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Abstract: Developing nurse leaders in a unionized environment presents unique challenges
that are beyond those traditionally experienced in nonunion settings. This literature review
examines multiple factors contributing to increasing nursing union membership, including
population aging, the nursing shortage, and the relationship between leadership and staff
engagement. Current trends in succession planning and leadership development are also
highlighted. Job dissatisfaction related to the inability to provide quality care in the context of
a protracted nursing shortage and current health care trends is identified as the driver in nursing
union growth. The discussion that follows assumes current trends in nursing unionization will
continue and proposes that adversarial relationships between management and union nurses
will further amplify the dearth in leadership by reducing the pool of nurses willing to leave the
union for nonunion leadership roles.
Keywords: succession planning, baby boomer, staff engagement, population aging

Introduction
This paper initially set out to identify the psychosocial barriers existing in unionized
health care environments that make it difficult for a nurse to leave the bedside and
the bargaining unit to pursue leadership opportunities in the same organization in
which he/she was previously a union member. However, what the literature review
revealed instead were multiple, seemingly unrelated factors that appear to be on a slow
motion collision course; if left unaddressed, these are likely to result in a leadership
crisis in the health care industry in the coming decades. The nursing shortage, the
lack of succession planning and frontline leadership development in health care
organizations, and the increasing prevalence of nursing unions are phenomena that
have been heading down separate, yet converging paths for a long time. However,
what makes this moment in the current trajectory most hazardous is the unforgiving
social and economic landscape.

The baby boom
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According to the 2010 US Census Bureau report, 40.3 million people, 13% of the
population, are currently aged over 65 years old.1 This number is expected to nearly
double by 2030. It is further projected that one in every five Americans will be over
the age of 65 by the year 2050.2 The 2010 census report also advises that between the
years 2000 and 2010, the population of baby boomers – people born between 1946 and
1964 – grew 31.5%, while the growth rate of the 18–44-year-old age group increased
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by only 0.6%. The oldest of the baby boomers begun to reach
retirement age in 2008.2 America is graying, and the leading
edge of the age wave has already reached our shores.
The potential impact of the social, political, and economic
predictions related to the aging of America is profound. Just as
young boomers flooded public school systems between 1955
and 1975,2 aging boomers will continue to stress the limits
of social systems and resources as they transition through
each developmental phase in their lives and livelihoods.
Economists and political scientists worry that baby boomers
threaten our national fiscal solvency by availing themselves,
en masse, of entitlement programs put in place to support
our citizens as they reach retirement age. Corporate America
is likewise concerned, and with good reason. According to
US General Accounting Office predictions, the number of
workers aged 55 years and older will soon balloon by 73%.3
Furthermore, a study of executives and young professionals
in both private and nonprofit organizations revealed that the
majority of organizational leaders were aged 50 to 69 years
old and were much closer to retirement than those who
were “anticipating a long career.”4 With the rapidly aging
workforce and turnover of executive directors projected to
be upward of 70% within the next 4 to 5 years,5 corporate
America will be challenged by both a shortage of labor and
a short supply of qualified leaders.
Carman et al report that the business sectors hardest
hit by attrition due to aging are accounting, insurance, law,
real estate, medicine, and nursing.5 The health care industry
in general, and nursing specifically, will be particularly
challenged by the complex and multifaceted repercussions
presented by an aging population. Not only are baby boomers
disproportionately represented in the nursing profession
compared with the workforce in general, 2 but also, as
boomers age, they will require health care services due to
age-related health conditions, which will further amplify the
effects of a shrinking nursing workforce.
The nursing shortage is linked to decreased job satisfaction
among nurses and, in turn, decreased job satisfaction is linked
to collective bargaining activity in the health care industry.
Although significant parallel research is devoted to both the
impact of the nursing shortage on nursing leadership and
practice, and the influence of nursing unions in the context
of organizational leadership and communication, little
attention has been devoted to the compounded effects of the
nursing shortage and union membership on the leadership
development of frontline staff nurses.
This literature review seeks to identify the barriers a
union environment imposes on health care organizations’
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ability to identify and groom union nurses who possess
leadership potential for nonunion leadership roles within
the organization. It also identifies the health care industry’s
underutilization of succession planning and formal leadership development programs as co-contributors to the pending
leadership crisis. The discussion that follows attempts to
provide answers to key questions leadership should ask if it
holds any hope of successfully negotiating the rough road that
lies ahead. The state of leadership in the health care industry
is in jeopardy, but leadership remains in the driver’s seat.
With clear insight into the issues, and given the appropriate
responses, a crisis in leadership may be averted by increasing
the pool of nurses who are not only able but willing to seek
leadership roles outside of the bargaining unit.

Literature review
The nursing shortage
There have been several cyclic episodes of nursing shortages
since World War II, many of which have been relatively
short lived and their resolution(s) tenably achieved via
tactics such as benefit incentives, wage adjustments, and
the recruitment of foreign-born nurses.6 Unfortunately, there
is nothing simple or short lived about the current nursing
shortage, and the traditional short-term solutions, such as
wage increases and bonus packages, are likely to have little,
if any, lasting effect on the long-term adequacy of the nursing
workforce.7
Although there are slight differences in the details
regarding the timing, duration, and specific statistics related to
the impact predictions of the nursing shortage, experts agree
that “nursing is currently on the brink of what might be the
most significant and enduring nursing shortage in the US.”7
What differentiates the current nursing shortage from
previous shortages is the number of variables contributing
to the complexity of the problem. Not only are there more
nurses retiring than there are entering the workforce, there
is also a decreased capacity to educate and train enough new
nurses to fill the deficit.6 Further compounding the effects
of the nursing shortage is the increased health care demands
of a simultaneously aging population. Couple these effects
with the financial uncertainty imposed on the health care
industry by state and federal government policy and an
increasingly complex, physically demanding, and stressful
work environment,6,8–11 and the conditions for a “perfect
storm”12 are in place for a protracted nursing shortage.
However, one does not have to look beyond the 2010
US Census Bureau report to realize that the current nursing
shortage is real and expected to become more severe
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around 2015.13 More optimistic predictions that take into
account the recent surge of younger nurses entering the
workforce, inactive nurses returning to the bedside, and
older nurses deferring retirement due to the effects of the
economic recession suggest that a shortfall in nursing full-time
equivalents will develop later than previously anticipated and
will occur around 2018.14,15 Buerhaus et al further predict that
the current shortage will peak later than previously anticipated
in 2025.14 Once again, there may be disagreement regarding
the details of the timing and life cycle of the current nursing
shortage, but there is overwhelming consensus that the
shortage is here and it will worsen before it improves.
The most formidable variable contributing to this crisis
is the aging demographic on both the supply and the demand
sides of the current nursing shortage.16 The US workforce is
graying and the median age has been steadily increasing.17
The median age of the US labor force in 1986 was 35.4 years
old; in 2006 the median age was 40.8 years and in 2016 the
median age is projected to be 42.1 years.18,19 However, even
as the general labor force ages, the literature reveals that the
nursing workforce is aging more quickly in comparison.2,13,20
In support of this, Buerhaus et al suggest that there was a
4.5-year age increase in the nursing workforce, more than
twice the rate of other occupations combined, between 1983
and 1998.20 The average age of a nurse, in spite of a recent
surge in nurses aged 23–35 years old entering the workforce,
is conservatively estimated at 43.8 years.14 The 2008 National
Sample Survey of Registered Nurses,21 released in September
2010, differs from Buerhaus et al’s estimate in reporting that
the current average age of registered nurses (RNs) is estimated
to be higher, at 47.0 years.22 Although a 3.2-year difference
in the age estimates may seem statistically significant, there
is a general consensus among scholars that nurses aged in
their 50s are expected to comprise the largest segment of the
nursing workforce as early as 2012–2015.14,20,22–24
Nurses represent the largest segment of the health care
industry.11 According to the US Bureau of Labor Statistics,
in 2008 nurses occupied upward of 2.6 million jobs, 60%
of which are located in the acute care setting.24 Current
projections factoring in recent economic trends suggest that
the proportion of older nurses in the workforce will steadily
increase and peak around 2015. At that point, 36.4% of the
nursing workforce is projected to be aged 50–64 years old.14
These statistics are cause for concern due to the number of
nurses who intend to retire in the near future. In 2003, an
American Nurses Association (ANA) online survey revealed
that over 82% of nurses who were over the age of 40 planned
to retire within the following 20 years.13 The ANA’s findings
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are further supported by the 2006 Nursing Management
Aging Workforce Survey,25 which shows that a full 55%
of the nurses surveyed intend to retire between 2011 and
2015.6,22 Another survey of 1773 nurses also supports the
ANA’s finding and reveals that 66% of respondents planned
to leave the workforce within 5 years and 61% reported plans
to leave the profession within 10 years.26 Given the prominent
segment of the health care industry occupied by acute care
nurses, combined with the projected age and the retirement
intentions of this aging cohort, there is an increasingly more
urgent need to find a solution to this complex problem.

Prediction forecast for nurse vacancy rates
The US Health and Human Services calculates the projected
nurse vacancy rate at approximately 1.1 million by 2020.27,28
Buerhaus presents a more conservative estimate in
predicting that the number of open RN positions in the USA
between 2005 and 2020 will quadruple to reach upward of
500,000 vacancies.29 Buerhaus et al have since recalculated
their previous estimates, taking into account the current surge
in nurse recruitment and retention attributed to the effects of
economic recession, and projected a much lower and slower
deficit of 260,000 RN vacancies by 2025.14 They are quick to
warn, however, that the more optimistic vacancy projection is
still very severe and represents a nursing deficit twice that of
any shortage experienced in the USA since the mid-1960s.

Proposed solutions
Whether the projected nursing vacancies reach the
conservative or the extreme projections, it is clear that
both short-term and long-term plans must be put in place
to buffer the effects of the current shortage. Scholars
and policy makers alike have proposed several solutions
to strengthen the current nursing workforce and fill the
pipeline with a sufficient supply of nurses that will meet
the growing health care demands of an aging population.
These proposals include, but are not limited to, increasing
the number of nursing graduates, bolstering the retention of
older nurses, increasing the number of foreign-born nurses
by recruiting from overseas, and tapping into the dormant
population of RNs who continue to maintain their license but
are no longer practicing. Although each of these proposals
has merit, they also have associated problems that warrant
further discussion.
A natural response to any nursing shortage is a universal
call for increased public interest in nursing as a profession and
to increase enrollment in nursing programs. At face value, this
solution seems straightforward; however, research shows that the
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number of available seats in nursing programs not only falls short
in meeting current demands but also will not be able to meet
the anticipated increased demands should nursing programs be
expected to produce enough new graduate nurses to offset the
rapidly growing deficit. According to the American Association
of Colleges of Nursing, in 2010–2011, nursing programs in the
USA turned away over 67,563 qualified applicants from bachelor
and master of science in nursing programs due to insufficient
faculty, training sites, and state budget cuts.14,22 Recruiting and
retaining nursing faculty has become especially challenging.16
As previously stated, the data from the 2008 National Sample
Survey of Registered Nurses reports that the average age of
a bedside nurse is 47. The same study also reports that the
average age of nursing faculty is currently 57 years.22 Many of
the same forces that are driving the nursing shortage are also
driving the shortage of nursing faculty. In addition to an aging
faculty reaching retirement age, far fewer nurses are considering
teaching as a viable career choice, not only because the pay is
not competitive in comparison with bedside nursing, but also
because it is not commensurate to the level of education required
to teach.22,30,31
In the past, when nursing schools were unable to meet
the demands to fill nursing vacancies, immigration was
called upon to fill the remaining gap.20,32,33 Several problems,
logistical and ethical, surface when looking overseas for the
solution to the US nursing shortage. Population aging and
nursing shortages are worldwide phenomena,2,3,34 and the
proportion of the US population that is 65 years old and
older is considerably smaller than that of other industrialized
nations.2 That being said, it is reasonable to assume the pool
of qualified foreign-born nurses will be in short supply, and
if the USA is indeed successful in recruiting from overseas,
this will be at the health and intellectual expense of the
contributing nations.
Some researchers believe that the best solution to the
nursing shortage lies in convincing older nurses to postpone
their retirement and motivating inactive nurses to return to
the bedside. Although there is disagreement among scholars
regarding the existence and/or viability of an inactive nursing
workforce that are available to return to the bedside,35,36 the
value of retaining the skills, knowledge, and expertise held
by more experienced nurses is undeniable. However, the fact
remains that postponing retirement may simply be postponing
the inevitable exodus of a large cohort of aging professionals.

Succession planning: what planning?
In the course of her discussion regarding succession planning
and the importance of nurse leaders grooming their own
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replacements, Stichler asserts that “[t]he effective leader
is [the] one who can step out of the water and not leave a
ripple.”37 While this ideal is true in principle, even the best
leaders, when leaving in large numbers, will not only cause
ripples but will also drop the water level precipitously. The
sobering impact predictions regarding the imminent exodus
of baby boomers from the workforce have caught the attention
of organizational leaders across disciplines and have likewise
prompted an increased interest in succession planning.3,5,10,37,38
The health care industry is no exception. Unfortunately,
however, when it comes to leadership succession planning,
nursing’s track record is said to be “historically scarce or
nonexistent.”39
According to the US Government Accountability Office,
62% of hospitals in the USA in 2005 were operated as
nonprofit organizations.40 Carman et al conducted a multimethod study of 110 nonprofit organizations in North
Carolina and found that only 25% of the participating
nonprofits had a succession plan of any kind.5 The health
care industry fairs even worse than nonprofits in general.
According to a study commissioned by the American College
of Healthcare Executives conducted in 2007, only 21% of
hospitals in the USA reported having structured succession
plans or a formal process of identifying and developing
internal candidates for promotion to senior leadership
positions.41 In a larger global context, a benchmarking study
that included input from 4500 leaders employed in over 900
organizations found that 55% of organizations report having
succession plans but only 28% of all leaders, regardless of
managerial level, report being supported by a structured
succession management plan.3 Barnett and Davis report that
most organizational leaders feel that “succession planning
efforts are [either] inadequate or simply broken.”38 Bernthal
and Wellins’ research results support Barnett and Davis’
findings and report that an alarming one-third of all existing
organizational succession plans are deemed ineffective
and did not show improvement in the 2 years preceding
the study. The literature consistently shows that structured
and formalized succession plans, although increasingly
recognized as being invaluable and necessary to prevent
organizational disruption, or a “widespread leadership
crisis,”42 and proven to promote a better overall business
performance,3 are not being implemented to their fullest
potential, if at all.
Only 25% of organizations that do have formalized
succession plans include frontline leadership in those
plans.3 The literature reveals that current research exploring
issues related to succession planning is primarily focused
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on executive- and/or senior-level leadership and nearly
excludes that relating to middle and frontline management.
Although the literature anecdotally warns against focusing
succession planning efforts entirely on executive- and
senior-level management and acknowledges the importance
of the frontline manager’s role in communicating and
achieving organizational goals3,43 as well as driving employee
engagement, 44 there is a comparatively small body of
literature promoting an organizational approach that extends
succession planning to frontline leadership and beyond.
What is material to this discussion is the recognition that
traditional methods of talent management and succession
planning, which include either doing nothing or relying
on “complex bureaucratic models for forecasting” dating
from the 1950s, are no longer satisfactory in meeting the
needs of a rapidly changing workforce demographic.43 Not
surprisingly, as the nursing shortage is quickly devolving
into a nursing crisis, nursing scholars, executives, and
professionals have begun to recognize the enormous value
succession planning can have to the health care organization
and have also begun to include this discourse in professional
nursing journals.

The state of nursing leadership
Given the increased financial pressures to improve the quality
of care delivery in hospitals by the Centers for Medicare and
Medicaid Services by linking patient outcomes and patient
satisfaction to reimbursement schedules,45,46 health care
organizations are increasingly reliant on effective leadership
of not only frontline managers but also bedside nurses to
achieve these important industry-wide goals.
Evidence shows that there is a direct relationship between
effective leadership and organizational performance. In
reviewing the results of two extensive studies involving a
combined 227,631 health care providers, Hewison found that
hospitals with effective senior leadership resulted in fewer
patient complaints, reduced mortality, better quality of care
delivery, and improved teamwork.47 Hewison further noted
that positive perceptions of leadership had a direct association
with staff experiencing a better work–life balance, improved
morale and job satisfaction, and being less likely to indicate
intention to leave. Hewison’s findings are supported by a
Swedish study48 involving 77 nurse managers and ten of
their subordinates. Sellgren et al concluded that there is a
strong correlation between the nursing managers’ leadership
behavior, staff turnover, and job satisfaction.48 Han and Jekel
likewise conducted a study investigating the mediating
effects of job satisfaction on leader–member exchange and
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nurse turnover intentions.12 Han and Jekel’s findings further
support those of Sellgren et al and reinforce the significance
of the role of the manager in employee satisfaction and the
reduction of intention to leave. In a different study focusing
on the relationship between RNs’ perceptions of drivers of
engagement and their actual level of workplace engagement,
Rivera et al found that nurse managers play a critical role
in employee engagement and that effective leadership was
more important to employees’ engagement than even wages
or nonmonetary work benefits.44 Rivera et al also linked
employee engagement to reduced turnover, improved patient
satisfaction, “higher total shareholder returns, and overall
business success.”44 Given that the relationship between the
nursing work environment and desired patient outcomes, such
as decreased mortality, patient safety, and shorter hospital
lengths of stay, is thoroughly documented in the literature,49,50
and understanding leadership’s pivotal role in creating
such an environment,51–53 the importance or the power of
effective nursing leaders should not be underestimated.
That being said, in spite of the overwhelming evidence in
the literature linking effective leadership with improved
patient outcomes, increased staff engagement, and reduced
turnover rates, research also shows that there is a general
neglect of succession planning and leadership development
of the frontline nurse37 and that many organizations are still
not investing in the leadership development of either their
current or future leaders.49,54

Where do (nurse) leaders come from?
It is not uncommon for nurses to find themselves in positions
of leadership without having made a conscious decision
to attain these, or even having a clear understanding of
how they arrived in the positions. Many new nurse leaders
find that they have been promoted into leadership in part
because of their clinical expertise and/or years of service
in an organization.39,54,55,56 Although it is generally assumed
that good nurse leaders have at their foundation a history
of clinical competency and proficiency, the inverse does
not necessarily hold true; not all clinically competent and
proficient nurses make good nurse leaders.37,55,57 Another
unfortunate commonality among nurse leaders is a haphazard,
unsystematic, trial and error lessons in leadership, they
receive.39,58
Bondas conducted a study of 68 nurse leaders in Finland
using a semi-structured survey in an attempt to identify the
reasons why nurses choose leadership careers.49 Bondas’
research identified four distinct paths to nursing leadership:
the path of ideals, the career path, the path of chance,
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and the temporary path. Bondas found that a nurse who
becomes a leader via the path of ideals has done so only
after great introspection, not only about the pros and cons of
taking on a formal leadership role but also about his or her
capabilities as a leader. Path of ideals leaders want to use
their position(s) of leadership to create an idealistic work
unit not only to embrace best practices in health care but
also to create a work environment in which both patients
and staff can thrive. In contrast, career path leaders are selfidentified leaders who are ambitious, self-confident, driven,
and verbalize the need to be challenged in their work. Career
path leaders also seek and enjoy the power and privilege
afforded leadership, such as autonomy, self-decided work
hours, visibility within the organization, and remuneration.
Whereas career path leaders strongly identify themselves
as leaders and actively seek out leadership roles, path of
chance leaders never aspired or planned to become leaders.
Path of chance leaders report being shepherded toward
leadership by people who recognized leadership qualities
in them that they themselves could not see. Even though
path of chance leaders never initially think of themselves
as leaders, over time they eventually grow to embody the
role and become capable nurse leaders. Finally, temporary
path leaders are leaders who adopt a leadership role on a
trial basis with the intention to return to bedside nursing.
Although temporary path leaders report that their selfperceived leadership abilities and organizational and people
skills gave them the courage to trial the leadership role,
they want to maintain the option to return to the bedside,
and frequently do so.
Bondas identified that 54.4% of the nurse leaders
surveyed followed the path of chance to their current
leadership role.49 This finding empirically substantiates
the anecdotal observations currently referenced in the
nursing literature. Although Bondas reports that path of
chance leaders eventually come to accept their leadership
identity and to function well as leaders, she also reports
an initial “laissez-faire mentality [that] is not furthering
the visionary leadership and development of the modern
evidenced-based nursing and cooperation.” If Bondas’
findings are representative and can be applied to the general
population of nurse leaders outside the Finnish health care
system, there is cause for concern. With a clear majority of
nurse leaders neither initially identifying with nor seeking a
leadership persona, and with no clear concept of how long
it takes for a path of chance leader to come to terms with
and/or embrace his or her leadership identity, one could
surmise that the impact on patient care, staff satisfaction,
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and, ultimately, the fiscal health of health care organizations
is significant.
Perhaps more telling than the four paths to leadership
identified by Bondas is the one path not identified.49
Although the path of ideals and the career path are
characterized by aspiring nurse leaders, who actively seek
out learning opportunities, and the path of chance references
the presence of mentors and/or people who provide guidance
and support, conspicuous by its absence is any reference
to participating in structured leadership development
programs or the perception of being purposefully groomed
for leadership. Even though this study was conducted
within the Finnish health care and educational system, so
the question remains if Bondas’ findings are transferrable
to other countries, the findings are suggestive not only of
a general lack of awareness in the health care industry of
what motivates nurses to become leaders but also of a lack
of recognition that there is an association between a nurse’s
motivation and chosen path to leadership and the quality
of care delivery. It also highlights missed opportunities
by health care organizations to illuminate the leadership
path by creating a work culture in which leadership
becomes an integral part of nursing competencies and
identity, as well as to develop bedside nurses who are fully
empowered to lead “within the confines of their position or
authority.”55

Why discuss unions?
Krugman, Nobel Prize Laureate in economics, professor
of economics at Princeton, and New York Times columnist,
argues that even though labor unions are believed to be dying
a natural death due to the influences of globalization and
advances in technology, they have actually been under assault
by corporate America since the 1970s.59 The dwindling union
presence is evidenced by longitudinal data that show US
labor union membership, in the public and private sectors
combined, has dropped precipitously since 1955 to its
current low of ∼12%.60–63 Krugman also reports that among
private-sector employees, only 7.4% were represented by
unions in 2007.
Many politicians and business leaders summarily dismiss
claims that unions have any benefit to either business or
society;64 however, while some may embrace the notion
that organized labor is in its final death throws, any claims
to victory may be premature. While baby boomers age and
the nursing shortage gains momentum, while organizational
leaders across industries grapple with managing in what
some may call interesting political and economic times, and
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while there is a well-documented decline in general union
membership, nursing unions are steadily increasing their
constituency in the USA.63,65–69 According to the Bureau of
Labor Statistics,60 in 2010 union membership density for
RNs was calculated at 20.4%. This reflects an increase from
18.4% in 2006 and is well above the 13.1% national average
for all wage and salary workers.60,62 Given that nursing
unions are relative newcomers to the labor movement, this
trend is significant. The right of hospital workers to join
unions and participate in collective bargaining activities
was first recognized by the National Labor Relation Board
(NLRB) in 1967.68 It was not until 1974, when Congress
amended the National Labor Relations Act (NLRA), also
known as the Wagner Act of 1935, and extended the right
to organize and strike – with significant caveats – to health
care workers who work both for profit and nonprofit health
care organizations.67,68,70

Why nurses unionize
In the 34 years since being granted the right to organize
by the NLRA, nurses have set themselves apart from
other labor cohorts in that the motivation to unionize has
become more focused on patient care rather than on wages
and benefits.7,9,63,65,68 Both Budd et al9 and Cole Beebe65
have suggested that while nurses who are represented
by a collective bargaining unit can and do negotiate for
wages and other traditional labor goals, they also bargain
as professionals to uphold the standards of the nursing
profession. Cole Beebe further asserts that nurses are
also willing to trade off monetary gains to secure working
conditions that are conducive to safe patient care. Cole Beebe
estimates that the union hourly wage premium for a medicalsurgical RN is 5.5%. When compared with the 13.8% US
hourly wage premium for all workers represented by a union
in 2003–2007,71 the difference is clear and significant.
The nursing shortage and the increased demand for
health care services are identified as the root causes behind
nurses seeking collective bargaining representation.9,65,72
Nurses read the health care industry’s response to the nursing
shortage, the economic recession, recent changes to Medicare
reimbursement, and health care reform as one that adopts a
private-sector business mentality with its focus on lowering
costs and increasing productivity.65,73 Craft Morgan and
Lynn state that “[i]n the context of shortage, the aspects
of nursing that are the most rewarding are the aspects that
are most often sacrificed in the interest of ‘getting the job
done’.”7 Nurses see this shift to a business-model approach
to care delivery manifested at the bedside in the form of

Journal of Healthcare Leadership 2012:4

Crisis in leadership

decreased nurse-to-patient ratios, increased use of unlicensed
personnel, increased use of floating between patient care
areas,65,72,74 and an overreliance on mandatory overtime
to fill staffing needs.9,72 Add into this mix a significantly
increased patient acuity73,74 and the result is a group of
discouraged professionals who feel they have been stretched
to the limit and believe that they cannot do any more with
any less without jeopardizing the health and safety of their
patients.7,9,63,70 Job dissatisfaction is not only cited as reason
new nurses leave the direct patient care environment;75,76 it is
also cited as the primary driver behind nurses entering into
collective bargaining agreements.63,77,78
The existence of labor unions can be thought of as
a symptom of organizations that are sick or broken. By
definition, when organizations treat workers fairly and
proactively address pay and benefits, when workplace
conditions and work–life balance issues are addressed, and
when leadership effectively communicates and engages
staff, workers have no functional need for unions.61,67,77,79
That said, journals and websites are populated with literature
focused on preventing and/or dissipating union activity and,
when prevention fails, meeting the challenges of leading
in an adversarial union environment. However, there is
now a growing body of research devoted to establishing
labor–management partnerships to achieve organizational
and industry-wide goals. A key component to these proposals,
regardless of industry, is engaging the workforce in the
pursuit of organizational goals.51,80–83 To encourage workforce
engagement, organizations are recommended to “enhance the
working relationships by including transparency, information
sharing, open communication, mutual respect, fairness on
both sides, improved communication and follow-up, and
mutual input into decision making.” 51 Interestingly, had
these healthy communication practices been present in ailing
organizations to begin with, there would be no need for a
bargaining unit presence.

Discussion
Developing nurse leaders in a unionized environment
presents unique challenges that are beyond those traditionally
experienced in nonunion settings. Thus far, this literature
review has identified multiple factors contributing to the
increase of nursing union membership, including the aging
population, the resultant nursing shortage, and the welldocumented relationship between leadership and staff
engagement. The literature review has also revealed multiple
opportunities for improvement regarding the use of formal
succession plans and leadership development in health care
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organizations, and has attempted to connect the indelible
dots between effective leadership and quality care delivery
outcomes. Each of these factors, when considered individually,
is cause for concern; when considered collectively, however,
they should be cause for alarm.
Nurses are trained to be good in crises. When a patient
goes bad, an experienced nurse quickly and instinctively
assesses both the patient and the background situation for
contributing factors. The nurse then asks the right questions,
enlists the skills and insights of the right experts, and, once the
pertinent data have been collected and evaluated, proceeds to
action. However, when the “patient” is an organization, and
when the crisis is unfolding in slow motion, nursing leadership
does not consistently demonstrate the same instinctual ability
to either accurately recognize the current trends as symptoms
of a larger crisis or the ability to apply the nursing process
to a crisis occurring in a broader organizational context. In
keeping with the nursing process, what follows is a series
of questions and proposed answers that leadership should
consider before developing an actionable plan to increase
the pool of nurses who are not only able but willing to seek
leadership roles outside of the bargaining unit structure.

What will the nursing workforce
look like?
The literature strongly suggests that the nursing workforce is
aging, and although the raw number of nurses is shown to be
increasing, the supply is projected to fall short of the number
needed to care for a simultaneously aging population. The
literature also links the nursing shortage to work conditions
that contribute to increased job dissatisfaction; furthermore,
job dissatisfaction is identified as the primary driver in the
increase of nurses seeking bargaining-unit representation
and protection.
The literature also suggests that, notwithstanding the
potential ethical and political implications that are outside
the scope of this review, foreign-born nurses will continue to
be an important part of the nursing shortage solution. As of
2005, 15% of all US health care workers were foreign born
and 25% of all physicians were also born abroad.32 Given the
nursing shortage projections, there is likely to be a continued
increase in foreign talent and leadership must be as sensitive
to the cultural backgrounds of its foreign-born nurses as it
is in meeting the cultural needs of patients. Although the
potential organizational benefits of workplace diversity are
well documented and the evidence shows that effectively
managing workplace diversity can enhance organizational
performance,61 there are challenges associated with leading
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in an environment in which there is an influx of foreign-born
nurses who have not yet acclimated to living and working in
the US culture. Gomez-Mejia et al state that these challenges
include “appropriately valuing employee diversity, balancing
individual needs with group fairness, dealing with resistance
to change, ensuring group cohesiveness and open communication, avoiding employee resentment and backlash, retaining
valued performers, and maximizing opportunity for all.”61
Assuming the current trends continue, the nursing
workforce now and in the immediate future will be leaner in
number, older (with all the associated benefits and burdens
of age), increasingly diverse, and increasingly unionized.
Combined, these factors will limit the pool of nurses from
which to recruit potential leaders.

What changes are needed
in organizational thinking?
Carman et al report a crisis in leadership not only at the
top of organizations but also at the bottom and middlemanagement levels.5 They further report that formalized
succession planning is critical not only to recruitment and
retention efforts but also to the improvement of employee
satisfaction and engagement. Although an unstructured
and/or informal approach to leadership development and
succession planning has seemingly sufficed thus far, it
will not be able to meet the complex needs of health care
organizations going forward. Whereas in the past there has
been a ready supply of talent from both inside and outside
the organization to choose from, this talent pool is shrinking.
Furthermore, relying on recruiting ready-made nurse leaders
from outside sources is no longer as viable an option it once
was, as organizations across industries are facing similar
human resource challenges.
Valentine asserts that “[n]ursing as a profession does a
disservice to new nurses by not developing their leadership
capabilities.”55 This observation has been consistently born
out in the literature. Research shows that frontline leaders are
the least prepared in terms of both education and experience
to handle the expectations of their leadership role and
frequently learn on the job by trial and error.37,57 Both Fulks
and Thompson57 and Stichler37 support Bondas49 in stating
that many nurse leaders find themselves in leadership roles
unintentionally and are not prepared to be leaders.
Nursing programs provide varying amounts of leadership
theory and training in the classroom, and as with clinical
skills, the bulk of learning is expected to be continued and
reinforced on the job, at the bedside.55 The clinical and
technical competency of nurses are continually measured,
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documented, nurtured, and honed, in the workplace, but there
is no practical follow-up or formal competency requirement in
the clinical environment for the acquisition and maintenance
of leadership skills.55 Bernthal and Wellins suggest that
nurturing leadership potential early will create a larger pool
of leaders in the future.3 Continually honing leadership skills
will also result in a staff that is more engaged, personally
accountable, and able to lead when called upon.
Not all nurses are born leaders or even aspire to be
leaders, but all nurses can learn to become leaders “within
the confines of their position or authority.”55 Kouzes and
Posner assert that “[l]eadership is everyone’s business” at
every level in an organization, and further emphasize the
importance of gaining leadership skills as an active, ongoing
process.84 Providing leadership competencies, such as
communication, conflict resolution, and working in teams,
in the same manner that clinical skills, new technology, and
policies, are taught, practiced, and monitored is an important
first step in creating a culture of leadership in health care
organizations. However, research shows that leadership is best
learned by doing;43 therefore, the importance of providing
leadership opportunities within the organization should not
be overlooked as a means to reinforce the skills taught in the
classrooms and learning laboratories.
Organizations can no longer afford to leave leadership
to chance. Path of chance leadership and ad hoc succession
planning that once sufficed in the health care environment
no longer reliably translates into effective leadership that
drives the quality outcomes now demanded by the payers
and our citizens. A shift in organizational thinking to one
that treats leadership competency with the same seriousness
as clinical competency is paramount to successfully creating
a leadership culture and filling the pipeline with quality
potential leaders.

What are the barriers to leadership
opportunities in a union environment?
Lawson et al state that finding creative and cost effective
ways to attract, retain, reward and develop the nursing
workforce in times of nursing shortage is challenging.85
Further, they state that programs such as clinical ladders, are
especially difficult to implement in a collective bargaining
environment.85 A history common to unionized organizations
is the perception by workers that the psychological contract has
been violated by leadership.79 Regardless the length of time
an organization has been unionized, or where the organization
exists on the continuum between collaborative and aggressive
behaviors, this breakdown of trust and the resulting dichotomy
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is a permanent part of the collective organizational memory.
The resulting dichotomous “us-versus-them” mentality
ingrained in the organizational culture will continue to color
the communication and collaborative efforts in varying
degrees throughout the lifetime of the relationship.
Experts agree that that developing leadership competency
is most effectively accomplished experientially. 37,43,54
Providing leadership opportunities for the rank-and-file nurse,
however, can present challenges in a collective bargaining
environment,85,86 not only because of the longstanding “union
dogma” of equal pay for equal work87 but also because
union contracts and well-defined job descriptions promote
the adherence to this concept of equal work for equal pay.
Simply stated: because union organizations are less likely
to have individual incentive plans, union workers are more
likely to be discouraged from taking on uncompensated
responsibilities that reside outside of their job descriptions
or the bargaining unit agreement.88,89
Further formalizing the us-versus-them mentality that
contributes to the barriers to leadership opportunities for
nurses working in a union environment are the provisions set
forth in the NLRA and supported by NLRB rulings. Just as
there are those who argue that the profession of nursing and
union membership are incompatible and mutually exclusive
philosophical ideals, the roles of supervisor and employee are
determined to be mutually exclusive categories as defined by
the NLRA. Supervisors have been expressly excluded from
bargaining-unit participation since the 1947 amendment to
the NLRA.90 In 2006, the NLRB significantly broadened the
definition of “supervisor” and ruled that RNs who serve as
permanent charge nurses are “statutory supervisors” and are
therefore are likewise excluded from the bargaining unit and
NLRA protection.91 The NLRB language also leaves open
the possibility for rotating charge nurses to be categorized
as supervisors, depending on the percentage of work time
spent performing charge nurse duties.
Fulks and Thompson describe the role of charge nurses
as “small unit tactical leaders” that forms the backbone
of health care organizations.57 The charge nurse role is
frequently the first formal opportunity a nurse has to
exercise leadership abilities. As a result of the 2006 NLRB
ruling that defined permanent charge nurses as supervisors,
unionized health care organizations rotate charge nurse
assignments daily. Fulks and Thompson report that clinical
nurses promoted to traditional permanent charge nurse
positions in the nonunion setting are frequently ill equipped
for the associated leadership responsibilities. One could then
assume that bargaining unit nurses who rotate charge nurse
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responsibilities are equally ill equipped but are also less likely
to identify with their transient leadership role. The difficulty
in developing charge nurses’ leadership abilities in an ad hoc
environment is likewise understood.
Even though the us-versus-them mindset lingers in
the organizational memory, and the 2006 NLRB ruling
further divorces the leadership role from the bargaining
unit, dual loyalty to both the bargaining unit and health care
organization, and leader–member partnerships are possible.
After reviewing the literature spanning 37 years, Barling et al
concluded that an allegiance between a bargaining unit and
organization is possible but highly dependent on the health
of the relationship between them.77 Barling et al’s findings
are dated but remain relevant and are supported in current
literature. In their study examining nurse satisfaction in a
bargaining unit environment, Seago et al concluded that
in spite of lower job satisfaction reported by bargaining
unit nurses and the adversarial relationship present in a
union environment, with “open and effective management
and leadership” a good working relationship is possible
between labor and management, regardless of bargaining
unit presence.69 Porter further suggests that by keeping all
labor–management discussions patient focused, management
and labor mutually assumes the risk of working together and,
in so doing, the us-versus-them perspective can be removed
from both sides.82 Porter also asserts that “clinical nurses in
nursing unions are leaders of nurses as well,” and further
suggests that bedside nurses can assume leadership roles in
nursing practice, outside of the charge nurse role, through
quality work, participating in evidence-based practice
projects, heading charity fundraising teams, and functioning
as mentors and preceptors.
The literature suggests that developing nurse leaders in a
bargaining unit environment will continue to be a challenge
until leader–member partnerships cease being the exception
and become the rule. The 2006 NLRB ruling excluding
charge nurses from union membership further formalizes
the us-versus-them paradigm and effectively subverts the
ability for organizations to provide direct leadership learning
opportunities for nurses working in the bargaining unit. The
NLRB ruling is viewed by some as driving a wedge between
parties in the leader–member relationship at a time when
teamwork is essential to achieve results-driven outcomes in
patient care delivery systems.92 In the absence of a permanent
charge nurse position that once provided a natural segue
between labor and leadership, organizations with active
bargaining units must be creative in providing learning
opportunities for their members to practice leadership skills
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without violating either contract or labor laws established
by the NLRA.

Recommendations for future
research
The review of currently available research revealed a scarcity
of scholarly work on nurses within bargaining units who
transition from the bedside to nonunion leadership positions.
There is ample parallel research devoted to developing nurse
leaders from the front line in nonunion environments, as well
as developing union leadership from within the bargaining
unit proper, but little attention has been dedicated to either
exploring the development of nurse leaders from within
the union environment or the factors contributing to their
decision to leave the structure, safety, and seniority benefits
of the bargaining unit to take on a unprotected nonunion
leadership role. Also absent from the literature is research
identifying the potential challenges new leaders face when
leading in the union environment in which they were
previously a member. These questions must be answered
to accurately identify the psychosocial barriers that union
nurses perceive when presented the opportunity to take on
leadership roles outside of their bargaining unit. Insight
into these issues is also necessary to mediate the negative
effects of the perceived barriers, thereby increasing the pool
of union nurses who see leadership as a viable and desirable
career path.
Also absent from the literature, but equally important, is
the impact of transient leadership on care delivery and unit
cohesion. The 2006 NLRB ruling excluding the permanent
charge nurse role from collective bargaining unit protection
has resulted in the increased use of a rotating charge nurse.
Given that charge nurses directly communicate and coordinate care with patients and their families, staff, physicians,
and support departments, the importance of their leadership,
or lack thereof, to patient outcomes, staff satisfaction, and
unit cohesion should not be ignored. Fulks and Thompson
express concern regarding the health care industry’s current
trend to “throw our clinical nurses into leadership positions ... with little or no preparation.”57 As previously stated,
it could then be assumed that bargaining unit nurses who are
assigned charge nurse responsibilities on a rotating basis will
be not only equally unprepared but also less likely to identify
with their transient leadership role. The charge nurse role,
rotating or otherwise, will continue to be the first formal
leadership position a nurse will experience. If the nurse is
both assigned to and ill prepared for leadership, he or she
will probably have a stressful and dissatisfying experience.
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Further study is therefore suggested to explore the effects of
transient leadership and the rotating charge nurse on patient
care delivery, staff satisfaction, and unit cohesion.
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Conclusion
The current nursing shortage is real, the effects profound, and
the solutions complex and elusive. Baby boomers represent a
disproportionate segment of the nursing workforce and, as an
aging cohort, they are being collectively asked to postpone
their retirement to care for a simultaneously aging population.
When they finally do leave the workforce – and they will –
not only will they be figuratively trading in the bedside for
the hospital bed, they will also be trading in their university
lecterns, the boardroom chair, and their administrative and
management offices. The vacancies baby boomer nurses
leave behind will have an impact not only on the staffing
at the front line but also at all levels of leadership in health
organizations.55
Further compounding the effects of the current nursing
shortage is the general neglect health care organizations
have shown to the importance of succession planning and
leadership development, not only at the executive level but
also extending to the frontline leaders. In the context of the
current economic, social, and political environment in which
both fiscal and human resources are limited and the clear
relationship between effective leadership and organizational
outcomes, lack of foresight and planning is a luxury the health
care industry can no longer afford.
The literature also reveals that the workplace conditions
in health care organizations have been further challenged
by the current nursing shortage, political and economic
environment, and health care reform. The increased demands
on an older and smaller nursing workforce have resulted in
increased job dissatisfaction among nurses and have likewise
created an environment favorable to increased collective
bargaining activity. Once the psychological contract and
trust has been broken between nurses and leaders and
the us-versus-them paradigm is adopted, it is never fully
forgotten, even in the seldom-occurring instances where
leader–member collaborative partnerships are sought and
achieved.
Any discussion involving labor unions is likely to be
polarizing. Philosophical lines are drawn and sides are chosen.
The ensuing discourse frequently perpetuates dichotomous
reasoning that is ineffectual in finding meaningful solutions
to complex organizational problems. Good/Bad, yes/no,
and black/white solutions sought in an us-versus-them
environment are not serviceable when “we” results are
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not only required, but demanded by regulatory bodies
and our citizenry. Collective bargaining unit leaders fear
that collaborative or participative activities will result in
weakened member loyalty and commitment;93 management
fear that concessions made to the bargaining unit will further
impede their freedom to manage; 64,67 however, neither
position has been definitively born out in the literature when
objectively vetted and both positions must be set aside if the
answers to preventing the leadership crisis in the context of
increased union presence fueled by the nursing shortage are
to be found.
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