship in patient edu-
cation against the backdrop of ever-increasing



productivity expectations and time constraints
(Liu, Yu, & Yuan, 2016; Roter et al., 2001).

» The Evolution of the
Teaching Role of
Nurses

Nursing is unique among the health professions
in that patient education has long been consid-
ered a major component of standard care given
by nurses. Since the mid-1800s, when nursing
was first acknowledged as a unique discipline,
the responsibility for teaching has been recog-
nized as an important role of nurses as caregiv-
ers. The focus of nurses’ teaching efforts is on
the care of the sick and promoting the health
of the well public.

Florence Nightingale, the founder of mod-
ern nursing, was the ultimate educator. Not only
did she develop the first school of nursing, but
she also devoted a large portion of her career to
teaching nurses, physicians, and health officials
about the importance of proper conditions in
hospitals and homes to improve the health of
people. Nightingale also emphasized the impor-
tance of teaching patients the need for adequate
nutrition, fresh air, exercise, and personal hy-
giene to improve their well-being. By the early
1900s, public health nurses in the United States
clearly understood the significance of the role of
the nurse as teacher in preventing disease and
in maintaining the health of society (Chachkes
& Christ, 1996; Dreeben, 2010).

For decades, then, patient teaching has been
recognized as an independent nursing function.
Nurses have always educated others—patients,
families, colleagues, and nursing students. It
is from these roots that nurses have expanded
their practice to include the broader concepts
of health and illness (Glanville, 2000).

As early as 1918, the NLNE in the United
States, now known as the National League for
Nursing (NLN), observed the importance of
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health teaching as a function within the scope
of nursing practice. Two decades later, this or-
ganization recognized nurses as agents for the
promotion of health and the prevention of ill-
ness in all settings in which they practiced
(NLNE, 1937). By 1950, the NLNE had identi-
tied course content in nursing school curricula
to prepare nurses to assume the role. Most re-
cently, the NLN (2006) developed the first Cer-
tified Nurse Educator (CNE) exam to raise “the
visibility and status of the academic nurse ed-
ucator role as an advanced professional prac-
tice discipline with a defined practice setting”
(Klestzick, 2005, p. 1).

In similar fashion, the American Nurses
Association (ANA, 2015) has for years issued
statements on the functions, standards, and qual-
ifications for nursing practice, of which patient
teaching is a key element. In addition, the Inter-
national Council of Nurses (ICN, 2012) has long
endorsed the nurse’s role as patient educator to be
an essential component of nursing care delivery.

Today, all state nurse practice acts (NPAs) in-
clude teaching within the scope of nursing prac-
tice responsibilities. Nurses, by legal mandate of
their NPAs, are expected to provide instruction
to consumers to assist them to maintain optimal
levels of wellness and manage illness. Nursing
career ladders often incorporate teaching effec-
tiveness as a measure of excellence in practice
(Rifas, Morris, & Grady, 1994). By teaching pa-
tients and families, nurses can achieve the pro-
fessional goal of providing cost-effective, safe,
and high-quality care (Santo, Tanguay, & Purden,
2007; Shi & Singh, 2015).

A variety of other health professions also
identify their commitment to patient education
in their professional documents (Falvo, 2004).
Standards of practice, practice frameworks, ac-
creditation standards, guides to practice, and
practice acts of many health professions de-
lineate the educational responsibilities of their
members. In addition, professional workshops
and continuing education programs routinely
address the skills needed for high-quality pa-
tient and staff education. Although specific
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roles vary according to profession, directives re-
lated to contemporary patient education clearly
echo Bartlett’s (1986) assertion that it “must be
viewed as a fundamentally multidisciplinary en-
terprise” (p. 146).

In addition to providing patient education,
professional nurses are responsible for educating
their colleagues. Another role of today’s nurse
educator is one of training the trainer—that is,
preparing nursing staff through continuing ed-
ucation, inservice programs, and staff develop-
ment to maintain and improve their clinical skills
and teaching abilities. Nurses must be prepared
to effectively perform teaching services that meet
the needs of many individuals and groups in dif-
ferent circumstances across a variety of practice
settings. The key to the success of our profession
is for nurses to teach other nurses. We are the
primary educators of our fellow colleagues and
other healthcare staff personnel (Donner, Levo-
nian, & Slutsky, 2005; Lockhart, 2016; McKinley,
2009). In addition, the demand for educators of
nursing students is at an all-time high (Ameri-
can Association of Colleges of Nursing, 2015).

Another very important role of the nurse as
educator is serving as a clinical instructor for stu-
dents in the practice setting. Many staff nurses
function as clinical preceptors and mentors to
ensure that nursing students meet their expected
learning outcomes. However, evidence indicates
that nurses in the clinical and academic settings
feel inadequate as preceptors and mentors as a
result of poor preparation for their role as teach-
ers. This challenge of relating theory learned in
the classroom setting to the practice environment
requires nurses not only to keep up to date with
clinical skills and innovations in practice but also
to possess knowledge and skills related to the
principles of teaching and learning. Knowing
the practice field is not the same thing as know-
ing how to teach the field. The role of the clini-
cal educator is a dynamic one that requires the
teacher to actively engage students to become
competent and caring professionals (Billings, &
Hallstead, 2016; Cangelosi, Crocker, & Sorrell,
2009; Gillespie & McFetridge, 2006; Salminen,
Stolt, Koskinen, Katajisto, & Leino-Kilpi, 2013).

» Social, Economic,
and Political Trends
Affecting Health Care

In addition to the professional and legal stan-
dards various organizations and agencies have
put forth, many social, economic, and political
trends nationwide that affect the public’s health
have focused attention on the role of the nurse
as teacher and the importance of client, staff, and
student education. The following are some of the
significant forces influencing nursing practice,
in particular, and healthcare practice, in general
(Ainsley & Brown, 2009; Berwick, 2006; Birch-
enall, 2000; Bodenheimer, Lorig, Holman, &
Grumbach, 2002; Cipriano, 2007; Committee
on Quality of Health Care in America & IOM,
2001; Gantz et al., 2012; Glanville, 2000; Hines &
Barndt-Maglio, 2011; IOM, 2011; Lea, Skirton,
Read, & Williams, 2011; Lockhart, 2016; Osborne,
2005; USDHHS, 2010; Shi & Singh, 2015;
Zikmund-Fisher, Sarr, Fagerlin, & Ubel, 2006):

m  The federal government, as discussed
earlier, published Healthy People 2020, a
document that set forth national health
goals and objectives for the next decade.
Achieving these national priorities would
dramatically cut the costs of health care,
prevent the premature onset of disease
and disability, and help all Americans lead
healthier and more productive lives. Among
the major causes of morbidity and mortality
are those diseases now recognized as being
lifestyle related and preventable through
educational intervention. Nurses, as the
largest group of health professionals, play an
important role in making a real difference
by teaching clients to attain and maintain
healthy lifestyles.

®  The Institute of Medicine (2011) established
recommendations designed to enhance the
role of nurses in the delivery of health care.
This includes nurses functioning to the
full extent of their education and scope of
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practice. Patient and family education is a
key component of the nurse’s role.

The U.S. Congress passed into law in 2010
the Affordable Care Act (ACA), a compre-
hensive healthcare reform legislation. The
ACA is designed to provide cost-effective,
accessible, equitable, high-quality health
care to all Americans with the intent of
improving their health outcomes. Universal
accessibility to health care has the potential
to transform the healthcare system, and
nurses will play a major role in meeting the
demands and complexities of this increasing
population of patients.

The growth of managed care has resulted
in shifts in reimbursement for healthcare
services. Greater emphasis is placed on
outcome measures, many of which can
be achieved primarily through the health
education of clients.

Health providers are recognizing the eco-
nomic and social values of reaching out to
communities, schools, and workplaces, all
settings where nurses practice, to provide
public education for disease prevention and
health promotion.

Politicians and healthcare administrators
alike recognize the importance of health
education to accomplish the economic
goal of reducing the high costs of health
services. Political emphasis is on productivity,
competitiveness in the marketplace, and
cost-containment measures to restrain
health service expenses.

Health professionals are becoming increas-
ingly concerned about malpractice claims
and disciplinary action for incompetence.
Continuing education, either by legislative
mandate or as a requirement of the employing
institution, has come to the forefront in response
to the challenge of ensuring the competency
of practitioners. It is a means to transmit new
knowledge and skills as well as to reinforce or
refresh previously acquired knowledge and
abilities for the continuing growth of staff.
Nurses continue to define their professional
role, body of knowledge, scope of practice,

and expertise, with client education as central
to the practice of nursing.

Consumers are demanding increased
knowledge and skills about how to care for
themselves and how to prevent disease. As
people are becoming more aware of their
needs and desire a greater understanding
of treatments and goals, the demand for
health information is expected to inten-
sify. The quest for consumer rights and
responsibilities, which began in the 1960s,
continues into the 21st century.

An increasing number of self-help groups
exist to support clients in meeting their
physical and psychosocial needs. The suc-
cess of these support groups and behavioral
change programs depends on the nurse’s
role as teacher and advocate.
Demographic trends, particularly the aging of
the population, require nurses to emphasize
self-reliance and maintenance of a healthy
status over an extended life span. As the
percentage of the U.S. population older than
age 65 years climbs dramatically in the next
20 to 30 years, the healthcare needs of the
baby-boom generation of the post-World
War II era will increase as this vast cohort
deals with degenerative illnesses and other
effects of the aging process.

In addition, millions of incidents of medical
harm occur every year in U.S. hospitals.
Clearly, it is imperative that clients, nursing
staff, and nursing students be educated about
preventive measures to reduce these incidents.
The increased prevalence of chronic and
incurable conditions requires that indi-
viduals and families become informed
participants to manage their own illnesses.
Patient teaching can facilitate an individual’s
adaptive responses to illness and disability.
Advanced technology increases the com-
plexity of care and treatment in home and
community-based settings. More rapid
hospital discharge and more procedures
done on an outpatient basis force patients
to be more self-reliant in managing their
own health. Patient education assists them
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in following through with self-management
activities independently.

Healthcare providers increasingly recognize
client health literacy as an essential skill
to improve health outcomes nationwide.
Nurses must attend to the education needs
of their patients and families to be sure that
they adequately understand the information
required for independence in self-care ac-
tivities that promote, maintain, and restore
their health.

Many healthcare providers believe—and
this belief is supported by research—that
client education improves compliance
and, hence, health and well-being. Better
understanding by patients and their families
of the recommended treatment plans can
lead to increased cooperation, decision
making, satisfaction, and independence
with therapeutic regimens. Health edu-
cation enables patients to solve problems
they encounter outside the protected care
environments of hospitals, thereby increasing
their independence.

The use of online technologies in nursing
education programs is increasing. Nurses are
expected to have the critical thinking skills
needed to identify problems, conduct research
on problems encountered, and apply new
knowledge to address these problems. Also,
nurses are expected to have familiarity with
computerized charting and electronic health
information records. Nursing informatics is
becoming highly important in the paperless
world of patient care, and nurse educators
are beginning to address the gap in skills
with respect to electronic data collection
and analysis that nursing students and staff
face in the practice settings.

The fields of genetics and genomics, as included
in the holistic approach of nursing practice,
are providing patients with more options
to consider for screenings, procedures,
and therapies to obtain optimal health. The
United States and Europe have established
core competencies in genetics and genomics
for nurses to support the development of

skills, knowledge, and attitudes in the de-
livery of safe comprehensive care.

Nurses recognize the need to develop their
expertise in teaching to keep pace with the de-
mands of patient, staff, and student education.
As they continue to define their role, body of
knowledge, scope of practice, and professional
expertise, they are realizing, more than ever
before, the significance of their role as educa-
tors. Nurses have many opportunities to carry
out health education. They are the healthcare
providers who have the most continuous con-
tact with clients, are usually the most accessi-
ble source of information for the consumer, and
are the most highly trusted of all health profes-
sionals. In Gallup polls conducted since 2001,
nurses have continued to be ranked number 1
for 15 consecutive years in honesty and ethical
standards (McCafferty, 2002; Olshansky, 2011;
Riffkin, 2014; Saad, 2008; Williamson, 2016).

» Purposes, Goals, and
Benefits of Patient and
Nursing Staff/Student
Education

The purpose of patient education is to increase
the competence and confidence of clients for
self-management. The primary goal is to increase
the responsibility and independence of clients
for self-care. This can be achieved by support-
ing patients through the transition from being
dependent on others to being self-sustaining in
managing their own care and from being pas-
sive listeners to active learners. An interactive,
partnership education approach provides clients
with opportunities to explore and expand their
self-care abilities (Cipriano, 2007).

The single most important action of nurses
as educators is to prepare patients for self-care.
If patients cannot independently maintain or
improve their health status when on their own,
nurses have failed to help them reach their



potential (Glanville, 2000). The benefits of cli-
ent education are many (Abbott, 1998; Adams,
2010; Dreeben, 2010; LiberateHealth, 2014;
Wingard, 2005). For example, effective teach-
ing by the nurse can do the following:

Increase consumer satisfaction

Improve quality of life

Ensure continuity of care

Decrease patient anxiety

Effectively reduce the complications of

illness and the incidence of disease

Promote adherence to treatment plans

m  Maximize independence in the performance
of activities of daily living

B Energize and empower consumers to become

actively involved in the planning of their care

Because patients must handle many health
needs and problems at home, people must be
educated on how to care for themselves—that
is, both to get well and to stay well. Illness is
a natural life process, but so is humankind’s
ability to learn. Along with the ability to learn
comes a natural curiosity that allows people to
view new and difficult situations as challenges
rather than as defeats. As Orr (1990) observes,
“Illness can become an educational opportunity
... a ‘teachable moment’ when ill health sud-
denly encourages [patients] to take a more ac-
tive role in their care” (p. 47). This observation
remains relevant today.

Numerous studies have documented the fact
that informed clients are more likely to comply
with medical treatment plans, more likely to
find innovative ways to cope with illness, and
less likely to experience complications. Over-
all, clients are more satisfied with care when
they receive adequate information about how
to manage for themselves. One of the most fre-
quently cited complaints by patients in litigation
cases is that they were not adequately informed
(Reising, 2007).

Just as the need exists for teaching patients
to become participants and informed consum-
ers to achieve independence in self-care, so the
need also exists for staff nurses to be exposed to
up-to-date information with the ultimate goal of
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enhancing their practice. The purpose of staff
and student education is to increase the compe-
tence and confidence of nurses to function in-
dependently in providing care to the consumer.
The goal of education efforts is to improve the
quality of care delivered by nurses. Nurses play
a key role in improving the nation’ health, and
lifelong learning is essential to keep their knowl-
edge and skills current (DeSilets, 1995; Kelliher,
2013; Witt, 2011).

In turn, the benefits to nurses in their role
as educators include increased job satisfaction
when they recognize that their teaching actions
have the potential to forge therapeutic relation-
ships with clients, enhanced patient-nurse au-
tonomy, increased accountability in practice, and
the opportunity to create change that really makes
a difference in the lives of others (Witt, 2011).

The primary aims of nurse educators, then,
should be to nourish clients, mentor staff, and
serve as teachers, clinical instructors, and pre-
ceptors for nursing students. They must value
their role in educating others and make it a pri-
ority for their patients, fellow colleagues, and
the future members of the profession. As the
ancient Chinese (author unknown) proverb
says “Provide a man a fish and he may eat for
a day. Teach a man to fish and he may eat for a
lifetime.” As Johaun Jackson (2015), a student
in a nurse educator course, recently stated, this
mantra speaks to the sacred and honorable act
of teaching—imparting knowledge to others
and empowering them to no end—and there
can be no higher calling that that of an educator.

» The Education Process
Defined

The education process is a systematic, sequen-
tial, logical, scientifically based, planned course
of action consisting of two major interdepen-
dent operations: teaching and learning. This
process forms a continuous cycle that also in-
volves two interdependent players: the teacher
and the learner. Together, they jointly perform
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teaching and learning activities, the outcome
of which leads to mutually desired behavior
changes. These changes foster growth in the
learner and, it should be acknowledged, growth
in the teacher as well. Thus, the education pro-
cess is a framework for a participatory, shared
approach to teaching and learning (Carpenter
& Bell, 2002; Kelo, Eriksson, & Eriksson, 2013).

The education process is similar across the
practice of many of the health professions. In
fact, it can be compared to the nursing process
because the steps of each process run parallel to
the steps of the other (FIGURE 1-1). The education
process, like the nursing process, consists of the
basic elements of assessment, planning, imple-
mentation, and evaluation (Ward, 2012; Wingard,
2005). The two are different in that the nursing
process focuses on the planning and implemen-
tation of care based on the assessment and diag-
nosis of the physical and psychosocial needs of
the patient. The education process, in contrast,
focuses on the planning and implementation of
teaching based on an assessment and prioritiza-
tion of the client’s learning needs, readiness to
learn, and learning styles (Carpenter & Bell, 2002).

The outcomes of the nursing process are
achieved when the physical and psychosocial
needs of the client are met. The outcomes of the

Nursing Process

education process are achieved when changes in
knowledge, attitudes, and skills occur. Both pro-
cesses are ongoing, with assessment and evalu-
ation perpetually redirecting the planning and
implementation phases. If mutually agreed-on
outcomes in either process are not achieved,
as determined by evaluation, the process can
and should begin again through reassessment,
re-planning, and reimplementation.

Note that the actual act of teaching or in-
struction is merely one component of the educa-
tion process. Teaching and instruction—terms
that are often used interchangeably—are delib-
erate interventions that involve sharing informa-
tion and experiences to meet intended learner
outcomes in the cognitive, affective, and psy-
chomotor domains according to an education
plan. Teaching and instruction, both one and
the same, are often thought of as formal, struc-
tured, organized activities, but they also can be
informal, spur-of-the-moment education ses-
sions that occur during conversations and in-
cidental encounters with the learner. Whether
formal or informal, planned well in advance or
spontaneous, teaching and instruction are nev-
ertheless deliberate and conscious acts with the
objective of producing learning (Carpenter &
Bell, 2002; Gregor, 2001).

Education Process

Appraise physical and psychosocial ASSESSMENT Ascertain learning needs,
needs readiness to learn, and learning

styles

Develop teaching plan based

on mutually predetermined
Develop care plan based on mutual PLANNING behavioral outcomes to meet
goal setting to meet individual needs individual needs

Perform the act of teaching using
Carry out nursing care interventions IMPLEMENTATION specific teaching methods and
using standard procedures

Determine behavior changes
Determine physical and psychosocial EVALUATION (outcomes) in knowledge,

outcomes

FIGURE 1-1 Education process parallels nursing process.

attitudes, and skills
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The fact that teaching and instruction are
intentional does not necessarily mean that they
must be lengthy and complex tasks, but it does
mean that they comprise conscious actions on
the part of the teacher in responding to an in-
dividual’s need to learn. The cues that some-
one has a need to learn can be communicated
in the form of a verbal request, a question, a
puzzled or confused look, a blank stare, or a
gesture of defeat or frustration. In the broadest
sense, then, teaching is a highly versatile strat-
egy that can be applied in preventing, promot-
ing, maintaining, or modifying a wide variety
of behaviors in a learner who is receptive, mo-
tivated, and adequately informed (Dulffy, 1998;
Gregor, 2001).

Learning is defined as a change in behav-
ior (knowledge, attitudes, and/or skills) that can
be observed or measured and that occurs at any
time or in any place resulting from exposure to
environmental stimuli. Learning is an action by
which knowledge, skills, and attitudes are con-
sciously or unconsciously acquired such that be-
havior is altered in some way. The success of the
nurse educator’s endeavors in teaching is mea-
sured not by how much content the nurse im-
parts but rather by how much the person learns
(Musinski, 1999).

Patient education is a process of assist-
ing people to learn health-related behaviors that
they can incorporate into everyday life with the
goal of achieving optimal health and indepen-
dence in self-care. Friedman, Cosby, Boyko,
Hatton-Bauer, and Turnbull (2011) specifically
define it as “any set of planned educational ac-
tivities, using a combination of methods (teach-
ing, counseling, and behavior modification), that
is designed to improve patients’ knowledge and
health behaviors” (p. 12). Staff education, by
contrast, is the process of influencing the be-
havior of nurses by producing changes in their
knowledge, attitudes, and skills to help them
maintain and improve their competencies for the
delivery of high-quality care to the consumer.
Both patient and staff education involve forg-
ing a relationship between the learner and the
educator so that the learner’s information needs

(cognitive, affective, and psychomotor) can be
met through the process of education.

The ASSURE model is a useful paradigm
originally developed to assist nurses to orga-
nize and carry out the education process (Rega,
1993). This model is appropriate for all health
professional educators. The acronym stands for

Analyze the learner

State the objectives

Select the instructional methods and materials
Use the instructional methods and materials
Require learner performance

Evaluate the teaching plan and revise as
necessary

» The Contemporary
Role of the Nurse as
Educator

Over the years, organizations governing and in-
fluencing nurses in practice have identified teach-
ing as an important responsibility (Lewenson,
McAllister, & Smith, 2016). For nurses to fulfill
the role of educator, no matter whether their
audience consists of patients, family members,
nursing students, nursing staff, or other agency
personnel, they must have a solid foundation in
the principles of teaching and learning.

With significantly more attention being
paid to the teaching role of nurses, it is imper-
ative that nurse educators recognize the theo-
ries in nursing and educational psychology that
provide the frameworks to guide them in un-
derstanding how and why people change their
health-related behaviors. Dorothy Orem’s Self-
Care Theory professes that patients and family
caregivers are capable of being self-reliant and
responsible for their own care, a goal that can be
achieved only through patient teaching (Orem,
1991). Other nursing theories—Betty Neuman’s
Systems Model Theory (Neuman, 1995), Jean
Watson's Theory of Human Caring (Watson,
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1999), and Patricia Benner’s Novice to Expert
Theory (Benner, 1984)—are all foundational to
how nurses can best teach and how learners can
best learn. Also foundational are cognitive and
social learning theories described in the Applying
Learning Theories to Healthcare Practice chapter.

Legal and accreditation mandates as well as
professional nursing standards of practice have
made the educator role of the nurse an integral
part of high-quality care to be delivered by all
registered nurses (RNs) licensed in the United
States, regardless of their level of nursing school
preparation. Given this fact, it is imperative to
examine the present teaching role expectations
of nurses, irrespective of their preparatory back-
ground. The role of educator is not primarily to
teach but rather to promote learning and pro-
vide for an environment conducive to learning.
Also, the role of the nurse as teacher of patients
and families, nursing staff, and students certainly
should stem from a partnership philosophy
(Gleasman-DeSimone, 2012). A learner cannot
be made to learn, but an effective approach in
educating others is to create the teachable mo-
ment, rather than just waiting for it to happen,
and to actively involve learners in the education
process (Bodenheimer et al., 2002; Lawson &
Flocke, 2009; Tobiano, Bucknell, Marshall, Gui-
nane, & Chaboyer, 2015; Wagner & Ash, 1998).

Although all nurses are expected to teach
as part of their licensing criteria, many lack
formal preparation in the principles of teach-
ing and learning (Donner et al., 2005). Obvi-
ously, a nurse needs a great deal of knowledge
and skill to carry out the role of educator with
efficiency and effectiveness. Although all nurses
have always functioned as givers of information,
they must now assume a new role by acquiring
the skills as a facilitator of the learning process
(Kelliher, 2013; Musinski, 1999). Consider the
following questions:

m  [severynurse adequately prepared to assess
for learning needs, readiness to learn, and
learning styles?

m  Can every nurse determine whether the
information given is actually received and
understood? Are all nurses capable of taking

appropriate action to revise the approach
to educating the patient if the patient does
not comprehend the information provided
through the initial approach?

®m Do nurses realize that they need to transition
their role as educator from being a content
transmitter to being a process manager,
from controlling the learner to releasing
the learner, and from being a teacher to
becoming a facilitator?

A growing body of evidence suggests that
effective education and learner participation go
hand in hand (Kelliher, 2013). As a facilitator, the
nurse should create an environment conducive
to learning that motivates individuals to want
to learn and makes it possible for them to learn
(Musinski, 1999; Sykes, Durham, & Kingston,
2013). Both the educator and the learner should
participate in the assessment of learning needs,
the design of a teaching plan, the implementation
of teaching methods and instructional materi-
als, and the evaluation of teaching and learning.
Thus, the emphasis should be on the facilitation
of learning from a nondirective rather than a di-
dactic teaching approach (Donner et al., 2005;
Knowles, Holton, & Swanson, 1998; Mangena
& Chabeli, 2005; Musinski, 1999).

No longer should teachers see themselves
as simply transmitters of content. Indeed, the
role of the educator has shifted from the tradi-
tional position of giver of information to that
of a process designer and coordinator. This role
alteration from the traditional teacher-centered
perspective to a learner-centered approach is a
paradigm shift that requires educators to pos-
sess skill in needs assessment as well as the abil-
ity to involve learners in planning, link learners
to learning resources, and encourage learner
initiative (Kelliher, 2013; Knowles et al., 1998;
Mangena & Chabeli, 2005).

Instead of the teacher teaching, the new ed-
ucational paradigm focuses on the learner learn-
ing. That is, the teacher becomes the guide on
the side, assisting the learner in his or her effort
to determine objectives and goals for learning,
with both parties being active partners in deci-
sion making throughout the learning process.
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To increase comprehension, recall, and application
of information, clients must be actively involved
in the learning experience (Adams, 2010; Kessels,
2003; London, 1995; Smith, Saunders, Stuckhardt, &
McGinnis, 2013). Glanville (2000) describes
this move toward assisting learners to use their
own abilities and resources as “a pivotal trans-
fer of power” (p. 58).

Nursing Education
Transformation

New evidence also supports a transformation of
the process of how nurses are educated, which
influences the role of the nurse as educator. Ben-
ner, Sutphen, Leonard, and Day (2010) com-
pleted a study of the national trends causing
the nursing shortage and the increased com-
plexity of demands on nursing practice. These
trends have led to a significant gap between
nursing education and practice. The results of
Benner et al’s study include 26 recommenda-
tions in six key areas, including entrance into
nursing education, pathways for nursing educa-
tion, student population characteristics, student
experiences, teaching in nursing, transition into
practice, and professional oversight of nursing
education and practice.

Another transformative movement is the rela-
tively recent awareness of the importance of inter-
professional education for the redesign of patient
care delivery. To best serve consumers of health
care, professionals need to work more closely to-
gether in a collaborative, interdependent manner
and in partnership with patients to deliver appro-
priate, cost-effective, and efficient care within the
complex environment of the healthcare system.
Creating a linkage between interprofessional ed-
ucation and collaborative practice will resultin a
climate whereby “all participants learn, all teach,
all care, and all collaborate” (Josiah Macy Jr. Foun-
dation, 2013, p. 1). In achieving the goal of safe,
high-quality care, a collaborative process is re-
quired whereby all team members have equal
power. The silos that exist in the education and
practice settings are difficult barriers to overcome
because of the entrenched professional identities

and power differentials. However, interdisciplin-
ary cooperation and teamwork are essential to
improve the health outcomes of patients and to
achieve a more highly functional healthcare sys-
tem (Meleis, 2016). The Robert Wood Johnson
Foundation (RWJF) has recently shifted its focus
to build a Culture of Health by engaging people
from diverse fields of expertise who can bring
creative and innovative perspectives to solve the
many challenges facing the nation’s healthcare
system (Hassmiller, 2014).

Patient Engagement

In 2001, the Health and Medicine Division (for-
merly known as the Institute of Medicine) of
the National Academies published a signal re-
port, titled Crossing the Quality Chasm: A New
Health System for the 2st Century (Committee
on Quality of Health Care in America & IOM,
2001). This report called for urgent and funda-
mental change to close the quality gap by re-
designing the healthcare system in the United
States. Among its many recommendations, per-
formance expectations pertinent to nursing and
patient education were put forth to guide patient-
provider relationships for the improvement of
quality and safety in care delivery. In the sec-
tion of the report on preparing the workforce,
one of the many recommendations was for lead-
ers in the health professions to restructure their
clinical education as well as their formal health
education programs.

Berwick (2008) released a video describ-
ing the six dimensions of quality outlined in the
Crossing the Quality Chasm report. The follow-
ing are the areas Berwick outlined that health
care needed to improve on and the current lev-
els of performance in all six areas still needing
improvement:

1.  Safety—not harming people with
the care that is rendered.

2. Effectiveness—avoiding overuse of
things that do not help and ensuring
the use of things that do help.

3.  Patient-centeredness—people should
be in control of their own care by
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making decisions about what affects
them.

4.  Timeliness—avoiding delays by re-
ducing needless wait times to be seen
by a provider.

5.  Efficiency—avoiding waste by reduc-
ing duplication of tests and proce-
dures, giving things that do not help,
and losing ideas of the workforce by
not listening to employee solutions.

6. Equity—closing the gap in justice as
it relates to who receives health care
in type and extent.

In response to the concern for safe, bet-
ter quality care, the Nursing Alliance for Qual-
ity Care (NAQC)—a partnership of the leading
health and nursing organizations in the United
States—proposed a strategic policy in 2010 to ad-
vocate for the highest quality consumer-centered
care. This policy aims to work with patients,
nurses, and policymakers to encourage and pro-
mote optimum health care to consumers. The
NAQC (2010) established four goals address-
ing key areas to support excellence in the de-
livery of health care:

1. Consumer-centered health care: Estab-
lish nursing health and safety goals to
achieve safe, effective, timely, efficient,
and equitable patient-centered care.

2. Performance measurement and public
reporting: Advocate for the develop-
ment, implementation, and public
reporting of performance measures
that reflect nursing’s contribution to
patient care.

3. Advocacy: Establish policy reform
focused on evidence-based nursing
practice to improve patient care.

4. Leadership: Promote nursing’s ca-
pability to serve in leadership roles
that advance patient care standards.

In 2012, the NAQC issued another initia-
tive as part of its drive to address care coor-
dination and to promote patient engagement
during care. In this announcement, nine core

principles were released to encourage nurses
and other healthcare providers to improve the
quality and safety of the care they deliver. The
focus is on developing policies that will lead to
the integration of patients and their families
in the decisions of their care. According to the
NAQC (2012), the following principles should
be at the core of professional nursing practice:

1.  High-quality care is based on a dy-
namic partnership between healthcare
providers, patients, and their families.
There must be a mutual respect of
privacy, decision making, and ethical
behaviors.

2. Therelationship must be established
on confidentiality, and the patient
has the right to make his or her own
decisions.

3. There are mutual responsibilities
and accountabilities that must be
observed by all parties to be effective.

4. Healthcare providers must understand
to what extent the patient can engage
in his or her own care and advocate
for those patients who are not able
to fully participate.

5.  Allinteractions with the patient and
family must respect the boundaries
that protect the patient as well as
healthcare providers.

6. Patient advocacy is a representation
of a functioning dynamic partnership.

7. The patient-provider relationship is
centered on respect for the patient’s
rights, which includes mutuality.

8.  Mutual decision making is based on
the sharing of information.

9.  Healthcare providers must be aware of
the health literacy level and appreciate
the diversity of cultural backgrounds
of their patients and families to allow
for full patient engagement.

With the national concern about lack of good
information on the quality of care, the Consumer
Assessment of Healthcare Providers and Systems
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(CAHPS) program was established as a multi-
year initiative in 1995 by the Centers for Medi-
care and Medicaid Services (CMS). The CAHPS
national survey mandates that healthcare orga-
nizations regularly collect data on consumer
involvement in healthcare decision making. In
2005, the Hospital CAHPS (HCAHPS) was de-
veloped that is specifically designed for use by
hospitals (Agency for Healthcare Research and
Quality, 2016). The purpose of the CAHPS and
HCAHPS is to increase consumer engagement
in healthcare decision making and to measure
health outcomes. Also, many studies have fo-
cused on how effectively outcomes have been
achieved in healthcare organizations by exploring
the links between patient experiences and health
outcomes as well as the extent to which action-
able information has facilitated organizational
change (Doyle et al., 2013; Manary, Boulding,
Staelin, & Glickman, 2013).

Quality and Safety Education

in Nursing

In 2005, the RWJF funded a national study;,
the Quality and Safety Education in Nursing
(QSEN) project, to educate nursing students on
patient safety and healthcare quality. The goal of
this three-phase study was to address the chal-
lenges in preparing nursing students with the
knowledge, skills, and attitudes to improve the
safety and quality of healthcare delivery (QSEN,
2012). During the first phase, 17 national leaders
in nursing education were asked to outline the
necessary competencies that should be mastered
by prelicensure nursing students. Six competen-
cies were developed in phase I (QSEN, 2012):

1. Patient-centered care: The patient has
control of and is a full partner in the
provision of holistic, compassionate,
and comprehensive care based on the
patient’s values, needs, and preferences.

2. Teamwork and collaboration: Nurses
and other health professionals
must collaborate effectively with

open communication, respect, and
mutual decision making to achieve
high-quality care.

3. Evidence-based practice: Current
evidence must be integrated to sup-
port clinical expertise in providing
optimal health care.

4. Quality improvement: Measure data
and monitor patient outcomes to
develop changes in methods to con-
tinuously improve the quality and
safety in healthcare delivery.

5.  Informatics: Use information tech-
nology to effectively communicate,
manage knowledge, eliminate er-
ror, and support collaborative deci-
sion making.

6.  Safety: Minimize the risk of harm
to patients and healthcare providers
through self- and system evaluation.

In 2007, the RWJF funded phase II of the
QSEN project, which included launching a
website (http://QSEN.org) dedicated to teach-
ing strategies and resources. A second goal of
this phase was to collaborate with organizations
that represent advanced practice nurses in de-
veloping competencies for graduate education.
Also, 15 schools served as pilot sites committed
to a curriculum revision that included the
QSEN competencies.

In 2009, the American Association of Col-
leges of Nursing (AACN) also received funding to
complete phase III of the QSEN project. The goal
of this phase was to develop the faculty expertise
needed to teach the competencies, incorporate
the competencies in textbooks, implement inno-
vative teaching strategies, and assist in the licen-
sure and accreditation processes (QSEN, 2012). In
February 2012, the RWJF supported the AACN
in the development of a new project to establish
national QSEN competencies for graduate ed-
ucation. In September 2012, the AACN issued
graduate-level QSEN competencies that focus
on the knowledge, skills, and attitudes required
for advanced practice nurses to effectively im-
prove safety and quality in healthcare delivery.
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Expert consultants and stakeholders achieved
four primary goals (AACN, 2012):

1.  Develop a consensus on the compe-
tencies in quality and safety that must
be mastered in a graduate nursing
program.

2. Createlearning resources and interac-
tive materials to help prepare graduate
students to deliver high-quality and
safe care.

3. Host workshops to train faculty to
facilitate implementation of compe-
tencies into curriculum.

4. Develop an online collaborative
of education materials for use by
graduate-level faculty and clinical
partners.

The Institute of Medicine Report:

The Future of Nursing

In 2011, the RW]JF and the Institute of Medi-
cine partnered to establish recommendations
designed to enhance the role of nurses in the
delivery of health care. In 2010, the U.S. Con-
gress passed and President Barack Obama signed
into law the Affordable Care Act, a compre-
hensive healthcare reform legislation. In re-
sponse to this transformation of U.S. health
care, four key messages were developed by a
multidisciplinary committee whose member-
ship represented a variety of healthcare profes-
sionals, educators, researchers, policymakers,
consumers, advocacy groups, and healthcare
institutions (IOM, 2011):

1. Nurses should practice to the full ex-
tent of their education and training.

2. Nurses should achieve higher levels
of education and training.

3. Nurses should be full partners with
health professionals in redesigning
health care.

4.  Effective workforce planning and
policymaking require better data
collection.

Based on these four key messages, the re-
port made eight recommendations to achieve a
transformation in nursing education and prac-
tice (IOM, 2011):

1. Remove scope of practice barriers
(addressing key message #1).

2. Expand opportunities for nurses to
lead in collaborative improvement
efforts (addressing key message #3).

3. Implement nurse residency programs
(addressing key message #1).

4. Increase the proportion of nurses
with baccalaureate degrees to 80%
by 2020 (addressing key message #2).

5.  Double the number of nurses with
a doctorate by 2020 (addressing key
message #2).

6.  Ensure that nurses engage in lifelong
learning (addressing key message #2).

7.  Prepare and enable nurses to lead
change to advance health (addressing
key message #3).

8.  Build an infrastructure for the collec-
tion and analysis of data (addressing
key message #4).

Certainly, patient education requires a col-
laborative effort among healthcare team mem-
bers, all of whom play roles in teaching of
greater or lesser importance. However, physi-
cians are first and foremost prepared “to treat,
not to teach” (Gilroth, 1990, p. 30). Nurses, by
comparison, are prepared to provide a holistic
approach to care delivery. The teaching role is
a unique part of nursing’s professional domain.
Because consumers have always respected and
trusted nurses to be their advocates, nurses are
in an ideal position to clarify confusing infor-
mation and make sense out of nonsense. Amid a
fragmented healthcare delivery system involving
many providers, the nurse serves as coordina-
tor of care. By ensuring consistency of informa-
tion, nurses can support clients in their efforts
to achieve the goal of optimal health (Donovan
& Ward, 2001; Donovan et al., 2007). They also
can assist their colleagues in gaining knowledge
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and skills necessary for the delivery of profes-
sional nursing care.

» Barriers to Teaching
and Obstacles to
Learning

It has been said by many educators that adult
learning takes place not by the teacher initi-
ating and motivating the learning process but
rather by the teacher removing or reducing ob-
stacles to learning and enhancing the process af-
ter it has begun. The educator should not limit
learning to the information that is intended but
should clearly make possible the potential for
informal, unintended learning that can occur
each day with every teacher-learner encounter
(Carpenter & Bell, 2002; Gregor, 2001). The ev-
idence supports that these teachable moments
are not necessarily unplanned or that a coordi-
nated set of circumstances will always lead to
positive health change. Instead, it is the inter-
action between learner and teacher that is cen-
tral to the development of a teachable moment,
regardless of the obstacles or barriers that may
be encountered (Konradsen, Nielson, Larsen, &
Hansen, 2012; Lawson & Flocke, 2009).

Unfortunately, nurses must confront many
barriers in carrying out their responsibilities for
educating others. Also, learners face a variety of
potential obstacles that can interfere with their
learning. Conditional factors, such as the envi-
ronment, the organization’s culture, the level of
cooperation between the disciplines, beliefs and
knowledge of the team members, types of patient
education activities, and the patient population
can either enable or hinder the teaching-learning
process (Farahani, Mohammadi, Ahmadi, & Mo-
hammadi, 2013; Friberg et al., 2012).

For the purposes of this text, barriers to
teaching are defined as those factors that im-
pede the nurse’s ability to deliver educational
services. Obstacles to learning are defined
as those factors that negatively affect the

ability of the learner to pay attention to and
process information.

Factors Affecting the Ability

to Teach

The following barriers (FIGURE 1-2) may inter-
fere with the ability of nurses to carry out their
roles as educators (Carpenter & Bell, 2002; Ca-
sey, 1995; Chachkes & Christ, 1996; Donovan &
Ward, 2001; Dufty, 1998; Farahani et al., 2013;
Friberg et al., 2012; Glanville, 2000; Honan,
Krsnak, Petersen, & Torkelson, 1988; Smith &
Zsohar, 2013; Tobiano et al., 2015):

1. Lackoftime to teach is cited by nurses
as the greatest barrier to being able
to carry out their educator role effec-
tively. Early discharge from inpatient
and outpatient settings often results
in nurses and clients having fleeting
contact with each other. In addition,
the schedules and responsibilities of
nurses are very demanding. Finding
time to allocate to teaching is very
challenging in light of other work
demands and expectations. In one
survey by TJC, 28% of nurses claimed
that they were not able to provide
patients and their families with the
necessary instruction because of
lack of time during their shifts at
work (Stolberg, 2002). Nurses must
know how to adopt an abbreviated,
efficient, and effective approach to
client and staff education first by
adequately assessing the learner and
then by using appropriate teaching
methods and instructional tools at
their disposal. Discharge planning
is playing an ever more important
role in ensuring continuity of care
across settings.

2. Many nurses and other healthcare
personnel admit that they do not feel
competent or confident with their
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Lack of time
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third-party effectiveness of
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Documentation
difficulties

FIGURE 1-2 Barriers to teaching.

teaching skills. As stated previously,
although nurses are expected to teach,
few have ever taken a specific course on
the principles of teaching and learning.
The concepts of patient education are
often integrated throughout nursing
curricula rather than being offered as
a specific course of study. Pohl (1965)
compiled some interesting statistics
regarding nursing, long considered
one of the first health professions to
have a strong teaching role. As early
as the mid-1960s, Pohl (1965) found
that one third of 1,500 nurses, when
questioned, reported that they had no
preparation for the teaching they were
doing, whereas only one fifth felt they
had adequate preparation. Almost 30
years later, Kruger (1991) surveyed

1,230 nurses in staff, administrative,
and education positions regarding
their perceptions of the extent of
nurses’ responsibility for and level
of achievement of patient education.
Although all three groups strongly
believed that client and staff education
is a primary responsibility of nurses,
a large majority of respondents rated
their ability to perform educator role
activities as unsatisfactory. Many of
the other health professions share
similar views. Few new additional
studies have been forthcoming on
nurses’ perceptions of their pa-
tient education and nursing staft/
student clinical teaching roles (Kelo,
Martikainen, & Eriksson, 2013; Lahl,
Modic, & Siedlecki, 2013; Nyoni &
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Barnard, 2016). Today, the role of
the nurse as educator still needs to
be strengthened in undergraduate
nursing education. Fortunately, an
upswing in interest and attention to
the educator role has been gaining
significant momentum in graduate
nursing programs across the country.
Personal characteristics of the nurse
educator play an important role
in determining the outcome of a
teaching-learning interaction. Mo-
tivation to teach and skill in teaching
are prime factors in determining the
success of any educational endeavor.
Until recently, administrators and
supervisory personnel assigned a
low priority to patient and staff edu-
cation. With the strong emphasis of
TJC mandates, the level of attention
paid to the educational needs of both
consumers and healthcare personnel
has changed significantly. However,
budget allocations for educational
programs remain tight and can inter-
fere with the adoption of innovative
and time-saving teaching strategies
and techniques.

The environment in the various settings
where nurses are expected to teach
is not always conducive to carrying
out the teaching-learning process.
Lack of space, lack of privacy, noise,
and frequent interruptions caused
by patient treatment schedules and
staff work demands are just some
of the factors that may negatively
affect the nurse’s ability to concentrate
and effectively interact with learners.
An absence of third-party reimburse-
ment to support patient education by
RNs relegates teaching and learning
to less than high-priority status.
Nursing services within inpatient
healthcare facilities are subsumed
under hospital room costs and,
therefore, are not specifically nor

separately reimbursed by insurance
payers. In fact, patient education in
some settings, such as home care,
often cannot be incorporated as a
legitimate aspect of routine nursing
care delivery unless specifically ordered
by a physician. Insurance coverage
for healthcare services historically
has been structured on a model of
care with the physician as the pri-
mary provider being reimbursed on
a fee-for-service basis. However, as
of January 1, 2013, a new Medicare
rule allows for payment of advanced
practice registered nurses (APRNs) for
the delivery of primary care services
in outpatient settings. “With up to
20% of Medicare patients readmitted
to hospitals within 30 days of dis-
charge, more value has been placed
on effective transitional care and care
coordination” by APRNs (Nurse.
com, 2012, para. 3). Now a separate
billing code for patient education
and counseling by RNs is included in
the American Medical Association’s
Common Procedural Terminology
(CPT) codes, but many restrictions
exist in being able to use this code
for reimbursement of staff nurse
services. According to the sexually
transmitted disease (STD)-related
Reproductive Health Training and
Technical Assistance Center (STD
TAC), this code cannot be used for
new patients being seen by the nurse,
for nursing services provided to the
patient on the same day prior to or
after a visit with a physician, or for
telephone counseling for follow-up
teaching because the RN—patient
encounter must be face to face
(STD TAC, 2014). As for health
education and wellness programs,
Medicare generally does not cover
these costs except in specific cases,
such as diabetes and kidney disease
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education, nutritional therapy for
diabetes or kidney disease, obesity
counseling, depression screenings,
and counseling to stop smoking or
for alcohol misuse (U.S. Centers for
Medicare & Medicaid Services, n.d.).
Thus, under most circumstances when
nurses deliver patient education,
this therapeutic intervention is not
reimbursable by third-party payers.
Recently, a new role has been created
in primary care practices, known as
health education specialists (HES).
HESs are trained to teach individuals
and populations to practice healthier
behaviors and seek preventive care,
which traditionally nurses have
performed. But given the nursing
shortage in primary care settings
and the cost of nursing professionals,
HESs are being hired as substitutes to
deliver patient education and coach-
ing (Chambliss, Lineberry, Evans, &
Bibeau, 2014).

Some nurses and physicians question
whether patient education is effective
in improving health outcomes. They
view patients as impediments to teach-
ing when patients do not display an
interest in changing behavior, when
they demonstrate an unwillingness to
learn, or when their ability to learn is
in question. Concerns about coercion
and violation of free choice, based on
the belief that patients have a right
to choose and that they cannot be
forced to comply, explain why some
professionals feel frustrated in their
efforts to teach. Unless all healthcare
members buy into the utility of patient
education (that is, they believe it can
lead to significant behavioral changes
and increased compliance to thera-
peutic regimens), some professionals
may continue to feel absolved of their
responsibility to provide adequate
and appropriate patient education.

The type of documentation system
used by healthcare agencies has an
impact on the quality and quantity
of patient teaching. Both formal and
informal teaching are often done but
not written down because of insuffi-
cient time, inattention to detail, and
inadequate forms on which to record
the extent of teaching activities. Many
of the hard-copy forms or computer
software used for documentation
of teaching are designed to simply
check off the areas addressed rather
than allowing for elaboration of what
has been accomplished. In addition,
most nurses do not recognize the
scope and depth of teaching that
they perform daily. Communication
among healthcare providers regarding
what has been taught needs to be
coordinated and appropriately del-
egated so that teaching can proceed
in a timely, smooth, organized, and
thorough fashion.

Factors Affecting the Ability

to Learn

The following obstacles (FIGURE 1-3) may interfere
with a learner’s ability to attend to and process
information (Beagley, 2011; Billings & Kowal-
ski, 2004; Glanville, 2000; Kessels, 2003; McDon-
ald, Wiczorek, & Walker, 2004; Weiss, 2003):

1.

Lack of time to learn as a result of
rapid patient discharge from care and
the amount of information a client
is expected to learn can discourage
and frustrate the learner, impeding
his or her ability and willingness
to learn.

The stress of acute and chronic ill-
ness, anxiety, and sensory deficits in
patients are just a few problems that
can diminish learner motivation and
interfere with the process of learn-
ing. However, illness alone seldom



Literacy problems

Negative influence
of environment

Barriers to Teaching and Obstacles to Learning 25

Lack of time
(rapid discharge
or episodic care)

Stress of illness

Readiness to learn
issues (motivation

Factors interfering o

with ability of
learner to process
information

Extent of needed
behavior changes

Lack of support
from health
professionals or
significant others

FIGURE 1-3 Obstacles to learning.

acts as an impediment to learning.
Rather, illness is often the impetus
for patients to attend to learning,
contact healthcare professionals,
and take positive action to improve
their health status.

3. Low literacy and functional health
illiteracy have been found to be
significant factors in the ability of
clients to make use of the written and
verbal instructions given to them by
providers. Almost half of the American
population reads and comprehends at
or below the eighth-grade level, and
an even higher percentage suffers
from health illiteracy.

4.  The negative influence of the hospital
environment itself, which results in
loss of control, lack of privacy, and

Complexity,
fragmentation, and
inconvenience of
healthcare system

Denial of learning

needs

social isolation, can interfere with a
patient’s active role in health deci-
sion making and involvement in the
teaching-learning process.
Personal characteristics of the
learner have major effects on the
degree to which behavioral out-
comes are achieved. Readiness to
learn, motivation and compliance,
developmental-stage characteristics,
and learning styles are some of the
prime factors influencing the success
of educational endeavors.

The extent of behavioral changes
needed, both in number and in com-
plexity, can overwhelm learners and
dissuade them from attending to and
accomplishing learning objectives
and goals.
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7. Lackof support and lack of ongoing
positive reinforcement from the nurse
and significant others serve to block
the potential for learning.

8. Denial of learning needs, resentment
of authority, and lack of willingness to
take responsibility (locus of control)
are some psychological obstacles to
accomplishing behavioral change.

9. The inconvenience, complexity,
inaccessibility, fragmentation, and
dehumanization of the healthcare
system often result in frustration and
abandonment of efforts by the learner
to participate in and comply with the
goals and objectives for learning.

» Questions to Be
Asked About Teaching
and Learning

To maximize the effectiveness of patient, staff,
and student education, the nurse must exam-
ine the elements of the education process and
the role of the nurse as educator. Many ques-
tions arise related to the principles of teaching
and learning, especially given the pressures to
contain costs and to improve learner outcomes.
The following are some of the important ques-
tions that this text addresses:

m  How can members of the healthcare team
work together more effectively to coordinate
educational efforts?

®  What are the ethical, legal, and economic
issues involved in patient and staff education?

®  Which theories and principles support the
education process, and how can they be
applied to change the behaviors of learners?

®  Which assessment methods and tools can
nurse educators use to determine learning
needs, readiness to learn, and learning styles?

®  Which learner attributes negatively and
positively affect an individual’s ability and
willingness to learn?

®  What can be done about the inequities (in
quantity and quality) in the delivery of
education services?

m  How can teaching be tailored to meet the
needs of specific populations of learners,
such as those with diverse cultural back-
grounds, low literacy skills, physical and
mental disabilities, and different socioeco-
nomic and educational levels?

®m  To what extent does teaching improve health
status and reduce the costs of health care?

®  Which instructional methods and materials
are available to support teaching efforts?

®  Which elements must the nurse as educator
account for when developing and imple-
menting teaching plans?

®  Under which conditions should nurses use
certain teaching methods and materials?

®  Which common mistakes do nurses make
when teaching others?

®  How can teaching and learning be best
evaluated?

» State of the Evidence

The literature on patient and staff education,
from both a research- and non-research-based
perspective, is particularly extensive in nurs-
ing. The non-research-based literature on pa-
tient education is prescriptive in nature and
tends to offer anecdotal tips on how to take in-
dividualized approaches to teaching and learn-
ing. A computer literature search, for example,
reveals literally thousands of nursing and allied
health articles and books on teaching and learn-
ing that are available, ranging from the general
to the specific.

Although many research-based studies are
being conducted on teaching specific popula-
tion groups about a variety of topics, only re-
cently has the field focused its attention on how
to most effectively teach persons with long-
term chronic illnesses. Nurses must conduct
much more research on the benefits of patient
education as they relate to the potential for in-
creasing quality of life, enabling patients to lead



a disability-free life and manage themselves in-
dependently at home, and decreasing the costs
of health care through anticipatory teaching ap-
proaches. Studies from acute-care settings tend
to focus on preparing a patient for a procedure,
with emphasis on the benefits of information in
alleviating anxiety and promoting psychologi-
cal coping. The evidence does suggest that pa-
tients cope much more effectively when taught
exactly what to expect (Adams, 2010; Donovan
& Ward, 2001; Dufty, 1998; Mason, 2001; Wong,
Chan, & Chair, 2010).

More research is needed on the benefits of
teaching methods and instructional tools that
use the technologies of computer-assisted in-
struction, online and other distance-learning
modalities, cable television, podcasts, and Inter-
net access to health information for both patient
and staff education. These new approaches to
information dissemination require a role change
for the educator, from being a giver of informa-
tion to becoming a resource facilitator, as well
as a shift in the role of the learner, from being
a passive recipient to becoming an active part-
ner. The rapid advances in technology for teach-
ing and learning also require educators to have
a better understanding of generational orienta-
tions and experiences of the learner (Billings &
Kowalski, 2004). Also, the effectiveness of vid-
eotapes and audiotapes with different learners
and in different situations must be further ex-
plored (Kessels, 2003). Given the significant in-
cidence of low literacy rates among patients and
their family members, much more investiga-
tion needs to be done on the impact of printed
versus audiovisual materials as well as written
versus verbal instruction on learner compre-
hension (Weiss, 2003).

Gender issues, the influence of socioeconom-
ics on learning, and the strategies of teaching
cultural groups and populations with disabili-
ties need further exploration as well. For exam-
ple, the findings from interdisciplinary research
on the influence of gender on learning remain
inconclusive, although neuroscience is uncover-
ing increasing evidence on the functions of the
different parts of the male and female brain and
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how they interact. Research on the influence that
socioeconomics has on learning reveals it plays
a significant factor, but the underlying mech-
anisms of its effects are still unclear. More re-
search needs to be done on the extent to which
teaching can improve health status of individ-
uals and communities, decrease the incidence
of disease, and enhance the quality and safety
of healthcare delivery.

Despite the questions that remain unan-
swered, nurses are expected to teach diverse
populations with complex needs and a range of
abilities in both traditional settings and nontra-
ditional, unstructured settings. For more than
30 years, nurse researchers have been studying
how best to teach patients, but much more re-
search is required (Adams, 2010; Mason, 2001).
Also, relatively few studies have examined nurses’
perceptions about their role as educators in the
practice setting (Friberg et al., 2012). We need
to establish a stronger theoretical basis for in-
tervening with clients throughout “all phases
of the learning continuum, from information
acquisition to behavioral change” (Donovan &
Ward, 2001, p. 211). Also, emphasis needs to
be given to research in nursing education to
ensure that the nursing workforce is prepared
for a challenging, complex, and uncertain future
in health care (Benner et al., 2010; Committee
on Quality of Health Care in America & IOM,
2001; IOM, 2011; Meleis, 2016).

In addition, nurses as educators should
further investigate the cost-effectiveness of ed-
ucational efforts in reducing hospital stays, de-
creasing readmissions, improving the personal
quality of life, and minimizing complications
of illness and therapies. Furthermore, given the
number of variables that can potentially inter-
fere with the teaching-learning process, addi-
tional studies must be conducted to examine the
effects of environmental stimuli, the factors in-
volved in readiness to learn, and the influences
of learning styles on learner motivation, com-
pliance, comprehension, and the ability to ap-
ply knowledge and skills once they are acquired.
One notable void is the lack of information in the
research database on how to assess motivation.
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The Compliance, Motivation, and Health Behav-
iors of the Learner chapter proposes parameters
to assess motivation but notes the paucity of
information specifically addressing this issue.

More than 20 years ago, Oberst (1989) de-
lineated the major issues in patient education
studies related to the evaluation of the existing
research base and the design of future studies.
The four broad problem categories that she iden-
tified remain pertinent today:

1. Selection and measurement of appro-
priate dependent variables (educational
outcomes).

2. Design and control of independent
variables (educational interventions).

3. Control of mediating and intervening
variables.

4.  Development and refinement of the
theoretical basis for education.

» Summary

Nurses can be considered information brokers—
educators who can make a significant difference
in how patients and families cope with their ill-
nesses and disabilities, how the public benefits
from education directed at prevention of dis-
ease and promotion of health, and how staff
and student nurses gain competency and con-
fidence in practice through education activities
that are directed at continuous, lifelong learn-
ing. As the United States moves forward in the
21st century, many challenges and opportuni-
ties lie ahead for nurse educators in the deliv-
ery of health care.

The teaching role is becoming even more
important and more visible as nurses respond
to the social, economic, and political trends af-
fecting health care today. The foremost chal-
lenge for nurses is to be able to demonstrate,
through research and action, that definite links
exist between education and positive behavioral
outcomes of the learner. In this era of cost con-
tainment, government regulations, and health-
care reform, the benefits of client, staff, and
student education must be made clear to the

public, healthcare employers, healthcare pro-
viders, and payers of healthcare benefits. To be
effective and efficient, nurses must be willing
and able to work collaboratively with one an-
other to provide consistently high-quality edu-
cation to the audiences they serve.

Nurses can demonstrate responsibility and
accountability for the delivery of care to the
consumer, in part, through education based
on solid principles of teaching and learning.
The key to effective education of the varied
audiences of learners is the nurse’s under-
standing of and ongoing commitment to the
role of educator.

Review Questions

1. Which key factors influenced the growth
of patient education during its formative
years?

2. How far back in history has teaching been
a part of the nurse’s role?

3. Which nursing organization was the
first to recognize health teaching as an
important function within the scope of
nursing practice?

4. Which legal mandate universally includes
teaching as a responsibility of nurses?

5.  How have the ANA, NLN, ICN, AHA,
TJC, and Pew Commission influenced
the role and responsibilities of the nurse
as educator?

6.  Whatis the current focus and orientation
of patient education?

7. Which social, economic, and political
trends today make it imperative that
patients be adequately educated?

8. What are the similarities and differences
between the education process and the
nursing process?

9.  What are three major barriers to teaching
and three major obstacles to learning?

10.  Which factor serves as both a barrier to
teaching and an obstacle to learning?

11.  Whatis the present status of research- and
non-research-based evidence pertaining
to education?
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As part of Lackney General Hospital's continuous quality improvement plan, and in preparation for
the next Joint Commission accreditation visit, all departments in the hospital are in the process of
assessing the quality and effectiveness of their patient education efforts. When you solicit feedback
from the professional nursing staff on your unit regarding their opinions on this topic, you are
surprised at the frustration they express. Liz states, “Although | am incredibly frustrated by the lack of
administrative support for patient education, | do believe that patient education makes a difference”
Jeremiah jumps in and says, “l am sick of continuously being interrupted when trying to educate my
patients. I'm also tired of the boring, mandated continuing education programs we are required to
attend!Finally, Johaun comments, ‘I have no idea how | am supposed to fit education in with all the
other tasks | need to complete, especially when patients are clearly not willing to learn.”Because the
nursing staff obviously has some strong feelings about the department’s education efforts, you believe
a SWOT (strengths, weaknesses, opportunities, threats) analysis is a good place to begin to gather
information from your colleagues about the issues and problems they are facing.

1. As a prelude to the SWOT analysis, identify the goals of patient and staff education.

2. Use the section titled “Barriers to Teaching and Obstacles to Learning”as a beginning framework
for the weaknesses and threats section of the SWOT analysis and then describe five potential
barriers to teaching and five potential obstacles to learning that your staff might identify.

3. Provide possible solutions to the barriers and obstacles identified that would serve to enhance

patient education.
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KEY TERMS

ethics confidentiality indirect costs
ethical nonmaleficence hidden costs
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ethical dilemmas malpractice cost benefit
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code of ethics respondeat superior cost-benefit analysis
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OBJECTIVES

After completing this chapter, the reader will be able to

1.
2.

Identify major ethical principles as they apply to education in health care.

Distinguish between ethical and legal dimensions of the healthcare delivery system with
respect to patient, staff, and student education.

Describe the importance of nurse practice acts and the code of ethics for the nursing profession.
Recognize the potential ethical consequences of power imbalances between the teacher and
the student, or between the nurse and the patient, in educational and practice settings.
Describe the legal and financial implications of documentation.

Delineate the ethical, legal, and economic importance of federal, state, and accrediting body
regulations and standards in the delivery of healthcare services.

Differentiate among financial terms associated with the development, implementation, and
evaluation of patient and staff education programs.
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pproximately 45 years ago, the field of

modern Western bioethics arose in re-

sponse to the increasing complexity of
medical care and decision making. Novel chal-
lenges in health care continually stem from such
influences as technological advances, changes in
laws, and public awareness of scientific endeav-
ors. The field of bioethics provides systematic
theoretical and practical approaches for han-
dling such complex issues and the dilemmas
that ensue from them. As a result, programs of
study for health professionals, including nurs-
ing, now provide formal ethics education—some
by mandate. Healthcare providers who commit
ethical infractions while in training or practice
may be referred for ethics remediation by their
programs or specialty licensing boards or may
risk professional sanctions.

In the popular media, bioethics translates
into stem cell research, organ transplantation,
genetic testing, and other sensational inno-
vations. But every day, far from the spotlight,
nursing students, nursing staff, and clinical
instructors confront commonplace and vex-
ing ethical dilemmas. Consider a patient who
refuses a routine but lifesaving blood transfusion.
Should he or she be allowed to refuse this treat-
ment, or should the nursing staff persuade the
patient otherwise? Suppose a nurse witnesses
a confused patient signing a consent form for
a procedure. Should he or she ask whether the
patient is able to make the decision to agree to
have the procedure done? Or suppose a sur-
geon misleads a family by indicating that a sur-
gical error was really a complication. Should
the nurse practitioner who observed the error
speak to a superior in the healthcare hierar-
chy? What about a clinical nursing instructor
who habitually introduces a nursing student to
patients as a nurse, implying that the student
has completed his or her program of study?
Should the nursing student correct the fac-
ulty member, and if so, when, where, and how?

These scenarios describe not only practice
issues but also moral problems. They happen so
frequently that convening an ethics committee

to address every one of them is impractical. In-
creasingly, staff nurses, clinical educators, and
nursing students are being called upon to reason
through both medical and ethical issues. How-
ever, knowledge of basic ethical principles and
concepts does not always suffice. As the health-
care field has developed, so has a critical con-
sciousness of individual rights stemming from
both natural and constitutional law. Healthcare
organizations are laden with laws and regula-
tions ensuring clients’ rights to a high-quality
standard of care, to informed consent, and sub-
sequently to self-determination. Further, in the
interest of justice, it is worthwhile to acknowl-
edge the relationship between costs to the health-
care facility and the provision of health services.
Consequently, it is crucial that the providers of
care be equally proficient in educating the pub-
lic and the nursing students and staff who are or
will be the practitioner educators of tomorrow.
Although the physician is primarily held
legally accountable for prescribing the medical
regimen, it is a known fact that patient educa-
tion generally falls to the nurse. Indeed, given
the close relationship of the nurse to the client,
the role of the nurse in this educational process
is essential in providing safe, high-quality care
as mandated in the standards and scope of nurs-
ing practice through each state nurse practice
act and each state’s board of nursing (Russell,
2012). Furthermore, the American public, ac-
cording to the annual Gallup Poll, ranked reg-
istered nurses for the 15th consecutive year as
the professionals with the highest honesty and
ethical standards. Nursing is the most trusted
among all other professions (Norman, 2016).
Today’s enlightened consumers are aware
of and demand recognition of their individ-
ual constitutional rights regarding freedom of
choice and self-determination. In fact, it may
seem strange to some that federal and state gov-
ernments, accrediting bodies, and professional
organizations find it necessary to legislate, reg-
ulate, or provide standards and guidelines to
ensure the protection of human rights in mat-
ters of health care. The answer, of course, is that
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the federal government, which once had an his-
torical hands-off policy toward the activities of
physicians and other health professionals, has
now become heavily involved in the oversight
of provider practices. This is because of serious
breaches of public confidence that resulted from
shocking revelations of abuses of human rights
in the name of biomedical research, which were
first discovered in the mid-20th century. Un-
fortunately, human rights violations continue
to occur in health care to this day in the United
States and worldwide.

These issues of human rights are funda-
mental to the delivery of high-quality health-
care services. They are equally fundamental
to the education process, in that the intent of
the educator should be to empower the client
to identify and articulate his or her values and
preferences; acknowledge his or her role in a
family, community, or other relationship; and
make well-informed choices, reasonably aware
of the alternatives and consequences of those
choices (Butts & Rich, 2016; Mason, Gardner,
Outlaw, & O’Grady, 2016; Parker, 2007). Thus,
an interpretation of the role of the nurse in the
teaching-learning process must include the
ethical and legal foundations of that process.
Teaching and learning principles, with their in-
herent legal and ethical dimensions, apply to any
situation in which the education process occurs.

The purpose of this chapter is to provide
the ethical, legal, and economic foundations
that are essential to carrying out patient educa-
tion initiatives, on the one hand, and the rights
and responsibilities of the healthcare provider,
on the other hand. This chapter describes the
differences between and among ethical, moral,
and legal concepts. It explores the foundations of
human rights based on ethics and the law, and it
reviews the ethical and legal dimensions of health
care. This chapter also explores student-teacher
and patient-provider relationships as they re-
late to the ethics of education in the classroom
and practice settings. Furthermore, this chap-
ter examines the importance of documentation
of patient teaching while highlighting the eco-
nomic factors that must be considered in the

delivery of patient education in healthcare set-
tings. An additional section provides a brief
discussion of evidence-based practice and its
relationship to quality and evaluation of patient
education programs.

» ADifferentiated View
of Ethics, Morality,
and the Law

Although ethics as a branch of classical philos-
ophy has been studied throughout the centu-
ries, by and large these studies were left to the
domains of philosophical and religious think-
ers. More recently, because of the complexities
of contemporary life and the heightened aware-
ness of an educated public, ethical issues related
to health care have surfaced as a major concern
of both consumers and healthcare providers. It
is now a widely held belief that the patient has
the right to know his or her medical diagnosis,
the treatments available, and the expected out-
comes. This information is necessary so that
patients can make informed choices about their
health and their care options with advice offered
by health professionals.

Ethical principles that pertain to human rights
are based on natural laws, which, in the absence
of any other guidelines, are binding on human
society. Inherent in these natural laws are, for ex-
ample, the principles of respect for others, truth
telling, honesty, and respect for life. Ethics as a
discipline interprets these basic principles of be-
havior in broad terms that direct moral decision
making in all realms of human activity (Tong,
2007; World Health Organization [WHO], 2017).

Although multiple perspectives on the right-
ness or wrongness of human acts exist, among
the most commonly referenced are the writ-
ings of the 18th-century German philosopher,
Immanuel Kant, and those of the 19th-century
English scholar and philosopher, John Stuart
Mill (Edward, 1967). Kant proposed that in-
dividual rights prevail and openly proclaimed
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the deontological notion of the “Golden Rule”
Deontology (from the Greek word deon, which
means “duty” and Jogos, which means “science” or
“study”) is the ethical belief system that stresses
the importance of doing one’s duty and following
the rules (Stanford Encyclopedia of Philosophy,
2016a). Thus, according to Kant, respect for indi-
vidual rights is key, and one person should never
be treated merely for the benefit or well-being of
another person or group (Tong, 2007). Mill, in
contrast, proposed the teleological notion or util-
itarian approach to ethical decision making that
allows for the sacrifice of one or more individu-
als so that a group of people can benefit in some
important way. He believed that given the alter-
natives, choices should be made that result in the
greatest good for the greatest number of people
(Stanford Encyclopedia of Philosophy, 2016b).

Likewise, the legal system and its laws
are based on ethical and moral principles that,
through experience and over time, society has
accepted as behavioral norms (Hall, 1996;
Lesnik & Anderson, 1962). In fact, the terms
ethical, moral, and legal are often used in syn-
chrony. It should be made clear, however, that
although these terms are certainly interrelated,
they are not necessarily synonymous.

Ethics refers to the guiding principles of
behavior, and ethical refers to norms or stan-
dards of behavior accepted by the society to
which a person belongs. Although the terms
moral and morality are generally used inter-
changeably with the terms ethics and ethical,
nurses can differentiate between the notion of
moral rights and duties and the notion of ethi-
cal rights and duties. Moral values refer to an
internal belief system (what one believes to be
right). This value system, defined as morality,
is expressed externally through a person’s be-
haviors. Ethical dilemmas are a “specific type
of moral conflict in which two or more ethi-
cal principles apply but support mutually in-
consistent courses of action” (Dwarswaard &
van de Bovenkamp, 2015, pp. 1131-1132). An
example that these authors provide is that the
nurse must respect patient autonomy and indi-
vidual patient responsibility when encouraging

and supporting self-management behaviors,
but the ethical principle of the patient’s right
to self-determination may clash with profes-
sional values that promote health and help
achieve medical outcomes. Legal rights and
duties, in contrast, refer to rules governing be-
havior or conduct that are enforceable by law
under threat of punishment or penalty, such as
a fine, imprisonment, or both.

The intricate relationship between ethics
and the law explains why ethics terminology;,
such as informed consent, confidentiality, non-
maleficence, and justice, can be found within
the language of the legal system. In keeping
with this practice, nurses may cite professional
commitment or moral obligation to justify the
education of clients as one dimension of their
role. By law, the teaching role of nurses is le-
gally mandated in the rules and standards of
the nurse practice act and the state board of
nursing that exist in the specific state where
the nurse resides, is licensed, and is employed.

Practice acts are documents that define
a profession, describe that profession’s scope of
practice, and provide guidelines for state pro-
fessional boards of nursing regarding standards
for practice, entry into a profession via licensure,
and disciplinary actions that can be taken when
necessary (Russell, 2012). Practice acts were de-
veloped to protect the public from unqualified
practitioners and to protect the professional ti-
tle, e.g., such as registered nurse (RN), occupa-
tional therapist (OT), respiratory therapist (RT),
and physical therapist (PT).

A model practice act (American Nurses
Association, 1978) serves as a template for in-
dividual states to follow, with the goal being to
minimize variability of professional practice
from state to state within a profession. From
the model, a state or other jurisdiction can de-
velop its own practice act that addresses its spe-
cific needs in addition to including the basic
information regarding scope of practice, licen-
sure requirements, and so forth (Flook, 2003;
Russell, 2012). Essentially then, a professional
practice act is not only legally binding but also
protected by the police authority of the state in
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the interest of protecting the public (Brent, 2001;
Mikos, 2004; Russell, 2012).

» Evolution of Ethical
and Legal Principles in
Health Care

In the past, ethics was relegated almost exclu-
sively to the philosophical and religious do-
mains. Likewise, from a historical vantage point,
medical and nursing care was considered a hu-
manitarian, if not charitable, endeavor. Often it
was provided by members of religious commu-
nities and others considered to be generous of
spirit, caring in nature, courageous, dedicated,
and self-sacrificing in their service to others.
Public respect for doctors and nurses was so
strong that for many years, healthcare organi-
zations in which they worked were considered
charitable institutions and, thus, were largely
immune from legal action “because it would
compel the charity to divert its funds for a pur-
pose never intended” (Lesnik & Anderson, 1962,
p. 211). In the same manner, healthcare prac-
titioners of the past—who were primarily phy-
sicians and nurses—were usually regarded as
Good Samaritans who acted in good faith and
for the most part were exempt from lawsuits.
Although court records of lawsuits involving
hospitals, physicians, and nurses can be found
dating back to the early 1900s, their numbers
pale in comparison with the volumes being gen-
erated daily in today’s world (Reising & Allen,
2007). Malpractice claims against nurses have
risen significantly in the first decade of the 21st
century and now constitute about 2 in every 100
malpractice payments (Reising, 2012). Further,
despite the horror stories that have been handed
down through the years regarding inhumane
and often torturous treatment of prisoners, the
mentally ill, the disabled, and the poor, in the
past there was only limited focus on ethical as-
pects of that care. In turn, little thought was
given to legal protection of the rights of people

with such mental, physical, or socioeconomic
challenges (Neil, 2015).

Clearly, this situation has changed dramat-
ically. For example, informed consent—a basic
tenet of the ethical practice of health care—was
established in the courts as early as 1914 by Jus-
tice Benjamin Cardozo. Cardozo determined
that every adult of sound mind has a right to
protect his or her own body and to determine
how it shall be treated (Hall, 1992; Schloendorff
v. Society of New York Hospitals, 1914). Although
the Cardozo decision has considerable magni-
tude in its scope, governmental interest in the
bioethical underpinnings of human rights in
the delivery of healthcare services did not re-
ally surface until after World War II.

Over the years, legal authorities such as
federal and state governments had maintained
a hands-off posture when it came to issues of
biomedical research or physician-patient re-
lationships. However, the human atrocities
committed by the Nazis in the name of bio-
medical research during World War II shocked
the world into critical awareness of gross vio-
lations of human rights. Unfortunately, such
abuses were not confined to wartime Europe.
On USS. soil, for example, the lack of treatment
of African Americans with syphilis in Tuskegee,
Alabama; the injection of live cancer cells into
uninformed, nonconsenting older adults at
the Brooklyn Chronic Disease Hospital; and
the use of institutionalized mentally retarded
children to study hepatitis at the Willow-
brook State School on Staten Island, New York,
startled the nation and raised public awareness
of disturbing breaches in the physician—patient
relationship (Brent, 2001; Centers for Disease
Control and Prevention, 2005; Rivera, 1972;
Thomas & Quinn, 1991; Weisbard & Arras, 1984).

Stirred to action by these disturbing phe-
nomena, in 1974 Congress moved with all due
deliberation to create the National Commission
for the Protection of Human Subjects of Bio-
medical and Behavioral Research (U.S. Depart-
ment of Health and Human Services [USDHHS],
1983). As an outcome of this unprecedented act,
an institutional review board for the protection
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of human subjects (IRBPHS) was rapidly es-
tablished at the local level by any hospital, aca-
demic medical center, agency, or organization
where research on human subjects was being
conducted. To this day, the primary function of
these IRBs is to safeguard all human study sub-
jects by insisting that research protocols include
voluntary participation and withdrawal, confi-
dentiality, truth telling, and informed consent
and that they address additional specific con-
cerns for vulnerable populations such as infants,
children, prisoners, and persons with mental ill-
nesses. Every proposal for biomedical research
that involves human subjects must be submit-
ted to a local IRBPHS for intensive review and
approval before the proposed study proceeds
(USDHHS, 1983). Further, in response to con-
cerns about the range of ethical issues associated
with medical practice and a perceived need to
regulate biomedical research, in 1978 Congress
established the President’s Commission for the
Study of Ethical Problems in Medicine and Bio-
medical and Behavioral Research (Brent, 2001;
Thomas & Quinn, 1991; USDHHS, 1983).

But did the professions themselves speak
up in the face of the outrageous violations of
human rights in the name of research? Indeed,
two professional groups acted well before the
1970s to establish uniform standards for profes-
sional education and conduct. The first was the
American Medical Association (AMA), which
wrote and published its Code of Medical Eth-
ics in 1847. Summarized as the Principles of
Medical Ethics in 1903, the code is currently in
its sixth revision (AMA, 2016). All five versions
address the precedence of patients’ welfare and
physicians’ moral rectitude over scientific accom-
plishment and professional gain. Despite such
regular attention to the values to which physi-
cians commit themselves individually and col-
lectively, the preceding historical examples attest
to a disconnection between espoused values and
actual practice, a failure of widespread individ-
ual and collective professional accountability.

As early as 1950, the American Nurses Asso-
ciation (ANA) developed and adopted an ethical
code for professional practice, titled the Code of

Ethics for Nurses with Interpretative Statements,
that has since been revised and updated sev-
eral times (ANA, 1976, 1985, 2001, 2015). This
code of ethics represents an articulation of nine
provisions for professional values and moral
obligations with respect to the nurse—patient
relationship and with respect of the profession
and its mission. Lachman (2009a, 2009b) out-
lines these provisions and further clarifies the
nursing role in each provision:

1. Honor the human dignity of all pa-
tients and coworkers.

2. Establish appropriate nurse—patient
boundaries, and focus on interdisci-
plinary collaboration.

3. The nurse-patient relationship is
grounded in privacy and confiden-
tiality.

4. The nurse is accountable for the
personal actions and the behaviors
of those persons to whom the nurse
has delegated responsibilities.

5. The nurse is responsible for main-
taining competence, preserving
integrity and safety, and continuing
personal growth.

6. The nurse has a responsibility to
deliver high-quality care to patients.

7. The nurse contributes to the ad-
vancement of the profession.

8.  The nurse participates in global
efforts for both health promotion
and disease prevention.

9.  Involvement in professional nursing
organizations supports the develop-
ment of social policy.

Although other health professions have
adopted their own codes of ethics, the nursing
profession’s code has been recognized as exem-
plary and has been used as a template by other
health discipline organizations in crafting their
own ethics documents. Health professional or-
ganizations have accepted the responsibility
for establishing standards of ethical behavior
for members of their disciplines in the context
of healthcare practice. In the end, however, it is
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up to the individual healthcare provider to take
his or her professional ethics code to heart. The
next section of this chapter addresses the appli-
cation of ethical and legal principles and con-
cepts by nurses to their clients.

In addition to these professional ethics codes,
the American Hospital Association (AHA) cre-
ated a document in 1973 titled A Patient’s Bill
of Rights, which was revised in 1992 (Associ-
ation of American Physicians and Surgeons,
1995). Since then, a copy of these patient rights
has been framed and posted in a public place
in every healthcare facility across the United
States. This document listed 12 expectations
that patients should have about their health
care, such as communication with the health-
care team, treatment, medical records, privacy,
and confidentiality.

Further, federal standards developed by
the Centers for Medicare and Medicaid Services
(CMS)—an arm of the Health Care Financing
Administration (HCFA)—require that each pa-
tient be provided with a personal copy of these
rights, either at the time of admission to the hos-
pital or long-term care facility or prior to the
initiation of care or treatment when admitted
to a surgery center, health maintenance organi-
zation (HMO), home care, or hospice. In fact,
many states have adopted the statement of pa-
tient rights for specific populations of health-
care consumers as part of their state health
code, which is why there is no one single ver-
sion of this document but many versions to fit
the needs of each facility (Academy of Medi-
cal-Surgical Nurses, 2009).

Regardless of the version used, these pa-
tient rights fall under the jurisdiction of the
law, rendering them legally enforceable by
threat of penalty. In 2005, new legislation to
expand the patient’s bill of rights to cover man-
aged care and other insurance plans was intro-
duced by Senator Edward Kennedy (D-MA) in
the U.S. Congress, but it was never passed into
law (Govtrack.us, 2005). Nevertheless, in 2003
the AHA replaced its original patient’s bill of
rights with what became known as The Pa-
tient Care Partnership, which condensed these

rights and responsibilities into six expectations
written in multiple languages and easy-to-
understand terms (AHA, 2008). In 2010 with
the enactment of the Affordable Care Act, a
new patient’s bill of rights was passed to pro-
vide dependents and people with preexisting
conditions the right to be protected by health
insurance (Bazemore, 2016).

» Application of Ethical
Principles to Patient
Education

Various theories and traditions frame a health
professional’s understanding of the ethical di-
mensions in the healthcare setting (Butts & Rich,
2016). In considering the ethical and legal re-
sponsibilities inherent in the process of patient
education, nurses and nursing students can turn
to a framework of six major ethical principles—
including the so-called big four principles ini-
tially proposed by Beauchamp and Childress
(1977)—that are specified in the ANAs Code
of Ethics (2015) and in similar ethics and pa-
tient rights documents promulgated by other
healthcare organizations as well as the federal
government. These principles, which encom-
pass the very issues that precipitated federal
intervention into healthcare affairs, are auton-
omy, veracity, confidentiality, nonmaleficence,
beneficence, and justice.

Autonomy

The term autonomy is derived from the Greek
words auto (“self”) and nomos (“law”) and re-
fers to the right of self-determination (Butts
& Rich, 2016; Tong, 2007). Laws have been
enacted to protect the patient’s right to make
choices independently. Federal mandates, such
as those dealing with informed consent, must
be evident in every application for federal fund-
ing to support biomedical research. The local
IRBPHS assumes the role of judge and jury to
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ascertain adherence to this enforceable regu-
lation (Dickey, 2006).

The Patient Self-Determination Act (PSDA),
which was passed by Congress in 1991 (Ulrich,
1999), is a clear example of the principle of au-
tonomy enacted into law. Any healthcare fa-
cility that receives Medicare and/or Medicaid
funds, including acute- and long-term care in-
stitutions, surgery centers, HMOs, hospices,
or home care organizations, must comply with
the PSDA. This law requires that, either at the
time of hospital admission or prior to the ini-
tiation of care or treatment in a community
health setting,

every individual receiving health care
be informed in writing of the right un-
der state law to make decisions about
his or her health care, including the
right to refuse medical and surgical care
and the right to initiate advance direc-
tives. (Mezey, Evans, Golob, Murphy,
& White, 1994, p. 30)

Although ultimate responsibility for dis-
cussing treatment options and a plan of care as
well as obtaining informed consent rests with the
physician, Menendez (2013) points out that it is
the nurse’s responsibility to ensure informed de-
cision making by patients. This includes, but is
certainly not limited to, advance directives (e.g.,
living wills, durable power of attorney for health
care, and designation of a healthcare agent). Ev-
idence of such instruction must appear in the
patient’s record, which is the legal document val-
idating that informed consent took place (Hall,
Prochazka, & Fink, 2012).

One principle worth noting in the ANA’s
Code of Ethics addresses collaboration “with
members of the health professions and other
citizens in promoting community and national
efforts to meet the health needs of the public”
(New York State Nurses Association, 2001, p. 6).
This principle certainly provides a justification
for patient education both within and outside
the healthcare organization. It provides an eth-
ical rationale for health education classes open

to the community, such as childbirth education
courses, smoking cessation classes, weight re-
duction sessions, discussions of women’s health
issues, and positive interventions for prevent-
ing child abuse. Although health education per
se is not an interpretive part of the principle of
autonomy, it certainly lends credence to the
ethical notion of assisting the public to attain
greater autonomy when it comes to matters of
health promotion and high-level wellness. In
fact, consistent with the Model Nurse Practice
Act (ANA, 1978), all contemporary nurse prac-
tice acts contain some type of direct or implicit
statements identifying health education as a legal
duty and responsibility of the registered nurse.

An additional moral framework through
which to view the practice of patient education
is a framework of expansion of patient capabili-
ties (Redman, 2008). The reason to view expan-
sion of capabilities as a moral enterprise is that
such goals as healthfulness, self-care, and en-
gaging in life, relationships, and pursuits “have
value in themselves and are of special impor-
tance in making possible any choice of a way
of life” (p. 815).

Another example of autonomy is the de-
velopment and use of patient decision aid in-
terventions that are designed to assist patients
in making informed treatment choices (Bekker,
2010). These patient decision aids, which in-
clude printed materials, videos, and interactive
web-based tutorials, provide patients with infor-
mation about specific health issues, diagnoses,
treatment risks and benefits, and question-
naires to determine whether they need more
information. “The emphasis on collaboration
between providers and patients on decision
making has, in turn, stimulated the develop-
ment of tools to help patients and their fami-
lies participate in clinical discussions and reach
decisions that incorporate personal values and
goals” (Wittmann-Price & Fisher, 2009, p. 60).

Veracity

Veracity, or truth telling, is closely linked to
informed decision making and informed consent.
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The landmark decision by Justice Benjamin
Cardozo (Schloendorffv. Society of New York Hos-
pitals, 1914) identified an individual’s fundamental
right to make decisions about his or her own body.
This ruling provides a basis in law for patient ed-
ucation or instruction regarding invasive medi-
cal procedures. Nurses are often confronted with
issues of truth telling, as was exemplified in the
Tuma vs. Board of Nursing case (Supreme Court
of Idaho, 1979). In the interest of full disclosure
of information, the nurse (Tuma) had advised
a patient with cancer of alternative treatments
without consulting the client’s physician. Tuma
was sued by the physician for interfering with
the medical regimen that he had prescribed for
care of this patient (Rankin & Stallings, 1990).
Although Tuma was eventually exonerated from
professional misconduct charges, the case em-
phasizes a significant point of law to be found
in the New York State Nurse Practice Act (New
York State Nurses Association, 1972), which
states that nursing actions must be consistent
with current medical therapies prescribed by
physicians. However, others insist that failure to
instruct the patient properly relative to invasive
procedures is equivalent to battery (Creighton,
1986; Hall et al., 2012). Therefore, in some in-
stances, the nurse may find himself or herself in
a double bind. If in such a dilemma, the nurse
has a variety of actions available. One possibility
would be to inform the physician of the profes-
sional double bind and engage with him or her
in achieving a course of action that best meets
the patient’s medical needs while respecting the
patient’s autonomy. The second possibility is to
seek out the institutional ethics committee or an
ethics consultant for assistance in negotiating in-
teractions with both the physician and the patient
(Cisar & Bell, 1995; Menendez, 2013; Robichaux,
2012) as well as in resolving ethical conflicts that
arise with differences between professional val-
ues and the values of the organization in which
nurses and physicians work (Gaudine, LeFort,
Lamb, & Thorne, 2011).

Cisar and Bell (1995) address this concept
of battery related to medical treatment and offer
the following explanation of the four elements

making up the notion of informed consent that
are such vital aspects of patient education:

1.  Competence, which refers to the
capacity of the patient to make a
reasonable decision.

2. Disclosure of information, which
requires that sufficient informa-
tion regarding risks and alternative
treatments—including no treatment
at all—be provided to the patient to
enable him or her to make a ratio-
nal decision.

3. Comprehension, which speaks to the
individual’s ability to understand
or to grasp intellectually the infor-
mation being provided. A child, for
example, may not yet be of an age
to understand any ramifications of
medical treatment and must, there-
fore, depend on his or her parents
to make a decision that will be in
the child’s best interest. Similarly,
for an adequate informed consent
conversation, all options must be
expressed in a language the patient
can understand and in lay terms.

4. Voluntariness, which indicates that
the patient can make a decision with-
out coercion or force from others.

Although all four of these elements might
be satisfied, the patient might still choose to
reject the regimen of care suggested by health-
care providers. This decision could be the re-
sult of the exorbitant cost of a treatment or it
might reflect certain personal or religious be-
liefs. Whatever the underlying motivation, it
must be recognized by all concerned that a
competent, informed patient cannot be forced
to accept treatment if he or she is aware of the
alternatives as well as the consequences of any
decision (Cisar & Bell, 1995; Menendez, 2013).

Finally, a dimension of the legality of truth
telling relates to the role of the nurse as expert
witness. Professional nurses who are recognized
for their skill or expertise in a specific area of
nursing practice may be called on to testify in
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court on behalf of either the plaintiff (the one
who initiates the litigation) or the defendant
(the one being sued). In any case, the concept
of expert testimony speaks for itself. Regardless
of the situation, the nurse must always tell the
truth and the patient (or his or her healthcare
agent) is always entitled to the truth (Hall, 1996).

Confidentiality

Confidentiality refers to personal information
that is entrusted and protected as privileged
information via a social contract, healthcare
standard or code, or legal covenant. When
this information is acquired in a professional
capacity from a patient, healthcare providers
may not disclose it without consent of that pa-
tient. If sensitive information were not to be
protected, patients would lose trust in their
providers and would be reluctant to openly
share problems with them or even seek medi-
cal care at all (Butts & Rich, 2016; University of
California, Irvine, 2015).

A distinction must be made between the
terms anonymous and confidential. Information
is anonymous, for example, when researchers are
unable to link any subject’s identity in the med-
ical record of that person. Information is con-
fidential when identifying materials appear on
subjects’ records but can be accessed only by the
researchers (Tong, 2007).

Only under special circumstances may se-
crecy be ethically broken, such as when a pa-
tient has been the victim or subject of a crime to
which the nurse or doctor is a witness (Lesnik &
Anderson, 1962). Other exceptions to confiden-
tiality occur when nurses or other health pro-
fessionals suspect or are aware of child or elder
abuse, narcotic use, legally reportable communi-
cable diseases, gunshot or knife wounds, or the
threat of violence toward someone. To protect
others from bodily harm, health professionals
are legally permitted to breach confidentiality.

In the case of communicable diseases, pa-
tients should not be forced or coerced to name
their contacts, again because respecting confiden-
tiality maintains trust between the patient and

the nurse. But is it fair to deprive a vulnerable
spouse or other contact of this important health
information? Is it morally acceptable to put one
person’s rights above those of another? In some
situations, yes, although these decisions are best
considered after much deliberation with the pa-
tient and other trusted health professionals. Of
course, if a patient discloses the identity of his or
her contacts, health professionals are mandated to
inform them in accordance with applicable state
laws. If a patient tests positive for HIV/AIDS, for
example, and has no intention of telling his or
her spouse about this diagnosis, the physician
has an obligation to warn the spouse directly or
indirectly (i.e., through anonymous lab report-
ing) of the risk of potential harm (Tong, 2007).

Adequate deliberation with the patient and
others can reveal circumstances in which the re-
ality is even more complex. For example, if the
physician or other primary healthcare provider
explores the patient’s rationale for not wanting
to inform his or her spouse of the infectious
disease status, it may be out of fear of inciting
domestic violence. According to Brent (2001),
“this area of legislation concerned with health
care privacy and disclosure reveals the tension
between what is good for the individual vis-a-
vis what is good for society” (p. 141).

The 2003 updated Health Insurance Porta-
bility and Accountability Act (HIPAA) ensures
nearly absolute confidentiality related to dis-
semination of patient information, unless the
patient himself or herself authorizes release of
such information (Kohlenberg, 2006). One goal
of the HIPAA policy, first enacted by Congress
in 1996, is to limit disclosure of patient health-
care information to third parties, such as insur-
ance companies or employers. This law, which
requires patients’ prior written consent for release
of their health information, was never meant to
interfere with consultation between professionals
but is intended to prevent, for example, “elevator
conversations” about private matters of individ-
uals entrusted to the care of health profession-
als. In a technologically advanced society such
as exists in the United States today, this law is
a must to ensure confidentiality (Tong, 2007).
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Currently, in some states and under certain
conditions, such as death or impending death,
a spouse or members of the immediate family
can be apprised of the patient’s condition if this
information was previously unknown to them.
Despite federal and state legislation protecting
the confidentiality rights of individuals, the is-
sue of the ethical/moral obligation of the patient
with HIV/AIDS or genetic disease, for example,
to voluntarily divulge his or her condition to
others who may be at risk remains largely un-
resolved (Legal Action Center, 2001).

Nonmaleficence

Nonmaleficence is defined as “do no harm”
and refers to the ethics of legal determina-
tions involving negligence and/or malpractice
(Beauchamp & Childress, 2012). According to
Brent (2001), negligence is defined as “con-
duct which falls below the standard established
by law for the protection of others against un-
reasonable risk of harm” (p. 54). She further
asserts that the concept of professional neg-
ligence “involves the conduct of professionals
(e.g., nurses, physicians, dentists, and lawyers)
that falls below a professional standard of due
care” (p. 55). As clarified by Tong (2007), due
care is “the kind of care healthcare profession-
als give patients when they treat them atten-
tively and vigilantly so as to avoid mistakes”
(p. 25). For negligence to exist, there must be a
duty between the injured party and the person
whose actions (or nonactions) caused the in-
jury. A breach of that duty must have occurred,
it must have been the immediate cause of the
injury, and the injured party must have experi-
enced damages from the injury (Brent, 2001).

The term malpractice, by comparison,
still holds as defined by Lesnik and Anderson in
1962. Malpractice, these authors assert, “refers to
alimited class of negligent activities committed
within the scope of performance by those pur-
suing a particular profession involving highly
skilled and technical services” (p. 234). More
recently, malpractice has been specifically de-
fined as “negligence, misconduct, or breach of

duty by a professional person that results in in-
jury or damage to a patient” (Reising & Allen,
2007, p. 39). Thus, malpractice is limited in scope
to those whose life work requires special educa-
tion and training as dictated by specific educa-
tional standards. In contrast, negligence refers
to all improper and wrongful conduct by any-
one arising out of any activity.

Reising and Allen (2007) describe the most
common causes for malpractice claims specif-
ically against nurses, but these causes are also
relevant to the conduct of other health pro-
fessionals within the scope of their practice
responsibilities:

1.  Failure to follow standards of care
2.  Failure to use equipment in a respon-
sible manner

Failure to communicate

Failure to document

Failure to assess and monitor
Failure to act as patient advocate

7.  Failure to delegate tasks properly

SR

The concept of duty is closely tied to the
concepts of negligence and malpractice. Nurses’
duties are spelled out in job descriptions at their
places of employment. Policy and procedure
manuals of healthcare facilities are certainly in-
tended to protect the patient and ensure good-
quality care, but they also exist to protect both
the employee—in this instance, the nurse—and
the employer against litigation. Policies are
more than guidelines. Policies and procedures
determine standards of behavior (duties) ex-
pected of employees of an institution and can
be used in a court of law in the determination
of negligence (Morales, 2012; Reising, 2012;
Weld & Bibb, 2009; Yoder-Wise, 2015).

The role of the registered nurse has evolved
over the past few decades. Nurses’ responsibil-
ities now include monitoring complex equip-
ment and data, operating lifesaving equipment,
coordinating patient care and services, and ad-
ministering million-dollar healthcare programs
(Weld & Bibb, 2009). As a result, nurses now
have a higher duty of care to their patients,
which in return can result in more risk of claims
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against them for negligence or malpractice. Ex-
pectations of professional nursing performance
also are measured against the nurse’s level of
education and concomitant skills, standing or-
ders issued by the physician, institution-specific
protocols, standards of care upheld by the pro-
fession (ANA), and standards of care adhered
to by any subspecialty organizations of which
the nurse may be a member. If, for example,
a nurse is certified in a clinical specialty or is
identified as a “specialist” although not certified
as such, he or she will be held to the standards
of that specialty (Yoder-Wise, 2015).

In the instance of litigation, the key opera-
tional principle is that the nurse is not measured
against the optimal or maximum professional
standards of performance; rather, the yardstick
consists of the prevailing practice of what a pru-
dent and reasonable nurse would do under the
same circumstances in a similar community
(Morales, 2012). Thus, the nurse’s duty to per-
form patient education (or lack thereof) is mea-
sured against not only the prevailing policy of
the employing institution but also the prevailing
practice in the community. In the case of clini-
cal nurse specialists (CNSs), nurse practitioners
(NPs), and clinical education specialists (CESs),
for example, the practice is measured against
institutional policies for this level of worker as
well as against the prevailing practice of nurses
performing at the same level in the community
or in the same geographic region.

Beneficence

Beneficence is defined as “doing good” for the
benefit of others. It is a concept that is legalized
through properly carrying out critical tasks and
duties contained in job descriptions; in poli-
cies, procedures, and protocols set forth by the
healthcare facility; and in standards and codes
of ethical behaviors established by professional
nursing organizations (Beauchamp & Childress,
2012). Adherence to these various professional
performance criteria and principles, including
adequate and current patient education, speaks
to the nurse’s commitment to act in the best

interest of the patient. Such behavior empha-
sizes patient welfare but not necessarily to the
harm of the healthcare provider.

The effort to save lives and relieve human
suffering is a duty to do what is right only
within reasonable limits. For example, when
AIDS first appeared, the cause of and means to
control this fatal disease were unknown. Some
health professionals protested that the duty of
beneficence did not include caring for patients
who put them at risk for this deadly, infectious,
and untreatable disease. Others maintained
that part of the decision to become a health
professional involves the acceptance of certain
personal risks: It is part of the job. Neverthe-
less, once it became clear that HIV transmis-
sion through occupational exposure was quite
small, most healthcare practitioners concurred
with the opinion of the AMA that it would
be unethical to refuse to care for patients just
because they were HIV positive (Tong, 2007).

Justice

Justice speaks to fairness and the equitable dis-
tribution of goods and services. The law is the
justice system. The focus of the law is the pro-
tection of society; the focus of health law is the
protection of the consumer. It is unjust to treat
one person better or worse than another person
in a similar condition or circumstance, unless
a difference in treatment can be justified with
good reason (Beauchamp & Childress, 2012).
Feinsod and Wagner (2008) point out that jus-
tice is a complex ethical principle concerned
with distributing benefits and burdens fairly to
individuals in social institutions, but they ques-
tion what it means to be fair. In today’s health-
care climate, professionals must be as objective
as possible in allocating scarce medical resources
in a just manner. Decision making for the fair
distribution of resources includes the following
criteria as defined by Tong (2007):

1.  To each, an equal share
2. To each, according to need
3. To each, according to effort
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4.  To each, according to contribution
To each, according to merit
6. To each, according to the ability to

pay (p. 30)

w

According to Tong (2007), professional
nurses may have second thoughts about the ap-
plication of these criteria in certain circumstances
because one or more of the criteria could be at
odds with the concept of justice. “To allocate
scarce resources to patients on the basis of their
social worth, moral goodness, or economic con-
dition rather than on the basis of their medical
condition is more often than not wrong” (p. 30).

As noted earlier, adherence to the rights of
patients is legally enforced in most states. In turn,
the nurse, or any other health professional, can
be subjected to penalty or to litigation for dis-
crimination in provision of care. Regardless of
his or her age, gender, physical disability, sexual
orientation, or race, for example, the patient has
aright to proper instruction regarding risks and
benefits of invasive medical procedures. She or
he also has a right to proper instruction regard-
ing self-care activities, such as home dialysis, for
example, that are beyond normal activities of
daily living for most people.

Furthermore, when a nurse is employed by
a healthcare facility, she or he agrees to a bind-
ing contract, written or tacit, to provide nurs-
ing services in accordance with the policies of
the facility. Failure to provide nursing care (in-
cluding educational services) based on patient
diagnosis or persistence in providing substan-
dard care based on patient age, diagnosis, cul-
ture, national origin, sexual preference, and the
like can result in liability for breach of contract
with the employing institution (Emanuel, 2000).

In 1986, it became illegal for virtually ev-
ery U.S. hospital to deny emergency evaluation
and treatment to patients solely based on their
ability to pay. Called the Emergency Medical
Treatment and Active Labor Act (EMTALA),
this federal legislation prohibits hospitals from
rejecting or “dumping” uninsured patients or
those covered by Medicare or Medicaid on “char-
ity” or county hospitals (Consolidated Omnibus

Budget Reconciliation Act [COBRA] of 1985).
In other words, all patients who present with an
emergency medical condition (or in active la-
bor) must be treated in the same way, regard-
less of insurance status.

Nevertheless, uninsured and Medicare and
Medicaid patients remain subject to other, more
subtle discrimination. Because many outpatient
facilities do not accept these patients, this restric-
tion on their right of access to health care ex-
tends to their right to access health education.
Emanuel (2000) raises a critical point in asserting
that “the diffuseness of decision making in the
American health care system precludes a coher-
ent process for allocating health care resources”
(p. 8). Emanuel further contends that managed
care organizations have systematically pursued
drastic cost reductions by restructuring delivery
systems and investing in expensive and elabo-
rate information systems. For example, HMOs
have bought out physician practices and have
become involved in numbers of related activities
with no substantial evidence that a high quality
of health care will be achieved at lower prices.

These issues influence whether health ed-
ucators can surmount the obstacles potentially
blocking the patient education process. In the
interest of cutting costs, HMOs also have suc-
ceeded in shortening lengths of hospital stays.
This development, in turn, has had a tremen-
dous effect on the delivery of education to the
hospitalized patient and presents serious obsta-
cles to the implementation of this mandate. Lack
of time serves as a major barrier to the nurse’s
or other health professional’s ability to give dis-
charge instructions that contain sufficient in-
formation for self-care. Also, illness acuity level
interferes with the patient’s ability to process the
information necessary to meet his or her physi-
cal and emotional needs.

Clearly, professional nurses are mandated
by organizational policy as well as by federal
and state regulations to provide patient educa-
tion. Great care must be taken to ensure that the
education justly due to the patient will be ad-
dressed post discharge, either in the ambulatory
care setting, at home, or in the physician’ office.
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» The Ethics of Education
in Classroom and
Practice Settings

The Student-Teacher
Relationship

Many of the foundational principles and con-
cepts of ethics that apply to patient care also ap-
ply to questions of what ought to be done or how
health professionals ought to behave in the ed-
ucation of students for the health professions.
Students and teachers have their own perspec-
tives, visions, values, and preferences that are
unknown to each other. These two worldviews
come together in the classroom. They must be
negotiated and understood by each party for the
process of education to proceed with trust and
respect (Freedman, 2003).

A balance of power exists between the teacher
(expert) and the student (novice). The teacher
possesses discipline-specific expertise, which
is key to the student’s academic success, career
achievement, and competent care of patients.
Students must be able to trust their teachers—
even instantaneously—and believe that the
instruction provided by them will be accurate,
appropriate, and up to date. Students have a right
to assume their instructors are competent and
will employ that competence in the best inter-
ests of the students and the nursing profession.

Another area of ethical import inherent in
student-teacher relationships is the potential
blurring of professional-personal boundaries.
Students may experience personal difficulties
that can interfere with their studies or with
their goals in pursuing a degree in the health
professions. If the nature of the student’s con-
cerns is outside pedagogic goals, how should
the teacher respond? In such a case, the eth-
ics of the situation applies not to the process
of education itself but to two individuals who
happen to know each other because of an ed-
ucational context. This distinction is import-
ant. When teachers are called upon to serve as

advisors for students, typically the advice given
in the context of that relationship pertains to
professional education matters. At other times,
a teacher may be approached because he or she
is known to the student and is trustworthy in
a classroom context, but the issue at hand re-
quires counseling of a noneducational nature.
In such a case, the teacher is expected to ad-
dress openly and honestly with the student
the potential consequences to their student-
teacher relationship of discussing personal
issues (Ewashen & Lane, 2007).

Educators can use the following specific
criteria to distinguish between interactions that
are appropriate in the context of the educational
process and those that are less appropriate or
even frankly inappropriate (Martinez, 2000):

m  Riskof harm to the student or to the student-
teacher relationship

m  Presence of coercion or exploitation

m  Potential benefit to the student or to the
student-teacher relationship

m  Balance of student’s interests and teacher’s
interests

B Presence of professional ideals

These five criteria can assist the teacher in
being fully honest with himself or herself re-
garding the appropriateness of counseling the
student and can serve as an extremely useful
guide in uncertain situations.

Students are autonomous agents. If they
choose to follow the prescribed course of study
and are successful, they will develop professional
autonomy; attain their professional goals, achieve
professional competence, and be equipped to de-
velop relationships with colleagues and patients.
Students in disciplines such as cytotechnology or
laboratory technology, who do not have direct
patient care responsibilities but who will spend
their careers in a laboratory, also have a fiduciary
relationship to the patients whose diagnoses,
treatments, and future lives depend on the accu-
rate examination of tissues and other specimens.

Students are responsible for speaking up
when they experience problems with or obstacles
to their learning. Otherwise, their teachers may
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make overly ambitious demands on and have
unrealistic expectations for students in the learn-
ing process. Just as students have the right to ex-
pect honesty from their teachers, so do they have
a reciprocal duty to be truthful—such as when
they have not done an assignment or prepared
for a class activity or have made a mistake. In
addition, truthfulness affects a vulnerable third
party: the patient whose care is at the hands of
the student. Taking responsibility for one’s mis-
steps as a student reveals the student’s commit-
ment to honesty, the primacy of patient welfare,
and trustworthiness (Reiser, 1994).

Sometimes students in the health profes-
sions also decide to shield their instructors from
the complexities of their patients’ situations. Per-
haps students want to help their patients appear
as “good” as possible. Alternatively, perhaps mo-
tivated by a desire to get a good evaluation them-
selves and avoid descriptors such as “difficult,”
“took up too much time with details,” or “not a
team player;” students may select what they be-
lieve their instructors will want to deal with. One
student who was following a postsurgical pa-
tient remarked, “[I]n bringing up my patient’s
[sore] throat, I was also wasting precious time
...»and so I learned to keep quiet about his com-
plaints” (Zucker, 2009). By acting in this way, stu-
dents place their perceptions of their instructors’
needs before the needs of their patients, at a time
when the students are trying to learn exactly
which bona fide medical needs should legiti-
mately assume priority over others. Who else but
instructors can most effectively assist students to
learn how to prioritize among competing patient
concerns? Yet how can instructors perform this
important component of their jobs if they are
hearing a censored rendition of those concerns?

By trying to appear “good” and restrict the
range and depth of concerns patients bring to
their health professionals, students may under-
mine the reciprocity of the healthcare provider-
patient relationship. Without the framework of
an explicitly bidirectional education model, pa-
tients may be reluctant to voice all their concerns,
reservations, and questions about a proposed
recommendation or treatment.

In addition, consider the ethical import of
the transience of many student-teacher relation-
ships (Christakis & Feudtner, 1997). For exam-
ple, the system of nursing education can create
communities of relative strangers. A nursing
student may conflate trust with authority when
a visiting professor teaches a core course in the
curriculum. Although the visiting professor may
be a renowned authority on complementary and
alternative therapies, she may be authoritarian
in the classroom, a poor exemplar of putting
the student’s educational needs first. The stu-
dent may deferentially endure the class, knowing
that sooner or later it will end and the professor
will return to her home institution. Such a poor
learning climate discourages any reciprocity of
concern or trust, impedes the student’s profes-
sional development, and deprives the professor
of valuable opportunities to demonstrate humil-
ity before the students.

Students rely on their teachers to be role
models and mentors. They observe how teach-
ers hold themselves and other instructors ac-
countable to honest and conscientious practice
standards. They witness how teachers treat stu-
dents and colleagues. Such teacher behaviors
exemplify instruction in a relational context:
Technical information is interwoven with role
modeling. From these observations, students re-
ceive lessons that assist them in developing and
establishing habits of interaction with coworkers,
patients, and, if they become educators them-
selves, their own future students (Reiser, 1993).

The Patient—Provider
Relationship

Nurses (and nursing students) and the patients
they care for also have their own worldviews that
come together in the practice setting. These per-
spectives must be negotiated and understood by
each party for the process of patient education
to occur with a sense of trust.

As with the student-teacher relationship, it
is important to recognize the balance of power
that exists between a nurse—even a nursing
student—and a patient. The nurse possesses
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medical expertise: keys to the patient’s health,
well-being, and ability to work, play, go to school,
or engage in social relationships. For those rea-
sons, the ethics of being a patient typically in-
cludes respecting nurses and trusting them to
have the patient’s best interests at heart. Lach-
man (2012) speaks to the care nurses render to
patients as being an ethical task. Caring is not
only essential for the physical and psychological
well-being of patients but caring also requires
getting involved in a network of relationships
to meet patient’s needs. Patients have a moral
claim on the nurse’s competence and on the
use of that competence for the patient’s welfare
(Pellegrino, 1993).

The blurring of professional-personal bound-
aries is also an area of ethical importance com-
mon to nurses’ (or nursing students’) relationships
with their patients. The potential for blurred
boundaries between professionals and patients
is particularly evident because of the intimacies
of the practice setting. Patient education can take
place when patients are wearing little clothing,
are lying down in a bed, are sharing personal
information with the nurse, or are in the con-
text of medically related physical contact. Again,
the five criteria noted earlier in the students and
teachers section (Martinez, 2000) are relevant.
Simply substitute the word patient or client for
student to distinguish between interactions that
are appropriate in the context of the practice set-
ting and those that are less appropriate or even
frankly inappropriate (Martinez, 2000):

B Riskof harm to the patient or to the patient-
teacher relationship

B Presence of coercion or exploitation

B Potential benefit to the patient or to the
patient-teacher relationship

B Balance of the patient’s interests and the
teacher’s interests

B Presence of professional ideals

These five criteria can assist the teacher in
being fully honest with himself or herself re-
garding the appropriateness of counseling the
patient and can serve as an extremely useful
guide in uncertain situations.

Nurses are obligated to remain mindful of
the power imbalance between themselves and
their patients, to put the patient’s welfare be-
fore their own concerns, and to reflect honestly
on the consequences of blurred boundaries to
the patient and to their relationship with the
patient in the practice setting.

Out of a respect for patient autonomy, a
model of medical decision making shared between
health professionals and patients has assumed
primacy in various health communication cur-
ricula and practices (deBocanegra & Gany, 2004;
Donetto, 2010; Freedman, 2003; Visser, 1998).
This model supports imparting health-related in-
formation selected by the health professional to
the patient for the purposes of the patient mak-
ing his or her choices and preferences known.
Although health professionals engaging in this
process may mean well, the unidirectional nature
of this model of patient education succeeds in re-
inforcing the power that health professionals have
over patients because of their technical knowl-
edge. Therefore, ethical decision making is nec-
essary in ensuring patients’ safety and well-being.

New evidence indicates that concerns may
arise regarding healthcare professionals” ethi-
cal competency. Park (2012) developed an in-
tegrated model consisting of six steps designed
to better guide ethical decision making:

1. The identification of an ethical
problem

2. The collection of information to
identify the problem and develop
solutions

3. The development of alternatives for
analysis and comparison

4. The selection of the best alternatives
and justification

5.  The development of diverse, practi-
cal ways to implement ethical deci-
sions and actions

6. The evaluation of effects and de-
velopment of strategies to prevent
a similar occurrence

Park (2012) acknowledges that the use of
this model does not guarantee ethically right or
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good decisions, but it does support an improved
process of making ethical decisions.

Nursing students may be inclined to rely
on a largely information-dissemination method
of educating patients. This is understandable
during the formative years of their education
when they are beginning to appreciate and
employ their own technical knowledge. In-
evitably, such a reductionistic conception of
patient education will bump up against real
practice situations in which the complex-
ity of individual patients’ circumstances de-
mands a more reciprocal model of education
(Donetto, 2010).

Like students, patients are autonomous
agents. They may choose to follow the rec-
ommended course of treatment because they
trust their health professional and believe that
what has been recommended will improve
their condition. They may also follow rec-
ommendations because they understand the
rationale for the treatment, they consider the
treatment to be acceptable or at least tolera-
ble, the treatment fits into their lifestyle and
worldview, they can afford it financially, and
for many other reasons.

Furthermore, some patients believe that
they should behave like good patients by tak-
ing all medications or doing all exercises as pre-
scribed, adhering to a recommended diet, not
complaining, and so forth, so that their health
professional will like them, consider them wor-
thy of their time, and want to continue to take
care of them (Buckwalter, 2007; Freedman,
2003). This desire to be a good patient under-
scores how dependent and vulnerable patients
can feel. Even when presenting for a screen-
ing mammogram or follow-up urine culture,
patients are not at their best. At every medical
encounter, there exists the potential for discov-
ering something that merits concern.

In the practice setting, it is plausible that
a nurse providing discharge instructions to a
patient might not necessarily give the patient
a fair share of his or her time or be open to all
the patient’s questions if the nurse knows he or
she will never see that patient again. Admittedly,

the better the patient education, the longer the
patient will likely remain out of the hospital.
However, if the nurse is extremely busy with
other competing priorities or is tired from hav-
ing worked two shifts in a row, he or she may
not reflect on how fatigue or work demands
lead to a failure to focus primarily on this pa-
tient’s welfare. It may be easier for the nurse
to assume a let-someone-else-deal-with-it at-
titude. Transient relationships facilitate a lack
of focus on the welfare, time, and interests of
each patient.

All professional nurses will face a conflict
of values, ethically and professionally, at some
point in their career (Robichaux, 2012). Ethical
dilemmas happen when ethics principles can be
interpreted from different perspectives. That is,
what is right or wrong can be debated and dif-
ferent courses of action are recommended by
one or more parties. So, too, some actions can
have two outcomes, one of which is beneficial
and the other harmful. In ethics, this is known
as the doctrine of double effect. For example,
withdrawing life support relieves suffering but
may result in someone’s demise or administer-
ing high doses of opioids to a terminally ill pa-
tient may relieve pain and dyspnea but likely
hastens death (Di Leonardi, 2012a). With re-
spect to ethical leadership, nursing leaders need
to be able to anticipate ethical challenges and
focus on appropriate professional values. Key to
ethical nurse leadership is a willingness to col-
laborate with colleagues, apply evidence-based
practice to remain competent, and invite feed-
back from others for ethical decision making
(Gallagher & Tschudin, 2010).

» Legality of Patient
Education and
Information

The patient’s right to adequate information re-
garding his or her physical condition, medica-
tions, risks, and access to information regarding
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alternative treatments is specifically spelled out
in the revised edition of A Patient’s Bill of Rights
(AHA, 1992; President’s Advisory Commission,
1998). As noted earlier, many states have adopted
these rights as part of their health code, thus ren-
dering them legal and enforceable by law. Pa-
tients’ rights to education and information also
are regulated through standards put forth by ac-
crediting bodies such as The Joint Commission
[TJC] (2015), formerly known as the Joint Com-
mission on Accreditation of Healthcare Orga-
nizations (JCAHO). Although these standards
are not enforceable in the same manner as law,
lack of organizational conformity can lead to
loss of accreditation, which in turn jeopardizes
the facility’s eligibility for third-party reimburse-
ment, as well as loss of Medicare and Medicaid
reimbursement. Lack of organizational confor-
mity can also lead to loss of public confidence
in the institution.

In addition, state regulations pertaining to
patient education are published and enforced
under threat of penalty (fine, citation, or both)
by the department of health in many states.
Federal regulations, enforceable as laws, also
mandate patient education in those health-
care facilities receiving Medicare and Med-
icaid funding. Moreover, as discussed earlier,
the federal government mandates full patient
disclosure in cases of participation in biomed-
ical research in any setting or for any feder-
ally funded project or experimental research
involving human subjects.

It should be noted that the AHA’s 1975 orig-
inal draft rendition of A Patient’s Bill of Rights,
along with all the later revision of these rights,
is linked to or associated with every ethical
principle. The revised A Patient’s Bill of Rights
(AHA, 1992) is rooted in the conditions of
participation in Medicare set forth under fed-
eral standards established by the CMS. Corre-
sponding accreditation standards promulgated
by TJC further emphasize these standards. All
these laws and professional standards serve to
ensure the fundamental rights of every person
as a consumer of healthcare services. TABLE 2-1
outlines the relationship of ethical principles

to the laws and professional standards appli-
cable to each principle.

Physicians are responsible and accountable
for proper patient education. Realistically, how-
ever, the nurse or some other physician-appointed
designee often carries out patient education.
Physicians’ responsibility notwithstanding, “pa-
tient education is central to the culture of nurs-
ing as well as to its legal practice” (Redman,
2008, p. 817) by virtue of respective state nurse
practice acts. The issue regarding patient edu-
cation is not necessarily one of omission on any-
on€’s part. Rather, the heart of the matter may
be proper documentation that teaching has, in
fact, been done.

» Legal and Financial
Implications of
Documentation

The 89th Congress enacted the Comprehensive
Health Planning Act in 1965, Public Law 89-97,
1965 (Boyd, Gleit, Graham, & Whitman, 1998).
The entitlements of Medicare and Medicaid—
which revolutionized the provision of health care
for older adults and people who are socioeco-
nomically deprived—were established through
this act. The act stressed the importance of dis-
ease prevention and rehabilitation in health care.
Thus, to qualify for Medicare and Medicaid re-
imbursement, “a hospital has to show evidence
that patient education has been a part of patient
care” (Boyd et al., 1998, p. 26). Proper documen-
tation provides written testimony that patient
education has indeed occurred.

For atleast the past 25 years, TJC has rein-
forced the federal mandate by requiring docu-
mentation of patient and/or family education
in the patient record. Pertinent to this point is
the doctrine of respondeat superior, or the
master—servant rule. Respondeat superior pro-
vides that the employer may be held liable for
negligence, assault and battery, false imprison-
ment, slander, libel, or any other tort committed
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TABLE 2-1 Linkages Between Ethical Principles, the Law, and Practice Standards

Ethical Principles Legal Actions/Decisions and Standards of Practice

Cardozo decision regarding informed consent
Institutional review boards

Patient Self-Determination Act

A Patient’s Bill of Rights

Joint Commission/CMS standards

Autonomy (self-determination)

Veracity (truth telling)

Cardozo decision regarding informed consent

A Patient’s Bill of Rights
Tuma decision
Joint Commission/CMS standards

Confidentiality (privileged
information)

Privileged information
A Patient’s Bill of Rights

Joint Commission/CMS standards

HIPAA

Nonmaleficence (do no harm)

Malpractice/negligence rights and duties

Nurse practice acts

A Patient’s Bill of Rights

Darling v. Charleston Memorial Hospital
State health codes

Joint Commission/CMS standards

Beneficence (doing good)

A Patient’s Bill of Rights

State health codes

Job descriptions

Standards of practice

Policy and procedure manuals
Joint Commission/CMS standards

Justice (equal distribution of benefits
and burdens)

A Patient’s Bill of Rights
Antidiscrimination/affirmative action laws

Americans with Disabilities Act
Joint Commission/CMS standards

by an employee (Lesnik & Anderson, 1962).
The landmark case supporting the doctrine of
respondeat superior in the healthcare field was
the 1965 case of Darling v. Charleston Memorial
Hospital. Although the Darling case dealt with
negligence in the performance of professional

duties of the physician, it brought out—possibly
for the first time—the professional obligations
or duties of nurses to ensure the well-being of
the patient (Brown, 1976).

In any litigation where the doctrine of re-
spondeat superior is applied, outcomes can hold
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the organization liable for damages (monetary
retribution). Thus, it behooves the nurse as both
employee and professional providing patient edu-
cation to document that education appropriately
and to be critically conscious of the legal and fi-
nancial ramifications to the healthcare facility
in which he or she is employed (ANA, 2010).

Casey (1995) pointed out many years ago
that of all lapses in documentation, patient teach-
ing was identified as “probably the most undoc-
umented skilled service because nurses do not
recognize the scope and depth of the teaching
they do” (p. 257). Lack of documentation con-
tinues to reflect negligence in adhering to the
mandates of the nurse practice acts. This lax-
ity is unfortunate because patient records can
be subpoenaed for court evidence in malprac-
tice cases. Appropriate documentation can be
the determining factor in the outcome of litiga-
tion (Di Leonardi, 2012b). Pure and simple, if
the instruction isn’t documented, it didn’t occur!

Furthermore, documentation is a vehicle
of communication that provides critical infor-
mation to other health professionals involved
with the patient’s care. Failure to document
not only renders other staff potentially liable
but also renders the facility liable and in jeop-
ardy of losing its accreditation. Concomitantly,
the institution is also in danger of losing its ap-
propriations for Medicare and Medicaid reim-
bursement (Leventhal, 2014).

In this digital age, implementation of elec-
tronic medical records (EMR) system, also
known as electronic health records (EHR) sys-
tem, is widespread in all healthcare settings with
the passage of the Health Information Tech-
nology for Economic and Clinical Health Act
(HITECH), which was part of the American Re-
covery and Reinvestment Act of 2009 (Blumenthal
& Tavenner, 2010). Thorough and accurate doc-
umentation has always been of utmost impor-
tance in the delivery of safe, high-quality care
and it applies equally to paper and digital records.
It has been estimated that 35-40% of malprac-
tice cases are lost because of poor documenta-
tion (Zamboni, 2016).

Although the EMR/EHR system promises
many benefits, it also has potentially “serious
unintended consequences” (Bowman, 2013,
p- 1). Its advantages, for example, are that typed
notes are much easier to read, prompts remind
providers to deliver medications and care on
time, information can be rapidly retrieved for
team-based care coordination, confidentiality
of patient information is more protected, infor-
mation is provided for third-party billing, and
in the long run healthcare costs are expected to
decrease. However, digital recording also has its
disadvantages, such as drop-down menus do not
allow for as much detail as handwritten notes, if
no new information has surfaced it is easy to be
tempted not to record anything, all it takes is the
click of a mouse on a wrong choice in the elec-
tronic system that can lead to the wrong medi-
cation being prescribed, and digital entries are
not as robust as personal handwritten entries
to trigger clear memory of events.

Poor documentation, regardless of whether
it be paper or digital recordings, carries the same
weight in the court of law (Gamble, 2012; Hoyt,
2014; Zamboni, 2016). With the relatively re-
cent adoption and use of EHRs, legal and ethical
dilemmas as well as financial questions remain
with respect to the extent to which digital re-
cords can reform health care (Gamble, 2012;
Sittig & Singh, 2011; Zamboni, 2016). Infor-
mation integrity—that is, data being lost or
incorrectly entered, displayed, and transmit-
ted (known as e-iatrogenesis), and reduced
provider—patient focus—that is, the consumer
perceiving the nurse is not listening or mak-
ing sufficient eye contact because of attention
being given instead to navigating the screens
and making entries, are still serious issues that
need to be resolved (Bowman, 2013; Hoyt, 2014;
Zamboni, 2016).

Even in today’s current practice environ-
ment, an invaluable interdisciplinary method
proposed by Snyder (1996) to document pa-
tient education is still pertinent. This method
relies on a flow sheet that used to be included
in the patient’s paper chart but now can be
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incorporated into electronic medical records.
The flow sheet includes identification of patient
and family educational needs based on the fol-
lowing important variables:

m  Readiness to learn (based on admission
assessment of the patient)

®m  Obstacles to learning, which might include
language, sensory deficits such as lack of
vision or hearing, low literacy, cognitive
deficits, or other challenges

B Referrals, which might include a patient
advocate or an ethics committee

The form provides documentation space for
who was taught (e.g., patient or family), what
was taught (e.g., medication administration),
when it was taught, which strategies of teach-
ing were used (teaching methods and instruc-
tional materials), and how the patient responded
to instruction (which outcomes were achieved).

Informed consent has become the pri-
mary standard of protecting patients’ rights
and assists in guiding ethical healthcare prac-
tice. Although nurses are not responsible for
completing the process of informed consent,
they do have the duty to verify that consent
has been given. Consent must be granted by
the patient or legal guardian before a patient
undergoes a procedure. The nurse also acts as
a resource to patients who may ask for clarifi-
cation or information to be repeated in terms
they can understand. Simplistically, informed
consent is a patient’s right to establish what
should or should not be done to his or her body
(Menendez, 2013).

According to Hall and collegues (2012), in-
formed consent has three purposes—legal, eth-
ical, and administrative—which may overlap
depending on the context and situation. Legally,
consent protects patients’ rights to autonomy and
self-determination and guards against assault
and battery from unwanted medical interven-
tions. Ethically, consent also protects patients’
right to autonomy as well as supports their goals
in care. Administratively, compliance involves
the physical process of completing informed

consent. The process should involve the phy-
sician providing the patient with information
on the diagnosis, procedure, treatment options
(including no treatment), and the risks and ben-
efits of the procedure. The nurse’s role is to en-
sure this information was provided and that the
patient understands what has been communi-
cated by the physician. Most often, consent is
completed by using a specific consent form, but
the process should be well documented in other
areas of the patient’s medical record to ensure
that legal and ethical components are reflected
(Menendez, 2013).

Hall et al. (2012) and Menendez (2013)
also list several factors that affect obtaining in-
formed consent:

1. Patient comprehension: Readiness
to learn, locus of control, patient
age, prior education, reading level,
cognitive function, and anxiety can
determine the level of understanding.

2. Patient use of disclosed information:
The amount of detail the patient
wants to know about a procedure
can vary, and decision making can
be influenced by a belief that there
is “no other choice” or by a feeling
of being forced to sign permission.

3.  Patient autonomy: Decision mak-
ing can be made independently, in
collaboration with others, or turned
over to a legally appointed person.

4. Demands on providers: Time can
influence the ability to adequately
complete the process.

5. Physicians meeting minimum demands:
Criteria must be met for completely
informed decision making.

Brenner, Brenner, and Horowitz (2009)
further examined informed consent and pro-
posed returning to an educational model to
increase patients’ sense of control and thereby
improve healthcare outcomes, such as com-
pliance, disease prevention, and health pro-
motion. These authors state that the current
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process of informed consent has discouraged
patients from taking an active part in mak-
ing their own healthcare decisions, by turn-
ing this process into essentially one of signing
a liability waiver. However, to return to an ed-
ucational model, the consent forms must be re-
viewed and revised for comprehensibility and
educational value.

First and foremost, health literacy plays a
significant role in a patient’s ability to actively
and effectively take part in his or her care. See
Chapter 7 for more information on tools to as-
sess the literacy level of patients and the read-
ability of materials, such as consent forms.

Second, the informed consent process must
change the way physicians deliver information.
Brenner et al. (2009) explain that patients may
have the fantasy misconception that the physi-
cian is a “great healer;” which creates a false per-
ception of the outcome. A positive perception
is developed when the physician shows empa-
thy toward patients, acknowledging their fears
and concerns, and reassuring them that their
fears and concerns are expected and respected.
The physician must recognize that negative out-
comes can develop, as with any procedure, but
continued support of the patient, regardless of
the outcomes, is a necessity.

Because patient education and patient en-
gagement are critical elements to meaning-
ful consent, healthcare providers must be sure
that patients understand their consent options
and the impact of their decisions in choos-
ing to consent. In the electronic age, informed
consent involves educating patients about the
sharing of their health information via the elec-
tronic health information exchange (eHIE)—the
way healthcare providers access and share pa-
tient health information with one another by
way of their computers. Patient education must
include full transparency about such factors
as privacy and security regarding who has ac-
cess to information, why information might be
shared, and how information is protected so
that patients can make informed consent deci-
sions (HealthIT.gov, 2014).

» Economic Factorsin
Healthcare Education:
Justice and Duty
Revisited

Some might consider the parameters of health-
care economics and finances as objective in-
formation that can be used for any number of
purposes. Fiscal solvency and forecasting of
economic growth of an organization are good
examples of such purposes. Others would agree
that in addition to the legal mandates for pa-
tient education and the importance of docu-
mentation, another ethical principle speaks to
both quality of care and justice, which refers
to the equitable distribution of goods and ser-
vices. In the interest of patient care, the patient
as a human being has a right to good-quality
care regardless of his or her economic status,
national origin, race, and the like. Furthermore,
health professionals have a duty to ensure that
such services are provided, and the healthcare
organization has the right to expect that it will
receive its fair share of reimbursable revenues
for services rendered.

Thus, as an employee of a healthcare insti-
tution or agency, the nurse has a duty to carry
out organizational policies and mandates by
acting in an accountable and responsible man-
ner. In an environment characterized by shrink-
ing healthcare dollars, continuous shortages of
staff, and dramatically shortened lengths of stay
yielding rapid patient turnover, organizations
are challenged to ensure that their professional
staff are competent to provide educational ser-
vices, while at the same time doing so in the
most efficient and cost-effective manner possi-
ble. This is an interesting dilemma considering
that patient education is identified as a legal re-
sponsibility of nurses in their state practice acts.
Prelicensure education programs are challenged
to prepare nursing students adequately for this
critical function.
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The principle of justice is a critical consid-
eration in patient education. The rapid changes
and trends in contemporary health care are, for
the most part, economically driven. Described
as chaotic by some, the U.S. healthcare sys-
tem in many ways is challenged to maintain
its humanistic and charitable origins that have
characterized healthcare services in this coun-
try across the decades. Indeed, organizations
that provide health care are caught between
the need to allocate scarce resources and the
necessity to provide just, yet economically
teasible, services.

On the one hand, the managed care ap-
proach results in shrinking revenues. This trend,
in turn, dictates shorter patient stays in hospi-
tals and doing more with less. Despite contin-
ued shortages of healthcare personnel in most
geographic areas of the United States, health fa-
cilities are continuing to expand their clinical
offerings into satellite types of ambulatory and
home care services in a bid to increase their rev-
enues. On the other hand, these same organi-
zations are held to the exact standards of care
written in A Patient’s Bill of Rights (AHA, 1992),
which is regulated as a contingency of Medicare
and Medicaid participation by the CMS and for
agency accreditation. In turn, accreditation of
hospitals and other healthcare organizations
dictates eligibility for third-party reimbursement
in both the public and private sectors. Thus, the
regulated right of clients to health education
carries a corresponding duty of healthcare in-
stitutions and agencies to provide that service.

» Financial Terminology

Given the fact that the role of the nurse as edu-
cator is an essential aspect of care delivery, this
section provides an overview of financial terms
that directly affects both staff and patient edu-
cation. Such educational services are not pro-
vided without an accompanying cost of human
and material resources. Thus, it is important to
know that expenses are essentially classified into
two categories: direct costs and indirect costs

(Arline, 2015; Gift, 1994; Hughes, 2011). The
sources of revenue (profit) that an institution or
agency can accumulate from patient education
efforts are known as cost savings, cost benefit,
and cost recovery (Abruzzese, 1992; Ghebrehi-
wet, 2005; Mitton & Donaldson, 2004; Wasson &
Anderson, 1993).

Direct Costs

Direct costs are tangible, predictable expenses,
a substantial portion of which include person-
nel salaries, employment benefits, and equip-
ment (Arline, 2015; Gift, 1994; Hughes, 2011).
This share of an organization’s budget is almost
always the largest percentage of the total costs
to operate any healthcare facility. Because of
the labor-intensive function of nursing care de-
livery, the costs of nurses’ salaries and benefits
usually account for at least 50%—if not more—
of the total facility budget. Of course, the
higher the educational level of nursing staff, the
higher the salaries and benefits, and, therefore,
the higher the institution’s total direct costs.

Time also is considered a direct cost, but
it is often difficult to predict how long it will
take nurses to plan, implement, and evaluate the
individual patient teaching encounters and the
educational programs being offered. Although
the purpose of salary is to buy an employee’s time
and special expertise, planning and carrying out
patient or staff education may exceed the time
allocated for care, and the nurse educator draws
overtime pay. That extra cost may not have been
anticipated in the budget planning process.

Time as a direct cost is a major factor in-
cluded in a cost-benefit analysis. If the time it
takes to prepare and offer patient or staff educa-
tion programs is greater than the financial gain
to the institution, the facility may seek other
ways of providing this service, such as com-
puterized programmed instruction or a patient
television channel.

Also, equipment is classified as a direct cost.
No organization can function without proper
materials and tools, which also means there
is the need to replace them when necessary.



Teaching requires written materials, audiovi-
sual tools, and other equipment for the delivery
of instruction, such as handouts and brochures,
models, closed-circuit televisions, computers,
and copy machines. Although renting or leas-
ing equipment may sometimes be less expen-
sive than purchasing it, rental and leasing costs
are still categorized as direct costs.

Direct costs are divided into two types: fixed
and variable. Fixed costs are those expenses
that are predictable, remain the same over time,
and can be controlled. Salaries, for example, are
fixed costs because they remain relatively stable
and also can be manipulated. The facility usually
makes annual decisions to give employee raises,
to freeze salaries, or to cut positions, thereby in-
fluencing the budgeted amount for direct cost
expenditures. In addition, mortgages, loan repay-
ments, and the like are included as fixed costs.

Variable costs are those costs that, in
the case of healthcare organizations, depend
on volume. The number of meals prepared,
for example, depends on the patient census.
From an educational perspective, the demand
for patient teaching depends on the number
and diagnostic types of patients. For example,
if the volume of total hip replacement patients
is low, educational costs may be high resulting
from the fact that intensive one-to-one instruc-
tion must be offered to each patient admitted.
Conversely, if the volume of total hip replace-
ment surgeries is high, it is relatively less ex-
pensive to provide standardized programs of
instruction via group teaching sessions. As an-
other example, if demand or turnover of nurs-
ing staff increases, the number of orientation
sessions for new employees would increase in
volume. Supply-related expenses—another di-
rect, variable cost—can change depending on
the amount and type needed. Variable costs can
become fixed costs when volume remains con-
sistently high or low over time.

Indirect Costs

Indirect costs are those costs not directly re-
lated to the actual delivery of an educational
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program. They include, but are not limited to,
institutional overhead such as heating and air
conditioning, lighting, space, and support ser-
vices of maintenance, housekeeping, and secu-
rity. Such services are necessary and ongoing
whether a teaching session is in progress or not.

Hidden costs—a type of indirect cost—
cannot be anticipated or accounted for until
after the fact. Low employee productivity can
produce hidden costs, for example. Organiza-
tional budgets are prepared based on what is
known and predictable, with projections for
variability in patient census included. Person-
nel budgets are based on levels of staff needed
(e.g., number of registered nurses, licensed prac-
tical nurses, and nursing assistants) to accom-
modate the expected patient volume. This is
determined by an annual projection of patient
days and the number of patients for whom an
employee can effectively care for daily. Low pro-
ductivity of one or two personnel on a nursing
unit, for example, can have a significant impact
on the workload of others, which in turn leads
to low morale and employee turnover. Turn-
over increases recruitment and new employee
orientation costs. In this respect, the costs are
appropriately identified as hidden.

In a classic description of understanding
costs, Gift (1994) makes a point of distinguish-
ing between costs—direct or indirect—and
charges. As just described, direct and indirect
costs are those expenses incurred by the facil-
ity. Charges are set by the provider, but they are
billed to the recipient of the services. There may
or may not be equivalence between costs and
charges. In the retail business, for example, if
costs of raw materials are low, and charges for
the items, goods, or services are high, the re-
tailer realizes a profit. In the healthcare arena,
not-for-profit organizations are limited by
federal law as to the amount they can charge
in relation to the actual cost of a service. In
many instances, particularly as it relates to
pharmaceutical goods, the actual cost to the
facility is what is charged. As such, the facil-
ity provides a service but realizes no finan-
cial profit (Kaiser Family Foundation, 2005).
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Cost Savings, Cost Benefit, and
Cost Recovery

Patient teaching is mandated by state laws,
professional and institutional standards, ac-
crediting body protocols, and regulations for
participation in Medicare and Medicaid reim-
bursement programs. However, unless educa-
tion is ordered by a physician, patient education
costs are generally not recoverable as a sepa-
rate entity under third-party reimbursement.
Even though the costs of educational programs,
for both patients and nursing staff, are a legit-
imate expense to the facility, these costs usu-
ally are subsumed under hospital room rates
and, therefore, are technically absorbed by the
healthcare organization.

Hospitals incur cost savings when patient
lengths of stay are shortened or fall within the al-
lotted diagnosis-related group (DRG) time frames
(CMS, 2016). Patients who have fewer compli-
cations and use less expensive services will yield
a cost savings for the institution. In an ambula-
tory care setting, cost savings may occur when
patient education keeps people healthy and in-
dependent for a longer time, thereby preventing
high use of expensive diagnostic testing or inpa-
tient services. Perhaps most important, patient
education becomes even more essential when a
pattern of early discharge is detected, resulting
in frequent readmissions to a facility. In such a
scenario, the facility comes under scrutiny by
HCFA/CMS and may be penalized through ei-
ther citation or loss of payment—in which case
any cost savings may be offset by the amount
of revenue lost.

Cost benefit occurs when there is increased
patient satisfaction with the services an institu-
tion provides, including educational programs
such as childbirth classes, weight and stress re-
duction sessions, and cardiac fitness and rehabil-
itation programs. Patient satisfaction is critical
to the individual’s return for future healthcare
services. Such programs may represent an op-
portunity for an institution to capture a patient
population for lifetime coverage.

Cost recovery results when either the pa-
tient or the insurer pays a fee for educational
services that are provided. Cost recovery may
be captured by offering health education pro-
grams for a fee. Also, under Medicare and Med-
icaid guidelines, reimbursement may be made
for programs and services if they are deemed
reasonable, appropriate, and necessary to treat
a persons illness or injury (Kaiser Family Foun-
dation, 2005). The key to success in obtain-
ing third-party reimbursement is the ability to
demonstrate that due to education, patients can
manage self-care at home and consequently ex-
perience fewer hospitalizations.

To take advantage of cost recovery, hospi-
tals and other healthcare agencies develop and
market a number of health education programs
that are open to all members of a community.
If well attended, these fee-for-service programs
can result in revenues for the institution. The
critical element, of course, is not just the recov-
ery of costs but also the generation of revenue.
Revenue generation (i.e., profit) refers to in-
come earned that is over and above the costs of
the programs offered.

To offset the dilemma of striving for cost
containment and solvency in an environment
of shrinking fiscal resources, healthcare orga-
nizations have developed alternative strategies
for patient education to realize cost savings, cost
benefit, cost recovery, or revenue generation. For
example, Wasson and Anderson (1993) explained
that a preoperative teaching program for surgi-
cal patients given prior to admission to the hos-
pital was found to lower patient anxiety, increase
patient satisfaction, decrease nursing hours de-
voted to patient education during hospitaliza-
tion, and lessen the length of the hospital stay.

» Program Planning
and Implementation

The key elements to consider when planning a
patient education offering intended for generation
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of revenue include an accurate assessment of
direct costs such as paper supplies, printing of
program brochures, publicity, rental space, and
professional time (based on an hourly rate) re-
quired of nurses to prepare and offer the ser-
vice. If an hourly rate is unknown, a simple rule
of thumb is to divide the annual base salary by
2080, which is the standard number of hours
for which people working full time are paid
during one year.

If the program is to be offered at the facil-
ity, there may be no need to plan for a rental fee
for space. However, indirect costs such as house-
keeping and security should be factored in as an
expense. Such a practice not only is good fiscal
management but also provides an accounting of
the contributions of other departments to the
educational efforts of the facility.

Fees for a program should be set at a level
high enough to cover the aggregate costs of
program preparation and delivery. If an educa-
tion program is intended to result in cost sav-
ings for the facility, such as education classes
for patients with diabetes to reduce the num-
ber of costly hospital admissions, then the
aim may be to break even on costs. In such a
case, the price is set by dividing the calculated
cost of the program by the number of antici-
pated attendees. If the goal is for the institu-
tion to improve cost benefits, then success can
be measured by increased patient satisfaction
(as determined by questionnaires or evaluation
forms) or by increased use of the facility’s ser-
vices (as determined by recordkeeping). If the
intent is to offer a series of classes for smoking
cessation or childbirth preparation to improve
the wellness of the community and to gener-
ate income for the facility, then the fee is set
higher than cost to make a profit (cost recov-
ery). An annual report to administration of
the time and money spent on education efforts
in outpatient and inpatient care units may be
required to determine if the institution made
a profit in terms of cost savings, cost benefit,
or cost recovery (Demeere, Stouthuysen, &
Roodhooft, 2009).

» Cost-Benefit Analysis
and Cost-Effectiveness
Analysis

In most healthcare organizations, the educa-
tion department bears the major responsibility
for staff development, for inservice employee
training, and for patient education programs
that exceed the boundaries of bedside instruc-
tion. Total budget preparation for these depart-
ments is best explained by the experts in the
field. Demeere et al. (2009), for example, ad-
dress the need for patient care units to engage in
responsibility-centered budgeting, which also is
referred to as activity-based costing. Given the
shift away from providing at-will services and
toward greater demand for cost accountability
for services performed, these authors propose
a model for costing out programs that allows
patient care units to identify and recoup their
true costs while responding to increased mar-
ket competition.

There is no single best method for measur-
ing the effectiveness of patient education pro-
grams. Most experts in the field tend to rely on
determining actual costs or actual impact of pro-
grams in relationship to outcomes by employ-
ing one of two concepts: cost-benefit analysis or
cost-effectiveness analysis (Abruzzese, 1992).

Cost-benefit analysis measures the rela-
tionship between costs and outcomes (Russell,
2015). Outcomes can be the actual amount of
revenue generated resulting from an educational
offering, or they can be expressed in terms of
shorter patient stays or reduced hospitaliza-
tions for specific diagnostic groups of patients.
If, under DRGs or capitation methods of re-
imbursement, the facility makes a profit, this
outcome can be expressed in monetary terms.
If an analysis reveals that an educational pro-
gram costs less than the revenue it generates,
that expense can be recovered by third-party
reimbursement. If savings exceed costs, then
the program is considered a cost benefit for
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the facility. The measurement of costs against
monetary gains is commonly referred to as the
cost-benefit ratio, which is the cost of educa-
tion per patient divided by the total savings per
patient (EuroMed Info, 2017).

Cost-effectiveness analysis measures
the impact of an educational offering on patient
behavior. If program objectives are achieved,
as evidenced by positive and sustained changes
in the behavior of the participants over time,
the program is said to be cost effective (Russell,
2015). Although behavioral changes are highly
desirable, in many instances they are less ob-
servable, less tangible, and not easily measur-
able. For example, reduction in patient anxiety
cannot be converted into a gain in real dollars.
Consequently, it is wise to analyze the outcome
of teaching interventions by comparing behav-
ioral outcomes between two or more programs
to identify the one that is most effective and ef-
ficient when actual costs cannot be determined.

A nurse as educator may be called upon to
interpret the costs of behavioral changes (out-
comes) to the institution by conducting a cost-
effectiveness analysis between programs. This can
be accomplished by first identifying and itemiz-
ing for each program all direct and indirect costs,
including any identifiable hidden costs. Second,
itis necessary to identify and itemize any bene-
tits derived from the program offering, such as
revenue gained or decreased readmission rates
that can be expressed in monetary values. Re-
sults of these findings can then be recorded on
a grid so that each program’ cost-effectiveness
is visually apparent (EKHIBIT 2-1).

Mitton and Donaldson (2004) suggest a
nonvested team approach to an analysis of
program effectiveness for determining the al-
location or reallocation of valuable resources
between and among services or programs.
This approach ensures the integrity of the to-
tal process of program evaluation. In addition
to this recommendation, the International
Council of Nurses (2001) published a position
statement that, among other things, obligates
nurses to demonstrate their value in promot-
ing cost-effective, high-quality care by play-
ing a leadership role in program planning and

EXHIBIT Effectiveness Grid
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evaluation, in policy setting, and in interac-
tive networking on cost-effectiveness research,
cost-saving strategies, and best practice stan-
dards (Ghebrehiwet, 2005).

» State of the Evidence

Practice driven by evidence is defined as prac-
tice “based on research, clinical expertise, and
patient preferences that guide decisions about
the healthcare of individual patients” (Hospice
and Palliative Nursing Association, 2004, p. 66).
Much evidence suggests that ethical principles
and theories play a highly significant role in
shaping contemporary healthcare delivery prac-
tices and decision making. Whereas complex and
technological advances in health care have given
rise to numerous questions about what is right
or wrong—or morally or ethically defensible—
few situations yield clear-cut or perfectly right
answers to solving a problem or need. Numerous
case studies, books, and articles have addressed



the challenge of dealing with ethical dilemmas
in health care. They attempt to provide evidence
for how to deliver health care, including patient
education, in the most equitable and beneficial
manner possible. Our increasingly multicultural
and pluralistic society is being asked to address
the vast array of biomedical ethical issues con-
fronting healthcare practitioners daily in a way
that preserves an individual’s rights but also pro-
tects the well-being of other persons, groups,
and communities.

Laws and standards governing the role of
the nurse as educator are firmly established
and provide both the legal foundations and
the professional expectations for the delivery
of high-quality patient care. Also, the impor-
tance of documenting patient education in-
terventions is well established. More research
must be conducted to provide evidence of the
frequency and amount of informal patient
education that nurses provide but that never
gets recorded in the chart. In addition, al-
though strategies exist for analyzing the cost-
effectiveness and cost benefit of educational
programming offered by health professionals,
more research evidence is needed to substan-
tiate the value of the educator’s role in influ-
encing overall costs of care.

Further comparative analysis research
needs to be conducted to determine which
types of patient education programs are the
most equitable, beneficial, and cost effective
for patients, nursing staff, the institution, and
the communities served. Evidence is scarce
on the economics associated with various ap-
proaches to education and the value of the
nurse educator’s role as it affects behavioral
outcomes related to cost savings, cost benefit,
and cost recovery.

» Summary

Ethical and legal dimensions of human rights pro-
vide the justification for patient education, partic-
ularly as it relates to issues of self-determination
and informed consent. These rights are enforced
through federal and state regulations and through
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performance standards promulgated by accred-
iting bodies and professional organizations for
implementation at the local level. The nurse’s
role as educator is legitimized through the defi-
nition of nursing practice as set forth by the pre-
vailing nurse practice act in the state where the
nurse is licensed and employed and by codes of
ethics governing professional conduct in vari-
ous employment settings. In this respect, patient
education is a nursing duty that is grounded in
justice; that is, the nurse has a legal responsibil-
ity to provide education to all patients, regard-
less of their age, gender, culture, race, ethnicity,
literacy level, religious affiliation, or other de-
fining attributes. All patients have a right to re-
ceive health education relevant to their physical
and psychosocial needs. Justice also dictates that
education programs be designed not only to be
consistent with organizational goals but most
important to meet the needs of patients to be
informed, self-directed, and in control of their
own health, and ultimately of their own destiny.

Review Questions

1.  What are the definitions of the terms
ethical, moral, and legal, and how do they
differ from one another?

2. Which national, state, professional, and
private-sector organizations legislate,
regulate, and provide standards to ensure
the protection of human rights in matters
of health care?

3. Which ethical viewpoint, deontological or
teleological, refers to the decision-making
approach that choices should be made for
the common good of people?

4. How are the six ethical principles applied
to the delivery of patient education?

5.  What are four examples of direct costs
and five examples of indirect costs in
the provision of patient/staff education?

6.  What are the definitions of the following
terms: fixed direct costs, variable direct
costs, indirect costs, cost savings, cost
benefit, cost recovery, revenue generation,
cost-benefit analysis, cost benefit ratio, and
cost-effectiveness analysis?
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L CASE STUDY

Laura is a nursing staff member on a medical-surgical unit. She notices that there has been focused
attention on one specific patient who is now receiving comfort care measures. The patient does not
appear in any distress or pain. The family members, however, have been difficult to manage and have
made constant demands for the patient to receive increased doses of medication to be sure their
loved one does not suffer. Laura witnesses a staff nurse, who is assigned to the comfort care of the
patient, tell another nurse that she is going to give a "nurse’s dose” of morphine because she is “tired of

the family’s criticism” of the care she is giving.

1. What plausible actions should Laura take at this point?
2. Which legal and ethical reasons could Laura rely on to justify the actions she takes?
3. Which of Laura’s actions seem the most justified from a moral and ethical standpoint?
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KEY TERMS

learning

learning theory
respondent conditioning
association learning
classical conditioning
Pavlovian conditioning
systematic desensitization
stimulus generalization
discrimination learning
spontaneous recovery
operant conditioning
escape conditioning
avoidance conditioning
metacognition

gestalt perspective
information processing

cognitive load

mnemonic devices

cognitive development

social constructivism

social cognition

attribution theory

cognitive-emotional
perspective

emotional intelligence (El)

self-requlation

role modeling

vicarious reinforcement

defense mechanisms

resistance

transference

hierarchy of needs

neuropsychology

plasticity

motor learning

motor performance

cognitive map
(cognitive plan)

massed practice

distributed practice

contextual interference effects

discovery learning

mental practice

intrinsic feedback (inherent
feedback)

extrinsic feedback (augmented
feedback/enhanced
feedback)

After completing this chapter, the reader will be able to

1.

Define the principal constructs of each learning theory.
Differentiate among the basic approaches to learning for each of the five psychological learning

Give an example of applying each psychological theory to changing the attitudes and behaviors
Outline alternative strategies for learning in a given situation using at least two different

Identify the differences and similarities in the psychological learning theories specific to (a) the basic
procedures of learning, (b) the assumptions made about the learning, (c) the task of the educator,
(d) the sources of motivation, and (e) the way in which the transfer of learning is facilitated.

Discuss how neuroscience research has contributed to a better understanding of learning and

Identify specific teaching strategies for each stage of Fitts and Posner’s three stages of motor learning.

2.
theories.
3.
of learners in a specific situation.
4.
psychological learning theories.
5.
6.
learning theories.
7.
8.

Explain how different types of practice and feedback variables in motor learning can be applied

to patient teaching.

earning is defined in this chapter as a rel-

atively permanent change in mental pro-

cessing, emotional functioning, skill, and/
or behavior as a result of exposure to different
experiences. It is the lifelong, dynamic process
by which individuals acquire new knowledge
or skills and alter their thoughts, feelings, atti-
tudes, and actions.

Learning enables individuals to adapt to de-
mands and changing circumstances and is cru-
cial in health care—whether for patients and
families grappling with ways to improve their
health and adjust to their medical conditions,
for students acquiring the information and skills
necessary to become a nurse, or for staff nurses
devising more effective approaches to educating
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and treating patients and one another in part-
nership. There are times when what was learned
needs to be unlearned. In health care, unlearning
is often of special interest, as nurses and others
attempt to replace faulty learning and behavior
with more accurate information and healthier
behavior. Despite the significance of learning to
an individual’s development, functioning, health,
and well-being, debate continues about how learn-
ing occurs, which kinds of experiences facilitate
or hinder the learning process, and what ensures
that learning becomes relatively permanent.

Until the late 19th century, most of the discus-
sions and debates about learning were grounded
in philosophy, school administration, and con-
ventional wisdom (Hilgard, 1996). Around the
dawn of the 20th century, the new field of edu-
cational psychology emerged and became a de-
fining force for the scientific study of learning,
teaching, and assessment (Woolfolk, 2012). As
a science, educational psychology rests on the
systematic gathering of evidence or data to test
theories and hypotheses about learning. The
more that is discovered about learning through
research, the more it is recognized how complex
and diverse learning really is.

A learning theory is a coherent frame-
work of integrated constructs and principles
that describe, explain, or predict how people
learn. Psychological learning theories and mo-
tor learning are discussed in this chapter, each
of which has direct applicability to nursing
practice. Rather than offering a single theory
of learning, psychology provides alternative
theories and perspectives on how learning oc-
curs and what motivates people to learn and
change (Hilgard & Bower, 1966; Ormrod, 2014;
Snowman & McCown, 2015). Motor learning
evolved as a branch of experimental psychology
and can be differentiated from “verbal” learning
(Newell, 1991). By the middle of the 20th cen-
tury, motor learning was established as a spe-
cialized area of study, and it has been influenced
by behavioral theory, cybernetics, and informa-
tion processing (VanSant, 2003). Psychological
learning theories are useful in acquiring in-
formation and in situations involving human

thought, emotions, and social interaction. Mo-
tor learning is of particular interest to nurses as
they try to help their patients and students ac-
quire or relearn skills.

The construction and testing of learn-
ing theories over the past century contributed
much to the understanding of how individuals
acquire knowledge and change their ways of
thinking, feeling, and behaving. Reflecting an
evidence-based approach to learning, these the-
oretical explanations may sound reasonable but
need to be tested through solid research, then
applied and evaluated. The accumulated body
of research information can be used to guide the
educational process and has challenged many
popular notions and myths about learning (e.g.,
“Spare the rod and spoil the child,” “You can't
teach an old dog new tricks,” “The more prac-
tice and feedback, the better”). In addition, the
major learning theories have wide applicability
and form the foundation of not only the field
of education but also psychological counseling,
workplace organization and human resources
management, and marketing and advertising.

Whether used singly or in combination, learn-
ing theories have much to offer the practice of
health care. Increasingly, health professionals—
including nurses—must demonstrate that they
regularly employ sound methods and a clear
rationale in their education efforts, patient
and family interactions, staff management and
training, and continuing education and health
promotion programs (Ferguson & Day, 2005).

Given the current structure of health care
in the United States, nurses, in particular, are
often responsible for designing and implement-
ing plans and procedures for improving health
education and encouraging wellness. Beyond
one’s profession, however, knowledge of the
learning process relates to nearly every aspect
of daily life. Nurses can apply learning theo-
ries at the individual, group, and community
levels, not only to comprehend and teach new
material and tasks but also to solve problems,
change unhealthy habits, build constructive re-
lationships, manage emotions, and develop ef-
fective behavior.
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In this chapter the principal psychological and
motor learning theories reviewed and discussed
are those that are especially useful to health edu-
cation and clinical practice. Behaviorist, cogni-
tive, and social learning theories are most often
applied to patient education as an aspect of pro-
fessional nursing practice. It can be argued that
emotions and feelings also need explicit focus in
relation to learning in general (Goleman, 1995)
and to health care in particular (Halpern, 2001).
Why? Emotional reactions are often learned as a
result of experience, they play a significant role in
the learning process, and they are a vital consid-
eration when dealing with health, disease, pre-
vention, wellness, medical treatment, recovery,
healing, and relapse prevention. To address this
concern, psychodynamic and humanistic per-
spectives are treated as learning theories because
they encourage a patient-centered approach to
care and add much to our understanding of hu-
man motivation and emotions in the learning pro-
cess. The review provided here includes motor
learning because it offers a framework for nurses
teaching motor tasks to patients and students.

The chapter is organized as follows. First,
the basic psychological principles of learning
for the behaviorist, cognitive, social learning,
psychodynamic, and humanistic theories are
summarized and illustrated with examples from
psychology and healthcare research. With the
upsurge of interest in neuroscience research,
brief mention is made of some of the contribu-
tions of neuropsychology to understanding the
dynamics of learning and sorting out the claims
of learning theories.

Then, the psychological learning theories
are compared with one another on the follow-
ing aspects:

®  The fundamental procedures for changing
behavior

®  The assumptions made about the learner

®  The role of the educator in encouraging
learning

®  The sources of motivation for learning

®  The ways in which learning is transferred
to new situations and problems

Next, motor learning theories and variables
are reviewed and discussed, including their ap-
plication for teaching skills to patients and stu-
dents. Finally, the theories are compared and
then synthesized by identifying their common
features and addressing three questions: (a) How
does learning occur? (b) Which kinds of experi-
ences facilitate or hinder the learning process?
and (c) What helps ensure that learning becomes
relatively permanent? While surveying this
chapter, readers are encouraged to think of ways
to apply the learning theories to both their pro-
fessional and personal lives.

The goals of this chapter are to provide a
conceptual framework for subsequent chapters
in this text and to offer a toolbox of approaches
that nurses can use to enhance learning and
change in patients, students, staff, and them-
selves. Although there is a trend toward integrat-
ing learning theories in education, knowledge
of each theory’s basic principles, advantages,
and shortcomings will enable nurses to select,
combine, and apply the most useful compo-
nents of learning theories to specific patients
and situations in health care. After completing
the chapter, readers should be able to identify
the essential principles of learning, describe var-
ious ways in which the learning process can be
approached, and develop alternative strategies
to change the attitudes, behaviors, and skills of
learners in different settings.

» Psychological Learning
Theories

This section summarizes the basic concepts
and principles of the behaviorist, cognitive, so-
cial learning, psychodynamic, and humanistic
learning theories. While reviewing each the-
ory, readers are asked to consider the follow-
ing questions:

®  How do the environment and the internal
dynamics of the individual influence learning?

m  Is the learner viewed as relatively passive
or more active?



B What is the educator’s task in the learning
process?

B What motivates individuals to learn?

B What encourages the transfer of learning
to new situations?

B What are the contributions and criticisms
of each learning theory?

Behaviorist Learning Theory

Focusing mainly on what is directly observable,
behaviorists view learning as the product of the
stimulus conditions (S) and the responses (R)
that follow. Whether dealing with animals or
people, the learning process is relatively sim-
ple. Generally ignoring what goes on inside the
individual—which, of course, is always difficult to
ascertain—behaviorists closely observe responses
to a situation and then manipulate the environ-
ment in some way to bring about the intended
change (Kazdin, 2013). Not as popular as it once
was, the behaviorist approach is more likely to
be used in combination with other learning the-
ories, especially cognitive theory (Dai & Stern-
berg, 2004; Shanks, 2010). However, behaviorist
theory can be particularly useful in nursing prac-
tice for the delivery of health care, because pa-
tients may not be in a physiological state to want
to engage in much thought and reflection. The
theory also directly addresses how to break or
unlearn bad habits and correct faulty learning.

To modify people’s attitudes and responses,
behaviorists either alter the stimulus conditions
in the environment or change what happens af-
ter a response occurs. Motivation is explained
as the desire to reduce some drive (drive re-
duction); hence, satisfied, complacent, or sati-
ated individuals have little motivation to learn
and change. Getting behavior to transfer from
the initial learning situation to other settings is
largely a matter of practice (strengthening hab-
its). Transfer is aided by a similarity in the stim-
uli and responses in the learning situation and
those encountered in future situations where
the response is to be performed. Much of be-
haviorist learning is based on respondent con-
ditioning and operant conditioning procedures.
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Respondent conditioning (also termed
association learning, classical conditioning,
or Pavlovian conditioning) emphasizes the im-
portance of stimulus conditions and the associ-
ations formed in the learning process (Ormrod,
2014). In this basic model of learning, a neu-
tral stimulus (NS)—a stimulus that has no spe-
cial value or meaning to the learner—is paired
with a naturally occurring unconditioned or
unlearned stimulus (UCS) and unconditioned
response (UCR) (FIGURE 3-1). After a few such
pairings, the neutral stimulus alone (i.e., with-
out the unconditioned stimulus) elicits the
same unconditioned response. Thus, learning
takes place when the newly conditioned stim-
ulus (CS) becomes associated with the condi-
tioned response (CR)—a process that may well
occur without conscious thought or awareness.

Consider an example from health care.
Someone without much experience with hos-
pitals (N'S) may visit a relative who is ill. While
in the relative’s room, the visitor may smell of-
tensive odors (UCS) and feel queasy and light-
headed (UCR). After this initial visit and later
repeated visits, hospitals (now the CS) may be-
come associated with feeling anxious and nause-
ated (CR), especially if the visitor smells similar
odors to those encountered during the first ex-
perience (see Figure 3-1).

In health care, respondent conditioning
highlights the importance of a healthcare facil-
ity’s environment and culture as it may affect
patients, staff, and visitors. For example, often
without thinking or reflection, patients and vis-
itors formulate associations about health care
based on their hospital experiences, providing the
basis for long-lasting attitudes toward medicine,
healthcare facilities, and health professionals.

In addition to influencing the acquisition of
new responses to environmental stimuli, princi-
ples of respondent conditioning may be used to
extinguish, or unlearn, a previously learned re-
sponse. Responses decrease if the presentation
of the conditioned stimulus is not accompanied
by the unconditioned stimulus over time. Thus,
if the visitor who became dizzy in one hospi-
tal subsequently goes to other hospitals to see
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BASIC MODEL OF LEARNING

UCS —> UCR

NS +UCS —>» UCR
(Several pairings)

NS —> UCR

or

CS —>» CR

where:

NS = Neutral stimulus

UCS = Unconditioned stimulus
UCR = Unconditioned response
CS = Conditioned stimulus
CR = Conditioned response

EXAMPLE

Offensive odors
(UCS)

_>

Queasy feeling
(UCR)

Hospital + Offensive odors ——> Queasy feeling

(NS) (UCS)

(UCR)

(Several pairings of Hospitals + Offensive odors ——> Queasy feeling)
Hospital ——> Queasy feeling

(CS)

FIGURE 3-1 Respondent conditioning model of learning.

relatives or friends without smelling offensive
odors, then her discomfort and anxiety about hos-
pitals may lessen after several such experiences.

Systematic desensitization is a technique
based on respondent conditioning that is used
by psychologists to reduce fear and anxiety in
their clients (Wolpe, 1982). The assumption
is that fear of a certain stimulus or situation is
learned; therefore, it also can be unlearned or
extinguished. Because a person cannot be both
anxious and relaxed at the same time, fearful in-
dividuals are first taught relaxation techniques.
While they are in a state of relaxation, the fear-
producing stimulus is gradually introduced at
anonthreatening level so that anxiety and emo-
tions are not aroused. After repeated pairings
of the stimulus under relaxed, nonfrightening
conditions, the individual learns that no harm
will come to him from the once fear-inducing

(CR)

stimulus. Finally, the client is able to confront
the stimulus without being anxious and afraid.

In healthcare research, respondent condi-
tioning has been used to extinguish chemother-
apy patients” anticipatory nausea and vomiting
(Lotfi-Jam et al., 2008; Stockhurst, Steingrueber,
Enck, & Klosterhalfen, 2006). Systematic de-
sensitization has been used to treat drug ad-
diction (Piane, 2000), phobias (McCullough &
Andrews, 2001), and tension headaches (Deyl &
Kaliappan, 1997) and to teach children with
attention-deficit/hyperactivity disorder (ADHD)
or autism to swallow pills (Beck, Cataldo, Slifer,
Pulbrook, & Guhman, 2005). As another illus-
tration, prescription drug advertisers regularly
employ conditioning principles to encourage
consumers to associate a brand-name medica-
tion with happy and improved lifestyles. Once
conditioned, consumers will likely favor the



advertised drug over competitors’ medications
and the much less expensive generic form. As
a third example, taking the time to help pa-
tients relax and reduce their stress when apply-
ing some medical intervention—even a painful
procedure—lessens the likelihood that patients
will build up negative and anxious associations
about medicine and health care.

Certain respondent conditioning concepts
are especially useful in the healthcare setting.
Stimulus generalization is the tendency of
initial learning experiences to be easily applied
to other similar stimuli. For example, when lis-
tening to friends and relatives describe a hos-
pital experience, it becomes apparent that a
highly positive or negative personal encounter
may color patients’ evaluations of their hospital
stays as well as their subsequent feelings about
having to be hospitalized again. With more and
varied experiences, individuals learn to differ-
entiate among similar stimuli, at which point
discrimination learning is said to have oc-
curred. As an illustration, patients who have
been hospitalized a number of times often
have learned a lot about hospitalization. As a
result of their experiences, they make sophisti-
cated distinctions and can discriminate among
stimuli (e.g., what the various noises mean and
what the various health professionals do), which
novice patients cannot. Much of professional
education and clinical practice involves mov-
ing from being able to make generalizations to
discrimination learning.

Spontaneous recovery is a useful respon-
dent conditioning concept that needs to be given
careful consideration in relapse prevention pro-
grams. The underlying principle operates as fol-
lows: Although a response may appear to be
extinguished, it may recover and reappear at any
time (even years later), especially when stimu-
lus conditions are similar to those in the initial
learning experience. Spontaneous recovery helps
us understand why it is so difficult to eliminate
completely unhealthy habits and addictive be-
haviors such as smoking, alcoholism, and drug
abuse. As this principle demonstrates, it is much
easier to learn a behavior than to unlearn it.
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Another widely recognized approach to
learning is operant conditioning, which was
developed largely by B. E. Skinner (1974, 1989).
Operant conditioning focuses on the behavior of
the organism and the reinforcement that occurs
after the response. A reinforcer is a stimulus or
event applied after a response that strengthens
the probability that the response will be per-
formed again. When specific responses are rein-
forced on the proper schedule, behaviors can be
either increased or decreased (Prichard, 2014).

BOX 3-1 summarizes the principal ways to
increase and decrease responses by applying the
contingencies of operant conditioning. Under-
standing the dynamics of learning presented in

BOX3-1 Operant Conditioning Model:

Contingencies to Increase and Decrease
the Probability of an Organism’s Response

To increase the probability of a response:

A.  Positive reinforcement: application of a
pleasant stimulus

Reward conditioning: a pleasant
stimulus is applied following an
organism'’s response

B.  Negative reinforcement: removal of an
aversive or unpleasant stimulus

Escape conditioning: as an aversive
stimulus is applied, the organism makes
a response that causes the unpleasant
stimulus to cease

Avoidance conditioning: an aversive
stimulus is anticipated by the organism,
which makes a response to avoid the
unpleasant event

To decrease or extinguish the probability of a
response:

A.  Nonreinforcement: an organism’s
conditioned response is not followed
by any kind of reinforcement (positive,
negative, or punishment)

B Punishment: following a response, an
aversive stimulus is applied that the
organism cannot escape or avoid
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this box can prove useful to nurses in assessing
and identifying ways to change individuals’ be-
haviors in the healthcare setting. The key is to
carefully observe individuals’ responses to spe-
cific stimuli and then select the best reinforce-
ment procedures to change a behavior.

Two methods to increase the probability of
a response are to apply positive or negative re-
inforcement after a response occurs. According
to Skinner (1974), giving positive reinforcement
(i.e., reward) greatly enhances the likelihood
that a response will be repeated in similar cir-
cumstances. As an illustration, although a pa-
tient moans and groans as he attempts to get
up and walk for the first time after an opera-
tion, praise and encouragement (reward) for
his efforts at walking (response) will improve
the chances that he will continue struggling
toward independence.

A second way to increase a behavior is by
applying negative reinforcement after a response
is made. This form of reinforcement involves
the removal of an unpleasant stimulus through
either escape conditioning or avoidance condi-
tioning. The difference between the two types of
negative reinforcement relates to timing.

In escape conditioning, as an unpleas-
ant stimulus is being applied, the individual
responds in some way that causes the uncom-
fortable stimulation to cease. Suppose, for ex-
ample, that when a member of the healthcare
team is being chastised in front of the group for
being late and missing meetings, she says some-
thing humorous. The head of the team stops
criticizing her and laughs. Because the use of
humor has allowed the team member to escape
an unpleasant situation, chances are that she will
employ humor again to alleviate a stressful en-
counter and thereby deflect attention from her
problem behavior.

In avoidance conditioning, the unpleasant
stimulus is anticipated rather than being applied
directly. Avoidance conditioning has been used
to explain some people’s tendency to become ill
to avoid doing something they do not want to
do. For example, a child fearing a teacher or test
may tell his mother that he has a stomachache.

If allowed to stay home from school, the child
increasingly may complain of sickness to avoid
unpleasant situations. Thus, when fearful events
are anticipated, sickness, in this case, is the be-
havior that has been increased through nega-
tive reinforcement.

According to operant conditioning princi-
ples, behaviors also may be decreased through
either nonreinforcement or punishment. Skin-
ner (1974) maintained that the simplest way to
extinguish a response is not to provide any kind
of reinforcement for some action. For example,
offensive jokes in the workplace may be handled
by showing no reaction; after several such ex-
periences, the joke teller, who more than likely
wants attention—and negative attention is pref-
erable to no attention—may curtail his or her
use of offensive humor. Keep in mind, too, that
desirable behavior that is ignored may lessen as
well if its reinforcement is withheld.

If nonreinforcement proves ineffective, then
punishment may be employed as a way to de-
crease responses, although this approach carries
many risks. Under punishment conditions, the
individual cannot escape or avoid an unpleas-
ant stimulus. Suppose, for example, a nursing
student is continually late for class and noisily
disrupts the class when she finally arrives, an-
noying both other students and the instructor.
The instructor discovers there is no valid rea-
son for the student’s lateness—the student says
she overslept and did not allow sufficient time
to find a parking place and cites other factors
she should have more control over. The instruc-
tor tries praising the student the few times she
comes to class on time (positive reinforcement)
and tries not paying attention to her when she
arrives late (nonreinforcement), but the student
continues to be late to class more often than she
is on time. The student appears to enjoy the at-
tention she receives. As a last resort, the in-
structor may try punishment, which involves
applying a negative reinforcer and removing
a positive reinforcer. The positive reinforcers
to be removed are the attention the student re-
ceives and the fact that she does not really need
to change her behavior to conform to classroom



expectations. The instructor might tell the stu-
dent that if she is late, she must come in the
back door and sit at the back of the class, mak-
ing sure not to disturb anyone (removal of the
positive reinforcer of attention). Each time the
student is late, the instructor will make note in
her grade book (negative reinforcer of not do-
ing well in the course).

The problem with using punishment as a
technique for teaching is that the learner may
become highly emotional and may well divert
attention away from the behavior that needs to
be changed. Some people who are being pun-
ished become so emotional (sad or angry) that
they do not remember the behavior for which
they are being punished. One of the cardinal
rules of operant conditioning is to “punish the
behavior, not the person.” In the preceding ex-
ample, the instructor must make it clear that she
is punishing the student for being late and dis-
rupting class rather than convey that she does
not like the student.

If punishment is employed, it should be ad-
ministered immediately after the response with
no distractions or means of escape. Punishment
also must be consistent and at the highest reason-
able level (e.g., nurses who apologize and smile
as they admonish the behavior of a staff mem-
ber or patient are sending mixed messages and
are not likely to be taken seriously or to decrease
the behavior they intend). Moreover, punishment
should not be prolonged (bringing up old griev-
ances or complaining about a misbehavior at ev-
ery opportunity), but there should be a time-out
following punishment to eliminate the oppor-
tunity for positive reinforcement. The purpose
of punishment is not to do harm or to serve as
a release for anger; rather, the goal is to decrease
a specific behavior and to instill self-discipline.

Operant conditioning and discussions of
punishment were more popular during the
mid-20th century than they are currently. How-
ever, it is important for nurses to be aware of
the many cautions about punishment because
punishment continues to be used more than it
should in the healthcare setting and all too of-
ten in damaging ways.
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The use of reinforcement is central to the
success of operant conditioning procedures. For
operant conditioning to be effective, it is nec-
essary to assess which kinds of reinforcement
are likely to increase or decrease behaviors in
an individual. Not every patient, for example,
finds health practitioners’ terms of endearment
rewarding. Comments such as “Very nice job,
dear,” may be presumptuous or offensive to some
clients. A second issue involves the timing of
reinforcement. Through experimentation with
animals and humans, researchers have demon-
strated that the success of operant conditioning
procedures partially depends on the schedule of
reinforcement. Initial learning requires a contin-
uous schedule, reinforcing the behavior quickly
every time it occurs. If the desired behavior does
not occur, then responses that approximate or
resemble it can be reinforced, gradually shaping
behavior in the direction of the goal for learning.
As an illustration, for geriatric patients who ap-
pear lethargic and unresponsive, nurses might
begin by rewarding small gestures such as eye
contact or a hand that reaches out and then build
on these friendly behaviors toward greater hu-
man contact and connection with reality. Once
a response is well established, however, it be-
comes ineffective and inefficient to continu-
ally reinforce the behavior. Reinforcement then
can be administered on a fixed (predictable) or
variable (unpredictable) schedule after a given
number of responses have been emitted or af-
ter the passage of time.

Operant conditioning techniques provide
relatively quick and effective ways to change be-
havior. Carefully planned programs using be-
havior modification procedures can readily be
applied to health care. For example, computerized
instruction and tutorials for patients and staff
rely heavily on operant conditioning principles
in structuring learning programs. In the clini-
cal setting, the families of patients with chronic
back pain have been taught to minimize their at-
tention to the patients whenever they complain
and behave in dependent, helpless ways, but to
pay a lot of attention when the patients attempt
to function independently, express a positive
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attitude, and try to live as normal a life as pos-
sible. Some patients respond so well to operant
conditioning that they report experiencing less
pain as they become more active and involved.
A systematic review of physiotherapist-provided
operant conditioning (POC) found moderate
evidence showing that POC is more effective
than a placebo intervention in reducing short-
term pain in patients with subacute low back
pain (Bunzli, Gillham, & Esterman, 2011).
Operant conditioning and behavior modifica-
tion techniques also have been found to work
well with some nursing home and long-term
care residents, especially those who are losing
their cognitive skills (Proctor, Burns, Powell, &
Tarrier, 1999; Spira & Edelstein, 2007).

The behaviorist theory is simple and easy to
use, and it encourages clear, objective analysis of
observable environmental stimulus conditions,
learner responses, and the effects of reinforce-
ments on people’s actions. There are, however,
some criticisms and cautions to consider when
relying on this theory. First, behaviorist theory
is a teacher-centered model in which learners
are assumed to be relatively passive and eas-
ily manipulated, which raises a crucial ethical
question: Who is to decide what the desirable
behavior should be? Too often the desired re-
sponse is conformity and cooperation to make
someone’s job easier or more profitable. Sec-
ond, the theory’s emphasis on extrinsic rewards
and external incentives reinforces and promotes
materialism rather than self-initiative, a love
oflearning, and intrinsic satisfaction. Third, re-
search evidence supporting behaviorist theory
is often based on animal studies, the results of
which may not be applicable to human behav-
ior. A fourth shortcoming of behavior mod-
ification programs is that learners’ changed
behavior may deteriorate over time, especially
once they return to their former environment—
an environment with a system of rewards and
punishments that may have fostered their prob-
lems in the first place.

The next section moves from focusing on
responses and behavior to considering the role
of mental processes in learning.

Cognitive Learning Theory

Whereas behaviorists generally ignore the in-
ternal dynamics of learning, cognitive learning
theorists stress the importance of what goes on
inside the learner. Cognitive theory is composed
of subtheories and is widely used in education
and counseling. According to this perspective,
the key to learning and changing is the individ-
ual’s cognition (perception, thought, memory,
and ways of processing and structuring infor-
mation). Cognitive learning is viewed as a highly
active process largely directed by the individ-
ual. It involves perceiving the information, in-
terpreting it based on what is already known,
and then reorganizing the information into new
insights or understanding (Matlin, 2013; Stern-
berg & Sternberg, 2017).

Unlike behaviorists, cognitive theorists main-
tain that reward is not necessary for learning to
take place. More important are learners” goals
and expectations, which create disequilibrium,
imbalance, and tension that motivate learners
to act. Educators trying to influence the learn-
ing process must recognize the variety of past
experiences, perceptions, ways of incorporat-
ing and thinking about information. They also
need to consider the diverse aspirations, ex-
pectations, and social influences that affect any
learning situation. Also influencing the process
of learning is the learner’s metacognition, or
her understanding of her way of learning. To
promote transfer of learning, the learner must
mediate or act on the information in some way.
Similar patterns in the initial learning situation
and subsequent situations facilitate this transfer.

Cognitive learning theory includes sev-
eral well-known perspectives, such as gestalt,
information processing, human development,
social constructivism, and social cognition the-
ory. More recently, attempts have been made
to incorporate considerations related to emo-
tions within cognitive theory. Each of these
perspectives emphasizes a particular feature
of cognition. When pieced together, they in-
dicate much about what goes on inside the
learner. As the various cognitive perspectives



are briefly summarized here, readers are encour-
aged to imagine their potential applications in
the healthcare setting. In keeping with cogni-
tive principles of learning, being mentally ac-
tive when processing information encourages
its retention in long-term memory.

One of the oldest psychological theories
is the gestalt perspective, which emphasizes
the importance of perception in learning and
lays the groundwork for various other cognitive
perspectives that followed (Hilgard & Bower,
1966; Murray, 1995). Rather than focusing on
discrete stimuli, gestalt refers to the configura-
tion or patterned organization of cognitive ele-
ments, reflecting the maxim that “the whole is
greater than the sum of its parts” A principal
assumption is that each person perceives, inter-
prets, and responds to any situation in his or her
own way. Although many gestalt principles are
worth knowing, the discussion here focuses on
those that are particularly useful to health care.

A basic gestalt principle is that psychological
organization is directed toward simplicity, equi-
librium, and regularity. For example, study the
bewildered faces of some patients listening to a
complex, detailed explanation about their disease;
instead what they desire most is a simple, clear ex-
planation that settles their uncertainty and relates
directly to them and their familiar experiences.

Another central gestalt principle with sev-
eral ramifications is that perception is selective.
First, because no one can attend to all possi-
ble surrounding stimuli at any given time, in-
dividuals attend (orient) to certain features of
an experience while screening out or ignoring
(habituating to) other features. Patients who are
in severe pain or who are worried about their
hospital bills, for example, may not attend to
well-intentioned patient education informa-
tion. Second, what individuals pay attention to
and what they ignore are influenced by a host
of factors: past experiences, needs, personal
motives and attitudes, reference groups, and
the actual structure of the stimulus or situation
(Sherif & Sherif, 1969). Assessing these internal
and external dynamics has a direct bearing on
how a health educator approaches any learning
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situation with an individual or group. Moreover,
because individuals vary widely regarding these
and other characteristics, they will perceive, in-
terpret, and respond to the same event in differ-
ent ways, perhaps distorting reality to fit their
goals and expectations. This tendency helps ex-
plain why an approach that is effective with one
client may not work with another client. People
with chronic illnesses—even different people with
the same illness—are not alike, and helping any
patient with disease or disability includes rec-
ognizing each person’s unique perceptions and
subjective experiences (Imes, Clance, Gailis, &
Atkeson, 2002). Also, some interesting applica-
tions of gestalt theory can lead to changing ad-
dictive behaviors (Brownell, 2012).

Information processing is a cognitive
perspective that emphasizes thinking processes:
thought, reasoning, the way information is en-
countered and stored, and memory function-
ing (Gagné, 1985; Sternberg & Sternberg, 2017).
How information is incorporated and retrieved
is useful for nurses to know, especially in rela-
tion to learning by older adults (Park, Morrell, &
Shifren, 2014).

FIGURE 3-2 illustrates an information-
processing model of memory functioning.
Tracking learning through the various stages
of this model is helpful in assessing what hap-
pens to information as each learner perceives,
interprets, and remembers it. Undertaking
this analysis may suggest ways to improve the
structure of the learning situation as well as
ways to correct misconceptions, distortions,
and errors in learning.

The first stage in the memory process in-
volves paying attention to environmental stimuli;
attention, then, is the key to learning. Thus, ifa
patient is not attending to what a nurse educator
is saying, perhaps because the patient is weary
or distracted, it would be prudent for the educa-
tor to try the explanation at another time when
the individual is more receptive and attentive.

In the second stage, the information is pro-
cessed by the senses. Here it becomes import-
ant to consider the client’s preferred mode of
sensory processing (visual, auditory, or motor
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FIGURE 3-2 Information-processing model of memory.

manipulation) and to ascertain whether he or
she has any sensory deficits. For a variety of rea-
sons, presenting material using multiple sen-
sory modes aids learning as well (Collins, 2016).

In the third stage of the memory process,
the information is transformed and incorpo-
rated (encoded) briefly into short-term mem-
ory, after which it suffers one of two fates: The
information is disregarded and forgotten, or it is
stored in long-term memory. Long-term mem-
ory involves the organization of information by
using a preferred strategy for storage (e.g., im-
agery, association, rehearsal, or breaking the
information into units). Although long-term
memories are enduring, a central problem is
retrieving the stored information in the future.

The last stage in the memory-processing
model involves the action or response that the
individual undertakes based on how information
was processed and stored. Education requires as-
sessing how a learner attends to, processes, and
stores the information that is presented as well
as finding ways to encourage the retention and
retrieval processes. Errors are corrected by help-
ing learners reprocess what needs to be learned
(Kessels, 2003).

In general, cognitive psychologists note
that memory processing and the retrieval of
information are enhanced by organizing that

information and making it meaningful. A use-
ful, descriptive model has been provided by Rob-
ert Gagné (1985). Subsequently, Gagné and his
colleagues outlined nine events and their corre-
sponding cognitive processes that activate effec-
tive learning (Gagné, Briggs, & Wagner, 1992):

®  Gain the learner’s attention (reception)

®  Inform the learner of the objectives and
expectations (expectancy)

m  Stimulate the learner’s recall of prior learn-
ing (retrieval)

®  Present information (selective perception)

®m  Provide guidance to facilitate the learner’s
understanding (semantic encoding)

®  Have the learner demonstrate the informa-
tion or skill (responding)

m  Give feedback to the learner (reinforcement)

Assess the learner’s performance (retrieval)

m  Work to enhance retention and transfer
through application and varied practice
(generalization)

In employing this model, teachers must
carefully analyze the requirements of the activ-
ity, design and sequence the instructional events,
and select appropriate media to achieve the out-
comes. Other similar cognitive models for learn-
ing exist (Prichard, 2014). Nurses familiar with
cognitive theory may want to design their own



cognitive models and assess how well they work
with patients, staff, and students.

Within the information-processing per-
spective, Sternberg (1996) reminds educators to
consider styles of thinking, which he defines as
“a preference for using abilities in certain ways”
(p. 347). In education, the instructor’s task is to
get in touch with the learner’s way of processing
information and thinking. Differences in learn-
ing styles is one reason an educational theory or
model may not work for everyone. (See the re-
view of learning styles in Chapter 4.) Some im-
plications for health care include the need to
carefully match jobs with styles of thinking, to
recognize that people may shift from prefer-
ring one style of thinking to another, and, most
important, to appreciate and respect the differ-
ent styles of thinking reflected among the many
players in the healthcare setting. Yet striving for
a match in styles is not always necessary or de-
sirable. Tennant (2006) notes that adult learners
may actually benefit from grappling with views
and styles of learning unlike their own, which may
promote maturity, creativity, and a greater toler-
ance for differences. Because nurses are expected
to instruct a variety of people with diverse styles
oflearning, Tennant’s suggestion has interesting
implications for nursing education programs.

The information-processing perspective is
particularly helpful for assessing problems in
acquiring, remembering, and recalling infor-
mation. Some strategies include the following:

1. Have learners indicate how they
believe they learn (metacognition)

2. Askthem to describe what they are
thinking as they are learning

3. Evaluate learners’ mistakes

4.  Give close attention to learners’ in-
ability to remember or demonstrate
information

For example, forgetting or having difficulty
in retrieving information from long-term mem-
ory is a major stumbling block in learning. This
problem may occur at the input end, such as a
failure to pace the amount of information (cogni-
tive load) and/or the timing of the presentation

Psychological Learning Theories 81

of information (Sweller, Ayers, & Kalyuga, 2011).
To aid learning at the input stage, some sugges-
tions are to break the material into small parts
or chunks, use memory tricks and techniques
(mnemonic devices), relate the new material
to something familiar, and put it into context
for learners (Collins, 2016). At the output end,
it may be a retrieval problem. For example, the
information has faded from lack of use, other
information interferes with its retrieval (what
comes before or after a learning session may
well confound storage and retrieval), or indi-
viduals are motivated to forget for a variety of
conscious and unconscious reasons.

This material on memory processing and
functioning is highly pertinent to healthcare
practice—whether in developing health educa-
tion brochures, engaging in one-to-one patient
education, delivering a staff development work-
shop, preparing community health lectures, or
helping students to study for courses and ex-
aminations. Focusing on attention, storage, and
memory is essential in the education of older
adult patients, including the identification of fa-
tigue, medications, and anxieties that may inter-
fere with learning and remembering (Park et al.,
2014). A common issue with older adults is they
may recognize they should know the information,
but they have trouble recalling names, dates, and
other specifics. And, for everyone, the issue of
competence versus performance is always a fac-
tor: although learners may truly know informa-
tion or a skill (competence), they fail to produce
it at a specific moment (performance).

Heavily influenced by gestalt psychology,
cognitive development is a third perspective
on learning that focuses on qualitative changes
in perceiving, thinking, and reasoning as indi-
viduals grow and mature (Crandell, Crandell,
& Vander Zanden, 2012; Newman & Newman,
2015). Cognitions are based on how external
events are conceptualized, organized, and rep-
resented within each person’s mental framework
or schema, which is partially dependent on the
individual’s stage of development in percep-
tion, reasoning, and readiness to learn. In other
words, age and stage of life can affect learning.
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Much of the theory and research in this
area has been concerned with identifying the
characteristics and advances in the thought pro-
cesses of children and adolescents. A principal
assumption is that learning is a developmental,
sequential, and active process that transpires as
the child interacts with the environment, makes
discoveries about how the world operates, and
interprets these discoveries in keeping with what
she knows (schema).

Jean Piaget is the best known of the cogni-
tive developmental theorists. His observations
of children’s perceptions and thought processes
at different ages have contributed much to our
recognition of the unique, changing abilities of
youngsters to reason, conceptualize, commu-
nicate, and perform (Piaget & Inhelder, 1969).
By watching, asking questions, and listening to
children, Piaget identified and described four se-
quential stages of cognitive development: sen-
sorimotor, preoperational, concrete operations,
and formal operations. These stages become evi-
dent over the course of infancy, early childhood,
middle childhood, and adolescence, respec-
tively. According to Piaget’s theory of cognitive
learning, children take in or incorporate infor-
mation as they interact with people and the en-
vironment. They either make their experiences
fit with what they already know (assimilation)
or change their perceptions and interpretations
in keeping with the new information (accom-
modation). Nurses and family members need
to determine what children are perceiving and
thinking in a particular situation. As an illustra-
tion, young children usually do not comprehend
fully that death is final. They respond to the death
of aloved one in their own way, perhaps asking
God to give back the dead person or believing
that if they act like a good person, the deceased
loved one will return to them (Gardner, 1978).

Proponents of the cognitive development
perspective manifest some differences in their
views that are worth considering by nurse ed-
ucators. For example, although Piaget stresses
the importance of perception in learning and
views children as little scientists exploring, in-
teracting, and discovering the world in a relative

solitary manner, Russian psychologist Lev Vy-
gotsky (1986) emphasizes the significance of lan-
guage, social interaction, and adult guidance in
the learning process. When teaching children,
the job of adults is to interpret, respond, and give
meaning to children’s actions. Rather than the
discovery method favored by Piaget, Vygotsky
advocates clear, well-designed instruction that
is carefully structured to advance each person’s
thinking and learning.

In practice, some children may learn more
effectively by discovering and putting pieces to-
gether on their own, whereas other children ben-
efit from a more social and directive approach.
It is the health educator’s responsibility to iden-
tify the child’s or teenager’s stage of thinking, to
provide experiences at an appropriate level for
the child to actively discover and participate in
the learning process, and to determine whether
a child learns best through language and so-
cial interaction or through perceiving and ex-
perimenting in his or her own way. Research
suggests that young children’s learning is of-
ten more solitary, whereas older children may
learn more readily through social interaction
(Palincsar, 1998).

What do cognitive developmental theorists
say about adult learning? First, although the cog-
nitive stages develop sequentially, some adults
never reach the formal operations stage. These
adults may learn better from explicitly concrete
approaches to health education. Second, devel-
opmental psychologists and gerontologists have
proposed advanced stages of reasoning in adult-
hood that go beyond formal operations. For ex-
ample, it is not until the adult years that people
become better able to deal with contradictions,
synthesize information, and more effectively in-
tegrate what they have learned—characteristics
that differentiate adult thought from adolescent
thinking (Kramer, 1983). Third, older adults may
demonstrate an advanced level of reasoning de-
rived from their wisdom and life experiences, or
they may reflect lower stages of thinking result-
ing from lack of education, disease, depression,
extraordinary stress, or medications (Hooyman,
Kawamoto, & Kiyak, 2015).



Research indicates that adults generally
do better when offered opportunities for self-
directed learning (emphasizing learner con-
trol, autonomy, and initiative), and they have
an explicit rationale for learning. They also may
do better with a problem-oriented rather than
subject-oriented approach and when they have
opportunities to use their experiences and skills
to help others (Tennant, 2006). Educators must
keep in mind too that anxiety, the demands of
adult life, and past childhood experiences may
interfere with learning in adulthood.

Cognitive theory has been criticized for ne-
glecting the social context. To counteract this
omission, the effects of social factors on per-
ception, thought, and motivation require at-
tention. Social constructivism and social
cognition are two increasingly popular per-
spectives within cognitive theory that take the
social milieu into account.

Drawing heavily from gestalt psychology
and developmental psychology, social construc-
tivists take issue with some of the highly ratio-
nal assumptions of the information-processing
view and build on the work of John Dewey, Jean
Piaget, and Lev Vygotsky (Palincsar, 1998). These
theorists posit that individuals formulate or con-
struct their own versions of reality and that learn-
ing and human development are richly colored
by the social and cultural context in which peo-
ple find themselves. A central tenet of the social
constructivist approach is that ethnicity, social
class, gender, family life, life history, self-concept,
and the learning situation itself all influence an
individuals perceptions, thoughts, emotions, in-
terpretations, and responses to information and
experiences. A second principle is that effec-
tive learning occurs through social interaction,
collaboration, and negotiation (Shapiro, 2002).

According to this view, the players in any
healthcare setting may have differing perspectives
on external reality, including distorted percep-
tions and interpretations. Every person operates
on his or her own unique representations and
interpretations of a situation, all of which have
been heavily influenced by that individual’s social
and cultural experiences. The impact of culture
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cannot be ignored, and learning is facilitated by
sharing beliefs, by acknowledging and challeng-
ing differing conceptions, and by negotiating
new levels of conceptual understanding (Mar-
shall, 1998). Cooperative learning and self-help
groups are examples of social constructivism in
action. Given the rapidly changing age and ethnic
composition in the United States, the social con-
structivist perspective has much to contribute to
health education and health promotion efforts.

Rooted in social psychology, the social
cognition perspective reflects a constructivist
orientation and highlights the influence of so-
cial factors on perception, thought, and mo-
tivation. A host of scattered explanations can
be found under the rubric of social cognition
(Carlston, 2013; Fiske & Taylor, 2013), which,
when applied to learning, emphasize the need
for instructors to consider the dynamics of the
social environment and groups on both inter-
personal and intrapersonal behavior. As an il-
lustration, attribution theory focuses on the
cause-and-effect relationships and explana-
tions that individuals formulate to account for
their own and others’ behavior and the way in
which the world operates. Many of these expla-
nations are unique to the individual and tend
to be strongly colored by cultural values and
beliefs. For example, patients with certain re-
ligious views or a type of parental upbringing
may believe that their disease is a punishment
for their sins (internalizing blame); other pa-
tients may attribute their disease to the actions
of others (externalizing blame). From this per-
spective, patients’ attributions may or may not
promote wellness and well-being. The route
to changing health behaviors is to change dis-
torted attributions. Nurses™ prejudices, biases
(positive and negative), and attributions need
to be considered as well in the healing process.

Cognitive theory has been criticized for ne-
glecting emotions, and efforts have been made
to incorporate considerations related to emo-
tions within a cognitive framework, an approach
known as the cognitive-emotional perspec-
tive. As Eccles and Wigfield (2002) comment,
“Cold’ cognitive models cannot adequately
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capture conceptual change; there is a need to
consider affect as well” (p. 127).

Several slightly different cognitive orienta-
tions to emotions have been proposed and are
briefly summarized here:

®  Empathy and the moral emotions (e.g.,
guilt, shame, distress, moral outrage) play
a significant role in influencing children’s
moral development and in motivating
people’s prosocial behavior, activism, and
ethical responses (Braungart & Braungart,
2006; Hoffman, 2000).

B Memory storage and retrieval, as well as
moral decision making, involve both cogni-
tive and emotional brain processing, espe-
cially in response to situations that directly
involve the self and are stressful (Collins,
2016; Greene, Sommerville, Nystrom, Darley,
& Cohen, 2001).

m  Emotional intelligence (El) entails an
individual managing his emotions, mo-
tivating himself, reading the emotions of
others, and working effectively in interper-
sonal relationships. Some argue EI is more
important to leadership, social judgment,
and moral behavior than cognitive intelli-
gence is (Goleman, 1995; Mayer, Roberts, &
Barsade, 2008).

m  Self-regulation includes learners moni-
toring their own cognitive processes, emo-
tions, and surroundings to achieve goals.
The ability to self-regulate has been found
to be a key factor in learning and studying
(Bjork, Dunlosky, & Kornell, 2013) and for
successful living and effective social behav-
ior (Baumeister & Vohs, 2007).

The implications are that nursing and other
health professional education programs would
do well to exhibit and encourage empathy and
El in working with patients, family, and staft
and to attend to the dynamics of self-regulation
as an approach to promoting positive personal
growth and effective leadership. Research indi-
cates that the development of these attributes
in self and patients is associated with a greater
likelihood of healthy behavior, psychological

well-being, optimism, and meaningful social
interactions (Brackett, Lopes, Ivcevic, Mayer, &
Salovey, 2004). EI has been applied to reduc-
ing stress and violence in the healthcare work-
place (Littlejohn, 2012) and used as a predictor
of professional satisfaction and well-being
(Zeidner & Hadar, 2014).

A significant benefit of the cognitive theory
to health care is the recognition of individual-
ity and diversity in how people learn and pro-
cess experiences. When applied to health care,
cognitive theory has proved useful in formulat-
ing exercise programs for breast cancer patients
(Rogers et al., 2004), understanding individual
differences in bereavement (Stroebe, Folkman,
Hansson, & Schut, 2006), and dealing with ad-
olescent depression in girls (Papadakis, Prince,
Jones, & Strauman, 2006). This theory high-
lights the wide variation in how learners actively
structure their perceptions; confront a learning
situation; encode, process, store, and retrieve
information; and manage their emotions—all
of which are influenced by social and cultural
forces. The challenge for educators is to iden-
tify each learner’s level of cognitive development
and the social factors that affect learning. This
information then is used to find ways to foster
insight, creativity, and problem solving.

Difficulties may arise in ascertaining exactly
what is transpiring inside the mind of each indi-
vidual and in designing learning activities that
encourage people to restructure their percep-
tions, reorganize their thinking, regulate their
emotions, change their attributions and behavior,
and create workable solutions. This is no small
challenge. Research indicates people often have
a “faulty mental model of how they learn and re-
member.” Another factor to consider is how so-
ciety contributes assumptions and attitudes that
“can be counterproductive in individuals becom-
ing maximally effective learners” (Bjork et al.,
2013, p. 417). Teaching people to learn how to
learn and to monitor and regulate their own learn-
ing is now considered part of the educator’s job.

The next learning theory combines
principles from both the behaviorist and
cognitive theories.



Social Learning Theory

Social learning theory is largely based on the work
of Albert Bandura (1977, 2001), who mapped
out a perspective on learning that includes con-
sideration of the personal characteristics of the
learner, behavior patterns, and the environment.
Since its inception, this theory has gone through
several “paradigm shifts” (Bandura, 2001, p. 2).
In early formulations, Bandura emphasized
behaviorist features and the imitation of role
models; later, his focus shifted to cognitive con-
siderations, such as the attributes of the self
and the internal processing of the learner. Ban-
dura’s attention then turned to the impact of
social factors and the social context within
which learning and behavior occur. As Bandura’s
model of social learning has evolved, the learner
is now viewed as central (what Bandura calls a
“human agency”), which suggests the need to
identify what learners are perceiving and how
they are interpreting and responding to social
situations. As such, careful consideration needs
to be given to the healthcare environment as a
social situation.

One of Bandura’s early observations was that
individuals do not need to have direct experi-
ences to learn. Considerable learning occurs by
taking note of other people’s behavior and what
happens to them. Thus, learning is often a so-
cial process, and other individuals, especially
significant others, provide compelling examples
or role models for how to think, feel, and act.

Role modeling, therefore, is a central con-
cept of social learning theory. As an example, a
more experienced nurse who demonstrates desir-
able professional attitudes and behaviors some-
times serves as a mentor for a less experienced
colleague. Armstrong (2008) emphasizes that to
facilitate learning, role models need to be enthu-
siastic, professionally organized, caring, and self-
confident, as well as knowledgeable, skilled, and
good communicators. Research indicates that
nurse managers’ attitudes and actions—ensuring
safety, integrating knowledge with practice,
sharing feelings, challenging staff nurses and
students, and demonstrating competence and
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willingness to provide guidance to others—
influence the outcomes of the clinical supervi-
sion process (Berggren & Severinsson, 2006).
How nurse mentors perceive their role is an im-
portant consideration in the leadership selection
process (Coombs-Ephraim, 2016; Neary, 2000).

Vicarious reinforcement, another con-
cept from social learning theory, involves de-
termining whether role models are perceived
as rewarded or punished for their behavior.
Reward is not always necessary, however, and
a learner may imitate the behavior of a role
model even when no reward is available to ei-
ther the role model or the learner. Neverthe-
less, in many cases, whether the model is viewed
by the observer as rewarded or punished may
have a direct influence on learning. This rela-
tionship may be one reason why it is difficult
to attract health professionals to geriatric care.
Although some highly impressive role models
work in this field, geriatric health care is often
accorded lower status with less pay in compar-
ison to other specialty areas.

Subsequently, Bandura (1977) included
cognitive principles in his social learning the-
ory, stressing the self-regulation and control that
the individual exerts in the process of acquir-
ing knowledge and changing behavior. He out-
lined a four-step, largely internal process that
directs social learning (FIGURE 3-3). Although
some of this model’s components are similar
to the information-processing model described
previously, a principal difference is the inclu-
sion of a motivational component in the social
learning theory model.

The first step in Bandura’s model is the at-
tentional phase, a necessary condition for any
learning to occur. Research indicates that role
models with high status and competence are more
likely to be observed, although the learner’s own
characteristics (e.g., needs, self-esteem, compe-
tence) may be the more significant determiner of
attention. The second step is the retention phase,
which involves the storage and retrieval of what
was observed. Third is the reproduction phase,
where the learner copies the observed behavior.
Mental rehearsal, immediate enactment, and
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FIGURE 3-3 Social learning theory.

corrective feedback strengthen the reproduction
of behavior. The fourth step is the motivational
phase, which focuses on whether the learner is
motivated to perform a certain type of behavior.
Reinforcement or punishment for a role model’s
behavior, the learning situation, and the appro-
priateness of subsequent situations where the be-
havior is to be displayed all combine to affect a
learner’s performance (Bandura, 1977; Gage &
Berliner, 1998). Well suited to conducting health
education and staff development training, this
organized approach to learning requires paying
attention to the social environment, the behav-
ior to be performed, and the individual learner
(Aliakbari, Parvin, Heidari, & Haghani, 2015;
Bahn, 2001).

Reflecting a social cognition orientation,
Bandura (2001) then shifted his focus to socio-
cultural influences, viewing the learner as the
agent through which learning experiences are
filtered. He argues that the human mind is not
just reactive; it is generative, creative, and re-
flective. Essentially, the individual engages in a
transactional relationship between the social en-
vironment and the self, where sociocultural fac-
tors are mediated by “psychological mechanisms

of the self-system to produce behavioral effects”
(p. 4). In his model, Bandura stresses the internal
dynamics of personal selection, intentionality,
self-regulation, self-efficacy, and self-evaluation
in the learning process. Culture and self-efficacy
play a key role, with Bandura noting that indi-
vidualistic cultures interpret self-efficacy dif-
ferently from the way group-oriented cultures
interpret it. However self-efficacy is defined, a
low sense of self-efficacy in either kind of cul-
ture produces stress. This perspective applies
particularly well to the acquisition of health be-
haviors and partially explains why some peo-
ple select positive role models and effectively
regulate their attitudes, emotions, and actions,
whereas other people choose negative role mod-
els and engage in unhealthy and destructive be-
haviors. Nurses need to find ways to encourage
patients’ feelings of competency, to promote
their wellness, and to make certain not to fos-
ter dependency, helplessness, and feelings of
low self-worth in them.

Social learning theory extends the learning
process beyond the educator-learner relation-
ship to the larger social world. This theory helps
explain the socialization process as well as the



breakdown of behavior in society. Responsibil-
ity is placed on the educator or leader to act as
an exemplary role model and to choose socially
healthy experiences for individuals to observe
and repeat. This obligation requires the care-
ful evaluation of learning materials for stereo-
types, mixed or hidden messages, and negative
effects. Yet simple exposure to role models cor-
rectly performing a behavior that is rewarded
(or performing some undesirable behavior that
is punished) does not ensure learning. Attention
to the learner’s self-system and the dynamics of
self-regulation may help sort out the varying ef-
fects of the social learning experience.

In health care, social learning theory has
been applied to nursing education, to commu-
nity mental health settings, to addressing psy-
chosocial problems, and to maximizing the use
of support groups. For example, research in-
dicates that those managers who are aware of
their roles and responsibilities in promoting a
positive work environment enhance learning,
competence, and satisfaction. Dissatisfaction,
in contrast, has a detrimental effect and is a sig-
nificant cause of staff turnover (Kane-Urrabazo,
2006). Nurses have applied social learning prin-
ciples successfully when working with teen-
age mothers (Stiles, 2005) and in addressing
alcoholism among older adults (Akers, 1989).
Mental health providers used a social learning
theory paradigm to organize training and pro-
duce changes within their system to make em-
ployment a higher priority among community
mental health services (Waynor, Pratt, Dolce,
Bates, & Roberts, 2005). A major difficulty with
applying social learning theory in practice is
that this theory is complex and not easily op-
erationalized, measured, and assessed.

The final two theories reviewed in this
chapter focus on the importance of emotions
and feelings in the learning process.

Psychodynamic Learning Theory

Although not typically treated as a learning the-
ory, some of the constructs from psychodynamic
theory (based on the work of Sigmund Freud
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and his followers) have significant implications
for learning and changing behavior (Hilgard
& Bower, 1966; O’Loughlin, 2013). It is largely
a theory of motivation that stresses emotions
rather than cognition or responses. The psy-
chodynamic perspective emphasizes the im-
portance of conscious and unconscious forces
in guiding behavior, personality conflicts, and
the enduring effects of childhood experiences
on adult behavior. This theory may be especially
useful to healthcare professionals (Bower, 2005;
O’Loughlin, 2013). As Pullen (2002) points out,
negative emotions are important to recognize
and assess in nurse—patient-physician-family
interactions, and psychodynamic theory can
be helpful in this regard.

A central principle of the theory is the idea
that behavior may be conscious or unconscious—
that is, individuals may or may not be aware of
their motivations and why they feel, think, and
actas they do. According to the psychodynamic
view, the most primitive source of motivation
comes from the id and is based on libidinal en-
ergy (the basic instincts, impulses, and desires
humans are born with). The id includes two
components: eros (the desire for pleasure and
sex, sometimes called the life force) and than-
atos (aggressive and destructive impulses, or
the death wish). Patients who survive or die de-
spite all predictions to the contrary provide il-
lustrations of such primitive motivations. The
id, according to Freud, operates on the pleasure
principle—to seek pleasure and avoid pain. For
example, dry, dull lectures given by nurse edu-
cators who go through the motions of the pre-
sentation without much enthusiasm or emotion
inspire few people (patients, staff, or students)
to listen to the information or heed the advice
being given. This does not mean, however, that
only pleasurable presentations are acceptable.

Countering the id (primitive drives) is the
superego, which involves the internalized so-
cietal values and standards, or the conscience.
Mediating these two opposing forces in the per-
sonality is the ego, which operates based on the
reality principle. Rather than insisting on im-
mediate gratification, people learn to take the
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long road to pleasure and to weigh the choices
or dilemmas in the conflict between the id and
the superego. Healthy ego (self) development,
as emphasized by Freud’s followers, is an im-
portant consideration in healthcare fields. For
example, patients with ego strength can cope
with painful medical treatments because they
recognize the long-term value of enduring dis-
comfort and pain to achieve a positive outcome.
Patients with weak ego development, in contrast,
may miss their appointments and treatments or
engage in short-term pleasurable activities that
work against their healing and recovery. A signif-
icant aspect of the learning and healing process
involves helping patients develop ego strength
and adjust realistically to a changed body im-
age or lifestyle brought about by disease and
medical interventions.

Nurses and other health professionals also
require personal ego strength to cope with the
numerous predicaments in the everyday practice
of delivering care as they face conflicting values,
ethics, and demands. Professional burnout, for
example, is rooted in an overly idealized con-
cept of the healthcare role and unrealistic ex-
pectations for the self in performing the role.
Malach-Pines (2000) notes that burnout may
stem from nurses’ childhood experiences with
lack of control.

When the ego is threatened, as can easily
occur in the healthcare setting, defense mech-
anisms may be employed to protect the self.
The short-term use of defense mechanisms is a
way of coming to grips with reality. The danger
arises from the overuse or long-term reliance
on defense mechanisms, which allows individ-
uals to avoid reality and may act as a barrier to
learning and transfer. BOX3-2 describes some of
the more commonly used defense mechanisms.
Because of the stresses involved in health care,
knowledge of defense mechanisms is useful,
whether for nursing students who are grappling
with the challenges of nursing education, staff
nurses who are dealing with the strains of work-
ing in hospitals and long-term care facilities, or
patients and their families who are learning to
cope with illnesses and injuries.

BOX 3-2 Ego Defense Mechanisms:

Ways of Protecting the Self from a
Perceived Threat

Denial: Ignoring or refusing to acknowledge
the reality of a threat

Rationalization: Excusing or explaining away
a threat

Displacement: Taking out hostility and
aggression on other individuals rather than
directing anger at the source of the threat
Repression: Keeping unacceptable thoughts,
feelings, or actions from conscious awareness
Regression: Returning to an earlier (less mature,
more primitive) stage of behavior as a way of
coping with a threat

Intellectualization: Minimizing anxiety by
responding to a threat in a detached, abstract
manner without feeling or emotion
Projection: Seeing one’s own unacceptable
characteristics or desires in other people
Reaction formation: Expressing or behaving
the opposite of what is really felt

Sublimation: Converting repressed feelings
into socially acceptable action

Compensation: Making up for weaknesses by
excelling in other areas

As an example of defense mechanisms in
health care, Kiibler-Ross (1969) points out that
many terminally ill patients’ initial reaction to
being told they have a serious threat to their
health and well-being is to employ the defense
mechanism of denial. Patients typically find it
too overwhelming to process the information
that they are very ill or likely to die. Although
most patients gradually accept the reality of their
illness, the dangers are that if they remain in a
state of denial, they may not seek treatment and
care, and if their illness is contagious, they may
not protect others against infection.

On the healthcare side, a common defense
mechanism employed by medical staff is to
intellectualize the significance of disease and



death rather than to deal with these issues realis-
tically at an emotional level. This defense mech-
anism may contribute to the reported tendency
of oncologists to ignore, rather than address, the
emotions that patients express during commu-
nication (Friedrichsen & Strang, 2003; Pollak
et al., 2007). One study found that in respond-
ing to patients expressing fear, oncologists more
often addressed the topic causing the fear rather
than addressing the emotion itself (Kennifer
et al., 2009). Telford, Kralik, and Koch (2006)
report that nurses may strive to categorize ter-
minally ill patients within a denial-acceptance
framework too quickly and, as a result, may not
listen to patients as they attempt to tell their
stories and interpret their illness experiences.
Protecting the self (ego) by dehumanizing pa-
tients and treating them as diseases and body
parts rather than as whole individuals (with
spiritual, emotional, and physical needs) is
an occupational hazard for nurses and other
health professionals.

Another central assumption of psychody-
namic theory is that personality development
occurs in stages, with much of adult behavior
derived from earlier childhood experiences and
conflicts. One of the most widely used models of
personality development is Erikson’s (1968) eight
stages of life, with the model organized around a
psychosocial crisis to be resolved at each stage.
Including considerations of the patient’s stage
of personality development is essential in health
care when designing and carrying out treatment
regimens, communication, and health education.
For example, in working with 4- and 5-year-old
patients, where the psychosocial crisis defined by
Erikson is “initiative versus guilt,” nurses should
encourage the children to offer their ideas and to
make and do things themselves. Staff also must
be careful not to make these children feel guilty
about their illness or misfortune. As a second
example, an adolescent’s developmental need
to have friends and to find an identity requires
special attention in health care. Adolescent pa-
tients may benefit from help and support in
adjusting to a changed body image and in ad-
dressing their fears of weakness, lack of activity,
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and social isolation. One danger is that young
people may treat their illness or impairment as
a significant dimension of their identity and
self-concept—a perspective well described in
poet Lucy Grealy’s (1994) personal account in
Anatomy of a Face.

According to the psychodynamic view, dif-
ficulties arise and learning is limited when in-
dividuals become fixated or stuck at an earlier
stage of personality development. They then must
work through their previously unresolved cri-
ses to develop and mature emotionally. For ex-
ample, some staff members and patients feel an
inordinate need to control the self, other people,
and certain social situations. This behavior may
be rooted in their inability to resolve the crisis of
trust versus mistrust at the earliest stage of life.
In working with these individuals, it is important
to build a trusting relationship and to encour-
age them to gradually relinquish some control.

In some cases, past conflicts, especially
during childhood, may interfere with the abil-
ity to learn or to transfer learning. What peo-
ple resist talking about or learning—a process
termed resistance—is an indicator of under-
lying emotional difficulties, which must be
dealt with for them to move ahead emotion-
ally and behaviorally. For instance, if a young,
pregnant teenager refuses to engage in a seri-
ous conversation about sexuality (e.g., changes
the subject, giggles, looks out into space, ex-
presses anger), this behavior indicates that she
has underlying emotional conflicts that need
to be addressed. One study explored psychody-
namic sources of resistance among nursing stu-
dents and examined how they engaged with or
resisted the learning process. A number of fac-
tors requiring consideration surfaced in this re-
search, including childhood struggles, a history
of overadaptation, self-image, and learning cli-
mate (Gilmartin, 2000).

Serious problems in miscommunication can
occur in health care as a result of childhood learn-
ing experiences. For example, some physicians
and nurses may have had the childhood expe-
rience of standing helplessly by watching some-
one they loved and once depended on endure
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disease, suffering, and death. Although they
could do little as children to improve the situa-
tion, they may be compensating for their child-
hood feelings of helplessness and dependency
as adults by devoting their careers to fending off
and fighting disease and death. These motiva-
tions, however, may not serve them well as they
attempt to care for, communicate with, and ed-
ucate terminally ill patients and their families.

Emotional conflicts are not always caused
by internal forces, however; society exerts pres-
sures on individuals that promote emotional
difficulties as well. The reluctance of health
professionals to be open and honest with ter-
minally ill patients may be derived to some ex-
tent from American culture, which encourages
medical personnel to “fix” their patients and
extend life. Staff members may or may not be
conscious of these pressures, but either way they
may feel guilty and perceive themselves as fail-
ures when dealing with a patient who is dying.

The concept of transfer has special mean-
ing to psychodynamic theorists. Transference
occurs when individuals project their feelings,
conflicts, and reactions—especially those de-
veloped during childhood with significant oth-
ers such as parents—onto authority figures and
other individuals in their lives. The danger is
that the relationship between the health pro-
fessional and the patient may become distorted
and unrealistic because of the biases inherent in
the transference reaction. For example, because
patients are sick, they may feel helpless and de-
pendent and then regress to an earlier stage in
life when they relied on their parents for help
and support. Their childhood feelings and re-
lationship with a parent—for better or worse—
may be transferred to a nurse or physician taking
care of them. Although sometimes flattering, the
love and dependency that patients feel may op-
erate against the autonomy and independence
they need to get back on their feet. A particu-
lar patient may also remind a staff member of
someone from his past, creating a situation of
countertransference.

The psychodynamic approach reminds
nurses to pay attention to emotions, unconscious

motivations, and the psychological growth and
development of all those involved in health care
and learning. The success of health care rests
on both interpersonal and intrapersonal pro-
cesses integral to the therapeutic use of the self
in carrying out patient care (Gallop & O’Brien,
2003). Psychodynamic theory is well suited to
understanding patient and family noncompli-
ance (Menahern & Halasz, 2000), trauma and
loss (Duberstein & Masling, 2000), palliative
care and the deeply emotional issues of termi-
nal illness (Chochinov & Breitbart, 2000), and
the anxieties of working with long-term psychi-
atric residents (Goodwin & Gore, 2000).

The psychodynamic approach has been crit-
icized because much of the analysis is speculative
and subjective, and the theory is difficult to op-
erationalize and measure. Psychodynamic theory
also can be used inappropriately; it is not the job
of nurses with little clinical psychology or psy-
chiatric training to probe into the private lives
and feelings of patients to uncover deep, uncon-
scious conflicts. Another danger is that nurses
and other health professionals may use the many
psychodynamic constructs as a way of intellec-
tualizing or explaining away, rather than dealing
with, people as individuals who need emotional
care. Nonetheless, the psychodynamic perspec-
tive is helpful in more fully understanding learn-
ing and teaching because it highlights a number
of underlying considerations and subtleties in the
process, such as motivations, emotional develop-
ment, and internal conflicts related to learning.
It also gives focus to problems with learning or
with the teacher-learner relationship.

Humanistic Learning Theory

Underlying the humanistic perspective on learn-
ing is the assumption that every individual is
unique and that all individuals have a desire to
grow in a positive way. Unfortunately, positive
psychological growth may be damaged by some
of society’s values and expectations (e.g., males
are less emotional than females, some ethnic
groups are inferior to others, making money is
more important than caring for people) and by



adults’ mistreatment of their children and one
another (e.g., inconsistent or harsh discipline,
humiliation and belittling, abuse and neglect).
Spontaneity, the importance of emotions and feel-
ings, the right of individuals to make their own
choices, and human creativity are the cornerstones
of a humanistic approach to learning (Rogers,
1994; Snowman & McCown, 2015). Humanis-
tic theory is especially compatible with nursing’s
focus on caring and patient centeredness—
an orientation that is increasingly being chal-
lenged by an emphasis in medicine and health
care on “impersonal” science, technology, cost
efficiency, for-profit medicine, bureaucratic orga-
nization, and time pressures. Taking a skeptical
approach, Traynor (2009) suggests the pro-
motion of humanism in nursing in the United
Kingdom, particularly by nurse scholars, may
be based more on unexamined professional
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ideology than on critical examination. This au-
thor encourages further scrutiny of the concept
of humanism in the profession.

Like the psychodynamic theory, the hu-
manistic perspective is largely a motivational
theory. From a humanistic perspective, moti-
vation is derived from each person’s needs, sub-
jective feelings about the self, and the desire to
grow. The transfer of learning is facilitated by
curiosity, a positive self-concept, and open sit-
uations in which people respect individuality
and promote freedom of choice. Under such
conditions, transfer is likely to be widespread,
enhancing flexibility and creativity.

Abraham Maslow (1954, 1987), a major
contributor to humanistic theory, is perhaps
best known for identifying the hierarchy of
needs (FIGURE 3-4), which he says plays an im-
portant role in human motivation. At the bottom

Self-Actualization
Need to fulfill one’s potential

Esteem
Need to be perceived as competent,
have confidence and independence,
and have status, recognition,
and appreciation

Belonging and Love
Need to give and receive affection

Safety

Need for security, stability, structure, and protection
as well as freedom from fear

Physiological
To have basic survival needs met
(food, water, warmth, sleep)

FIGURE 3-4 Maslow’s hierarchy of needs.
Modified from Maslow, A. (1987). Motivation and personality (3rd ed.). New York, NY: Harper & Row.
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of Maslow’s hierarchy are physiological needs
(food, warmth, sleep); then come safety needs,
then the need for belonging and love, followed
by self-esteem. At the top of the hierarchy are
self-actualization needs (maximizing one’s po-
tential). Additional considerations include cog-
nitive needs (the desire to know and understand)
and, for some individuals, aesthetic needs (the
desire for beauty). Within this model, it is as-
sumed that basic-level needs must be met before
individuals can be concerned with learning and
self-actualizing. Thus, clients who are hungry,
tired, and in pain are motivated to get these bi-
ological needs met before they will be open to
learning about their illness, rules for self-care,
and health education. Although this model is
intuitively appealing, research findings in sup-
port of Maslow’s hierarchy of needs have been in-
consistent. For example, although some people’s
basic needs may not be met, they may nonethe-
less engage in creative activities, extend them-
selves to other people, feel a subjective sense of
well-being, and enjoy learning (Pfeffer, 1985;
Tay & Diener, 2011).

Besides personal needs, humanists con-
tend that self-concept and self-esteem are nec-
essary considerations in any learning situation.
The therapist Carl Rogers (1961, 1994) argues
that what people want is unconditional positive
self-regard (the feeling of being loved without
strings attached). Experiences that are threat-
ening, coercive, and judgmental undermine the
ability and enthusiasm of individuals to learn.
Therefore, those in positions of authority need
to convey a fundamental respect for the people
with whom they work. If a nurse is prejudiced
against patients with AIDS, for example, then
little will be healing or therapeutic in that nurse’s
relationship with them until she is genuinely able
to feel respect for each patient as an individual.

Rather than acting as an authority, say hu-
manists, the role of any educator or leader is to
serve as a facilitator (Rogers, 1994). Listening—
rather than talking—is the skill needed. Because
the uniqueness of the individual is fundamen-
tal to the humanistic perspective, much of the
learning experience requires a direct relationship

between the educator and the learner, with in-
struction being tailored to the needs, self-esteem,
and positive growth of each learner. Learners—
not educators—choose what is to be learned.
Within this framework, educators serve as re-
source persons whose job is to encourage learners
to make wise choices. Because the central focus
is on learners’ perceptions, desires, and decision
making, the humanistic orientation is referred
to as a learner-directed approach.

Mastering information and facts is not the
central purpose of the humanistic model of
learning. Instead, fostering curiosity, enthusi-
asm, initiative, and responsibility is considered
more important and enduring and should be
the primary goal of any educator. For example,
rather than playing health education videos for
hospitalized patients to view or routinely dis-
tributing lots of pamphlets and pages of small-
print instructions, the humanistic perspective
would suggest establishing rapport and becom-
ing emotionally attuned to patients and their
family members. In professional education,
the goal is to provide psychologically safe class-
rooms and clinical environments, where human-
istic principles can be taught through caring,
role modeling, small-group interactions, and
case discussions. Attention to self-awareness
and feelings are crucial. Helpful techniques
include role playing, listening exercises, and
filming students in the clinical setting (Bider-
man, 2003). Providing time for student reflec-
tion is essential, and instructor feedback must
be given sensitively and thoughtfully (Fryer-
Edwards et al., 2006).

Feelings and emotions are the keys to learn-
ing, communication, and understanding in hu-
manistic psychology. Humanists worry that in
today’s stressful society, people can easily lose
touch with their feelings, which sets the stage
for emotional problems and difficulties in learn-
ing (Rogers, 1961). To humanists, “Tell me how
you feel” is a much more important instruction
than “Tell me what you think” because thoughts
and admonitions (the latter of which Rogers calls
“the shoulds”) may be at odds with true feel-
ings. Consider the implications of the following



statements: (a) a young person who says, “I know
I should go to medical school and become a
doctor because I am smart and that is what my
parents want, but I don’t feel comfortable with
people who are sick—I don’t even like them!” and
(b) the patient who is dying and says, “I realize
that I am going to die and should be brave, but I
feel so sad that I am losing my family, my friends,
and myself; frankly, I am afraid of dying—all the
pain and suffering, being a burden—I'm scared!”
In both cases, humanists would argue, the over-
riding factor that will affect the behavior of the
young person and the patient who is dying is
their feelings, not their cognitions.

The humanistic learning theory has mod-
ified the approach to education and changing
behavior by giving primary focus to the sub-
jective needs and feelings of the learner and
by redefining the role of the educator. Human-
istic principles have become a cornerstone of
self-help groups, wellness programs, and pal-
liative care. Humanistic theory also has been
found to be well suited to working with chil-
dren and young patients undergoing separation
anxiety caused by illness, surgery, and recovery
(Holyoake, 1998) and to working in the areas
of mental health and palliative care (Barnard,
Hollingum, & Hartfiel, 2006). As in psychody-
namic theory, a principal emphasis is on the
healing nature of the therapeutic relationship
(Pearson, 2006) and the need for nursing stu-
dents and staff to grow emotionally from their
healthcare experiences (Block & Billings, 1998).

The theory has its weaknesses as well. Re-
search has not been able to substantiate some
of its strongest claims, and the theory has been
criticized for promoting self-centered learners
who cannot take criticism or compromise their
deeply felt positions. Charged with being more of
a philosophy—or a cult—than a science, human-
ism has a touchy-feely aspect that makes some
learners and educators feel truly uncomfortable.
Moreover, information, facts, memorization,
drill, practice, and the tedious work sometimes
required to master knowledge—which human-
ists minimize and sometimes disdain—have
been found to contribute to significant learning,
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knowledge building, and skill development (Gage
& Berliner, 1992).

Following in the tradition of humanistic
theory is positive psychology, which is more
oriented to health and well-being than to learn-
ing per se (Lopez, Pedrotti, & Snyder, 2014).
The emphasis is on positive emotions and op-
timism, which appears to make it well suited to
health care. However, positive psychology has
its share of critics (Ehrenrich, 2009). In relation
to health care, some family members and med-
ical professionals may earnestly encourage pa-
tients to be positive and think themselves well.
Yet, this pressure can overburden patients, and
some may blame themselves (or be blamed by
others) if they do not improve and their illness
or injury worsens.

» Neuropsychology and
Learning

A rapidly growing area of psychology research
involves investigations into the physiologi-
cal and neurological foundations of thinking,
learning, and behavior. Neuropsychology
is the scientific study of psychological behav-
ior based on neurological assessments of the
brain and central nervous system. Neuropsy-
chology is not a theory but a body of research
that may be applied to psychological aspects
of behavior, including learning (Benjamin, de
Belle, Etnyre, & Polk, 2008; Kolb & Whishaw,
2015; Sousa, 2012).

Neuropsychology is a branch of psychol-
ogy that contributes to the neurosciences, which
draws researchers from medicine, chemistry,
physiology, engineering, physics, and other dis-
ciplines. Neuroscientists are concerned with
studying the brain and central nervous system’s
structures, anatomy, chemistry, electrical activ-
ity, hormones, and neurotransmitters as these
affect functioning and behavior. From this per-
spective, learning is viewed as involving changes
in the brain and central nervous system that af-
fect responses and behavior. To these researchers,
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learning occurs at the cellular level and produces
structural changes in brain structure, wiring pat-
terns, and chemistry (Collins, 2016).

Much of the information in neuropsychol-
ogy has been gained through advances in neuro-
imaging techniques such as functional magnetic
resonance imaging (fMRI) and positron emis-
sion tomography (PET). Other methodologies
employed include animal studies based on sur-
gery, electrical recordings such as electroenceph-
alograms (EEG) and event-related potentials
(ERP), and case studies of children and adults
with head trauma, brain lesions, and neurolog-
ical abnormalities (Byrnes, 2001). The result-
ing findings highlight the underlying biological
mechanisms of learning and provide evidence
to support some of the principal constructs and
dynamics of existing learning theories.

In synthesizing neuropsychology research,
many generalizations about learning can be made
(Collins, 2016; Gazzaniga, 2000; Page, 2006;
Phelps, 2006; Prichard, 2014; Shors, 2006; Sil-
verstein & Uhlhaas, 2004). Each of the follow-
ing generalizations has implications for health
education in the clinical setting, and readers are
encouraged to formulate applications to nurs-
ing and health care:

®  Emotions have been found to play a key role in
Pavlovian conditioning, information pro-
cessing, memory, and motivation. Emotions
are considered to interact with cognitive
factors in any learning situation, suggesting
that they cannot be ignored when teaching,
learning, reasoning, or making decisions.

m  Neuropsychology research has confirmed the
validity of learning theories and constructs,
including gestalt principles, constructivism,
Piaget’s notions of assimilation and accom-
modation, and Freud’s conceptualization of
conscious and unconscious processes.

®  Instudying the dynamics of brain and central
nervous system processing of information,
this research has documented the role of
physiological arousal and has tracked at-
tention, perception, and the organization
of experience while learning.

®m  Learning is a function of physiological and
neurological developmental changes that
are ongoing and dynamic—the brain is now
viewed as less fixed than once thought, and
it changes with learning and experience (a
phenomenon called plasticity).

B Brain processing is different for each learner;
thus, methods of gaining the learner’ at-
tention, controlling the amount and pace
of learning, and identifying the specific
mechanisms for enhancing learning are
unique for each person.

®  Meaningful practice strengthens learning
connections, which may fade from lack of
use; therefore, one-shot patient education
efforts are not likely to be effective in per-
manently changing behavior.

m  Stress can interfere with or stimulate learn-
ing, although the responses to stress may
change with age and differ for males and
females and for those who have experienced
traumatic events.

m  Neuropsychology research has confirmed
that learning is an active, multifaceted,
complex process that involves preferred and
interacting sensory modes. It is colored by
the past and present social context, and is
regulated largely by the learner based on
his or her development, physiological state,
experiences, and sense of self. Think for a
moment about the ramifications of these
findings for healthcare education, learning,
and teaching.

Neurophysiological aspects of learning
become even more germane for children and
adults with physiological disorders; for indi-
viduals with mental, emotional, and behavioral
problems; and for persons facing the stresses of
trauma, disease, disability, and socioeconomic
hardship. The following are some implications
for teaching, learning, and memory (Collins,
2016; Prichard, 2014):

m  Consider the physiological, mental, and
emotional condition of the learner, such as
nutrition, hydration, the need for stimulation



or rest, novelty, and adequate time to process,
store, and relate information.

®  Organize and pace learning; be playful
and explore.

®  Anchor new learning to something already
known or familiar; put the learning into
context.

m  Take breaks, including the opportunity to
exercise or shift focus, to allow the learning
to “sink in” or incubate.

B And yes, we can teach old dogs new tricks—
thanks to brain plasticity—but there are
physiological and developmental limits
regarding what is reasonable and possible
for every individual.

A few cautions. Despite numerous neuro-
scientific studies related to learning, this line of
research is in its early stages and remains frag-
mented, scattered, and lacking in integration.
In addition, neuropsychological studies may
be based on animal research or involve highly
specialized and restricted human samples. As a
result, few broad generalizations can be made
based on such limited samples. And as Murphy
(2016) points out, there are issues with the vari-
ous equipment and techniques used to measure
and assess neuropsychological activity along with
the challenge of inferring what it all means for
human behavior and learning.

Although addressing the various biologi-
cal connections to learning and behavior is cur-
rently a popular and relatively well-funded area
of research, there is a risk of reducing human be-
havior to mere biology. Critics charge that this
narrow focus ignores the individual as a per-
son and neglects the significance and complex-
ity of psychological and social processes in any
learning situation. As Prichard (2014) argues,
“brain-based learning” oversimplifies learning
(p. 116). Another of his criticisms is that this
physiological explanation for learning has pro-
duced a “commercial bandwagon” for compa-
nies to exploit to make money, such as computer
games and costly workshops to “train the brain”
With so much emphasis on the brain and phys-
iology in learning, considerations related to the
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learner as a person and the effects of the social
environment on learning easily can be forgotten.
Criticisms aside, concepts derived from neuro-
psychology are especially useful to nurses who
are educating patients dealing with medical and
health problems.

» Comparison of
Learning Theories

TABLE 3-1 provides a comparative summary of
the five psychological learning theories outlined
in this chapter. Nurse educators can make gen-
eralizations about both the differences and the
similarities in what the theories say about ac-
quiring knowledge and changing feelings, at-
titudes, and behavior. With respect to some of
the differences among the theories, each theory
has its own assumptions, vocabulary, and way
of conceptualizing the learning process. The
theories differ in their emphasis on the relative
influence of external or internal factors in learn-
ing, the view of the learner as more passive or
active, the task of the educator, the explanation
for motivation, and the way in which the trans-
fer of learning is accomplished.

A logical question is which of these five
theories best describes or explains learning—
which theory, in other words, would be the most
helpful to nurses interested in increasing knowl-
edge or changing the behavior of patients, staff,
or themselves? The answer to this question is
that each theory contributes to understanding
various aspects of the learning process and can
be used singly or in combination to help prac-
titioners acquire new information and alter ex-
isting thoughts, feelings, and behavior.

Each theory highlights important consid-
erations in any learning situation, involving
the relative influence of external social factors
and internal psychological processing. For ex-
ample, behaviorists urge nurses in the role of
teaching others to pay attention to and change
stimulus conditions and to provide reinforce-
ment to alter behavior. Although criticized for
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TABLE 3-

Learning
Procedures

Behaviorist

Environmental
stimulus
conditions and
reinforcement
promote changes
in responses. To
change behavior,
change the
environment.

Cognitive

Assumptions
About the
Learner

Passive,
reactive learner
responds to
environmental
conditions
(stimuli and
reinforcement).

Educator’s Task

Active educator
manipulates
stimuli and
reinforcement to
direct learning
and change.

Transfer of
Learning

Sources of
Motivation

Drive Practice

reduction Similarity
in stimulus
conditions
and responses
between
learning and
new situations

Internal perception
and thought
processing

within a context
of human
development
promote learning
and change. To
change behavior,
change cognitions.

Social Learning

Active learner
determines
patterning of
experiences,
is strongly
influenced by
attributions.

Active educator
structures
experiences
(through
organization and
meaningfulness)
to encourage the
reorganization of
cognitions.

Goals Mental and

Expectations physical activity

Disequilibrium Common
patterns
Understanding
Learning to
learn

External role
models and
their perceived
reinforcement
along with
learner’s internal
influences. To
change behavior,
change role
models, perceived
reinforcement,
and the learner’s
self-regulating
mechanisms.

Active learner
observes others
and regulates
decision to
reproduce
behavior.

Active educator
models behavior,
encourages
perception of
reinforcement,
carefully
evaluates learning
materials for
social messages,
and attempts to
influence learner’s
self-regulation.

Socialization
experiences,
role models,
and self-
reactive
influences
(observe self,
set goals,
and reinforce
performance)

Similarity of
setting and

role models’
behavior



Learning

Assumptions

About the

Comparison of Learning Theories

Sources of

Transfer of

Procedures

Internal forces such
as developmental
stage, childhood
experiences,
emotional
conflicts, and ego
strength influence
learning and
change.To change
behavior, change
interpretations and
make unconscious
motivations
conscious.

Learner

Active learner’s
lifestyle, past
experiences,

and current
emotional
conflicts
influence what is
learned and how
it is remembered
and performed.

Educator’s Task

Motivation

Learning

Psychodynamic

Educator as Pleasure Personality

a reflective principle conflict,
interpreter makes and reality resistance, and
sense of learner’s principle transference
personality and Tension and associated
motivation by imbalance with learning
listening and Conscious situations may
posing questions and act as barriers
to stimulate unconscious to transfer.
conscious influence

awareness, of conflict,

insight, and ego development,

strength. and defense

mechanisms

Humanistic

Internal feelings
about self, ability
to make wise
choices, and needs
affect learning

and change.To
change behavior,
change feelings,
self-concept, and
needs.

Active learner
attempts

to actualize
potential for
positive self-
growth and
confirm self-
concept; learner
is spontaneous,
creative, and
playful.

Facilitative Needs, Positive or
educator desire for negative
encourages positive self- feelings
positive self- growth, and about self and
growth, listens confirmation freedom to
empathetically, of self- learn promote
allows freedom concept or inhibit

of choice, and transfer.

respects learner.

being reductionistic, behaviorism is admittedly
simpler and easier to use than trying to under-
take a massive overhaul of an individual’s inter-
nal dynamics (perceptions, cognition, memory,
feelings, and personality history and conflicts).
Moreover, asking someone first to behave in a
more appropriate way (abstaining from bad hab-
its and engaging in healthy behavior) may not
be as threatening or daunting to the learner as
it is to suggest the need for internal personality
changes. Desired responses are modified and
strengthened through practice, and the new

learned responses, in turn, may lead to more
fundamental changes in attitudes and emotions.
The behaviorist aspects of social learning the-
ory are relatively straightforward as well, such
as using effective role models, who, by their ex-
ample, demonstrate exactly what behaviors are
expected and are perceived as rewarded.
Cognitive, social learning, psychodynamic,
and humanistic theories remind nurses to con-
sider internal factors—perceptions, thoughts,
ways of processing information, feelings, and
emotions. When teaching others, nurses cannot



98 Chapter 3 Applying Learning Theories to Healthcare Practice

afford to ignore these factors because, ultimately,
the learner controls and regulates learning—or
how information is perceived, interpreted, and
remembered and whether the new knowledge
is expressed or performed.

In practice, psychological learning theo-
ries should not be considered mutually exclu-
sive but rather they operate together to change
attitudes and behavior. As an illustration: pa-
tients undergoing painful procedures are first
taught systematic desensitization (behaviorist)
and while experiencing pain or discomfort are
encouraged to employ imagery, such as think-
ing about a favorite, beautiful place or imagin-
ing the healthy cells gobbling up the unhealthy
cells (cognitive). Staff members are highly re-
spectful, upbeat, and emotionally supportive of
each patient (humanistic) and create the time
and opportunity to listen as patients discuss
some of their deepest fears and concerns (psy-
chodynamic). Waiting rooms and lounge areas
for patients and their families are designed to
be comfortable, friendly, and pleasant (gestalt)
to facilitate conversation and interaction (hu-
manist). Support groups may help patients and
family members learn from one another about
how to cope with illness or disability and how
to regulate their emotions so that their health is
not further compromised (social learning). And
it always needs to be kept in mind that learning
requires attention and active brain processing,
which are affected by the physiological state of
the learner, often involve emotions, and depend
on the organization, pace, and amount of mate-
rial to be learned and practiced (neuropsychol-
ogy, cognitive).

Another generalization from this discussion
is that some psychological learning theories are
better suited to certain kinds of individuals than
to others. Theoretical assumptions about the
learner range from passive to highly active. Pas-
sive individuals may learn more effectively from
behaviorist techniques, whereas curious, highly
active, and self-directed persons may do better
with cognitive and humanistic approaches. Also,
educators must keep in mind that some learners
require external reinforcement and incentives,

whereas other learners do not seem to need—
and may even resent—attempts to manipulate
and reinforce them. Individuals who are well
educated, verbal, and reflective may be better
candidates for cognitive and psychodynamic ap-
proaches, whereas behaviorist approaches may be
more suitable for persons whose cognitive pro-
cesses are impaired or who are uncomfortable
dealing with abstractions or scrutinizing and
communicating their thoughts and emotions.
In addition, an individual’s preferred modes
of learning and processing (learning style) may
help determine the selection of suitable theoreti-
cal approaches. That is, although some individu-
als learn by acting and responding (behaviorist),
the route to learning for others may be through
perceptions and thoughts (cognitive) or through
feelings and emotions (humanistic and psycho-
dynamic). When teaching a group, multiple ap-
proaches and ways of processing information
are needed. Most people appear to benefit from
demonstration and example (social learning).

» Motor Learning

Because nurses teach motor skills to patients,
family members, staff, and students at one time
or another, it is important for them to explore
theories and applications of motor learning in
addition to theories of psychological learning
(Cano-de-la-Cuerda, et al.,, 2015). For exam-
ple, Wulf, Shea, and Lewthwaite (2010) stress
the importance of and need for motor skill
training in medical education. Theories and
variables of motor learning are useful when
teaching skilled movement-related activities in
a variety of settings, ranging from acute care to
rehabilitation to home care. The patient learn-
ing to walk with crutches, the student learning
to take a blood pressure, the nurse learning to
irrigate an indwelling catheter, and the family
member learning to assist with ostomy care can
all benefit from the application of motor learn-
ing principles. The objective of this section is
to summarize selected aspects of this topic that
are relevant and applicable to a wide variety of



teaching and learning situations involving nurses,
patients, colleagues, and students. The discus-
sion here is not intended to provide an exhaus-
tive review of the vast topic of motor learning.

Nurses teach patients and family members
an assortment of skills that can range from walk-
ing to putting on a colostomy bag, and they
teach students and colleagues skills that range
from simple procedures to operating sophisti-
cated medical equipment. Using theory and ev-
idence to support and guide them as they teach
motor skills can help make nurses’ instruction
more effective and efficient. Motor learning
is defined as “a set of processes associated with
practice or experience leading to relatively per-
manent changes in the capability for movement”
(Schmidt & Lee, 2005, p. 302). It differs from
motor performance, which involves initial
acquisition of a skill but not necessarily longer
term retention of that skill (Schmidt & Wrisberg,
2004). All too often, nurses tend (erroneously) to
equate performance of a skill with learning. For
example, a nurse may demonstrate a skill to the
patient, such as changing a sterile dressing, and
then ask the patient to “teach back” the skill. If
the patient does it relatively accurately, it is as-
sumed that the skill has been “learned” Yet when
the patient is asked to carry out the skill 2 days
later during a home visit, the patient may not be
able to perform the skill. He may struggle with
the order of the steps of changing the dressing,
or forget how to keep the field sterile, or not be
able to manipulate the bandages. As this exam-
ple suggests, performance in the moment is not
always an accurate reflection of learning because
the performance can be influenced by many vari-
ables, and the changes observed in the skill may
be only temporary. Retention, which involves
demonstrating a skill over time and after a pe-
riod of no practice, indicates that true learn-
ing has occurred (O’Sullivan & Portney, 2014).

Multiple theories of motor learning have
been proposed (Adams, 1971; Newell, 1991;
Schmidt, 1975), as is true for theories related to
stages of learning motor skills (Fitts & Posner, 1967;
Gentile, 1972). Each theory has its own clinical
implications and limitations (Shumway-Cook &
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Woollacott, 2017). Applying different aspects
of these theories to patient care and education
is challenging because so many variables affect
the desired outcome and because research in this
area has often yielded contradictory results. Dif-
ferent individual characteristics, different types
of tasks and skills, and different environments
all affect a patient’s, student’s, or staff member’s
ability to learn a motor skill. For example, Smits,
Verschuren, Ketelaar, and van Heugten (2010)
suggest that attending to patients’ learning styles
can enhance the efficiency of learning and the
effectiveness of outcomes during motor skill
learning in rehabilitation. Wulf, Chiviacowsky,
and Cardozo (2014) discovered that by support-
ing a person’s autonomy (giving them a choice)
and providing positive feedback during task per-
formance increased self-efficacy and positively
influenced motor learning. Lewthwaite, Chivia-
cowsky, Drews, and Wulf (2015) also found that
allowing a person to have task-relevant control
during motor performance satisfies a psycho-
logical need and enhances learning outcomes.

Stages of Motor Learning

Similar to Cronbach’s concept of the learn-
ing curve (see Chapter 10), Fitts and Posner’s
(1967) three-stage sequential model of motor
learning is a classic model that provides a frame-
work for nurses to use as they organize learn-
ing strategies for patients, students, and staff
nurses. Within this model, the three phases of
skill learning are identified as follows:

1. The cognitive stage
2. The associative stage
3. The autonomous stage

In the first (cognitive) stage, the learner
works to develop an overall understanding
of the skill, called the cognitive map (cog-
nitive plan)—basically solving the problem
of “what is to be done.” Learners must con-
sciously focus and pay attention in this stage.
During this stage of learning, the use of spe-
cific teaching techniques and strategies is prob-
ably the most beneficial (Nicholson, 2002).
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Instructional strategies for the educator during
this stage include:

m  Emphasizing the purpose of the skill in a

context that is functionally relevant to the

learner

Pointing out similarities to other learned

motor skills

Minimizing distractions

Using clear and concise instructions

Demonstrating ideal performance of the skill

Breaking down complex movements into

parts, where appropriate

Encouraging the learner to verbalize the

instructions and watch the movement

m  Providing some manual guidance but also
allowing for errors in performance (Kisner &
Colby, 2012; O’Sullivan & Portney, 2014)

Initially, nurses can expect irregular per-
formance with many errors. Eventually, how-
ever, learners become able to process sensory
cues and organize their perceptual-motor sys-
tem to carry out reasonable approximations of
the skill (O’Sullivan & Portney, 2014). Rapid
improvement but variable performance char-
acterizes this stage.

The second (associative) stage of motor
learning entails more consistent performance,
slower gains, and fewer errors (Schmidt & Lee,
2005). The patient, student, or staff nurse fo-
cuses on “how to do” the skill. The goal in this
stage is to fine-tune the skill through contin-
ued practice. During this stage, better organi-
zation is evident, and the movement becomes
coordinated and more accurate (O’Sullivan &
Portney, 2014). Dependence on visual cues de-
creases and movement feedback becomes more
important. In this stage, nurses can continue to
provide opportunities for practice, emphasizing
how the movement feels and assisting learners
in finding the safest and most efficient ways to
carry out the skills. Helpful instructional strat-
egies for this stage include the following:

B Increasing the complexity of the task

B Increasing the level of distraction in the
environment

®m  Encouraging learners to practice independently

®  Emphasizing problem solving

Decreasing guidance and feedback

®  Avoiding manual guidance (Kisner & Colby,
2012)

Nurses should promote learner self-assessment
by encouraging identification of both mistakes
and success before providing feedback. They
should intervene only when errors appear to be
consistent (O’Sullivan & Portney, 2014).

The third and final (autonomous) stage of
motor learning is the automatic stage, during
which speed and efficiency of performance
gradually improve and which requires little at-
tention and conscious information processing
(Nicholson, 2002). An advanced level of skill is
achieved and the learner can perform different
tasks simultaneously and in changeable envi-
ronments. In this stage, learners no longer must
“think about” the skill. Nurses can set up pro-
gressively more difficult activities in this stage
and provide more challenging environments
(Kisner & Colby, 2012). Unfortunately, some
patients with disabilities never reach this stage,
and most patients are discharged from health-
care facilities prior to reaching this stage.

Motor Learning Variables

It is clear from a review of motor learning re-
search that the variables of practice and feed-
back have widespread clinical applications for
nurses. Gaining an understanding of these
variables can assist nurses in optimizing their
motor-skill teaching with patients, family mem-
bers, students, and staff.

Prepractice

Certain variables can influence motor learning
even before the learner begins to practice the skill.
Nurse educators, for example, must be concerned
with prepractice variables that include motiva-
tion, attention, goal setting, and understanding of
the task goals (Kisner & Colby, 2012; Nicholson,
2002). These variables are particularly import-
ant when nurses work with patients who have ill-
nesses or disabilities that may impair their ability



to focus on a task. Goals should be measurable
and achievable and should focus on a functional
task. Family members and patients should have
input into the goals, and the task should be mean-
ingful to the learner. In addition, the nurse must
determine whether the learner understands the
goals and the strategies for achieving a task and
is able to pay attention to the task.

Modeling and/or demonstration almost al-
ways should be a part of teaching any task. For
example, a nurse working in the home care set-
ting with a patient who is recovering from a stroke
may believe the most important goal for the per-
son is to be independent in the self-monitoring
of his blood pressure. The patient, in contrast,
might believe that being able to use the toilet in-
dependently is all he wants to work on, claim-
ing that he does not feel comfortable having his
wife help him in the bathroom. In order for the
nurse to take advantage of the patient’s drive and
enthusiasm, it makes sense to set this task as an
initial goal and work at a later time on the self-
monitoring of his blood pressure. Before teach-
ing the patient how to safely use the toilet, the
nurse makes sure the patient pays close attention
as she explains the steps that are involved with
safely getting on and off the toilet, and she con-
firms that he has a verbal understanding of those
activities. The stage is now set for the nurse to
demonstrate and then practice this task with him.

Practice

Practice is the most important factor in develop-
ing and retaining motor skills. The amount, type,
and variability of practice all affect how well a
target skill is acquired and retained (Schmidt &
Lee, 2005). Because skill in performance gener-
ally increases as a direct function of time spent
practicing, staff and family members need to
continuously reinforce the skills taught by nurses
and other health professionals. This emphasis
on reinforcement reflects behaviorist theory, as
discussed previously in this chapter.

Types of practice variables include massed
versus distributed practice, variability of prac-
tice, whole versus part practice, random versus
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blocked practice, guidance versus discovery
learning, and mental practice. Each type of prac-
tice has advantages and disadvantages and spe-
cific populations for which it is better suited.

Massed practice is a sequence of practice
and rest times in which practice time greatly ex-
ceeds the time off task (Schmidt & Lee, 2005).
For example, nurses may use massed practice
when teaching students to take blood pressure
readings. The nurse educator might ask the stu-
dent to practice taking 15 blood pressure read-
ings in sets of 3 with only a short period of rest
between sets. Massed practice can lead to fatigue
and possible injury, so it must be used with cau-
tion when treating at-risk populations. This type
of practice has been shown to markedly decrease
motor performance in continuous tasks (such as
walking, which involves repetitive, uninterrupted
movements); however, massed practice seems
to affect learning only slightly when learning is
measured on a transfer task in distributed con-
ditions (Shumway-Cook & Woollacott, 2017).
Thus, the decrease in performance that occurs
with massed practice does not seem to affect re-
tention negatively. This finding likely reflects the
effect of fatigue in masking the original learn-
ing outcomes during massed practice. Massed
practice is useful when working with individu-
als with high levels of motivation and skill who
exhibit good endurance, attention, and concen-
tration (O’Sullivan, 2014).

Distributed practice consists of spaced
practice intervals in which the amount of rest (or
time off task) between practice times is equal to
or greater than the amount of time within each
practice trial (Schmidt & Lee, 2005). This for-
mat is more typical of the type of practice nurses
might use in a hospital setting where, because
of the severity of their conditions, patients need
frequent rest periods as they learn to manipulate
necessary medical equipment, walk, or perform
self-care activities. Distributed practice results
in the most learning in relation to training time,
but the total training time is typically increased
as compared to massed practice (Schmidt & Lee,
2005). It is the preferred mode of practice for in-
dividuals with limited endurance and for those
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who are at risk of injury—a description that ap-
plies to many of the patients seen in the health-
care environment (O’Sullivan, 2014).

An important goal for learning new motor
skills is that patients, staff, and students are able
to transfer their learning to new situations or new
tasks. For example, nurses often teach patients
how to get in and out of the chair next to their
hospital bed. The goal is that patients can trans-
fer the learning to the new situations they face
at home when they try to get in and out of their
own kitchen and living room chairs. Research-
ers have noted that the more closely the sensory,
cognitive, and motor processing demands in the
practice environment resemble those in the actual
environment, the better the transfer of learning
will be (Schmidt & Lee, 2005; Winstein, 1991a).
For this reason, it is important to use a variety
of chairs in the hospital that resemble chairs at
home when teaching this task and not to only
limit practice to the chair next to the bed.

Variable practice conditions also appear
to increase an individual’s ability to generalize
learning to new situations and seem to be par-
ticularly effective for children and adult females
(Schmidt & Lee, 2005). Research in which subjects
practiced a timing task showed that those who
practiced at variable speeds were more success-
ful than those who practiced at constant speeds
in transferring the learning to a novel speed sit-
uation (Catalano & Kleiner, 1984). According
to Shumway-Cook and Woollacott (2017), us-
ing variable practice conditions may be most
important when teaching tasks that the patient
will perform in diverse conditions. For exam-
ple, patients need to practice walking under as
many different conditions as possible (e.g., in
a busy corridor, in a narrow hallway, on differ-
ent surfaces) to help them generalize the skill
to the novel conditions and environments they
will face when they return home. With regard
to self-care tasks such as self-catheterization,
patients need to practice these types of tasks
in multiple settings, such as in bed, on a com-
mode, and in a public restroom.

Nurses often break down tasks into compo-
nent parts for easier learning. The effectiveness

of this type of teaching depends on the type of
task they are trying to teach the patient or
other learner. Breaking tasks into smaller
units is an effective way to teach tasks that
can be naturally divided into segments
that reflect the inherent goals of the task
or that require information processing ver-
sus coordination (Nicholson, 2002; Winstein,
1991a). For example, the tasks of giving an in-
jection or setting up a sterile field both have
many components that need to be performed
in an orderly fashion. Some components of
these tasks, such as measuring out the dosage,
drawing up the medication, or opening pack-
ages of bandages, are more difficult than others.
Breaking these types of tasks into their com-
ponent parts is an effective way to teach the
tasks completely. Conversely, when the task to
be learned involves timing between segments
and coordinated movements, such as in a con-
tinuous task like walking, practice should focus
on the whole task rather than on component
parts (Nicholson, 2002).

An interesting and counterintuitive find-
ing of motor learning research is that some fac-
tors that make the initial performance of a task
more difficult may make learning more effec-
tive (Shumway-Cook & Woollacott, 2017). These
factors, first identified by Battig (1966) in ver-
bal learning studies, are called contextual in-
terference effects (Brady, 2008). It is natural
to assume that practicing several different tasks
in blocked order (practicing one specific task
repeatedly and uninterruptedly in a block, and
then the next task in a block, and then the third
task in a block) would make for more effective
learning than practicing the tasks in random
order (defined as high contextual interference).
However, this is not necessarily the case. Al-
though blocked practice makes initial acqui-
sition of the skill easier, some research shows
that it is not as effective as random practice for
applying the motor skill in other environments
and for longer term retention (Shumway-Cook &
Woollacott, 2017; Wulf & Schmidt, 1997). In ran-
dom practice, it is hypothesized that a greater
depth of cognitive processing develops while



the individual is retrieving information from
memory stores (O’Sullivan, 2014).

Asan illustration, the concept of contextual
interference effect can be applied to the earlier
example of the patient in the hospital learning
how to get into the chair from the hospital bed.
Once the patient has a basic understanding and
some ability to perform the task, it may be bet-
ter for the nurse to vary the practice routine and
have the patient work on all the different skills
the nurse would like her to achieve in random
order. Rather than just practicing getting in the
chair for a set number of trials, and then per-
forming breathing exercises, and then walking,
the nurse can vary the order of the activities in
the training session: The patient can practice
getting in and out of the chair and then perform
breathing exercises, go back to the task of get-
ting up from the chair again for several trials,
walk for a while, do breathing exercises again,
repeat getting in the chair, and continue the ac-
tivities in random order.

When deciding whether to use blocked or
random practice, the nurse must consider char-
acteristics of both the task and the learner. Indi-
vidual characteristics such as intellectual ability
and experience levels may influence the out-
come of random practice (Rose, 1997). In fact,
random practice has not been found to be su-
perior to blocked practice in adolescents with
Down syndrome (Edwards, Elliott, & Lee, 1986)
or in a pilot study of adults with Parkinson dis-
ease (Lin, Sullivan, Wu, Kantak, & Winstein,
2007). Patients who need a high degree of con-
sistency and structure for learning may bene-
fit the most from blocked practice (O’Sullivan,
2014). In a comprehensive review of the sub-
ject, Brady (2008) suggests that the contextual
interference effect may be weaker in application
than it is in basic research.

Nurses routinely give verbal and physical
(manual) guidance to assist a patient or stu-
dent in performing tasks. Such guidance seems
to be most effective during the initial stages of
teaching a task when the task is unfamiliar to
the learner and for tasks that are slow in time
(Schmidt & Lee, 2005). Too much guidance,
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however, can interfere with learning because
it does not allow the learner to solve problems
on his or her own. Therefore, it is important for
nurses to resist the common urge to give con-
tinual direction and assistance to patients and
students, especially once the learners are famil-
iar with the task and demonstrate some degree
of physical performance.

The opposite of guidance is trial and er-
ror or discovery learning—a cornerstone of
cognitive and humanistic theories. This type of
teaching presents learners with challenging, yet
achievable problems and encourages them to dis-
cover their own solutions. Discovery learning
seems to be less effective in terms of increasing
the speed of initial skill acquisition but more
effective for later transfer and retention of the
skill (Schmidt & Wulf, 1997; Singer, 1980). For
example, a nurse might introduce students to
an unfamiliar piece of equipment, tell them to
figure out how the equipment works, and then
leave the classroom for about 15 minutes. The
instructor in this case contends that many stu-
dents learn how to operate equipment more ef-
fectively by having time initially to discover for
themselves before being formally taught how
to use medical equipment. Discovery learning
is important, the instructor maintains, because
throughout their careers nurses face the pros-
pect of having to learn for themselves how to
use new and updated equipment in a variety of
practice settings.

Whereas physical practice is best for learn-
ing a motor skill, mental practice (imagining
or visualizing the skill without body movement)
can also have positive effects on the performance
and learning of the skill (Dickstein & Deutsch,
2007). In fact, Allami, Paulignan, and Brovelli
(2008) found that high rates of imagery even led
to performance and learning levels similar to
those of physical practice in an object-slot task.
Research indicates that when mental practice is
used together with physical practice, motor skill
acquisition is enhanced (Gentili, Papaxanthis, &
Pozzo, 2006; Hamel & Lajoie, 2005) and
occurs at a faster rate than with physical practice
alone (Malouin, Richards, Doyon, Desrosiers, &
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Belleville, 2004; Page, Levine, Sisto, & Johnston,
2001). Several researchers assert that at least
some degree of familiarity with the task is nec-
essary for mental imagery practice to be success-
ful (Mulder, Zijlstra, Zijlstra, & Hochstenbach,
2004; Mutsaarts, Steenbergen, & Bekkering,
2006). Nevertheless, patients who cannot carry
out physical practice of motor skills as a result
of fatigue, pain, or impairments are often good
candidates for the technique of mental practice
alone. Patients who are too ill to exercise or get
out of bed can gain a head start on learning by
mentally “practicing” these activities. They can
do so by reviewing with the nurse the steps for
getting out of bed and then imagining themselves
carrying out those steps, one after the other. Men-
tal practice also can help to increase self-efficacy
(Callow, Hardy, & Hall, 2001; Martin, Moritz, &
Hall, 1999) and can decrease anxiety in patients
who are apprehensive about making the initial
movement, perhaps because of fear of falling or
pain (O’Sullivan, 2014). When possible, mental
practice should be combined with physical practice
to increase the rate and quality of skill learning.

Feedback

Feedback plays a critical role in promoting mo-
tor learning and is considered the second most
important element involved with learning a skill
after practice (Bilodeau, 1966; Newell, 1976).
Feedback can be either intrinsic or extrinsic. In-
trinsic feedback (inherent feedback) is the
sensory and perceptual information that arises
when a movement is produced and can include
both visual and somatosensory information.
Extrinsic feedback (augmented feedback/
enhanced feedback) is information provided
to the learner from an outside source (Schmidt
& Wrisberg, 2004). The outside source can be
the nurse, or it can be some type of instrumen-
tation, such as biofeedback.

Extrinsic feedback supplements intrin-
sic feedback. Variables to consider when giv-
ing extrinsic feedback include the type, timing,
and frequency of feedback. Types of extrinsic

tfeedback include knowledge of results (KR) and
knowledge of performance (KP). KR is terminal
teedback about the outcome of the movement
relative to the movement’s goal, whereas KP is
feedback about the movement pattern used to
achieve the goal (Schmidt & Lee, 2005). For ex-
ample, a nurse working with a patient who is
learning to care for an ostomy gives the patient
KP feedback when she says, “You coordinated
your hands really well when you were removing
your old pouch from your skin.” A little later in
the session, the nurse gives KR feedback when
she says, “You put your new pouch on with a
nice, tight seal” Extrinsic feedback can be given
at the same time as the task (concurrently) or
immediately after the task, or it can be delayed
for a specified amount of time. Also, it can be
given continuously or intermittently.

Some types of skills, such as tracking tasks,
depend more on KP, whereas KR is more im-
portant in other types of tasks, such as transfers,
where information is needed to shape the gen-
eral movements for the next attempt at the task
(O’Sullivan, 2014). Research by Wulf, Hob, and
Prinz (1998) demonstrates that focusing a per-
son’s attention on the outcomes of movements
(KR) enhances learning more than when the
person focuses on the details of the movements.

Nurses also need to adjust the timing of
tfeedback during the learning process. Initially,
concurrent, continuous feedback may be nec-
essary in the early stages of teaching a skill to
ensure safety and understanding; however, con-
tinuous feedback can interfere with learning over
time. For example, suppose the nurse seeks to
teach a patient how to give herself an injection.
Initially, the nurse must show the patient how
to hold the needle, often physically guiding the
placement of the patient’s hands on the needle.
He also tells the patient step by step how to pro-
ceed with the injection, giving praise along the
way when the patient is successful. If the nurse
continues to give this level of extensive concur-
rent feedback each time the patient practices, it
may retard the patient from learning the skill.
For retention and longer term learning, learners



need to self-detect and self-correct errors, so
educators should use the least amount of con-
current feedback for the shortest time possible
(Gentile, 2000). Nurses often can find withhold-
ing feedback challenging because many view
giving large amounts of concurrent feedback
is a way of positively supporting the patient or
student. Nevertheless, intermittent feedback
during practice promotes learning more effec-
tively than does continuous feedback. Immedi-
ate, postresponse feedback, in which the nurse
provides knowledge of the outcome of the task
right after each trial, is often used in the early
stages of learning. Although this type of feed-
back may enhance early skill performance, it
also delays learning (Kisner & Colby, 2012).
Effective learning includes retention. Pro-
viding continuous feedback interferes with learn-
ers’ development of the ability to solve problems
and self-detect errors (Kisner & Colby, 2012).
Conversely, feedback that is not given after ev-
ery trial (summary feedback) slows initial skill
acquisition but improves performance on reten-
tion tests (Winstein & Schmidt, 1990). Winstein
(1987, 1991b) has demonstrated that progressively
decreasing the rate at which feedback is given,
called fading of feedback, appears to be most ef-
fective in promoting learning. Fading feedback
and using summary feedback (allowing several
repetitions of a task before providing feedback)
are good ways of reducing the amount of feed-
back the nurse provides. For example, the nurse
teaching a patient to use an incentive spirom-
eter first explains and demonstrates its use. He
or she then allows the patient to practice using
the spirometer two or three times (if no harm-
ful errors occur) before giving feedback about
how good a seal the patient made around the
device, how deeply he or she inhaled, and how
well the patient held his or her breath. Eventually,
the nurse “fades” the feedback and gives it after
four or five trials rather than after two or three,
hoping the patient will self-correct any errors.
The extensive use of any type of augmented
feedback can create dependence on the feed-
back, so nurses need to develop a comfort level
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that balances safety and support with allowing
patients and students to solve problems, self-
monitor, and self-correct when learning new
motor skills. BOX3-3 reviews the practice vari-
ables and feedback variables in motor learning.

Including motor learning principles in their
repertoire adds depth and breadth to the teach-
ing skills of nurses. Although different areas of
the brain are involved in motor learning as com-
pared to psychological learning, considerable over-
lap occurs and the integration and application of
both sets of principles are necessary for optimal
teaching and learning of motor skills. Selective
aspects of some psychological theories—such as
reinforcement from behaviorist theory, the ge-
stalt and information-processing perspective from
cognitive theory, modeling from social learning
theory, and focusing on subjective needs and feel-
ings of the learner from humanistic theory—are
seminal to the teaching of motor skills.

Although alarge body of complex research
has been published about motor learning, follow-
ing several simple guidelines can help nurses be
more effective when they teach motor skills to
patients or to students. Nurses should remem-
ber to do the following:

1. Practice motor skills with patients
and students as much as possible,
and encourage other staff and family
members also to practice skills with
patients.

2. Encourage mental practice prior to
or along with motor practice.

3. Make sure patients and students un-
derstand the purpose of the skill, and
give clear guidance and assistance in
the initial stages of learning.

4. Vary the conditions of learning as
much as possible.

5. Within the limits of safety, decrease
the amount of guidance and feedback
to allow learners to solve problems,
make mistakes, and self-correct errors.

Nurses who consistently apply knowledge
of the three stages of motor learning and the
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BOX 3-3 Practice and Feedback Variables in Motor Learning

Practice Variables in Motor Learning

Massed practice: Practice time is more than rest time (off task).

Distributed practice: Rest time (off task) is the same as or greater than practice time.

Variability of practice: The task is practiced under a variety of conditions.

Whole-task practice: The entire task is practiced at once.

Part-task practice: The task is divided into its component parts and each part is practiced separately.

Random practice: A variety of tasks are practiced in random order over different trials.

Blocked practice: One task is practiced continuously without interruption before proceeding to the

next task to be learned.

Guidance practice/learning: Physical and verbal guidance are provided while practicing the task.

m  Dijscovery practice/learning: While practicing a task the learner is encouraged to find a solution to a
challenging yet attainable problem.

®m  Mental practice: The learner cognitively rehearses a motor task without any body movement.

Feedback Variables in Motor Learning

® |ntrinsic (inherent) feedback: Sensory and perceptual information originates from the learner when
movement is produced.

B Extrinsic (augmented or enhanced) feedback: Supplemental information is provided from an outside
source such as the teacher or instrumentation when movement is produced.

®m  Knowledge of results (KR) feedback: Terminal feedback is provided about the outcome of the
movement relative to the movement goal.

®  Knowledge of performance (KP) feedback: Feedback about the movement pattern used to achieve
the goal is given.

®m  Continuous feedback: Feedback is ongoing during performance of the movement.

®  |ntermittent feedback: Feedback occurs randomly and irregularly during performance of the
movement.

®m Concurrent feedback: Feedback occurs during performance of the movement.

m  Postresponse (terminal) feedback: Feedback occurs after completion of the movement:
* Immediate: Occurs directly after the movement is completed
e Delayed: Occurs after an amount of time to allow reflection by the learner
e Summary: Occurs after several repetitions of the movement and describes average performance

Data from Dickstein, R., & Deutsch, J. E. (2007). Motor imagery in physical therapist practice. Physical Therapy, 87(7), 942-953; Kisner, C., & Colby, L. A.
(2012). Therapeutic exercise: Foundations and techniques (6th ed.). Philadelphia, PA: F. A. Davis; 0'Sullivan, S. B. (2014). Strategies to improve motor
function. In S. B. 0"Sullivan, T. J. Schmitz, & G. D. Fulk (Eds.), Physical rehabilitation (6th ed., pp. 393—443). Philadelphia, PA: F. A. Davis; Schmidt, R. A., &
Lee, T. D. (2005). Motor control and learning: A behavioral emphasis (4th ed.). Champaign, IL: Human Kinetics; Schmidt, R. A., & Wrisberg, C. A. (2004).
Motor learning and performance: A problem-based learning approach (3rd ed.). Champaign, IL: Human Kinetics; Shumway-Cook, A. S., & Woollacott, M. H.
(2017). Motor control: Translating research into clinical practice (5th ed.). Philadelphia, PA: Wolters Kluwer.
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The next section discusses common princi- Taken together, the theories discussed in this

ples of learning integrating information fromall  chapter indicate that learning is a more compli-
the learning theories presented in this chapter.  cated and diverse process than any one theory



implies. Besides the distinct considerations for
learning suggested by each theory, the simi-
larities among the perspectives point to some
core features of learning. The following ques-
tions raised at the beginning of the chapter can
be addressed by synthesizing the learning the-
ories and identifying their common principles.

How Does Learning Occur?

Learning is an active process that takes place
as individuals interact with their environment
and incorporate new information or experiences
with what they already know or have learned.
Factors in the environment that affect learning
include the society and culture, the structure
or pattern of stimuli, the effectiveness of role
models and reinforcements, feedback for cor-
rect and incorrect responses, and opportunities
to process and apply learning to new situations.

Furthermore, the individual exerts signif-
icant control over learning, with that control
often reflecting his or her physiological state,
developmental stage, history (habits, cultural
conditioning, socialization, childhood experi-
ences, and conflicts), cognitive style, dynamics
of self-regulation, conscious and unconscious
motivations, personality (stage, conflicts, and
self-concept), and emotions. Although learn-
ers often have a preferred mode for taking in
information (visual, motor, auditory, or sym-
bolic), using multiple sensory modes often fa-
cilitates learning. Although some individuals
may learn best on their own, others benefit
from expert guidance, social interaction, and
cooperative learning.

Learning is an individual matter. Neuro-
psychology research is beginning to document
the uniqueness of each person’s way of actively
perceiving and processing information, as well
as his or her flexibility and reactions to stress.
Thanks to research, much more is known these
days about the impact of culture and emotions
on how and what is learned and remembered—
compared to when people supported the saying
“Spare the rod and spoil the child,” believing that
humiliation and punishment aided learning.
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A critical influence on whether learning
occurs is motivation. The learning theories re-
viewed here suggest that to learn, the individ-
ual must want to gain something (i.e., receive
rewards and pleasure, meet goals and needs,
master a new sKkill, confirm expectations, grow
in positive ways, or resolve conflicts), which
in turn arouses the learner by creating tension
(i.e., drives to be reduced, disequilibrium, and
imbalance) and the propensity to act or change
behavior.

The relative success or failure of the learn-
er’s performance may affect subsequent learn-
ing experiences. In some cases, an inappropriate,
maladaptive, or harmful previously learned be-
havior may need to be extinguished and then re-
placed with a more positive response. As noted
earlier, it is easier to instill new learning than to
correct faulty learning. That is why it is smart
to invest time and care in the early stages of
learning and make sure what is learned is ac-
curate or correct.

Which Kinds of Experiences
Facilitate or Hinder the Learning
Process?

The educator exerts a critical influence on learning
through role modeling, the selection of learning
theories, and the way a learning experience is
structured for each learner. To be effective, edu-
cators must have knowledge (of the material or
skill to be learned, the learner, the social context,
and educational psychology), and they must be
competent (be imaginative, flexible, and able to
employ teaching methods; display solid com-
munication skills; and able to motivate others).

All the learning theories discussed in this
chapter acknowledge the need to recognize and
relate the new information to the learner’s past
experiences (old habits, previous skills, culture,
familiar patterns, childhood memories, feelings
about the self, and what is valued, normative,
and perceived as successful or rewarded in so-
ciety). The ultimate control over learning rests
with the learner, but effective educators influence
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and guide the process so that learners advance
in their knowledge, skills, perceptions, thoughts,
emotional maturity, or behavior.

Ignoring these considerations, of course, may
hinder learning. Other impediments to learn-
ing may involve a lack of clarity and meaning-
fulness in what is to be learned; fear, neglect, or
harsh punishment; and negative or ineffective
role models. Providing inappropriate materials
for an individual’s ability, readiness to learn, or
stage of life-cycle development creates another
obstacle to learning. Moreover, individuals are
unlikely to want to learn if they have had detri-
mental socialization experiences, are deprived
of stimulating environments, or lack goals and
realistic expectations for themselves.

What Helps Ensure That Learning
Becomes Relatively Permanent?

Four considerations assist learning in becom-
ing permanent. First, the likelihood of learn-
ing is enhanced by organizing the learning
experience, making it meaningful and plea-
surable, recognizing the role of emotions in
learning, and pacing the teaching session
in keeping with the learner’s ability to pro-
cess information. Second, practicing (men-
tally and physically) new knowledge or skills
under varied conditions strengthens learn-
ing. The third issue concerns reinforcement:
Although reinforcement may or may not be
necessary, some theorists have argued that it
may be helpful because it serves as a signal to
the individual that learning has occurred and
thereby acts as feedback for learners. This also
means that rewarding individuals when they
have not learned or giving rewards prior to a
learning session works against the usefulness
of giving rewards for learning.

A fourth consideration involves whether
learning transfers beyond the initial educa-
tional setting. Learning cannot be assumed to
be relatively lasting or permanent; it must be as-
sessed and evaluated by the educator soon after
the learning experience has occurred as well as
through follow-up measurements made at later
times. Research skills, knowledge of evaluation

procedures, and the willingness and resources to
engage in assessment are now considered essen-
tial responsibilities of the educator in carrying
out the teaching-learning process. Evaluation
feedback can then be used by the nurse educator
to revamp and revitalize learning experiences.

» State of the Evidence

The study of learning in educational psychol-
ogy is based on evidence from research, similar
to research-based evidence that is advocated in
nursing, medicine, and health care. Rather than
assuming the instructor knows best, researchers
gather evidence and test learning theories, teach-
ing methods, and beliefs about learners, teach-
ers, and the environment. The research results
are then evaluated to determine if the theories,
methods, applications, and assumptions about
learning need to be modified.

Ideally in health education, existing research
in psychology, nursing, and medicine is used to
design learning experiences for patients, fami-
lies, and communities. The same is true for de-
veloping, implementing, and evaluating teaching
and learning experiences for nursing students
and staff. Based on research findings, what does
not work is eliminated, modifications grounded
in additional research are made, and new pro-
grams are attempted and assessed. Educational
accountability is stressed, and decisions about
how to educate must be justified based on data
and research. Times change, settings change,
and people change, so research must be an on-
going process of monitoring and updating what
we know about learning and education.

The applications of the learning theories
and principles discussed in this chapter are il-
lustrated by many research studies in nursing,
psychology, education, and health care. Because
of this research, nurses can feel more confident
about their ability to choose the most appropri-
ate theories and principles for each educational
experience and hone their approach to teaching
and learning in the healthcare setting. Educa-
tional research has confirmed many of the con-
structs and principles from the various learning



perspectives. It also provides evidence to dispute
some of the conventional wisdom and myths
about learning—for example, helping nurses as
educators realize that punishment is not gener-
ally effective and may inhibit learning, and con-
tinual guidance, practice, and feedback are not
always better. Also, when teaching people, keep
in mind that strongly held beliefs—that may or
may not be rational—will strongly influence each
learner’s processing of the educational experience.
The research on learning in general and health
care in particular demonstrates clearly that no
one-size-fits-all approach works in educating
patients, nursing students, or nursing staff. To
be effective, educational experiences need to be
refined and tailored to each individual learner.

Although many advancements have been
made in understanding the learning process over
the past century, much remains unknown and
requires careful research, such as why some pa-
tients and nursing students are much more eager
to learn than are others and what can be done to
encourage reluctant learners to change their at-
titudes or behavior. We also need a lot more re-
search on how the various learning theories and
principles can work together to benefit every
learner and how the healthcare setting changes the
teaching-learning situation. In the future, more
interdisciplinary efforts between psychologists
and nurses are needed to move toward a more
sophisticated level of research and understand-
ing that can be applied to the healthcare setting.

Research is not a panacea, however. Critics
charge that the widely promoted, research-based
evidence approach to education and health care
is peculiar to these professions and places the
emphasis on outcomes rather than on the pro-
cess of learning. The challenges of measurement
are immense and require a highly sophisti-
cated knowledge of research methods and their
weaknesses—always keeping in mind that attempts
to measure and evaluate learning can oversim-
plify the complexity and nuances of learning. No
small challenge these days is the lack of resources,
support, and well-trained personnel needed to
truly implement and sustain a research-based
approach to teaching and learning (Ferguson &
Day, 2005).
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» Summary

This chapter demonstrates that learning is com-
plex and diverse. Readers may feel overwhelmed
by the different theories, sets of constructs and
learning principles, and the specific cautions as-
sociated with employing the various approaches.
Yet, like the blind men exploring the elephant,
each theory highlights an important dimension
that affects the overall learning process, and to-
gether the theories provide a wealth of comple-
mentary strategies and alternative options. There
is, of course, no single best way to approach
learning, although all the theories indicate the
need to be sensitive to the unique characteristics
and motivations of each learner. For additional
sources of information about psychological the-
ories of learning and health care, see BOX3-4.
Educators in the health professions cannot
be expected to know everything about the teach-
ing and learning process. More important, per-
haps, is that they can determine what needs to
be known, where to find the necessary informa-
tion, and how to help individuals, groups, and
themselves benefit directly from a learning sit-
uation. Psychology and nursing work well to-
gether. Psychology has much to contribute to

BOX 3-4 Psychological Theories

of Learning and Health Care Weblinks

Graduate Student Instructor Teaching and
Resource Center, University of California,
Berkeley: http://gsi.berkeley.edu/gsi-guide
-contents/learning-theory-research/learning
-overview/

American Psychological Association (search for
principles of learning): http://www.apa.org

Instructional Design, Learning Theories:
http://www.instructionaldesign.org/theories/

SlideShare: Teaching and Learning Aids:
http://www.slideshare.net/jellyways/aids-and
-applications-for-easier-learning-and-teaching
-finals

National Institutes of Health (search for patient
education topics): http://www.nih.gov
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healthcare practice, and nursing is in a strate-
gic position to apply and test psychological and
motor learning principles, constructs, and the-
ories in both educational and clinical settings.

Review Questions

1.

What are the five psychological learning
theories discussed in this chapter?
What are the principal constructs and
contributions of each of the five psycho-
logical learning theories?

According to the concept of operant
conditioning, what are three techniques
to increase the probability of a response,
and what are two techniques to decrease or
extinguish the probability of a response?
What are some ways the behaviorist theory
(which focuses on the environment and
responses to it) and the cognitive perspec-
tive (which emphasizes the individuals
internal processing) could be combined
to facilitate knowledge acquisition or
change a health behavior?

How do the major psychological learning
theories compare to one another with re-
spect to their similarities and differences?

2 CASE STUDY

You are designing an education session for your colleagues on transitioning from a paper-based
documentation system to an electronic medical record (EMR) system. Time is of the essence, and you
have three 1-hour sessions planned to cover the information they need to incorporate the new EMR
system into their daily practice. Several of your colleagues are concerned about their ability to master
the new system. Jack, the nursing unit supervisor, confides, “l am terrified. Learning a whole new
system of documentation is overwhelming to my staff, given so many of their other responsibilities. |
worry that this new EMR system will have a negative impact on morale, just at the time when we are

feeling pressure to increase the amount of work that we do!"

1.

10.

11.

12.

13.

14.

15.

How does motivation serve as a critical
influence on whether learning occurs?
Which types of experiences can hinder
the learning process?

Which factors help ensure that learning
becomes relatively permanent?

What are some ways that emotions might
be given more explicit consideration in
nursing and patient education?
Describe some of the implications of
neuropsychology research for nurses
conducting patient education?

In motor learning, how do the instructional
strategies used during the associative stage
of learning differ from those used during
the cognitive stage?

What is the difference between perfor-
mance and learning?

Which variables make initial skill ac-
quisition more difficult but strengthen
retention and learning?

How do the different types of practice and
feedback variables affect motor learning?
Which of the learning theories and principles
of learning do you think will be the most
useful in conducting patient education?
Briefly explain why for each of your choices.

Describe how you will structure the educational sessions using two of the psychological
learning theories discussed in this chapter. Explain why you chose each theory.

Judge which learning theory can best assist you in addressing the issues your colleagues raise
about their ability to master the new system and feelings of being overwhelmed. Why did you

choose this theory?

What can you do to ensure that learning will become relatively permanent?
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KEY TERMS

determinants of learning
learning needs

readiness to learn
reachable moment

teachable moment
learning styles

OBJECTIVES

After completing this chapter, the reader will be able to

Describe what is meant by learning styles.

Discuss ways to assess learning styles.

WO 9 N O Wi s LY =

learning styles.

n a variety of settings, nurses are responsi-

ble for the education of patients, families,

staff, and students. Numerous factors make
the nurse educator’ role particularly challeng-
ing in meeting the information needs of these
various groups of learners. For example, short
lengths of stay compress the amount of contact
time the nurse has with patients and families,
making it difficult to capitalize on teachable
moments. In the case of staff, educational and
experiential levels differ widely and time con-
straints are ever present in the practice setting.
Various staffing patterns, part-time employ-
ment, and varied job functions can put the edu-
cator’s ability to complete an accurate education
assessment of staff to the test.

Also, the nurse educator must consider many
other factors in meeting information needs of
learners. For example, the U.S. population is be-
coming more culturally and linguistically diverse
because of the increased number of foreign-born
individuals entering the country in recent years.

Explain the nurse educator’s role in the learning process.

|dentify the three components of the determinants of learning.

Describe the steps involved in the assessment of learning needs.

Explain methods that can be used to assess learner needs.

Discuss the factors that need to be assessed in each of the four types of readiness to learn.

Discriminate between the major learning style models and instruments identified.

Identify the evidence that supports assessment of learning needs, readiness to learn, and

Notably, the percentage of baccalaureate nursing
students from minority backgrounds rose from
25.2% in 2006 to 31.6% in 2015 (American As-
sociation of Colleges of Nursing, 2016). In ad-
dition, the nation’s population 65 and older is
growing rapidly. As for age, students are enter-
ing schools of nursing at an older age, bringing
with them diverse life experiences and the de-
mands of working and raising families while fur-
thering their education. These factors all affect
the nurse educator’s assessment of information
needs of nursing students, patients, and fam-
ilies (U.S. Census Bureau, 2012, 2015). Other
changing healthcare trends and population de-
mographics mean that nurse educators must
constantly assess the determinants of learning
for the varied audiences of learners they teach.

To meet these challenges, the nurse educa-
tor must be aware of the various factors that in-
fluence how well an individual learns. The three
determinants of learning that require assess-
ment are (a) the needs of the learner, (b) the state



of readiness to learn, and (c) the preferred learn-
ing styles for processing information. This chapter
addresses these three determinants of learning as
they influence the effective and efficient delivery
of patient/family, student, and staff education.

» The Educator’s Role
in Learning

The role of educating others is one of the most es-
sential interventions that a nurse performs. To do
it well, the nurse must both identify the informa-
tion learners need and consider their readiness to
learn and their styles of learning. The learner—
not the teacher—is the single most important
person in the education process.

Educators can greatly enhance learning when
they serve as facilitators helping the learner be-
come aware of what needs to be known, why know-
ing is valuable, and how to be actively involved in
acquiring information (Musinski, 1999; Sykes,
Durham, & Kingston, 2013). Just providing infor-
mation to the learner, however, does not ensure
that learning will occur. There is no guarantee that
the learner will acquire the information given, al-
though there is a greater opportunity to learn if
the educator assesses the determinants of learning.

Assessment permits the nurse educator to
facilitate the process of learning by arranging
experiences within the environment that assist
the learner to find the purpose, the will, and the
most suitable approaches for learning. An assess-
ment of the three determinants of learning en-
ables the educator to identify information and
present it in a variety of ways, which a learner
cannot do alone. Manipulating the environment
allows learners to experience meaningful parts
and wholes to reach their individual potentials.

The educator plays a crucial role in the learn-
ing process by doing the following:

m  Assessing problems or deficits and learners’
abilities

®m  Providing important best evidence infor-
mation and presenting it in unique and
appropriate ways
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®  Identifying progress being made

Giving feedback and follow-up

m  Reinforcing learning in the acquisition of
new knowledge, skills, and attitudes

B Determining the effectiveness of education
provided

The educator is vital in giving support, en-
couragement, and direction during the process
of learning. Learners may make choices on their
own without the assistance of an educator, but
these choices may be limited or inappropriate. For
example, the nurse facilitates necessary changes
in the home environment, such as minimizing
distractions by having family members turn off
the television to provide a quiet environment
conducive for concentrating on a learning ac-
tivity. The educator assists in identifying opti-
mal learning approaches and activities that can
both support and challenge the learner based on
his or her individual learning needs, readiness
to learn, and learning style.

» Assessment of the
Learner

Assessment of learners’ needs, readiness, and
styles of learning is the first and most import-
ant step in instructional design—but it is also
the step most likely to be neglected. The im-
portance of assessment of the learner may seem
self-evident, yet often only lip service is given
to this initial phase of the educational process.
Frequently, the nurse dives into teaching be-
fore addressing all the determinants of learn-
ing. The result is that information given to the
patient is neither individualized nor based on
an adequate educational assessment. Evidence
suggests, however, that individualizing teaching
based on prior assessment improves patient out-
comes (Corbett, 2003; Frank-Bader, Beltran, &
Dojlidko, 2011; Kim et al., 2004; Miaskowski
etal., 2004) and satisfaction (Bakas et al., 2009;
Wagner, Bear, & Davidson, 2011). For example,
Corbett’s (2003) research demonstrates that pro-
viding individualized education to home care
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patients with diabetes significantly improves
their foot care practices.

Nurses are taught that any nursing interven-
tion should be preceded by an assessment. Few
would deny that this is the correct approach, no
matter whether planning for giving direct phys-
ical care, meeting the psychosocial needs of a
patient, or teaching someone to be independent
in self-care or in the delivery of care. The effec-
tiveness of nursing care clearly depends on the
scope, accuracy, and comprehensiveness of as-
sessment prior to interventions.

What makes assessment so significant and
fundamental to the educational process? This
initial step in the process validates the need for
learning and the approaches to be used in design-
ing learning experiences. Patients who desire or
require information to maintain optimal health
as well as nursing colleagues who must have a
greater scope or depth of knowledge to deliver
high-quality care to patients deserve to have an
assessment done by the educator so that their
needs as learners are appropriately addressed.

Assessments do more than simply identify
and prioritize information for the purposes of
setting behavioral goals and objectives, plan-
ning instructional interventions, and being able
to evaluate in the long run whether the learner
has achieved the desired goals and objectives.
Good assessments ensure that optimal learn-
ing can occur with the least amount of stress
and anxiety for the learner. Assessment pre-
vents needless repetition of known material,
saves time and energy on the part of both the
learner and the educator, and helps to establish
positive communication between the two par-
ties (Haggard, 1989). Furthermore, it increases
the motivation to learn by focusing on what the
patient or staff member feels is most important
to know or to be able to do.

Why, then, is this first step in the education
process so often overlooked or only partially car-
ried out? Lack of time is the number one reason
that nurse educators shortchange the assess-
ment phase (Haddad, 2003; Lee & Lee, 2013;
Marcum, Ridenour, Shaff, Hammons, & Taylor,
2002). Such factors as shortened hospital stays

and limited contact with patients and families
in other healthcare settings, combined with the
tighter schedules of nursing staff as a result of
increased practice demands, have reduced the
amount of time available for instruction. Because
time constraints are a major concern when car-
rying out patient or staff education, nurses must
become skilled in accurately conducting assess-
ments of the three determinants of learning in
order to have reserve time for actual teaching.
In addition, many nurses, although expected
and required by their nurse practice acts to in-
struct others, are unfamiliar with the principles
of teaching and learning. The nurse in the role
of educator must become better acquainted and
comfortable with all the elements of instructional
design, particularly with the assessment phase
because it serves as the foundation for the rest
of the educational process.

Assessment of the learner includes at-
tending to the three determinants of learning
(Haggard, 1989):

1. Learning needs—what the learner
needs and wants to learn.

2. Readiness to learn—when the learner
is receptive to learning.

3. Learning style—how the learner
best learns.

» Assessing Learning
Needs

Learning needs are defined as gaps in knowl-
edge that exist between a desired level of per-
formance and the actual level of performance
(HealthCare Education Associates, 1989). In
other words, a learning need is the gap between
what someone knows and what someone needs
or wants to know. Such gaps may arise because
of a lack of knowledge, attitude, or skill.

Of the three determinants of learning,
nurse educators must identify learning needs
first so that they can design an instructional
plan to address any deficits in the cognitive,
affective, or psychomotor domains. Once the



educator discovers what needs to be taught, he
can determine when and how learning can op-
timally occur.

Of course, not every individual perceives
a need for education. Often, learners are un-
aware of what they do not know or want to
know. Consequently, it is up to the educator to
assist learners in identifying, clarifying, and pri-
oritizing their needs and interests. Once these
aspects of the learner are determined, the in-
formation gathered can, in turn, be used to set
objectives and plan appropriate and effective
teaching and learning approaches for educa-
tion to begin at a point suitable to the learner
rather than stemming from an unknown or
inappropriate place.

Differences often exist between the per-
ception of needs identified by patients versus
the needs identified by the health profession-
als caring for them. In one study of a conve-
nience sample of 365 cardiac patients who had
recent major coronary interventions performed,
their preferences for learning after the inter-
vention were different from what 166 cardiac
nurses perceived as important for the patient
to learn (Mosleh, Eshah, & Almalik, 2017). Other
authors have also substantiated comparative
incongruence in the perception of learning
needs by patients and providers (Angel, 2012;
Kilonzo & O’Connell, 2011; Roy, Gasquoine,
Caldwell, & Nash, 2015; Wu, Tung, Liang,
Lee, & Yu, 2014; Yonaty & Kitchie, 2012).

According to well-known experts in behav-
ioral and social sciences (Bloom, 1968; Bruner,
1966; Carroll, 1963; Kessels, 2003; Ley, 1979;
Skinner, 1954), most learners—90-95% of
them—can master a subject with a high degree
of success if given sufficient time and appropri-
ate support. It is the educator’s task to facilitate
the determination of what exactly needs to be
learned and to identify approaches for present-
ing information in a way that the learner will
best understand. Recent evidence of success at
mastery learning is illustrated by Roberts, In-
gram, Flack, and Jones Hayes (2013) when they
implemented this type of learning in a nurs-
ing education program. The authors witnessed
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an increase in the National Council Licensure
Examination (NCLEX) scores among a diverse
student population.

The following are important steps in the
assessment of learning needs:

1.  Identify the learner. Who is the audi-
ence? If the audience is one individ-
ual, is there a single need or do many
needs have to be fulfilled? Is there more
than one learner? If so, are their needs
congruent or diverse? The develop-
ment of formal and informal educa-
tion programs for patients and their
families, nursing staff, or students
must be based on accurate identifi-
cation of the learner. For example, an
educator may believe that all parents
of children with asthma need a for-
mal class on potential hazards in the
home. This perception may be based
on the educator’s interaction with a
few patients and may not be true of
all families. Similarly, the manager
of a healthcare agency might request
an inservice workshop for all staff on
documentation of infection control
because of an isolated incident in-
volving one staff member’s failure
to appropriately follow established
infection control procedures. This
break in protocol may or may not in-
dicate that everyone needs to have an
update on policies and procedures.

2. Choose the right setting. Establishing
a trusting environment helps learners
feel a sense of security in confiding
information, believe their concerns
are taken seriously and are consid-
ered important, and feel respected.
Ensuring privacy and confidentiality is
recognized as essential to establishing
a trusting relationship.

3. Collect data about the learner. Once
the learner is identified, the educator
can determine characteristic needs of
the population by exploring typical
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health problems or issues of interest
to that population. Subsequently, a
literature search can assist the educa-
tor in identifying the type and extent
of content to be included in teaching
sessions as well as the educational
strategies for teaching a specific pop-
ulation based on the analysis of needs.
For example, systematic reviews offer

an excellent way to become aware of

the published research about learning
needs of specific populations. One
recent article (Nightingale, Fried],
& Swallow, 2015) reviewed 23 stud-
ies that identified parents’ learning
needs about managing their child’s
chronic long-term health condition.
Moore et al. (2013) reviewed stud-
ies about the palliative and support-
ive care needs of patients diagnosed
with high-grade glioma and their
caregivers. These systematic reviews
identified key themes related to pa-
tient education, such as the need for
consistent well-delivered information
around disease sequelae, treatment,
and resources available for patients
and their significant others.

Collect data from the learner. Learn-
ers are usually the most important
source of needs assessment data
about themselves. Allow patients
and/or family members to identify
what is important to them, what they
perceive their needs to be, which
types of social support systems are
available, and which type of assis-

tance these supports can provide. If

the audience for teaching consists
of staff members or students, solicit
information from them as to those
areas of practice in which they feel
they need new or additional infor-
mation (Cannon, Watson, Roth, &
LaVergne, 2014; Winslow et al,,
2016). Actively engaging learners
in defining their own problems

and needs motivates them to learn
because they are invested in planning
for a program specifically tailored to
their unique circumstances. Also,
the learner is important to include
as a source of information because,
as noted previously, the educator
may not always perceive the same
learning needs as the learner.
Involve members of the healthcare
team. Other health professionals likely
have insight into patient or family
needs or the educational needs of
the nursing staff or students resulting
from their frequent contacts with both
consumers and caregivers. Nurses
are not the sole educators of these
individuals; thus they must remember
to collaborate with other members
of the healthcare team for a richer
assessment of learning needs. This
consideration is especially important
because time for assessment is often
limited. In addition to other health
professionals, organizations such as
the American Heart Association, the
American Diabetes Association, and
the American Cancer Society are ex-
cellent sources of health information.
Prioritize needs. A list of identified needs
can become endless and seemingly
impossible to accomplish. Maslow’s
(1970) hierarchy of human needs can
help the educator prioritize so that
the learner’s basic needs are attended
to first and foremost before higher
needs are addressed. For example,
learning about a low-sodium diet
likely cannot occur if a patient faces
problems with basic physiological
needs such as pain and discomfort;
the latter needs should be addressed
before any other higher order learning
is expected to occur.

Setting priorities for learning is
often difficult when the nurse edu-
cator is faced with many learning



needs in several areas. Prioritizing
the identified needs helps the patient
or staff member to set realistic and
achievable learning goals. Choosing
which information to cover is im-
perative, and nurse educators must
make choices deliberately. Educators
should prioritize learning needs based
on the criteria in BOX4-1 (HealthCare
Education Associates, 1989, p. 23) to
foster maximum learning.
Without good assessment, a
common mistake is to provide more
information than the patient wants
or needs. To avoid this problem, the
nurse must discriminate between
information that patients need to
know versus information that is
nice for them to know. Often, highly
technical information merely serves
to confuse and distract patients from
the essential information they need
to carry out their regimen (Hansen &
Fisher, 1998; Kessels, 2003).
Education in and of itself is not
always the answer to a problem.
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Often, healthcare providers believe
that more education is necessary
when something goes wrong, when
something is not being done, when a
patient is not following a prescribed
regimen, or when a staff member
does not adhere to a protocol. In
such instances, always look for other
nonlearning needs. For example, the
nurse may discover that the patient
is not taking his medication and
may begin a teaching plan without
adequate assessment. The patient may
already understand the importance
of taking a prescribed medication,
know how to administer it, and be
willing to follow the regimen, but
his financial resources may not be
sufficient to purchase the medication.
In this case, the patient does not have
a learning need but rather requires
social or financial support to obtain
the medication.

Determine availability of educational
resources. The educator may iden-
tify a need, but it may be useless to

BOX4-1 (riteria for Prioritizing Learning Needs

®  Mandatory: Needs that must be learned for survival or situations in which the learner’s life or safety
is threatened. Learning needs in this category must be met immediately. For example, a patient
who has experienced a recent heart attack needs to know the signs and symptoms and when to
get immediate help. The nurse who works in a hospital must learn how to do cardiopulmonary
resuscitation or be able to carry out correct isolation techniques for self-protection.

B Desirable: Needs that are not life dependent but that are related to well-being or the overall
ability to provide high-quality care in situations involving changes in institutional procedure. For
example, it is important for patients who have cardiovascular disease to understand the effects of
a high-fat diet on their condition. It is desirable for nurses to update their knowledge by attending
an inservice program when hospital management decides to focus more attention on the
appropriateness of patient education materials in relation to the patient populations being served.

B Possible: Needs for information that is nice to know but not essential or required or situations in
which the learning need is not directly related to daily activities. For example, the patient who is
newly diagnosed as having diabetes mellitus most likely does not need to know about self-care
issues that arise in relationship to traveling across time zones or staying in a foreign country
because this information does not relate to the patient’s everyday activities.

Data from HealthCare Education Associates. (1989). Managing hospital education. Laguna Niguel, CA: Author.
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proceed with interventions if the
proper educational resources are not
available, are unrealistic to obtain, or
do not match the learner’s needs. In
this case, it may be better to focus on
other identified needs. For example,
a patient who has asthma needs to
learn how to use an inhaler and
peak-flow meter. The nurse educa-
tor may determine that this patient
learns best if the nurse first gives a
demonstration of the use of the in-
haler and peak-flow meter and then
allows the patient the opportunity to
perform a return demonstration. If the
proper equipment is not available for
demonstration/return demonstration
at that moment, it might be better for
the nurse educator to concentrate on
teaching the signs and symptoms the
patient might experience when having
poor air exchange than it is to cancel
the encounter altogether. Thereafter,
the educator would work immediately
on obtaining the necessary equipment
for future encounters.

Assess the demands of the organization.
This assessment yields information
that reflects the climate of the orga-
nization. What are the organization’s
philosophy, mission, strategic plan,
and goals? The educator should be
familiar with standards of perfor-
mance required in various employee
categories, along with job descrip-
tions and hospital, professional, and
agency regulations. If, for example,
the organization is focused on health
promotion versus trauma care, then
there likely will be a different educa-
tional focus or emphasis that dictates
learning needs of both consumers and
employees.

Take time-management issues into
account. Because time constraints
are a major impediment to the

assessment process, Rankin, Stallings,

and London (2005) suggest the edu-

cator should emphasize the following
important points with respect to
time-management issues:

* Although close observation and
active listening take time, it is
much more efficient and effective
to take the time to do a good
initial assessment upfront than
to waste time by having to go
back and uncover information
that should have been obtained
before beginning instruction.

*  Learners must be given time
to offer their own perceptions
of their learning needs if the
educator expects them to take
charge and become actively
involved in the learning process.
Learners should be asked what
they want to learn first, because
this step allays their fears and
makes it easier for them to move
on to other necessary content
(McNeill, 2012). This approach
also shows that the nurse cares
about what the learner believes
is important and, in the case of
an adult, meets his or her need
to be self-directed (Inott &
Kennedy, 2011).

* Assessment can be conducted
anytime and anywhere the ed-
ucator has formal or informal
contact with learners. Data
collection does not have to be
restricted to a specific, predeter-
mined schedule. With patients,
many potential opportunities
for assessment arise, such as
when giving a bath, serving
a meal, making rounds, and
distributing medications. For
staff, assessments can be made
when stopping to talk in the



hallway or while enjoying lunch
or break time together.

*  Informing a patient ahead of
time that the educator wishes
to spend time discussing prob-
lems or needs gives the person
advance notice to sort out his
or her thoughts and feelings. In
one large metropolitan teaching
hospital, this strategy proved
effective in increasing patient
understanding and satisfaction
with transplant discharge infor-
mation (Frank-Bader et al., 2011).
Patients and their families were
informed that a specific topic
would be discussed on a specific
day. Knowing what to expect each
day allowed them to review the
appropriate handouts ahead of
time and prepare questions. It
gave patients and family members
the time they needed to identify
areas of confusion or concern.

*  Minimizing interruptions and
distractions during planned as-
sessment interviews maximizes
productivity. In turn, the educator
might accomplish in 15 minutes
what otherwise might have
taken an hour in less directed,
more frequently interrupted
circumstances.

» Methods to Assess
Learning Needs

The nurse in the role of educator must obtain
objective data about the learner as well as sub-
jective data from the learner. This section de-
scribes various methods that educators can use
to assess learner needs and these methods should
be used in combination to yield the most reli-
able information (Haggard, 1989).
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Informal Conversations

Often learning needs are discovered during
impromptu conversations that take place with
other healthcare team members involved in the
care of the client and between the nurse and the
patient or his or her family. The nurse educa-
tor must rely on active listening to pick up cues
and information regarding learning needs. Staff
can provide valuable input about their learning
needs by responding to open-ended questions.

Structured Interviews

The structured interview is perhaps the form
of needs assessment most commonly used to
solicit the learner’s point of view. The nurse
educator asks the learner direct and often pre-
determined questions to gather information
about learning needs. As with the gathering of
any information from a learner in the assess-
ment phase, the nurse should strive to estab-
lish a trusting environment, use open-ended
questions, choose a setting that is free of dis-
tractions, and allow the learner to state what
are believed to be the learning needs.

It is important to remain nonjudgmental
when collecting information about the learner’s
strengths, beliefs, and motivations. Nurses can
take notes with the learner’s permission so that
important information is not lost. The telephone
is a good tool to use for an interview if it is im-
possible to ask questions in person. The major
drawback of a telephone interview is the inabil-
ity on the part of the nurse educator to perceive
nonverbal cues from the learner.

Interviews yield answers that may reveal
uncertainties, conflicts, inconsistencies, un-
expected problems, anxieties, fears, and pres-
ent knowledge base. Examples of questions
that nurse educators can ask patients as learn-
ers are as follows:

m  What do you think caused your problem?
m  How severe is your illness?

m  What does your illness/health mean to you?
®  What do you do to stay healthy?
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®  Which results do you hope to obtain from
treatments?

®  What are your strengths and limitations
as a learner?

m  How do you learn best?

If the learner is a staff member or student,
the following questions could be asked:

®  What do you think are your biggest chal-
lenges to learning?

m  Which skill(s) do you need help in performing?

®  Which obstacles have you encountered
in the past when you were learning new
information?

®  What do you see as your strengths and
limitations as a learner?

m  How do you learn best?

These types of questions help to determine
the needs of the learner and serve as a foun-
dation for beginning to plan an educational
intervention.

Focus Groups

Focus groups involve getting together a small
number (4 to 12) of potential learners (Bre-
itrose, 1988; Duke University, 2005) to de-
termine areas of educational need by using
group discussion to identify points of view
or knowledge about a certain topic. With this
approach, a facilitator leads the discussion by
asking open-ended questions intended to en-
courage detailed discussion. It is important for
facilitators to create a safe environment so that
participants feel free to share sensitive infor-
mation in the group setting (Shaha, Wenzel, &
Hill, 2011). In research focus groups, having a
facilitator who is not known to members of the
group can help to prevent feelings of coercion
or conflict of interest. This also should be the
case for focus groups assessing learning needs,
because participants may fear that sharing in-
formation about their areas of weakness may be
held against them in the future. The groups of
potential learners in most cases should be ho-
mogeneous, with similar characteristics such
as age, gender, and experience with the topic

under discussion. However, if the purpose of
the focus group is to solicit attitudes about a
certain subject or to discuss ethical issues, for
example, it may not be necessary or recom-
mended to have a homogeneous group. Focus
groups are ideal during the initial stage of in-
formation gathering to provide qualitative data
for a complete assessment of learning needs and
can be a rich source of information when ex-
ploring sensitive nursing issues (Papastavrou
& Andreou, 2012). Andrews and Ford (2013)
used focus groups of clinical facilitators to as-
certain what their learning needs were in re-
lation to their professional development. In
another study (Samia, Hepburn, & Nichols,
2012) five focus groups explored the learning
needs of 26 family caregivers who took care of
individuals diagnosed with dementia.

Questionnaires

Nurse educators can obtain learners’ written re-
sponses to questions about learning needs by us-
ing questionnaires. Checklists are one of the most
common forms of questionnaires. They are easy
to administer, provide more privacy compared
to interviews, and yield easy-to-tabulate data.
Learners seldom object to this method of ob-
taining information about their learning needs.
Sometimes learners may have difficulty rating
themselves and may need the educator to clar-
ify terms or provide additional information to
help them understand what is being assessed.
The educator’s role is to encourage learners to
make as honest a self-assessment as possible. Be-
cause checklists usually reflect what the nurse
educator perceives as needs, a space should be
provided for the learner to add any other items
of interest or concern.

One example of a highly reliable and valid
self-assessment tool is the Patient Learning
Needs Scale (Redman, 2003). This instrument
is designed to measure patients’ perceptions of
learning needs to manage their health care at
home following a medical illness or surgical
procedure (Bubela et al., 2000). This scale also
has been used internationally with reliability,



validity, and cultural appropriateness tested
(Eshah, 2011; Temiz, Ozturk, Ugras, Oztekin, &
Sengul, 2016).

Tests

Giving written pretests before planned teaching
can help identify the knowledge levels of po-
tential learners regarding certain subjects and
can assist in identifying their specific learning
needs before instruction begins. In addition,
this approach prevents the educator from re-
peating already known material in the teaching
plan. Furthermore, pretest results are useful to
the educator after the completion of teaching
when pretest scores are compared with posttest
scores to determine to what extent learning has
taken place.

The Diabetes Knowledge Test is an exam-
ple of a tool used to assess learning needs for
self- management of diabetes (Panja, Starr, &
Colleran, 2005). When investigating this tool,
researchers compared patients’ diabetes knowl-
edge with their glycemic control. The findings
demonstrated an inverse linear relationship be-
tween performance on this diabetes test and
HbA1c values. This test is available from the
Michigan Diabetes Research and Training Cen-
ter (http://diabetesresearch.med.umich.edu
/Tools.php). Redman (2003) describes this and
many other measurement instruments for pa-
tient education that measure knowledge and
learning assessment.

The educator must always consider the re-
ported characteristics of the self-administered
questionnaire or test before using it. Specific
criteria to consider include what the purpose
of the tool is (i.e., if it is relevant to what the
nurse educator plans to assess), whether the
results will be meaningful, whether each of
the measured constructs is well defined, whether
adequate testing of the instrument has been con-
ducted, whether the instrument has been used
in a similar setting, and whether the instrument
has been used with a population equivalent to the
audience being tested by the educator. The edu-
cator needs to consider the purpose, conceptual
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basis, development, and psychometric properties
when evaluating the adequacy of any question-
naire or test (Waltz, Strickland, & Lenz, 2010).

Observations

Observing health behaviors in several differ-
ent time periods can help the educator draw
conclusions about established patterns of be-
havior that cannot and should not be drawn
from a single observation. For example, watch-
ing the learner perform a skill more than once
is an excellent way of assessing a psychomotor
need. Are all steps performed correctly? Does
the learner have any difficulty manipulating
various pieces of equipment? Does the learner
require prompting? Learners may believe they
can accurately perform a skill or task (e.g., walk-
ing with crutches, changing a dressing, giving
an injection), but by observing the skill perfor-
mance the educator can best determine whether
additional learning may be needed.

Learners who can observe a videotape of
themselves performing a skill can more easily
identify their learning needs. In this process,
which is known as reflection on action (Grant,
2002), the learner identifies what was done well
and what could have been done better in his or
her actual performance. Landry, Smith, and
Swank (2006) provide evidence to support this
method of assessing learning needs in their study
measuring mothers’ critiques of their own video-
taped responsive behaviors in the home setting
that would facilitate their infants’ development.

Documentation

Initial assessments, progress notes, nursing care
plans, staff notes, and discharge planning forms
can provide information about the learning needs
of patients. Nurse educators need to follow a
consistent format for reviewing charts so that
they review each chart in the same manner to
identify learning needs based on the same infor-
mation. Also, documentation by other members
of the healthcare team, such as physical thera-
pists, social workers, respiratory therapists, and
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nutritionists, can yield valuable insights with
respect to the needs of the learner.

Assessing the Learning Needs
of Nursing Staff

Williams (1998) specifically addresses the im-
portance of identifying the learning needs of
staff nurses using the methods described in this
section. He addresses the assumptions of learn-
ing needs assessments, provides practical advice
about designing a survey needs assessment, and
outlines implementation issues that must be
considered prior to conducting an assessment.

The following are methods that can be used
to determine the learning needs of staff.

Written Job Descriptions

A written description of what is required to ef-
fectively carry out job responsibilities can reflect
the potential learning needs of staff. Such infor-
mation forms the basis for establishing content
in an orientation program for new staff, for ex-
ample, or for designing continuing education
opportunities for experienced staff members.

Formal and Informal Requests

Often staff are asked for ideas for educational
programs, and these ideas reflect what they per-
ceive as needs. When conducting a formal edu-
cational program, the educator must verify that
these requests are congruent with the needs of
other staff members.

Quality Assurance Reports

Trends found in incident reports indicating safety
violations or errors in procedures are a source
of information in establishing learning needs of
staff that education can address.

Chart Audits

Educators can identify trends in practice through
chart auditing. Does the staff have a learning

need in terms of the actual charting? Is a new
intervention being implemented? Does the re-
cord indicate some inconsistency with imple-
mentation of an intervention?

Rules and Regulations

A thorough knowledge of hospital, professional,
and healthcare requirements helps to identify
possible learning needs of staff. The educator
should monitor new rules of practice arising
from changes occurring within an institution
or external to the organization that may have
implications for the delivery of care.

Self-Assessment

In addition to the methods identified by Williams
(1998), self-assessment is an important area to
consider when assessing the learning needs of
nursing students and staff. Grant (2002), in an
article about physician learning needs, identifies
the significance of staff self-assessment of needs
through reflection on action as well as through
diaries, journals, and log books. She also cites
the importance of peer review in the assessment
process and, most important, the need to rec-
ognize that needs assessment and learning are
part of daily professional life in medicine. The
strengths, limitations, opportunities, threats/
barriers (SLOT/B) approach or strengths, weak-
nesses, opportunities, and threats (SWOT) anal-
ysis, which has been recommended as a method
for self-assessment of nursing students’ learning
needs (Sherwin & Stevenson, 2011), is another
useful assessment method that promotes pro-
fessional self-reflection.

Gap Analysis

Other methods to assess learning needs are the
gap analysis and the Delphi technique. A gap
analysis is an organized method to identify dif-
ferences between desired and actual knowledge.
Data gathered are then used to determine what
differences exist that will need an education in-
tervention. Nurse educators can then use appro-
priate interventions for improvement, address



the needs of the learner, and thus may satisfy the
learner, which is more likely to result in a change
in behavior (DeSilets, Dickerson, & Lavin, 2013).

Another way to identify gaps in knowledge
is to use the Delphi technique, which is a struc-
tured process using a series of questionnaires
or rounds that provides information about the
specific need(s) (Keeney, Hasson, & McKenna,
2001). The questionnaires are given to experts in
the subject who return the questionnaires anon-
ymously. The experts are chosen experienced
professionals who can provide an informed view
or opinion on the issue that is needed (Nworie,
2011). The process continues with another series
of questionnaires until group consensus about
the educational need is reached. Although Del-
phi is a useful method to use for assessing learn-
ing needs, as with any tool the nurse educator
must consider the reliability and validity of the
instrument (Keeney et al., 2001).

Educators can use these assessment meth-
ods to collect data on staff at multiple levels,
from registered nurses to nursing assistants
who are typically the target audiences for in-
service programs at an institution. Any plans
for educational activities need to consider the
participants’ personal preferences, mandates
from administration, expectations of accred-
iting agencies, and/or trends in the profession,
which may meet the needs of the individual or
entity who organizes the education activity but
not necessarily address the needs of the learner.
These approaches to needs assessment are useful
because they benefit all involved and justify the
resources required for the assessment process.

» Readiness to Learn

Once the educator has identified learning
needs, the next step is to determine the learn-
er’s readiness to receive information. Readi-
ness to learn can be defined as the time when
the learner demonstrates an interest in learning
the information necessary to maintain optimal
health or to become more skillful in a job. Of-
ten, educators have noted that when a patient,
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staff member, or student asks a question, the time
is prime for learning. Readiness to learn occurs
when the learner is receptive, willing, and able
to participate in the learning process. It is the re-
sponsibility of the educator to discover through
assessment exactly when patients or staff are
ready to learn, what they need or want to learn,
and how to adapt the content to fit each learner.

To assess readiness to learn, the educator
must first understand what needs to be taught,
collect and validate that information, and then
apply the same methods used previously to assess
learning needs, including making observations,
conducting interviews, gathering information
from the learner as well as from other health-
care team members, and reviewing documen-
tation. The educator must perform these tasks
before the time when actual learning is to occur.

No matter how important the information
is or how much the educator feels the recipient
of teaching needs the information, if the learner
is not ready, then the information will not be
absorbed. The educator, in conjunction with
the learner, must determine what needs to be
learned and what the learning objectives should
be to establish which domain and at which level
these objectives should be classified (refer to
Chapter 10). Otherwise, both the educator’s and
the learner’s time could very well be wasted be-
cause the established objectives may be beyond
the readiness of the learner.

Timing—that is, the point at which teaching
should take place—is very important. Anything
that affects physical or psychological comfort can
affect a learner’s ability and willingness to learn.
Consequently, a learner who is not receptive to
information at one time may be more receptive
to the same information at another time. Because
the nurse often has limited contact with patients
and family members as a result of short hospi-
tal stays or short visits in the outpatient setting,
teaching must be brief and basic. Timing also be-
comes an important factor when working with
nursing staff. Readiness to learn is based on the
current demands of practice and must correspond
to the constant changes in health care. Adults—
whether they are patients, family, nursing staff,
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or students—are eager to learn when the subject
of teaching is relevant and applicable to their ev-
eryday concerns.

Before teaching can begin, the educator
must find the time to first take a PEEK (Licht-
enthal, 1990) at the four types of readiness to
learn—physical readiness, emotional readiness,
experiential readiness, and knowledge readiness.
These four types may either be obstacles or en-
hancers to learning (B0X4-2).

Physical Readiness

The educator needs to consider five major com-
ponents of physical readiness—measures of

BOX 4-2 Take Time to Take a PEEK at the

Four Types of Readiness to Learn

P = Physical Readiness

® Measures of ability

m  Complexity of task
Environmental effects
Health status

Gender

E = Emotional Readiness

Anxiety level
Support system
Motivation
Risk-taking behavior
Frame of mind
Developmental stage

m

= Experiential Readiness

Level of aspiration

Past coping mechanisms
Cultural background
Locus of control

F

= Knowledge Readiness

Present knowledge base
Cognitive ability
Learning disabilities
Learning styles

Reproduced from Lichtenthal, C. (1990). A self-study model on
readiness to learn. Unpublished manuscript. Reprinted with
permission from Cheryl Lichtenthal Harding.

ability, complexity of task, environmental effects,
health status, and gender—because they affect
the degree or extent to which learning will occur.

Measures of Ability

Ability to perform a task requires fine and/or
gross motor movements, sensory acuity, ad-
equate strength, flexibility, coordination, and
endurance. Each developmental stage in life is
characterized by physical and sensory abilities
or is affected by individual disabilities. For ex-
ample, walking on crutches is a psychomotor
skill for which a patient must have the physi-
cal ability to be ready to learn. If a person has a
visual deficit, the educator can make available
eyeglasses or a magnifying glass so that the pa-
tient can, for example, see the lines on a piece
of equipment such as a spirometer. If the edu-
cator is conducting an inservice workshop on
lifting and transfer activities, staft must have the
endurance required to return demonstrate this
skill. Creating a stimulating and accepting en-
vironment by using instructional tools to match
learners’ physical and sensory abilities encour-
ages readiness to learn.

Complexity of Task

Variations in the complexity of the task affect
the extent to which the learner can master the
behavioral changes in the cognitive, affective,
and psychomotor domains. The more com-
plex the task, the more difficult it is to achieve.
Psychomotor skills, once acquired, are usually
retained better and longer than learning in the
other domains (Greer, Hitt, Sitterly, & Slebod-
nick, 1972). Once ingrained, psychomotor, cog-
nitive, and affective behaviors become habitual
and may be difficult to alter. For example, if the
learner has been performing a psychomotor skill
over a long period of time and then the proce-
dural steps of the task change, the learner must
unlearn those steps and learn the new way. This
requirement may increase the complexity of the
task and put additional physical demands on
the learner by lengthening the time the learner



needs to adjust to doing something in a new
way. Older adults, in particular, develop elab-
orate cognitive schemas over the years; when
they are faced with information contrary to their
preexisting knowledge and beliefs, they find the
effort to change difficult, confusing, and time
consuming (Kessels, 2003).

Environmental Effects

An environment conducive to learning helps to
hold the learner’s attention and stimulate inter-
est in learning. Unfavorable conditions, such as
extremely high levels of noise or frequent inter-
ruptions, can interfere with a learner’s accuracy
and precision in performing cognitive and man-
ual dexterity tasks. Intermittent noise tends to
have greater disruptive effects on learning than
the more rapidly habituated steady-state noise.
McDonald, Wiczorek, and Walker (2004) exam-
ined background noise and interruption to de-
termine their effects on college students learning
health information. The results of their research
suggest that distraction, including noise, during
health teaching adversely affects readiness to learn.

Older adults, in particular, need more time
to react and respond to stimuli. Increased inabil-
ity to receive, process, and transmit information
is a characteristic of aging. Environmental de-
mands that make older persons feel rushed to
perform tasks in a short time frame can over-
whelm them. When an activity is self-paced,
older learners respond more favorably.

Health Status

The amounts of energy available and the indi-
vidual’s present comfort level are factors that
significantly influence that individual’s readi-
ness to learn. Energy-reducing demands associ-
ated with the body’s response to illness require
the learner to expend large amounts of phys-
ical and psychic energy, leaving little reserve
for actual learning. Nurse educators must seri-
ously consider a person’s health status, whether
well, acutely ill, or chronically ill, when assess-
ing for readiness.
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Healthy learners have energy available for
learning. In such a case, readiness to learn about
health-promoting behaviors is based on their
perception of self-responsibility. The extent to
which an individual perceives illness to poten-
tially affect future well-being influences that per-
son’s desire to learn preventive and promotion
measures. If learners perceive a threat to their
quality of life, they likely will seek more infor-
mation to try to control the negative effects of
an illness (Bubela & Galloway, 1990).

Learners who are acutely ill tend to focus
their energies on the physiological and psy-
chological demands of their illness. Learning is
minimal in such persons because most of these
individuals’ energy is needed for the demands
of the illness and gaining immediate relief. Any
learning that may occur should be related to
treatments, tests, and minimizing pain or other
discomforts. As these patients improve and the
acute phase of illness diminishes, they can then
focus on learning follow-up management and
the avoidance of complications.

Educators must assess the readiness to learn
of acutely ill patients by observing their energy
levels, anxiety, and comfort status. Physical
and emotional stress affects a person’s ability to
learn (Gross, 2013; Sandi & Pinelo-Nava, 2007).
Improvement in physical status usually results in
more receptivity to learning. However, medica-
tions that induce side effects such as drowsiness,
mental depression, impaired depth perception,
decreased ability to concentrate, and learner fa-
tigue also reduce task-handling capacity. For
example, giving a patient a sedative prior to a
learning experience may result in less appre-
hension, but cognitive and psychomotor abili-
ties may be impaired.

In contrast to acute illness, chronic illness
has no time limits and is of long-term duration.
Models of how people deal with chronic illness
also are useful as frameworks for understanding
readiness to learn (Lubkin & Larsen, 2013). The
physiological and psychological demands vary
in chronic illness and are not always predict-
able. Patients may go through different stages
in dealing with their illness, which is similar
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to the adjustment stages of a person experi-
encing a loss (Boyd, Gleit, Graham, & Whit-
man, 1998). If the learner is in the avoidance
stage, readiness to learn likely will be limited
to simple explanations because the patient’s en-
ergy is concentrated on denial. Over time, en-
ergy levels stabilize and become redirected as
awareness of the realities of the situation in-
crease. Readiness to learn may be indicated by
the questions the patient asks. Exploring an-
other perspective, Telford, Kralik, and Koch
(2006) encourage health professionals to lis-
ten carefully to their patients” stories of how
they experience the illness rather than attempt
to categorize patients into specific stages. Lis-
tening to patient stories may provide clues as
to individuals’ readiness to learn.

Burton (2000) describes the Corbin and
Strauss (1991) chronic illness trajectory frame-
work. This framework reflects the continual na-
ture of adaptation required in living with chronic
illness. In contrast to the Corbin and Strauss
model, Patterson (2001) describes a shifting
perspectives model that suggests living with
chronic illness is an ongoing and continually dy-
namic process. This model provides an expla-
nation of variations in attention to symptoms
over time. Individuals’ perspectives shift in the
degree to which illness is in the foreground or
background of their world. It is important for
nurse educators to understand this cycle when
assessing readiness to learn, because they can-
not assume that an approach that worked at one
time will be just as effective at another time. The
receptivity to learning and practicing self-care
measures of a person who is chronically ill is not
static but rather fluctuates over time.

Gender

Research suggests that women are generally
more receptive to medical care and take fewer
risks with their health than do men (Ashton,
1999; Bertakis, Rahman, Helms, Callahan, &
Robbins, 2000; Harris, Jenkins, & Glaser, 2006;
Rosen, Tsai, & Downs, 2003; Stein & Nyamathi,
2000). This difference may arise because women

traditionally have taken on the role of caregivers
and, therefore, are more open to health promo-
tion teaching. In addition, women traditionally
have more frequent contacts with health provid-
ers while bearing and raising children. Men, by
comparison, tend to be less receptive to health-
care interventions and are more likely to be risk
takers. A good deal of this behavior is thought to
be socially induced. Changes are beginning to be
seen in the health-seeking behavior of men and
women as a result of the increased focus of people
of all sexes on healthier lifestyles and the blend-
ing of gender roles in the home and workplace.

Emotional Readiness

Learners must be emotionally ready to learn.
Like physical readiness, emotional readiness in-
cludes several factors that need to be assessed.
These factors include anxiety level, support sys-
tem, motivation, risk-taking behavior, frame of
mind, and developmental stage.

Anxiety Level

Anxiety influences a person’ ability to perform
at cognitive, affective, and psychomotor levels.
In particular, it affects patients’ ability to con-
centrate and retain information (Kessels, 2003;
Sandi & Pinelo-Nava, 2007; Stephenson, 2006).
The level of anxiety may or may not be a hin-
drance to the learning of new skills; some degree
of anxiety is a motivator to learn, but anxiety
that is too low or too high interferes with read-
iness to learn. On either end of the continuum,
mild or severe anxiety may lead to inaction on
the part of the learner. If anxiety is low, the in-
dividual is not driven to take steps to promote
his or her health or prevent diseases. Moderate
anxiety, however, drives someone to undertake
action. As the level of anxiety increases, emo-
tional readiness peaks and then begins to de-
crease in an inversely U-shaped curvilinear
manner based on the Yerkes—Dodson law (Ley,
1979), as shown in FIGURE4-1. A moderate level
of anxiety is best for success in learning and also
is considered the optimal time for teaching.
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FIGURE 4-1 Effect of anxiety on emotional readiness
to learn.

Data from Ley, P. (1979). Memory for medical information. British Journal of Social & Clinical
Psychology, 18(2), 245-255.

Fear is a major contributor to anxiety and,
therefore, negatively affects readiness to learn in
any of the learning domains. The performance
of a task in and of itself may be fear inducing
to a patient because of its very nature or mean-
ing. For example, learning self-administration
of a medication by injection may produce fear
for the patient because of the necessity of self-
inflicted pain and the perceived danger of the
needle breaking off into the skin. A staff mem-
ber or nursing student, in contrast, may have
real difficulty mastering a skill because of the
fear of harming a patient or of failing to do a
procedure correctly.

Fear also may lead patients to deny their
illness or disability, which interferes with their
ability to learn. If a situation is life threaten-
ing or overwhelming, anxiety will be high and
readiness to learn will be diminished. Although
teaching may be imperative for survival, learn-
ing usually can take place only if instructions
are simple and are repeated over and over again.
In such circumstances, families and support
persons also should be educated to reinforce
information and assist with caregiving responsi-
bilities. In later stages of adaptation, acceptance
of illness or disability allows the individual to
be more receptive to learning because anxiety
levels are less acute.
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Discovering which stressful events or ma-
jor life changes the learner is experiencing gives
the educator clues about that person’s emotional
readiness to learn. The nurse must first identify
the source and level of anxiety. High stress levels
can be moderated by encouraging the person to
participate in activities such as support groups
and the use of relaxation techniques such as im-
agery and yoga (Stephenson, 2006). After anxi-
ety levels have been moderated and anxiety has
been lessened, education is an excellent inter-
vention to spur someone to take action when
dealing with a stressful life event.

Support System

The availability and strength of a support sys-
tem also influence emotional readiness and are
closely tied to how anxious an individual might
feel. Members of the patient’s support system
who are available to assist with self-care activ-
ities at home should be present during at least
some of the teaching sessions so that they can
learn how to help the patient if the need arises.
Kitchie’s (2003) descriptive correlational study
suggests that families and friends are important
for medication adherence among older adults
who experience chronic illness. Although the ed-
ucator should not draw any conclusions about
causal relationships from this type of study, the
educator’s assessment benefits from incorporat-
ing questions about the learner’s social network.
Social support is important in buffering the ef-
fects of stressful events (Gavan, 2003; Kitchie,
2003). A strong positive support system can de-
crease anxiety, whereas the lack of one can in-
crease anxiety levels.

Health professionals often act as sources of
social and emotional support to clients. Epstein
and Street (2007) describe the significance of
fostering healing relationships with patients and
responding to patients’ emotions as fundamen-
tal functions of patient-clinician communica-
tion in cancer care. Street, Makoul, Arora, and
Epstein (2009) identify the importance of clini-
cians in enhancing patients’ abilities to manage
emotions in one of their several recommended
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pathways to improved health outcomes. Beddoe
(1999) describes the unique opportunity that
nurses have in providing emotional support
to patients. She labels this opportunity as the
reachable moment—the time when a nurse
truly connects with the client by directly meet-
ing the individual on mutual terms. The reach-
able moment allows for the mutual exchange
of concerns and a sharing of possible interven-
tion options without the nurse being inhibited
by prejudice or bias. When the client feels emo-
tionally supported, the stage is set for the teach-
able moment because it is then that the person
is most receptive to learning.

Motivation

Emotional readiness is strongly associated with
motivation, which is a willingness to take action.
Knowing the motivational level of the learner
assists the educator in determining when that
person is ready to learn. The nurse educator
must be cognizant of the fact that motivation to
learn is based on many varied theories of mo-
tivation and, thus, be careful to link a specific
theory’s concepts or constructs to the appro-
priate method of assessment and subsequent
educational interventions. For example, Cook
and Artino (2016) point out that if an educa-
tor is using Bandura’s Social-Cognitive (Self-
Efficacy) theory in the assessment of motivation
to learn, then an appropriate intervention is to
help learners develop accurate self-efficacy be-
liefs (perceptions of competence) by provid-
ing interactive interventions for mastery of the
knowledge or skills, give credible attributional
feedback, and assist learners in connecting ex-
ternal and self-administered rewards to make
progress toward achievement of their goals. As-
sessment of emotional readiness involves ascer-
taining the level of motivation, not necessarily
the reasons for the motivation. A learner may
be motivated to learn for many reasons, and al-
most any reason to learn is a valid one.

The level of motivation reflects what
learners perceive as an expectation of them-
selves or others. Interest in informal or formal

teacher-learner interactions is a cue to motiva-
tion. The learner who is ready to learn shows
an interest in what the nurse educator is doing
by demonstrating a willingness to participate
or to ask questions. Prior learning experi-
ences, whether they be past accomplishments
or failures, are reflected in the current level of
motivation demonstrated by the learner for ac-
complishing the task at hand.

Risk-Taking Behavior

Taking risks is intrinsic in the activities people
perform daily. Indeed, many activities are done
without thinking about the outcome. According
to Joseph (1993), some patients, by the very na-
ture of their personalities, take more risks than
others do. The educator can assist patients in
developing strategies that help reduce the level
of risk associated with their choices. If patients
participate in activities that may shorten their
life span rather than complying with a recom-
mended treatment plan, for example, the educa-
tor must be willing to teach these patients how
to recognize certain body symptoms and then
what to do if they have them.

Understanding staff willingness to take risks
helps the nurse educator understand why some
learners may be hesitant to try new approaches
to delivering care. Wolfe (1994) states that taking
risks can be threatening when the outcomes are
not guaranteed. Educators can, however, help in-
dividuals learn how to take risks. First, the per-
son must decide to take the risk. The next step is
to develop strategies to minimize the risk. Then,
the learner needs to develop worst-case, best-
case, and most-probable-case scenarios. Last,
the learner must decide whether the worst-case
scenario developed is acceptable.

Frame of Mind

Frame of mind involves concern about the here
and now versus the future. If survival is of pri-
mary concern, readiness to learn will be focused
on the present to meet basic human needs.
According to Maslow (1970), physical needs



such as food, warmth, comfort, and safety as
well as psychosocial needs of feeling accepted
and secure must be met before someone can fo-
cus on higher order learning. People from lower
socioeconomic levels, for example, tend to con-
centrate on immediate, current concerns be-
cause they are trying to satisfy everyday needs.

Ramanadhan and Viswanath (2006) used
national data from the 2003 Health Infor-
mation National Trends survey to examine
information-seeking behaviors of adults. They
found that a significant percentage of persons
diagnosed with a serious disease, such as cancer,
report that they do not seek or receive health
information beyond that given by healthcare
providers. Furthermore, compared to seekers of
health information, nonseeker patients are more
likely to come from the lowest income and ed-
ucation groups and are less attentive about get-
ting health information from the media. Also,
older individuals, although they gather infor-
mation from a variety of sources, tend to make
health decisions primarily based on information
provided by the healthcare professional (Cutilli,
2010). These findings have implications for ed-
ucators when deciding on the best method for
reaching various segments of the population.

Children regard life in the here and now be-
cause they are developmentally focused on what
makes them happy and satisfied. This perspec-
tive affects their willingness to learn health in-
formation. In addition, their thinking is concrete
rather than abstract. Adults who have reached
self-actualization and those whose basic needs
are met are most ready to learn health promo-
tion tasks and are said to have a more futuris-
tic orientation.

Developmental Stage

Each task associated with human development
produces a peak time for readiness to learn,
known as a teachable moment (Hansen &
Fisher, 1998; Hotelling, 2005; Tanner, 1989; Wag-
ner & Ash, 1998). Unlike children, adults can
build on meaningful past experiences and are
strongly driven to learn information that helps
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them to cope better with real-life tasks. They
see learning as relevant when they can apply
new knowledge to help them solve immediate
problems. Children, in contrast, desire to learn
for learning’s sake and actively seek out experi-
ences that give them pleasure and comfort. Erik-
son’s (1963, 1968, 1997) well-accepted theory of
the eight stages of psychosocial learning is most
relevant to an individual’s emotional readiness.

Experiential Readiness

Experiential readiness refers to the learner’s
past experiences with learning and includes
four elements: level of aspiration, past coping
mechanisms, cultural background, and locus of
control. The educator should assess whether pre-
vious learning experiences have been positive
or negative in overcoming problems or accom-
plishing new tasks. Someone who has had neg-
ative experiences with learning is not likely to
be motivated or willing to take a risk to change
behavior or acquire new behaviors. See Chap-
ters 6, 7, and 8 for elaboration on these elements.

Level of Aspiration

The extent to which someone is driven to achieve
is related to the type of short- and long-term
goals established—not by the educator but by
the learner. Previous failures and past successes
influence the goals that learners set for them-
selves. Early successes are important motiva-
tors in learning subsequent skills. Satisfaction,
once achieved, elevates the level of aspiration,
which in turn increases the probability of con-
tinued performance output in undertaking fu-
ture endeavors to change behavior.

Past Coping Mechanisms

Educators must explore the coping mechanisms
that learners have been using to understand
how they have dealt with previous problems.
Once these mechanisms are identified, the ed-
ucator needs to determine whether past cop-
ing strategies have been effective and, if so,
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whether they work well in the present learn-
ing situation.

Cultural Background

The educator’s knowledge about other cultures
and sensitivity to behavioral differences between
cultures are important so that the educator can
avoid teaching in opposition to cultural beliefs.
Assessment of what an illness means to the pa-
tient from the patient’s cultural perspective is
imperative in determining readiness to learn.
Remaining sensitive to cultural influences al-
lows the educator to bridge the gap, when nec-
essary, between the medical healthcare culture
and the patient’s culture. Building on the learn-
er’s knowledge base or belief system (unless it is
dangerous to well-being), rather than attempt-
ing to change it or claim it is wrong, encourages
rather than dampens readiness to learn.
Language is also a part of culture and may
prove to be a significant obstacle to learning if
the educator and the learner do not speak the
same language fluently. Assessing whether the
learner understands English well enough to be
able to express herself so that others understand
is the first step. Obtaining the services of a qual-
ified interpreter is necessary if the learner and
nurse do not speak the same language. Enlisting
the help of someone other than a trained inter-
preter (such as a family member or friend) to
bridge language differences may negatively in-
fluence learning, although this effect depends
on such issues as the sensitivity of the topic and
the need for privacy. In some instances, the pa-
tient may not want family members or associ-
ates to know about a health concern or illness.
Medical terminology in and of itself may
be a foreign language to many patients, even if
they are from a nondominant culture or their
primary language is the same as or different
from that of the educator. In addition, some-
times a native language does not have an equiv-
alent word to describe the terms that are being
used in the teaching situation. Differences in
language compound cultural barriers. Educa-
tors should not start teaching unless they have

determined that the learner understands what
they are saying and that they understand and
respect the learner’s culture.

Locus of Control

Educators can determine whether readiness to
learn is prompted by internal or external stim-
uli in ascertaining the learner’s previous life pat-
terns of responsibility and assertiveness. When
patients are internally motivated to learn, they
have what is called an internal locus of control
that is, they are ready to learn when they feel a
need to know about something. This drive to
learn comes from within the learner. Usually,
this type of learner indicates a need to know by
asking questions. Remember that when someone
asks a question, the time is prime for learning. If
patients have an external locus of control—that
is, they are externally motivated—then some-
one other than themselves must encourage the
learner to want to know something. The respon-
sibility often falls on the educator to motivate
the patient to want to learn.

Knowledge Readiness

Knowledge readiness refers to the learner’s pres-
ent knowledge base, the level of cognitive abil-
ity, the existence of any learning disabilities and/
or reading problems, and the preferred style of
learning. Nurse educators must assess these
components to determine readiness to learn and
should plan teaching accordingly. See Chapters
5, 7,9, and 10 for further elaboration on these
components that affect knowledge readiness.

Present Knowledge Base

How much someone already knows about a
specific subject or how proficient that person
is at performing a task is an important factor
to determine before designing and implement-
ing instruction. If educators make the mistake
of teaching subject material that has already
been learned, they risk at the very least induc-
ing boredom and lack of interest in the learner



or at the extreme insulting the learner, which
could produce resistance to further learning.
The nurse educator must always find out what
the learner knows prior to teaching and build
on this knowledge base to encourage readiness
to learn. In teaching patients, the educator also
must consider how much information the pa-
tient wants to receive. Some patients want to
know the details to make informed decisions
about their care, whereas others prefer a more
general and less in-depth approach and can
be overwhelmed by the provision of too much
information.

Cognitive Ability

The extent to which information can be pro-
cessed is indicative of the learner’s capabilities.
The educator must match the level of behav-
ioral objectives to the cognitive ability of the
learner. The learner who is capable of under-
standing, memorizing, recalling, or recogniz-
ing subject material is functioning at a lower
level in the cognitive domain than the learner
who demonstrates problem solving, concept
formation, or application of information. For
example, nursing staff or students who can an-
swer questions about cardiopulmonary resus-
citation (CPR) on a written test demonstrate
an understanding of the subject, but this does
not necessarily mean that they can transfer this
knowledge to perform CPR in the clinical set-
ting. Patients who can identify risk factors of
hypertension (a low level of functioning in the
cognitive domain) may struggle with general-
izing this information to incorporate a low-
salt diet in their lifestyle.

Individuals with cognitive impairment
present a special challenge to the educator and
require simple explanations and step-by-step
instruction with frequent repetition. Nurse ed-
ucators should be sure to make information
meaningful to those persons with cognitive im-
pairments by teaching at their level and commu-
nicating in ways that learners can understand.
Enlisting the help of members of the patient’s
support system by teaching them requisite skills
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allows them to contribute positively to the re-
inforcement of self-care activities.

Learning and Reading
Disabilities

Learning disabilities, which may be accompa-
nied by low-level reading skills, are not neces-
sarily indicative of an individual’s intellectual
abilities, but they do require educators to use
special or innovative approaches to instruc-
tion to sustain or bolster readiness to learn. In-
dividuals with low literacy skills and learning
disabilities become easily discouraged unless
the educator recognizes their special needs and
seeks ways to help them accommodate or over-
come their problems with encoding words and
comprehending information.

Learning Styles

A variety of preferred styles of learning exist,
and assessing how someone learns best and likes
to learn helps the educator to select appropri-
ate teaching approaches. Knowing the teaching
methods and materials with which a learner is
most comfortable or, conversely, those that the
learner does not tolerate well allows the educator
to tailor teaching to meet the needs of individuals
with different styles of learning, thereby increas-
ing their readiness to learn. The next section pro-
vides further information about learning styles.

» Learning Styles

Learning styles refer to the ways in which and
conditions under which learners most efficiently
and most effectively perceive, process, store, and
recall what they are attempting to learn (James &
Gardner, 1995) and their preferred approaches to
different learning tasks (Cassidy, 2004; Furnham,
2012). Keefe (1979) further defined learning style
as the way that learners learn that takes into ac-
count the cognitive, affective, and physiological
factors affecting how learners perceive, interact
with, and respond to the learning environment.
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Learning style models are based on the
premise that certain characteristics of learning
are biological in origin, whereas others are socio-
logically developed resulting from environmental
influences. No learning style is inherently better
or worse than another. Recognizing that people
have different approaches to learning helps the
nurse educator understand the differences in ed-
ucational interests and needs of diverse popula-
tions. Accepting the diversity of such styles can
help educators create an atmosphere for learning
characterized by experiences that encourage ev-
ery individual to reach his or her full potential.
Understanding learning styles also can help edu-
cators make deliberate decisions about program
development and instructional design (Arndt
& Underwood, 1990; Chapman & Calhoun,
2006; Churchill, 2008; Coffield, Moseley, Hall, &
Ecclestone, 2004b; Jessee, O’Neill, & Dosch,
2006; Morse, Oberer, Dobbins, & Mitchell, 1998;
Vaughn & Baker, 2008).

Determining Learning Styles

Three mechanisms to determine learning style
are observation, interviews, and administration
of learning style instruments. By observing the
learner in action, the educator can ascertain how
the learner grasps information and solves prob-
lems. For example, when doing a math calcu-
lation, does the learner write down every step
or just the answer? In an interview, the educa-
tor can ask the learner about preferred ways of
learning as well as the environment most com-
fortable for learning. Is group discussion or
self-instruction preferable? Does the learner pre-
fer hands-on activities or reading instructions?
Is a warm or cold room more conducive to con-
versation? Simply asking the question, “How do
you learn best?” can yield valuable information
on this front. Finally, the educator can admin-
ister learning style instruments, such as those
described in the next section.

Educators should use all three techniques
to determine learning style. Assessment is fore-
most in the educational process. Once data are
gathered through interview, observation, and

instrument administration, educators can validate
learning style and choose methods and materi-
als for instruction to support a variety of learner
preferences. They can then direct patients, stu-
dents, or staff toward the ways they learn best.

Using the learning style approach to instruc-
tion has exciting implications. Understanding
and recognizing various styles can influence de-
cision making about planning, implementing,
and evaluating educational programs.

» Learning Style Models
and Instruments

The identification and application of informa-
tion about learning styles continues to be an
emerging movement but also controversial.
In a recent search of the Cumulative Index to
Nursing and Allied Health Literature (CINAHL)
limited to the last 5 years located over 300 pub-
lished articles dealing with this topic and its ap-
plication to nursing and health care. To date,
researchers have defined learning styles differ-
ently, although the concepts in each definition
are often overlapping.

This chapter does not attempt to include
all available instruments but rather highlights
those commonly cited in recent reviews and in
health sciences research literature that refer to
the psychometric properties of each tool. These
instruments are believed to be the most useful
to nurse educators for assessment purposes.

Before using any learning style instru-
ment, it is important to determine the reliabil-
ity and validity of the tool and to realize that a
totally inclusive instrument that measures all
domains of learning—cognitive, affective, and
psychomotor—does not exist. Therefore, it is
best to use more than one measurement tool for
assessment. Also, the educator should not rely
heavily on these instruments because they are
intended not for diagnosis but rather to validate
what the learner perceives in comparison to what
the educator perceives. When approached from
this perspective, these instruments will help the



nurse educator in developing a more personal-
ized form of instruction.

Right-Brain/Left-Brain and
Whole-Brain Thinking

Although not technically a model, right-brain/
left-brain thinking, along with whole-brain think-
ing, adds to the understanding of brain func-
tions that are associated with learning. About 40
years ago, Roger Sperry and his research team
established that, in many ways, the brain op-
erates as two brains (Herrmann, 1988; Sperry,
1977), with each hemisphere having separate
and complementary functions. The left hemi-
sphere of the brain was found to be the vocal
and analytical side, which is used for verbaliza-
tion and for reality-based and logical thinking.
The right hemisphere was found to be the emo-
tional, visual-spatial, and nonverbal side, with
thinking processes that are intuitive, subjective,
relational, holistic, and time free. Sperry and his
colleagues discovered that learners can use both
sides of the brain because of a connector between
the two hemispheres called the corpus callosum.
Although significant information in current neu-
roscience research indicates the two-brain model
oversimplifies cognitive functioning (Dietrich &
Kanso, 2010; Mihov, Denzler, & Forster, 2010), it
nonetheless gives educators yet another approach
to better understanding the learner.

There is no correct or wrong side of the
brain to use in information processing. Instead,
each hemisphere gathers the same sensory in-
formation but handles the information in dif-
ferent ways. One hemisphere may take over and
inhibit the other in processing information, or
the task may be divided between the two sides,
with each handling the part best suited to its
way of processing information.

Recognizing that one side of the brain may
be better equipped for certain kinds of tasks than
for others, educators can find the most effective
way to present information to learners who have
a dominant brain hemisphere (B0X4-3). Accord-
ing to Sperry’s theory, brain hemisphericity is
linked to cognitive learning style or the way
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individuals perceive and gather information to
solve problems, complete assigned tasks, relate
to others, and meet the daily challenges of life.

Most individuals have a dominant side of
the brain. Gondringer (1989) reports that most
learners have left-brain dominance and that only
approximately 30% have right-brain dominance.
This preference may reflect the fact that the West-
ern world is geared toward rewarding left-brain
skills to the extent that right-brain skills go un-
developed. However, educators need to employ
teaching methods that enable the learner to use
both sides of the brain. For example, to stimu-
late the development of left-brain thinking, the
nurse educator should provide a structured en-
vironment by relying on specific objectives and
a course outline. To stimulate the development
of the right brain, the educator should provide
a more unstructured, free-flowing environment
that allows for creative opportunities. By em-
ploying teaching strategies aimed at helping the
learner use both brain hemispheres, the educa-
tor facilitates more effective and efficient learn-
ing. Lillyman, Gutteridge, and Berridge (2011)
use storyboarding in helping students use both
the right and left brain to reflect on end of life
issues. Misch (2016) uses humor to encourage
students to use the right brain along with the
left brain so that critical components of care can
be addressed in successful patient, family, and
healthcare team interactions. Such whole-brain
thinking allows the learner to realize the best of
both worlds in developing his or her thought
processes. Duality of thinking is what educators
should strive to teach to encourage learners to
reach their full learning potential.

As Gardner (1999a) points out, the brain
does not exist in isolation but rather is con-
nected to the entire body. He argues that for
the brain to be more than an organ, consider-
ation must be given to many variables—such as
mental processes, feelings, desires, and cultural
influences—that are important in the develop-
ment and expression of a person’s learning style.
What learners choose to learn is influenced by
the set of values both educators and learners
bring to the teaching-learning situation.
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BOX 4-3 Examples of Hemisphere

Functions

Left-Hemisphere Functions

Thinking is critical, logical, convergent,
focal

Analytical

Prefers talking and writing

Responds to verbal instructions and
explanations

Recognizes/remembers names

Relies on language in thinking and
remembering

Solves problems by breaking them into
parts, then approaches the problem
sequentially, using logic

Good organizational skills, neat

Likes stability, willing to adhere
torules

Conscious of time and schedules
Algebra is the preferred math

Not as good at interpreting body
language

Controls emotions

Right-Hemisphere Functions

Thinking is creative, intuitive, divergent,
diffuse

Synthesizing

Prefers drawing and manipulating
objects

Responds to written instructions and
explanations

Recognizes and remembers faces
Relies on images in thinking and
remembering

Solves problems by looking at the whole
and the configurations, then approaches
the problem through patterns, using
hunches

Loose organizational skills, sloppy

Likes change, uncertainty

Frequently loses contact with time and
schedules

Geometry is the preferred math

Good at interpreting body language
Free with emotions

Instruments to Measure
Right-Brain/Left-Brain and
Whole-Brain Thinking

Two instruments are used to measure right-
and left-brain dominance. The first, called the
brain preference indicator (BPI), consists of a
set of questions used to determine hemispheric
functioning. The BPI instrument reveals a gen-
eral style of thought that results in a consistent
pattern of behavior in all areas of the individu-
al’s life. Although the reliability and validity of
this instrument have not been reported, it does
provide a starting point for the educator to un-
derstand his or her own right- or left-brain pref-
erences. More information about the BPI can be
found in Whole-Brain Thinking by Wonder and
Donovan (1984).

The other instrument available for wide-
spread commercial use is the Herrmann Brain
Dominance Instrument (HBDI). Herrmann’s
(1988) model incorporates theories on growth
and development and considers learning styles
as learned patterns of behavior. The HBDI
classifies learners in terms of the following
four modes, with each quadrant correspond-
ing to a brain structure and different prefer-
ences for thinking:

®  Quadrant A (left brain, cerebral): logical,
analytical, quantitative, factual, critical

®  Quadrant B (left brain, limbic): sequential,
organized, planned, detailed, structured

®  Quadrant C (right brain, limbic): emotional,
interpersonal, sensory, kinesthetic, symbolic

®  Quadrant D (right brain, cerebral): visual,
holistic, innovative

The author suggests that his HBDI is psy-
chometrically sound, although very few inde-
pendent studies of its reliability and validity
have been conducted (Coffield et al., 2004b).
The HBDI has been used mostly in the business
world, with minimal validation in the health
sciences. More information about this model
is available at Herrmann International’s website
(http://www.herrmannsolutions.com).



Field-Independent/Field-
Dependent Perception

An extensive series of studies by Witkin, Oltman,
Raskin, and Karp (1971b) identified two styles
of learning in the cognitive domain, which are
based on the bipolar distribution of character-
istics of how learners process and structure in-
formation in their environment. These authors
hypothesized that learners have preference
styles for certain environmental cues. A field-
independent person perceives items as separate
or differentiated from the surrounding field; a
field-dependent person’s perception is influ-
enced by or immersed in the surrounding field.

Field-independent individuals have inter-
nalized frames of reference such that they expe-
rience themselves as separate or differentiated
from others and the environment. They are less
sensitive to social cues, are not affected by criti-
cism, favor an active participant role, and are eager
to test their ideas or opinions in a group.

Field-dependent individuals, by compari-
son, are more externally focused and as such are
socially oriented, more aware of social cues, able
to reveal their feelings, and are more dependent
on others for reinforcement. They have a need
for extrinsic motivation and externally defined
objectives and learn better if the material has
a social context. They are more easily affected
by criticism; take a passive, spectator role; and
change their opinions in the face of peer pressure.

Field independence/dependence is thought to
be related to hemispheric brain processes (Chall
& Mirsky, 1978). The studies cited in Sex and
the Brain (Durden-Smith & deSimone, 1983)
reveal that the right hemisphere in males tends
to be more dominant than the left hemisphere;
the opposite is true for females. Males tend to
have better visual-spatial abilities, whereas fe-
males tend to have better linguistic skills. Al-
though females generally do not do as well as
males on tests of spatial ability, men should be
measured only against other men, and women
against women, to reduce the differential test
effect on the sexes.
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To date, sex-related differences in behavior
have been documented in the literature (Speck
etal., 2000), but the underlying neuroanatomic
processes remain unclear (Gur et al., 1999) and
the significance of these research findings for the
educator is difficult to gauge. Garity (1985) sug-
gests that these individual differences in charac-
teristics and interpersonal behavior can be used
as a basis for understanding different learning
styles and can facilitate the way educators work
with learners, structure the learning task, and
structure the environment (BOX 4-4). It must
be noted that the findings of these studies were
conducted on cisgender people and may not be
applicable to transgender people.

BOX 4-4 (haracteristics of Field-

Independent and Field-Dependent
Learners

Field-Independent Learners

Are not affected by criticism

Will not conform to peer pressure

Are less influenced by external feedback

Learn best by organizing their own material

Have an impersonal orientation to the world

Place emphasis on applying principles

Are interested in new ideas or concepts

for own sake

®m  Provide self-directed goals, objectives, and
reinforcement

m  Prefer lecture method

Field-Dependent Learners

®m  Are easily affected by criticism

®  Will conform to peer pressure

®  Are influenced by feedback (grades and

evaluations)

Learn best when material is organized

Have a social orientation to the world

Place emphasis on facts

Prefer learning to be relevant to own

experience

®  Need external goals, objectives, and
reinforcements

m  Prefer discussion method
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Instrument to Measure
Field Independence/Field
Dependence

Witkin, Oltman, Raskin, and Karp (1971a) de-
vised a tool called the Group Embedded Figures
Test (GEFT) to measure field independence/
dependence—that is, how a person’s perception
of an item is influenced by the context in which
itappears. Bonham (1988) notes that the GEFT,
which takes approximately 30 minutes to com-
plete, is designed to determine a person’ ability
to find simple geometric figures within complex
drawings. Witkin’s work is based on 35 years of
psychological research on more than 2,000 in-
dividuals. Educators must keep in mind that
the GEFT is based on psychological research
when they attempt to apply findings broadly to
the educational setting (Witkin, Moore, & Olt-
man, 1977). Bonham (1988) points out in her
analysis of learning style instruments that the
GEFT measures the ability to do something, not
the manner (style) in which that task is done.
There is no way to tell whether a person could
choose which style is most effective in a given
situation (Shipman & Shipman, 1985; Witkin &
Goodenough, 1981). Older adults generally do
not do well on tests in which speed is import-
ant (Botwinick, 1978; Santrock, 2017), and be-
cause this assessment tool is a timed test, age
bias is a concern (Santrock, 2017).

The best time to use the GEFT seems to be
when the educator wants to measure field inde-
pendence, not field dependence, in determining
the extent to which learners are able to ignore
distractions from other persons who may of-
fer incorrect information or ideas. The results
could help individuals understand why they may
have trouble with certain learning experiences
(Bonham, 1988). For example, Deture (2004)
designed a study to identify those learner attri-
butes that can be used to predict student success
in web-based distance education courses. He
administered the GEFT and the Online Technol-
ogies Self-Efficacy Scale (OTSES) to community
college students to determine their entry-level con-
fidence with computer skills for online learning.

His findings show a significant positive correla-
tion between the GEFT and the OTSES scores,
supporting the notion that field-independent
students tend to be more confident with online
technologies. Thus field-dependent students may
need more assistance with web-based courses,
and the educator may need to find other meth-
ods of instruction for their learning to be more
successful and less anxiety producing.

Noble, Miller, and Heckman (2008) ad-
ministered the GEFT to more than 800 students
enrolled in 10 healthcare programs and found
that nursing students were classified as more
tield dependent than students in other health-
related disciplines. The authors suggested that
the nursing students might be at risk of aca-
demic failure because of their cognitive pro-
cessing requirements and so recommended that
instructional strategies tailored to their needs
be incorporated into the nursing curriculum.

Flynn and associates (1999) found a sig-
nificant association between the number of
interruptions and distractions in an ambu-
latory care pharmacy and dispensing errors
(incorrect label information). As the distrac-
tions (field background elements) increased,
more errors occurred. Field-dependent phar-
macists tended to become more distracted and
to fill prescriptions inaccurately. Consider-
ation of field independence/dependence can
be useful for the educator who is involved with
teaching in a clinical setting characterized by
constant distractions.

Educators also can use the GEFT instrument
to determine whether a learner sees the whole
first (global, field independent) and then the
individual parts (specific, field dependent), or
vice versa. The field-independent person wants
to know the end result of teaching and learning
prior to concentrating on the individual parts of
the process, whereas the field-dependent per-
son wants to know the individual parts in se-
quence prior to looking at the expected overall
outcome of teaching-learning efforts.

The GEFT has been reasonably well val-
idated in predicting academic performance
(Oltman, Raskin, Witkin, & Karp, 1978). This



instrument is available for purchase from Mind
Garden (http://www.mindgarden.com).

Dunn and Dunn Learning Styles

In 1967, Rita Dunn and Kenneth Dunn set out
to develop a user-friendly model that would
assist educators in identifying characteristics
that allow individuals to learn in different ways
(Dunn & Dunn, 1978). Their model includes
motivational factors, social interaction patterns,
and physiological and environmental elements.
These researchers identified five basic stimuli
(as shown in FIGURE 4-2) that affect a person’s
ability to learn:

1. Environmental elements (such as
sound, light, temperature, and de-
sign), which are biological in nature

2. Emotional elements (such as motiva-
tion, persistence, responsibility, and
structure), which are developmental
and emerge over time as an outgrowth
of experiences that have happened at
home, school, play, or work
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3. Sociological patterns (such as the
desire to work alone or in groups,
or a combination of these two ap-
proaches), which are thought to be
socioculturally based

4.  Physical elements (such as perceptual
strength, intake, time of day, and
mobility), which are also biological in
nature and relate to the way learners
function physically

5. Psychological elements (such as the
way learners process and react to in-
formation), which are also biological
in nature

Environmental Elements

Sound. Individuals react to sound in different
ways. Some learners need complete silence, others
are capable of blocking out sounds around them,
and still others require sound in their environ-
ment for learning. Cognizant of the effect of
sound on learning, the educator should permit
learners to study either in silent areas or while

Stimuli Elements
SOUND LIGHT 1 TEMPERATURE DESIGN
Environmental
MOTIVATION PERSISTENCE |RESPONSIBILITY
Emotional =3 ) = A\
ADULT

Sociological
MOBILITY
Physical
HEMISPHERIC A IMPULSIVE
Psychological PREFERENCE

i bl
L
REFLECTIVE

FIGURE4-2 Dunn and Dunn’s learning style options.

Courtesy of the Association for Supervision and Curriculum Development. Dunn, R. (1983). Can students identify their own learning styles? Educational Leadership, 40(5), 60—62. Reprinted by permission of the

Association for Supervision and Curriculum Development. All rights reserved.
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listening to music on headsets to prevent them
from interfering with those who need quiet.

Light. Some learners work best under bright
lights, whereas others need dim or low lighting.
The educator should provide lighting conducive to
learning by moving furniture around to establish
both well-lit and dimly lit areas and permitting
learners to sit where they are most comfortable.

Temperature. Some learners have difficulty
thinking or concentrating if a room is too hot or,
conversely, if it is too cold. The educator needs
to make learners aware of the temperature of the
environment and encourage them to wear lighter
or heavier clothing as necessary. If windows
are available, they should be opened to permit
variable degrees of temperature in the room to
accommodate different comfort levels.

Design. Dunn and Dunn established that when
learners are seated on wooden, steel, or plastic
chairs, 75% of the total body weight is supported
on only 4 square inches of bone. This results in
fatigue, discomfort, and the need for frequent
body position changes (Dunn & Dunn, 1987).
Also, some learners are more relaxed and can
learn better in an informal environment by being
able to position themselves in a lounge chair, on
the floor, on pillows, or on carpeting. Others
cannot learn in an informal environment because
it makes them drowsy. If possible, the educator
should vary the furniture in the classroom to
allow some students to sit either more formally
or informally while learning.

Emotional Elements

Motivation. A desire to achieve increases
when learning success increases. Unmotivated
learners need short learning assignments that
enhance their strengths. Motivated learners, by
comparison, are eager to learn and should be
told exactly what they are required to do, with
resources available so that they can pace their
own learning.

Persistence. Learners differ in their preference
for completing tasks in one sitting versus taking
periodic breaks and returning to the task later.
By giving learners in advance the objectives and
a time interval for completion of a task, those
with long attention spans can get the job done in
a block of time, whereas those whose attention
span is short can take the opportunity for breaks
without feeling guilty or rushed.

Responsibility. A desire to do what the learner
thinks is expected is related to the concept of con-
formity or following through on what an educator
asks or tells the learner to do. Learners with low
responsibility scores usually are nonconforming;
that is, they do not like to do something simply
because someone asks them to do it. Knowing
this, the educator should give them choices and
allow learners to select different ways to complete
the assignment. When given appropriate choices,
the nonconformist will likely be more willing to
meet the educator’s expectations.

Structure. This refers to either the preference for
receiving specific directions, guidance, or rules prior
to carrying out an assignment or the preference
for doing an assignment without structure in the
learner’s own way. Structure should vary in the
amount and kind that is provided, depending on
the learner’s ability to make responsible decisions
and the requirements of the task.

Sociological Elements

Learning Alone. Some learners prefer to study
by themselves, whereas others prefer to learn
with a friend or colleague. When learners prefer
to be with others, group discussion and role
playing can facilitate learning. For learners who
do not do well learning with others because they
tend to socialize or are unable to concentrate,
self-instruction, one-to-one interaction, or
lecture-type methods are the best approaches.

Presence of an Authority Figure. Some
learners feel more comfortable when someone
with authority or recognized expertise is present



during learning. Others become nervous,
feel stifled, and have trouble concentrating.
Depending on the style of the learner, either
one-to-one interaction or self-study may be the
appropriate approach.

Variety of Ways. Some learners are flexible
and can learn as well alone as they can with
authority figures and peer groups. These learners
are versatile in their style of learning and would
benefit from having different opportunities as
opposed to routine approaches.

Physical Elements

Perceptual Strengths. Four types of learners
are distinguished in this category: (a) those
with auditory preferences, who learn best while
listening to verbal instruction; (b) those with
visual preferences, who learn best from reading
or observation; (c) those with tactile prefer-
ences, who learn best when they can underline
as they read, take notes when they listen, and
otherwise keep their hands busy; and (d) those
with kinesthetic preferences, who absorb and
retain information best when allowed to per-
form whole-body movement or participate in
simulated or real-life experiences.

Auditory learners should be introduced
to new information first by hearing about it,
followed by receiving verbal feedback for re-
inforcement of the information. Lecture and
group discussion are the instructional meth-
ods best suited to this learning style. Visual
learners learn more easily by viewing, watch-
ing, and observing. Simulation and demon-
stration methods of instruction are, therefore,
most beneficial to their learning. Tactile learn-
ers learn through touching, manipulating, and
handling objects, so they remember more when
they write, doodle, draw, or move their fingers.
The use of models and computer-assisted in-
struction is most suitable for this learning style.
Kinesthetic learners learn more easily by doing
and experiencing. They profit most from op-
portunities for field trips, role play, interview-
ing, and participating in return demonstration.
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Intake. Some learners need to eat, drink, chew,
or bite objects while concentrating; others prefer
no intake until after they have finished studying.
A list of rules needs to be established to satisfy
the oral needs of those who prefer intake while
learning so that their behavior does not disturb
others or interfere with building rules and reg-
ulations of the institution or agency.

Time of Day. Some learners perform better at one
time of day than another. The four time-of-day
preferences can be placed on a continuum, and
the educator needs to identify these preferences
with an effort toward structuring teaching and
learning to occur during the times that are most
suitable for the learner:

m  Early-morning learners: Their ability to
concentrate and focus energies on learning
is high in the early hours of the day but
wanes as the day progresses.

®m  Late-morninglearners: Their concentration
and energy curve peaks around noontime,
when their ability to perform is at its height.

m  Afternoon learners: Their concentration
and energy are highest in the mid- to late
afternoon, when performance is at its peak.

®m  Evening learners: Their ability to concen-
trate and focus energies is greatest at the
end of the day.

Dunn (1995) contends that among adults, the
majority fall on the two extremes of the time-of-
day continuum: 55% are morning people and 28%
work best in the evening. Many adults experience
energy lows in the afternoon. Conversely, school-
aged children have high energy levels in the late
morning and early afternoon. Approximately 13%
of high school students work best in the evening.

This time sensitivity means that it may be
easier or more difficult for a person to learn a
new skill or behavior at certain times of the day
than at other times. To enhance learning poten-
tial, the educator should try to schedule teach-
ing during the learner’s best time of day.

Mobility. This refers to how still the learner can
sit and for how long a period. Some learners need
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to move about, whereas others can sit for hours
engaged in learning. For those who require mo-
bility, it is necessary to provide opportunity for
movement by assigning them to less restrictive
sections of the room. During workshops or any
type of group learning, nurse educators should give
frequent 30- to 60-second breaks during which
participants can stand. This is a good time to have
the participants turn to one another and share
one thing that they have learned during that time.

Psychological Elements

Global Versus Analytic. Some learners are
global in their thinking and learn best by ob-
taining meaning from a broad, overall concept
before focusing on the details in the surround-
ing environment. Other learners are analytical
in their thinking and learn sequentially in a
step-by-step process.

Hemispheric Preference. Learners who pos-
sess right-brain preference tend to learn best
in environments that have low illumination,
background music, casual seating, and tactile
instructional resources. Learners with left-brain
preference require the opposite type of environ-
ment, characterized by bright lighting, quiet
setting, formal seating, and visual or auditory
instructional resources.

Impulsivity Versus Reflectivity. Impulsive learn-
ers prefer opportunities to participate verbally in
groups and tend to answer questions spontaneously
and without consciously processing their thinking.
Reflective learners seldom volunteer information
unless they are asked to do so, prefer to contem-
plate information, and tend to be uncomfortable
participating in group discussions (Dunn, 1984).

Instrument to Measure the
Dunn and Dunn Learning Style
Inventory

The Dunn and Dunn learning style inventory
is a self-report instrument that is widely used

in the identification of how individuals prefer
to function, learn, concentrate, and perform in
their educational activities. It is available in three
different forms: for grades 3-5; for grades 6-12;
and in an adult version, called the Productiv-
ity Environmental Preference Survey (PEPS).
Dunn and Dunn stress that the PEPS is not in-
tended to be used as an indicator of underlying
psychological factors, value systems, or the qual-
ity of attitudes. This instrument yields informa-
tion concerned with the patterns through which
learning occurs but does not assess the finer as-
pects of an individual’s skills, such as the ability
to outline procedures and to organize, classify,
or analyze new material. It indicates how peo-
ple prefer to learn, not the abilities they possess.

What has evolved since the model was first
developed is a highly tested and continuously re-
vised instrument that is valid and reliable as re-
ported by those who like and use this instrument
(Dunn & Griggs, 2003). However, others high-
light major problems with the design and reli-
ability of the instrument (Coffield et al., 2004b).

Jung and Myers—Briggs Typology

Carl G. Jung (1921/1971), a Swiss psychiatrist,
developed a theory that explains personality sim-
ilarities and differences by identifying attitudes
of people (extraverts and introverts) along with
opposite mental functions, which are the ways
people perceive or prefer to take in and make
use of information from the world around them.
Jung proposed that people are likely to operate
in a variety of ways depending on the circum-
stances. Despite these situational adaptations,
every individual tends to develop comfortable
patterns, which dictate behavior in certain pre-
dictable ways. Jung used the word type to iden-
tify these styles of personality.

According to Jung, everyone uses these op-
posing perceptions to some degree when dealing
with people and situations, but each person pre-
fers one way of looking at the world. Individuals
become more skilled in arriving at a decision in
either a thinking or feeling way, and can func-
tion as extraverts at one time and as introverts at



another time, but they tend to develop patterns
that are most typical and comfortable.

Isabel Myers and her mother, Katherine
Briggs, became convinced that Jung’s theories
had an application for increasing human un-
derstanding (Myers, 1980). In addition to Jung’s
dichotomies, Myers and Briggs discovered an-
other dichotomy (Myers, 1987) and thus made
explicit one underdeveloped aspect of Jung’s
model (FIGURE 4-3). According to Myers and
Briggs, an individual reaches a conclusion about
or becomes aware of something through a pref-
erence of judging or perceiving.

By combining the different preferences,
Myers and Briggs identified 16 personality
types, each with its own strengths and interests
(FIGURE 4-4). People can be classified into the
16 personality types based on four constructs:

1. Extraversion-Introversion (E-I) re-
flects an orientation to either the out-
side world of people and things or
to the inner world of concepts and
ideas. This pair of opposite prefer-
ences describes the extent to which
behavior is determined by attitudes
toward the world. Jung invented
the terms from Latin words mean-
ing “outward turning” (extraversion)
and “inward turning” (introversion).

Individuals who prefer extraver-
sion operate comfortably and suc-
cessfully by interacting with things
external to themselves, such as other

Extraversion (E) <¢——————) Introversion (I)

Sensing (S) <——————) Intuition (N)

Thinking (T) <€————————» Feeling (F)

Judgment (J) <€————p Perception (P)

FIGURE 4-3 Myers—Briggs dichotomous dimensions
or preferences.
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ISTJ ISFJ INFJ INTJ
ISTP ISFP INFP INTP
ESTP ESFP ENFP ENTP
EST]J ESFJ ENFJ ENTJ

FIGURE4-4 Myers—Briggs types.

Modified and reproduced from Myers, I. B. (1998). Introduction to type® (3rd ed.). Palo Alto, CA:
Consulting Psychologists Press. Copyright 1998 by Consulting Psychologists Press, Inc. All rights
reserved. Further reproduction is prohibited without the Publisher’s written consent.

people, experiences, and situations.
They like to clarify thoughts and
ideas through talking and doing.
Those persons who operate more
comfortably in an extraverted way
think aloud.

Individuals with a preference for
introversion are more interested in
the internal world of their minds,
hearts, and souls. They like to brew
over thoughts and actions, reflecting
on them until they become more
personally meaningful. Those persons
who operate more comfortably in an
introverted way are often thoughtful,
reflective, and slow to act because they
need time to translate internal thoughts
to the external world. Their thoughts
are well formulated before they are
willing to share them with others.

2. Sensing-Intuition (S-N) describes
perception as coming directly through
the five senses or indirectly by way of
the unconscious. This pair of oppo-
site preferences explains how people
understand what is experienced.

People who prefer sensing ex-
perience the world through their
senses—vision, hearing, touch, taste,
and smell. They observe what is real,
what is factual, and what is happen-
ing. For these individuals, seeing or
experiencing is believing. The sensory
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functions allow the individual to
observe carefully, gather facts, and
focus on practical actions.
Conversely, those people who
prefer intuition tend to read between
the lines, focus on meaning, and
attend to what might be. Those with
intuition preferences view the world
through possibilities and relationships
and are tuned into subtleties of body
language and tones of voice. This kind
of perception leads them to examine
problems and issues in creative and
original ways.
Thinking-Feeling (T-F) is the ap-
proach used by individuals to arrive
at judgments through objective versus
subjective processes. Thinking types
analyze information, data, situations,
and people and make decisions based
on logic. They are careful and slow in
the analysis of the data because accu-
racy and thoroughness are important
to them. They trust objectivity and
put faith in logical predictions and
rational arguments. Thinking types
explore and weigh all alternatives, and
the final decision is reached imper-
sonally, unemotionally, and carefully.
For individuals with a feeling
preference, the approach to decision
making takes place through a sub-
jective, perceptive, empathetic, and
emotional perspective. Individuals
who prefer feeling search for the
effect of a decision on themselves
and others. They consider alternatives
and examine evidence to develop a
personal reaction and commitment.
They believe the decision-making
process is complex and not totally
objective. Circumstantial evidence
is extremely important, and these
individuals see the world as gray
rather than black and white.
Judging-Perceiving (J-P) is the way
by which an individual reaches a
conclusion about or becomes aware

of something. The extremes of this
continuum are a preference for judg-
ing, which is the desire to regulate
and bring closure to circumstances
in life, and a preference for perceiv-
ing, which is the desire to be open
minded and understanding.

Instrument to Measure the
Myers—Briggs Personality Types

Myers and Briggs developed an instrument called
the Myers-Briggs Type Indicator (MBTI) that
permits people to learn about their own type of
behavior and understand themselves better with
respect to the way in which they interact with
others. Although the MBTTI is not a learning
style instrument per se, it does measure differ-
ences in personality types, which are combina-
tions of the four dichotomous preferences. The
MBTI is a forced-choice, self-report inventory.

The MBTI can be useful for the educator to
understand in which ways learners perceive and
judge information and how they prefer to learn.
Logical, detailed individuals (sensing-thinking
type), for example, may have difficulty commu-
nicating with persons who are more holistically
oriented (intuitive-feeling type). What each party
values and believes most and how they go about
learning or dealing with information differ and
may lead to misunderstandings and conflicts
(Bargar & Hoover, 1984). Findings of signifi-
cant differences between medical graduates and
the general adult population in Great Britain in
three of the four basic personality dimensions of
the MBT1, as well as in combinations of percep-
tion and judgment, suggest potential points for
miscommunication between physicians and pa-
tients (Clack, Allen, Cooper, & O'Head, 2004).
Another example of how these two preferences
function is that the preferred learning style of
sensing-thinking learners emphasizes hands-on
experience, demonstration, and application of
concepts, whereas intuition-feeling learners pre-
fer emphasis on the theoretical concerns before
they can concentrate on the practical applica-
tions. Examples of how the MBTI results affect
learning are listed in BOX4-5.
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BOX4-5 Myers—Briggs Types: Examples of Learning

Extraversion

® | ikes group work

B Dislikes slow-paced learning

®m | jkes action and to experience things as the way to learn
m Offers opinions without being asked

B Asks questions to check on the expectations of the educator
Sensing

®  Practical

B Realistic

® Observant

®m  [earns from an orderly sequence of details

Thinking

® [ ow need for harmony

Finds ideas and things more interesting than people
Analytical
Fair

Judging

Organized

Methodical

Work oriented

Controls the environment

Introversion

Likes quiet space

Dislikes interruptions

Likes learning that deals with thoughts and ideas

Offers opinions only when asked

Asks questions to allow understanding of the learning activity

Intuition

Always likes something new
Imaginative

Sees possibilities

Prefers the whole concept versus details

Feeling

Values harmony

More interested in people than things or ideas
Sympathetic

Accepting

Perceiving

Perceiving

Open ended

Flexible

Play oriented

Adapts to the environment
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Since its initial development in the 1920s,
the MBTI instrument has undergone several
revisions, with mixed reviews on its reliability
and validity (Capraro & Capraro, 2002; Coftield
et al., 2004b). Schoessler, Conedera, Bell, Mar-
shall, and Gilson (1993) discuss the use of the
MBTI to develop a continuing education de-
partment for nursing. Hardy and Smith (2001)
explain how they restructured their nursing
orientation program to match preceptor and
orientee based on teaching and learning traits
identified through individual MBTI scores. Stil-
well, Wallick, Thal, and Burleson (2000) iden-
tify how the MBTI is useful for understanding
how some aspects of personality relate to med-
ical graduates’ choice of medical specialty ar-
eas. The MBTT instrument and MBT1I products
are available from CPP (https://www.cpp.com).

Kolb’s Experiential Learning
Model

David Kolb (1984), a management expert from
Case Western Reserve University, developed his
learning style model in the early 1970s. Kolb
believed that knowledge is acquired through
a transformational process, which is continu-
ously created and recreated. In this model, the
learner is not a blank slate but rather approaches
a topic to be learned with preconceived ideas.
Kolb’s theory on learning style is that it is a cu-
mulative result of past experiences, heredity,
and the demands of the present environment.
These factors combine to produce different in-
dividual orientations to learning.

Kolb’s model, known as the cycle of learn-
ing, includes four modes of learning that reflect
two major dimensions: perception and process-
ing. He hypothesizes that learning results from
the way learners perceive as well as how they
process what they perceive.

The dimension of perception involves two
opposite perceptual viewpoints: Some learners
perceive through concrete experience (CE mode),
whereas others perceive through abstract con-
ceptualization (AC mode). At the CE stage of

the learning cycle, learners tend to rely more on
feelings than on a systematic approach to prob-
lems and situations. Learners who fall into this
category like interacting with people, benefit
from specific experiences, and are sensitive to
others. They learn from feeling. In contrast, at
the AC stage, learners rely on logic and ideas
rather than on feelings to deal with problems
or situations. People who fall into this category
use systematic planning and logical analysis to
solve problems. They learn by thinking.

The process dimension also has two op-
posing orientations: Some learners process in-
formation through reflective observation (RO
mode), whereas others process information
through active experimentation (AE mode).
At the RO stage of the learning cycle, learners
rely on objectivity, careful judgment, personal
thoughts, and feelings to form opinions. People
who fall into this category look for the meaning
of things by viewing them from different per-
spectives. They learn by watching and listening.
At the AE stage of the learning cycle, however,
learning is active, and learners like to experi-
ment to get things done. They prefer to influ-
ence or change situations and see the results of
their actions. They enjoy involvement and are
risk takers. They learn by doing.

Kolb describes each learning style as a com-
bination of the four basic learning modes (CE,
AC, RO, and AE), identifying separate learn-
ing style types that best define the strengths and
weaknesses of a learner. The learner predom-
inantly demonstrates characteristics of one of
four style types: diverger, assimilator, converger,
or accommodator. These learning styles are dis-
cussed here as they appear in clockwise order in
FIGURE 4-5, starting with the diverger.

The diverger combines the learning modes
of CE and RO. People with this learning style are
good at viewing concrete situations from many
points of view. They like to observe, gather in-
formation, and gain insights rather than take
action. Working in groups to generate ideas ap-
peals to them. They place a high value on un-
derstanding for knowledge’s sake and like to
personalize learning by connecting information
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Concrete Experience (CE)
“Feeling”

Accommodator

Active Experimentation (AE)

Diverger

Reflective Observation (RO)

”Doing”

Converger

“Watching”

Assimilator

Abstract Conceptualization (AC)
“Thinking”

FIGURE 4-5 Kolb's learning style inventory.

Reproduced from Kolb, D. A. (1984). Experiential learning: Experience as the source of learning and development. Englewood Cliffs, NJ: Prentice-Hall. © 1984. Reprinted by permission of Pearson Education, Inc.,

New York, NY.

with something familiar in their experiences.
They have active imaginations, enjoy being
involved, and are sensitive to feelings. Diver-
gent thinkers learn best, for example, through
group discussions and participating in brain-
storming sessions.

The assimilator combines the learning
modes of RO and AC. People with this learn-
ing style demonstrate the ability to understand
large amounts of information by putting it into
concise and logical form. They are less inter-
ested in people and more focused on abstract
ideas and concepts. They are good at inductive
reasoning, value theory over practical applica-
tion of ideas, and need time to reflect on what
has been learned and how information can be
integrated into their past experiences. They rely
on knowledge from experts. Assimilative think-
ers learn best, for example, through lecture,
one-to-one instruction, and self-instruction
methods with ample reading materials to sup-
port their learning.

The converger combines the learning modes
of AC and AE. People with this learning style
type find practical application for ideas and
theories and are able to use deductive reason-
ing to solve problems. They like structure and
facts, and they look for specific solutions to

problems. Learners with this style prefer tech-
nical tasks rather than dealing with social and
interpersonal issues. Kolb postulates that indi-
viduals with this learning style have skills that
are important for specialist and technology ca-
reers. The convergent thinker learns best, for
example, through demonstration/return demon-
stration methods of teaching accompanied by
handouts and diagrams.

The accommodator combines the learning
modes of AE and CE. People with this learning
style learn best by hands-on experience and en-
joy new and challenging situations. They act on
intuition and gut feelings rather than on logic.
These risk takers like to explore all possibilities
and learn by experimenting with materials and
objects. Accommodative thinkers are perhaps
the most challenging to educators because they
demand new and exciting experiences and are
willing to take risks that might endanger their
safety. Role play, gaming, and computer simu-
lations, for example, are methods of teaching
most preferred by this style of learner.

Among every group of learners, approxi-
mately 25% will fall into each of the four catego-
ries. Kolb believes that understanding a person’s
learning style, including its strengths and weak-
nesses, represents a major step toward increasing
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learning power and helping learners to get the
most from their learning experiences. By using
different teaching strategies to address these four
learning styles, specific modes of learning can
be matched, at least some of the time, with the
educator’s methods of teaching. If the educator
predominantly uses only one method of teach-
ing, such as the lecture, then 75% of all learn-
ers will be selectively excluded.

When teaching groups of learners, the in-
structor may want to begin with activities best
suited to the divergent thinker and progress se-
quentially to include activities for the assimila-
tor, converger, and accommodator, respectively
(Arndt & Underwood, 1990). This pattern works
because learners must first have foundational
knowledge of a subject before they can test in-
formation. Otherwise, they operate from a level
of ignorance. Put simply, they must first have
familiarity with facts and ideas before they can
explore and test concepts.

Kolb’s four learning styles were expanded to
nine distinct styles (Kolb & Kolb, 2005). These
additional learning styles were incorporated to
help better explain the uniqueness of individual
learning styles. Added to the original accommo-
dator, diverger, assimilator, and converger were
the new Northerner, Easterner, Southerner, and
Westerner. These were created by dividing the
AC-CE and AE-RO scores at the 30th percen-
tile and 60th percentile of the total norm group
and plotting them on the Nine-Region Learning
Style Type Grid (Kolb & Kolb, 2005). According
to Kolb and Kolb (2005) the Northerner empha-
sizes feeling (CE) while balancing acting (AE)
and reflecting (RO), the Easterner emphasizes
reflecting (RO) while balancing feeling (CE)
and thinking (AC), the Southerner emphasizes
thinking (AC) while balancing acting (AE) and
reflecting (RO), and the Westerner emphasizes
acting (AE) while balancing feeling (CE) and
thinking (AC). The ninth style, a balancing learn-
ing style, was also identified that integrates AC
and CE and AE and RO. This was added to re-
duce some of the confusion that occurred with
those individuals who did not fit perfectly into
one of the four learning styles.

Instrument to Measure Kolb’s
Experiential Learning Styles

The Learning Style Inventory (LSI) is a 20-item,
self-report questionnaire that requires respon-
dents to rank four sentence endings correspond-
ing to each of the four learning modes. Eight of
the 20 items on the questionnaire assess learning
flexibility. A scoring process reduces the ranking
evidence to four mode scores (CE, RO, AC, and
AE), which are further reduced to two dimension
scores (concrete-abstract and reflective-active).
Two combinations of dimension scores measure
the learner’s preference for abstractness versus
concreteness (AC-CE) and for action versus re-
flection (AE-RO). The predominant score in-
dicates the learner’s style (diverger, assimilator,
converger, or accommodator).

The Kolb model is popular in the healthcare
field and has been the subject of many studies.
Some scholars believe that this models validity
has not been demonstrated (Coffield et al., 2004b;
Schenck & Cruickshank, 2015). Kolb argues oth-
erwise and states that the LSI has internal con-
sistency reliability (Cronbach alpha = .81) and
internal and external validity (Kolb & Kolb, 2013).
A considerable body of research positively re-
ports on Kolb’s model. The LSI (version 4.0) can
be obtained from Experience Based Learning Sys-
tems, Inc. (http://learningfromexperience.com/).

4MAT System

McCarthy (1981) developed a model based on
previous research on learning styles and brain
functioning. She used Kolbs model combined
with Sperry’s right-brain/left-brain research
findings to create the 4MAT system (FIGURE 4-6).

McCarthy’s model describes four types of
learners:

®  Type 1/Imaginative: Learners who demand
to know why. These learners like to listen,
speak, interact, and brainstorm.

®  Type 2/Analytical: Learners who want to
know what to learn. These learners are
most comfortable observing, analyzing,
classifying, and theorizing.
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Concrete Experience

Active

Reflective

Experimentation

Observation

Abstract Conceptualization

FIGURE4-6 McCarthy's 4AMAT system.

Reproduced from Guild, P. B., & Garger, S. (1998). Marching to different drummers. Alexandria, VA: Association for Supervision and Curriculum Development.

®  Type 3/Common sense: Learners who want to
know how to apply the new learning. These
learners are happiest when experimenting,
manipulating, improving, and tinkering.

®  Type 4/Dynamic: Learners who ask, What
if? These learners enjoy modifying, adapting,
taking risks, and creating.

McCarthy defines the learning process as a
natural sequence from Type 1 to Type 4. Educa-
tors can address all four learning styles by teach-
ing sequentially, thereby attending to all types
of learners. Learners are then able to work with
their own strongest learning style, while at the
same time developing the ability through expo-
sure to work in the other quadrants.

To use this sequence, learners begin in the
first quadrant of the 4MAT system, known as
Type 1, and engage the right brain by sensing
and feeling their way through an experience.
Eventually, they move to the left brain to analyze
what they have experienced. They ask, “Why is
this important? Why should I try to learn this?”

The next quadrant is Type 2, in which learn-
ing also begins with the right brain to make
observations and integrate data with present
knowledge. Learners then engage the left brain
to think about new theories and concepts rel-
ative to these observations. They ask, “What
is it I am supposed to be learning? What is
the relationship?”

In the third quadrant, Type 3 learners be-
gin with the left brain by working with defined
concepts and then shift to the right brain to ex-
periment with what is to be learned. They ask,
“How does this work? How can I figure this out?”

Finally, Type 4 learners begin with the left
brain by analyzing the practicality of what has
been learned. They then move to the right brain
to show mastery through application and shar-
ing of findings with others. They ask, “If I learn
this, what can I do with it? Can I apply it?”

The learning sequence is circular and
cyclic, beginning at Type 1 and moving to Type
4, which is characteristic of a higher level and
greater complexity of learning. According to
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this model, it is important for the educator to
begin by stimulating Type 1 learning, which
includes personal meaning for the learner to
make the learning experience relevant and to
answer the why question. Next, it is essential
to introduce new knowledge based on accurate
information to answer the what question. The
third step in sequential learning is to deal with
reality in a practical manner through application
of knowledge to enable learners to answer the how
question. Finally, in the fourth step, the learning
experience must allow the learner to be inno-
vative and inspiring and to create new dynamic
possibilities so that the if question is answered.
By using this sequential approach to learn-
ing, the educator can instill personal meaning
and motivation related to what is to be learned
(Type 1), assist the learner in the acquisition of
the new knowledge and concepts (Type 2), al-
low for active experimentation (Type 3), and
provide the opportunity for more complex syn-
thesis and extension through practical applica-
tion (Type 4). Through use of the 4MAT system,
each learning style has an opportunity to exert
itself at least part of the time. A recent quality
improvement project used the framework of the
4MAT system to provide a structured approach
to patient education designed to improve ad-
herence to a skin care regimen during radia-
tion treatment (Bauer, Magnan, & Laszewski,
2016). Although the results were not signifi-
cantly different between the control group and
the group that received skin care education us-
ing the 4MAT system, the authors did find in-
creased nurse and patient satisfaction for those
involved in the 4MAT system of education.

Instrument to Measure the 4MAT
System

McCarthy’s consulting and publishing com-
pany has its own website (http://aboutlearning
.com). The 4MAT instructional design and the
learning-type measurement instrument is a
26-point questionnaire. Although there is lit-
tle published information on the psychometric

properties of the 4MAT system, including the
learning type measure, it appears to have face
validity. There seems to be no direct criticism of
the 4MAT model, and it is accepted by many ed-
ucators as a useful approach for presenting new
information. Tsai (2004) conducted a study that
compared two instructional methods (4MAT
and traditional) in relation to learning achieve-
ment, satisfaction, and retention in a nursing
course at a Taiwan college. The researcher used
the two different instructional methods in two
identical courses. That is, one course used the
4MAT and the other used the traditional. The
research found that the learners’ achievement,
retention, and satisfaction were improved with
the 4MAT system.

Gardner’s Eight Types of
Intelligence

Most models and measurement instruments on
learning style focus on the adult as learner. How-
ever, children also have their own way of learn-
ing that can be assessed from the standpoint of
every individual’s unique pattern of growth and
neurological functioning. Psychologist Howard
Gardner (1983) developed a theory focused on the
multiple kinds of intelligence in children. Gard-
ner based his theory on findings from brain re-
search, developmental work, and psychological
testing. He identified seven kinds of intelligence
located in different parts of the brain: linguistic,
logical-mathematical, spatial, musical, bodily-
kinesthetic, interpersonal, and intrapersonal.
Later, Gardner (1999b) identified an eighth kind
of intelligence, called naturalistic. Each learner
possesses all eight kinds of intelligence, albeit
in different proportions. Gardner (2006) also is
considering another kind of intelligence, called
existential. In this kind of intelligence individ-
uals seem to possess the ability to contemplate
phenomena or questions beyond sensory data.
Thus, they tend to be able to tackle questions
about human existence, such as the meaning of
life, why people die, and how did we get on earth.



Linguistic intelligence seems to reside in
Broca’s area of the left side of the brain. Chil-
dren with a tendency to display this type of in-
telligence have highly developed auditory skills
and think in words. They like writing, telling
stories, spelling words, and reading, and they
can recall names, places, and dates. These chil-
dren learn best by verbalizing, hearing, or see-
ing words. Word games or crossword puzzles
are an excellent method for helping these chil-
dren to learn new material.

Logical-mathematical intelligence in-
volves both sides of the brain. The right side
of the brain deals with concepts, and the left
side remembers symbols. The children who
are strong in this intelligence explore patterns,
categories, and relationships. In the adolescent
years, they are able to engage in logical think-
ing with a high degree of abstraction. As learn-
ers, they question many things and ask where,
what, and when. A question such a learner
might ask is, “If people are always supposed
to be good to each other, then why do people
always say they are sorry?” Children who rate
high in logical-mathematical intelligence can
do arithmetic problems quickly in their heads,
like to learn by using computers, and do ex-
periments to test concepts they do not under-
stand. They enjoy strategy board games such
as chess and checkers.

Spatial intelligence is related to the right
side of the brain. Children with high spatial
intelligence learn by images and pictures. They
enjoy such activities as building blocks, jigsaw
puzzles, and daydreaming. They like to draw or
do other art activities, can read charts and di-
agrams, and learn with visual methods such as
videos or photographs.

Musical intelligence also is related to the
right side of the brain. Musically intelligent chil-
dren can be found singing a tune, indicating
when a note is off key, playing musical instru-
ments with ease, dancing to music, and keep-
ing time rhythmically. They also are sensitive to
sounds in the environment, such as the sound
of walking on snow on a cold winter morning.
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Often, musically intelligent children learn best
with music playing in the background.

Bodily-kinesthetic intelligence involves the
basal ganglia and cerebellum of the brain in addi-
tion to other brain structures. Children with this
type of intelligence learn by processing knowledge
through bodily sensations, such as moving around
or acting things out. It is difficult for these learners
to sit still for long periods of time. They are good
at sports and have highly developed fine-motor
coordination. Use of body language to communi-
cate and copying people’s behaviors or movements
come easily for this group of learners.

Interpersonal intelligence involves the pre-
frontal lobes of the brain. Children with high
interpersonal intelligence understand people, no-
tice others’ feelings, tend to have many friends,
and are gifted in social skills. They learn best in
groups and gravitate toward activities that in-
volve others in problem solving.

Intrapersonal intelligence also involves
the prefrontal lobes of the brain. Children with
this type of intelligence have strong personali-
ties, prefer the inner world of feelings and ideas,
and like being alone. They are very private in-
dividuals, desire a quiet area to learn, and pre-
fer to be by themselves to learn. They tend to
be self-directed and self-confident. They learn
well with independent, self-paced instruction.

Naturalistic intelligence refers to sensing
abilities in making patterns and connections
to elements in nature. Children with high nat-
uralistic intelligence can distinguish and cate-
gorize objects or phenomena in nature. They
enjoy subjects, shows, and stories that deal with
animals or naturally occurring phenomena and
are keenly aware of their surroundings and sub-
tle changes in their environment.

Educators should always approach children
from the perspective of these different intelli-
gences (Armstrong, 1987). For nurses, it can of-
ten be difficult to assess the preferred learning
style of a child when he or she is facing an ill-
ness or surgery. Asking some key questions of
the child or parents may give the educator some
clues about how to approach the child: Which
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subjects does the child excel in or like best? Which
kinds of hobbies does the child have? What ex-
cites this child? Which kinds of toys does the
child play with? Which inner qualities does the
child possess, such as courage, playfulness, cu-
riosity, friendliness, or creativity? Which talents
does the child possess?

By using Gardner’s theory of the eight intel-
ligences, the educator can assess each child’s style
of learning and tailor teaching accordingly. For
example, if the educator wants to assist a child in
learning about a kidney disorder, then the educa-
tor can use one of the following eight approaches,
depending on the child’s style of learning:

®  Linguistic: Practice quizzing the child orally
on the different parts of the kidney, the
disease itself, and different ways to take
care of himself or herself.

m  Spatial: Have a diagram or chart that al-
lows the child to associate different colors
or shapes with concepts. Storytelling that
illustrates a child with the same chronic
illness can be used.

®  Bodily-kinesthetic: Have a kidney model
available that can be felt, taken apart, and
manipulated. Have the child identify tactile
features of the kidney or act out appropriate
behavior.

m  Logical-mathematical: Group concepts into
categories, starting with simple generaliza-
tions or health behaviors. Reasoning works
well in showing the child the consequences
of actions.

m  Musical: Teach self-care or the material to
be learned by putting information into a
song. Soft music also serves as a relaxing
influence on the child.

m  Interpersonal: Have a group of children
play a card game such as a version of Old
Maid that matches health information with
medical pictures or pictures of healthcare
activities and procedures.

®m  Intrapersonal: Suggest that the child become
active by writing to friends, family, or local
and state government officials to advocate
for kidney disease research. Such learners

need to research the facts and then convey
these findings to others.

®m  Naturalist: Provide pet therapy, allow the
child to engage in outside activities that
are a form of exercise (e.g., gardening or
nature walks), or offer videos that feature
nature, science, or animals.

Although Gardner’s theory of multiple in-
telligences was originally designed for use with
children, several recent articles have addressed its
application with adults. For example, Sheahan,
While, and Bloomfield (2015) conducted an ex-
ploratory trial that used a control group and an
intervention group that benefited from multi-
ple intelligences teaching approaches. The pur-
pose was for teaching clinical skills to first-year
undergraduate nursing students. Students were
assessed for their preferred learning style. The
results of this study support the use of multi-
ple intelligences as teaching approaches for the
various preferred ways of learning. Many edu-
cators see the theory as simple common sense—
that children (and adults) have varied talents
and learn in different ways even though there
is little evidence supporting the multiple intel-
ligences theory (Gardner, 2004; Waterhouse,
2006). Additional information about Gardner’s
theory is available for purchase at his website
(http://www.howardgardner.com).

Instrument to Measure Multiple
Intelligences

Although Howard Gardner does not believe indi-
viduals need be tested to find out their preferred
style of learning, he does refer to an instrument
called Multiple Intelligences Developmental As-
sessment Scales (MIDAS™) created by C. Branton
Shearer (http://www.miresearch.org/).

VARK Learning Styles

Fleming and Mills (1992) have identified four
categories or preferences—visual, aural, read/
write, and kinesthetic (VARK)—that seem to
reflect the learning style experiences of their
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students. The VARK model technically focuses
on a person’s preference for taking in and put-
ting out information. According to Fleming
and Mills, an individual learns most effectively
and comfortably by one of the following ways:

B Visual learners like graphical representa-
tions such as flowcharts with step-by-step
directions.

®m  Aural learners enjoy listening to lectures,
often need directions read aloud, and prefer
to discuss topics and form study groups.

m  Read/write learners like the written word, as
evidenced by reading or writing, with refer-
ences to additional sources of information.

®m  Kinestheticlearners enjoy doing hands-on
activities, such as role play and return
demonstration.

Fleming also stresses that the VARK was
designed to be a starting place for both educa-
tors and learners to have a conversation about
the different strategies for teaching and learn-
ing that individuals can use as appropriate for
them (Fleming and Baume, 2006). The VARK
is a way to communicate. Fleming (2012) also
believes that knowledge of VARK will encour-
age educators to teach in styles that are not their
own preferred way of teaching. Fleming and
Bonwell (2013) contend that the VARK should
act as a catalyst for reflection by learners about
their preferences and learning strategies.

Instrument to Measure the VARK

The VARK questionnaire (version 7.8) provides
users with a profile of their learning preferences
for taking in and giving out information. This
instrument consists of 16 questions with four
options or modalities, and the learner can se-
lect more than one option for each question.
The VARK is available for free as either an on-
line or printable version (http://vark-learn.com).

Some evidence supports the validity of the
VARK scores, suggesting that this instrument
may be used as a low-stakes diagnostic tool by
students and teachers (Leite, Svinicki, & Shi,
2010), although Fleming and Mills (1992) never

intended this questionnaire to be diagnostic in
nature. Educators may find VARK scores to be
an excellent way to help open a dialogue with
learners on the differences that exist in the way
individuals prefer to learn. Leite et al. do not
recommend the VARK as a research tool until
other sources of psychometric evidence are col-
lected. However, researchers continue to use the
VARK to measure whether an educational in-
tervention is successful (Bhagat, Vyas, & Singh,
2015; Stirling & Alquraini, 2017).

The VARK questionnaire is easy to use
and can readily be applied in the healthcare
setting. In a pilot study, Koonce, Giuse, and
Storrow (2011) used the VARK assessment to
tailor health information materials for emer-
gency department patients who were hyper-
tensive. Although there were no significant
differences in changes in quiz scores on a hy-
pertensive knowledge assessment between the
experimental and control group, patients who
received the learning style-tailored information
reported higher levels of satisfaction with the
intervention materials. The authors hypothe-
sized that the lack of significant differences be-
tween the two groups may have been a result
of the presence of high baseline hypertension
knowledge scores.

» Interpretation of
the Use of Learning
Style Models and
Instruments

Learning style is an important concept, but ed-
ucators must exercise caution when assessing
styles so as not to ignore other factors that are
equally important to teaching and learning, such
as readiness and capabilities to learn, educa-
tional background, and rates of learning. Learn-
ing styles, which vary from person to person,
also differ from capabilities. The style by which
someone learns describes how that individual
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processes stimuli, whereas that individual’s ca-
pabilities define how much and how well the
person processes the information (Thompson &
Crutchlow, 1993). Another caution to keep in
mind is that much of the advice offered with re-
spect to using learning styles consists of “logical
deductions from the various theories of learn-
ing style, rather than conclusions drawn from
empirical research” (Coffield, Moseley, Hall, &
Ecclestone, 2004a, p. 125).

Some learning theorists advocate that learn-
ing style be matched with a similar teaching
style for learners to attain an optimal level of
achievement. Understanding learning styles
helps educators think about how to modify
their instructional methods so to best pres-
ent different content and to reach the wid-
est variety of learners. However, research in
this area is clouded by inconsistent findings
(Coffield et al., 2004b; Cuevas, 2015; Nor-
man, 2009; Scott, 2005; Willingham, Hughes,
& Dobolyi, 2015). After reviewing the liter-
ature, Pashler, McDaniel, Rohrer, and Bjork
(2008), Rogowsky, Calhoun, and Tallal (2015),
and Bhagat et al. (2015) concluded that there is
insufficient evidence to justify this approach.
Cuevas (2014) believes learning styles are no
more than a myth and suggests cognitive sci-
entists and educators consider an alternative
theory, dual coding, which is more strongly
supported by empirical research. Dual coding
refers to the idea that two separate pathways
exist, one verbal and one visual, for encoding
information into memory. Instead, these au-
thors suggest that educators should be more
concerned with matching their instruction to
the content they are teaching.

It may be that learning occurs not so much
because teacher and learner styles are a perfect
match, but because the educator uses a variety of
teaching approaches rather than relying on just
one, so that learners feel less stressed and more
confident. As a result, learners are more satis-
tied overall with their learning experience and
hence more motivated to learn. Application of
learning style theory to facilitate the education

process allows the educator to approach each
learner holistically by recognizing that not all
learners process information in precisely the
same way (Arndt & Underwood, 1990).

Research indicates that learning style pref-
erences prevail over time, although they may
fluctuate depending on the context in which
learners are operating at any given moment.
The concept of matching styles implies that in-
dividuals are static, which contradicts the pur-
pose of education. Learners need to experience
some discomfort before they can grow. Educa-
tors need to generate dynamic disequilibrium
rather than create an environment that is too
harmonious (Bhagat et al., 2015; Joyce, 1984).

When selecting a learning style instrument,
the educator must first evaluate the instrument
for validity, reliability, and applicability to the
population for which it is intended. In addition,
the ease of administering the instrument as well
as analyzing the results needs to be taken into
consideration. Also, educators must adhere to
copyright laws, which means that they must
purchase the instrument or obtain the author’s
permission before using the tool.

For purposes of assessment, the nurse ed-
ucator is encouraged to use multiple learning
style models and instruments. If the educator
focuses on only one model, the possibility arises
that the educator may be trying to make learn-
ers fit into a specific style type that does not suit
them—a forced choice with no options. Given
the teaching-learning situation, the educator
may find certain learning style models and in-
struments to be more appropriate than others
in providing strategies for dealing with needs,
problems, or unique circumstances.

Of course, it may not always be practical to
administer learning style instruments because of
considerations such as cost, time, accessibility, or
appropriateness for a specific population. There-
fore, educators should follow these general guide-
lines when assessing individual learning styles:

B Become familiar with the different models
and instruments available and the various



ways in which styles are classified so that
they are easier to recognize.

®  Identify key elements of an individual’s learn-
ing style by observing and asking questions
to verify observations. Then, initially match
teaching methods and instructional materials
to those unique qualities. For example, the
following questions could elicit valuable
information: Do you prefer to attend lec-
tures or group discussions? Which do you
like best, reading or viewing a film? Would
you like me to demonstrate this skill first,
or would you rather learn by doing while
I talk you through the procedure?

m  Always allow learners the opportunity to say
when a teaching method or instructional
material is not working for them.

B Encourage learners to become aware of their
learning styles so as to increase understanding
from both the educator’s and the learner’s
perspectives. Everyone should realize that a
variety of learning modalities exist and that
no one style is better than another.

m  Becautious about saying that certain teaching
methods are always more effective for certain
styles. Remember that everyone is unique,
circumstances may alter preferences, and
many factors influence learning.

®  Prompt learners to expand their style
ranges rather than to seek only comfortable
experiences.

B Providelearning choices that enable learners
to operate, at least some of the time, in the
style by which they prefer to learn.

®  When possible, use a team of educators who
have varied teaching styles to present new
and complex information in different ways
to ensure mastery of information.

Educators must exercise caution when us-
ing any of these instruments to assess learning
style. They should avoid placing too much em-
phasis or reliance on these tools to categorize
learners. The goal should not be to stereotype
learners as to style but rather to ensure that
each learner is given an equal opportunity to
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learn in the best or most comfortable way. Un-
derstanding how someone prefers to learn as-
sists the educator in choosing diverse teaching
methods and materials to meet the needs of
both that learner and all learners.

» State of the Evidence

Interwoven into each section of this chapter are
examples of specific published research about the
determinants of learning. This chapter’s frame-
work for assessing the evidence to be included
in support of the three determinants of learning
is based on the framework suggested by Lohr
(2004). She cites four dimensions of evidence
that nurse educators need to consider when as-
sessing the available evidence:

1.  Level of evidence (study design).

2. Quality of evidence (concern with
bias).

3. Relevance of evidence (implying ap-
plicability).

4. Strength of evidence (precision, re-
producibility, and attributability).

For this chapter, using this framework
was helpful in deciding what is considered ap-
propriate evidence, where the evidence comes
from (e.g., refereed journals as opposed to In-
ternet commercial sites), and whether all the
evidence counts (or counts in the same way
when there are several articles from which to
choose). Most of the literature about the deter-
minants of learning is descriptive in nature or
consists of expert opinion, and many studies
lack the scientific rigor needed to provide ev-
idence of strength. These studies were not in-
cluded in this chapter.

The research included in this chapter sup-
ports the importance of conducting an edu-
cational assessment. However, the deficit of
evidence on the process and criteria for assess-
ment is striking when compared to the number
of studies that provide evidence for the effec-
tiveness of different teaching methodologies.
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Many of the current scientifically designed
studies do not consider all the determinants
of learning before examining the benefits of
various teaching interventions. Every learner
has different learning needs, readiness to learn,
and learning styles, which may account for the
paucity of experimental research in this area.
Even though very few systemic reviews that
pertained to learning styles were found, the ev-
idence suggests that learning style instruments
should be used with caution.

The amount of research-based evidence
about the three determinants of learning sug-
gests that educational assessment is not an easy
area in which to conduct research. It is essential
to acknowledge this limitation and to remem-
ber that nursing research, as compared to other
sciences, is still young and has attracted a much
smaller number of investigators.

Even though much more evidence is needed,
the available evidence on conducting an educa-
tional assessment substantiates its importance
and provides direction for the nurse as educa-
tor. Conducting a needs assessment on all three
determinants of learning is essential before any
educational intervention is performed.

» Summary

This chapter stresses the importance of the as-
sessment phase of learning because the educator
must be aware of and know how to determine
learning needs, readiness to learn, and individ-
ual learning styles prior to planning for any ed-
ucational encounter.

Learning is a complex concept that is not
directly seen but rather can be inferred from
permanent changes that occur in the learner’s
behavior in the cognitive, psychomotor, and af-
fective domains. Educators should not define
behavioral objectives for these three domains
until they establish the needs of the learner,
the learner’s readiness to learn, and the ways
in which the learner best learns. Based on the
findings from assessment of these determinants,

the educator can then choose the teaching ap-
proaches and learning activities best suited for
an individual.

Identifying and prioritizing learning needs
require the educator to discover what the learner
feels is important and the educator knows to
be important. Once needs are established and
agreed upon, the educator must assess the
learner’s readiness to learn based on the phys-
ical, emotional, experiential, and knowledge
components specific to each learner. Assess-
ing learning styles by interviewing, observing,
and using instrument measurement can reveal
how individuals best learn as well as how they
prefer to learn.

By accepting the diversity of needs, read-
iness levels, and styles among learners, the ed-
ucator can create a versatile atmosphere and
facilitate optimal experiences that encourage all
learners to reach their full potential. Whoever
the audience may be, nurse educators should
select teaching interventions and learning ac-
tivities most beneficial for the learner based on
the three determinants of learning.

Review Questions

1. How would you define the term determi-
nants of learning?

2. What are the seven methods to assess
patient learning needs?

3. What is meant by the term readiness to
learn?

4. What are the four types of readiness to
learn?

5. What are the components of each type
of readiness to learn?

6.  What is the definition of the term learn-
ing style?

7. Which models and instruments are
available to determine someone’s learning
style?

8.  What does each of the eight learning
style models and instruments measure?

9.  Whatevidence is available to support the
determinants of learning?
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You are a member of the interdisciplinary team working with Barbara Lund, a 36-year-old woman
recovering from a recent surgical resection of a malignant thoracic spinal cord tumor. Mrs. Lund has a
supportive husband and a 2-year-old son. Mrs. Lund’s husband, James, states, “l am really worried about
Barbara because she was quite distressed for about 6 months prior to this surgery over the death of her
father. | fear the surgery may have pushed her over the edge!” Currently, 2 week’s status post resection,
Mrs. Lund is beginning to ask team members questions about her prognosis and potential functional
abilities. She says, “l remember my surgeon trying to explain the surgery to me, but honestly, | didn't
really understand much of what he told me. | am a bit naive when it comes to anything medical’” Mrs.
Lund appears quite anxious about the cancer diagnosis and about how she will be able to continue

caring for her son.

1. What are two methods you might use to assess Mrs. Lund'’s learning needs? List the advantages

and disadvantages of each method.

2. Describe the criteria your team, in conjunction with Mrs. Lund'’s perceptions, will use to prioritize
her learning needs. Give examples of specific learning needs that will likely be a priority.

3. Which major clues indicate Mrs. Lund'’s readiness to learn? Using the PEEK model, identify
potential obstacles that might interfere with her readiness to learn.

4. According to the VARK model, how will knowledge of Mrs. Lund’s learning preference(s) affect
your team’s instructional approach? Choose one VARK learning preference for Mrs. Lund and
describe the instructional approach your team will use to support this preference.
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