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Establishing suitable and proper program admission criteria

that protect both the rights of disabled applicants and profes-

sional needs to educate competent practitioners concern every

nurse anesthesia educational program. Disabled Americans

must be legally protected while ensuring that future nurse

anesthetists meet expectations for professional competency.

To balance these demands, academic programs must establish

criteria that define qualifying standards for practice. Such cri-

teria serve the important function of providing notice to

prospective applicants, as well as to established practitioners,

about minimum professional competencies and behaviors. 
This paper, based on a presentation, “Special Needs Stu-

dents—an Attorney’s Perspective,” to program faculty of the
American Association of Nurse Anesthetists in Ft Lauderdale,
Fla, in February 2005, posits specific language to aid in defin-
ing admission criteria that are both inclusive and exclusion-
ary. It seeks to stimulate debate about developing some pro-
fessional consensus on a matter of continuing importance. 
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Statement of the problem
Two statutes provide the framework
of rights and duties that protect 
disabled Americans against discrim-
ination. Section 504 of the Rehabili-
tation Act of 19731 applies to pro-
grams or activities receiving federal
financial assistance, provisions that
cover most colleges and universities
as well as healthcare providers reim-
bursed through Medicare. The
Americans with Disabilities Act2

(1990) greatly expanded the scope
of protections afforded to Ameri-
cans with disabilities but did not
fundamentally alter the definitions,
rights and duties afforded to those
with disabilities. 

Since 1973, courts have been
asked to resolve many disputes
about interpretation of these stat-
utes. The case law provides cumula-
tive precedent that helps us under-
stand how to comply with the spirit
and the substance of these laws.
This article focuses on 1 issue faced
by practitioners and educators who
work with those with disabilities:
the need for clearly articulated stan-

dards of professional behavior and
competencies. It proposes a set of
behaviors and competencies that
might serve as a set of professional
standards applicable to students
seeking admission to nurse anesthe-
sia programs. Additionally, it pro-
poses standards applicable to all
nurse anesthetists encountering dis-
abling conditions at some time in
their career. The standards proposed
in this article are designed as a start-
ing point for stimulating debate
about the need for and content of
standards for programs that educate
nurse anesthetists. 

Background
Why are standards for the behaviors
and competencies expected of pro-
spective nurse anesthetists needed?
Is such an exercise appropriate? 

The answer lies in the record of
judicial decisions. The case law
provides growing evidence of def-
erence by courts to program and
faculty judgments about curricular
requirements and student per-
formance, especially when those
decisions are based on sound ped-

agogical reasoning. Judicial deci-
sions address issues of mitigating
conditions, the meaning of the
terms otherwise qualified, reason-
able accommodation, and  profes-
sional competencies or standards.

Mitigating conditions 
Several judicial cases limit the defi-
nition of disability. In a series of con-
troversial decisions, the Supreme
Court narrowed significantly those
disabilities requiring protection.
Specifically, the court determined
that physical or mental conditions
potentially mitigated by medications
or other interventions are not quali-
fying disabilities.3 For example, stu-
dents with high blood pressure, dia-
betes or epilepsy may not be
considered disabled when mitigating
measures are available. Courts place
responsibility for mitigating the
impact of disease squarely on the
shoulders of the individual with the
condition. These decisions signifi-
cantly restrict the list of physical and
mental impairments that may entitle
a student to accommodation. 
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Otherwise qualified
Second, students defined as dis-
abled must be “otherwise qualified”
to participate in a program. That is,
they must be qualified “in spite of”
rather than “except for” their dis-
abilities.4 Students who receive
accommodations are to be judged
by the same standards of clinical
and academic performance as oth-
ers in order to retain their status as
otherwise qualified. For example, a
student with a minor seizure disor-
der on controlling medications
must perform as other students and
cannot be late or ascribe tardiness
or somnolence to their condition.
Once accommodated, a student
must meet performance expecta-
tions. Standards based on behaviors
and competencies offer a baseline
for measurement keyed to perform-
ance rather than qualifications.
They also provide for consistency
in evaluating students unrelated to
disability status.

Reasonable accommodation 
Third, the statutes require reason-
able accommodations for qualified
individuals with disabilities. The
reasonableness of a requested
accommodation can be weighed
against 2 criterion: whether it places
an undue burden on the institution
or program or whether it fundamen-
tally alters essential program con-
tent.5 Again, standards create the
baseline for determining whether a
proposed accommodation for a stu-
dent creates an undue burden or
alters essential program content. As
an example, a student in the early
stages of macular degeneration may
be accommodated in an institution
with existing operating room moni-
tors that provide larger visual for-
mats. That same student may be
denied elective assignments to other
rotations at hospitals without oper-
ating room monitors on which easy
changes in screen resolution are

possible. Those hospitals do not
have to purchase new monitors to
accommodate that student. Stan-
dards also serve as educational
benchmarks against which peda-
gogical content and practice may be
measured. Courts appear unwilling
to disturb well-reasoned and docu-
mented faculty judgments about
curricular and course requirements,
especially in clinical settings,6 or
testing formats.7 Nor are courts per-
suaded by the argument that an
accommodation is reasonable based
on evidence that other programs
offer that accommodation.8

Professional competencies
Finally, standards offer notice to all
students about professional expec-
tations and competencies. Since
programs may not inquire about a
student’s disability status during the
admissions process, clearly enunci-
ated standards prominently placed
in program materials warn students
ahead of time about the behaviors
and competencies expected of
them. In postsecondary settings the
burden is on the student, not the
program, to request accommoda-
tions and provide appropriate docu-
mentation before accommodations
are required. Notice is an essential
element in this allocation of respon-
sibilities. A student who conceals a
medically documented learning dis-
ability cannot announce the exis-
tence of that problem upon subse-
quent failure.

General standards
A sampling of the websites of nurs-
ing programs generally, and nurse
anesthesia specifically, illustrates
the many forms that standards for
behavior and competency presently
take. Institutions acknowledge the
importance of articulated standards
and most demonstrate common
themes. However, the range and
specificity of behaviors and compe-
tencies vary greatly. The result may

leave the impression of limited pro-
fessional consensus or coordination
as to behaviors and competencies,
matters central to professional
identity.

Several themes are common to
most healthcare professions. These
are grouped below:

1. Abilities to observe and com-
municate

2. Physical capabilities and
motor skills

3. Cognitive skills and intellec-
tual capacities

4. Decision-making skills
5. Behavioral and social attrib-

utes
What do these 5 general cate-

gories mean in practice? How may
they be defined in terms of the
behaviors and competencies
expected of nurse anesthetists?
Finally, what specific form should
these standards take? 

This article next dissects each of
these 5 themes and proposes draft
language for each appropriate to
programs educating nurse anes-
thetists and, perhaps, the profes-
sion at large. These standards are
designed as a starting point to stim-
ulate discussion for consensus-
building about professional stan-
dards. Common to all are questions
of balancing: what limitations have
an impact on performance, and
when?

With each standard, the authors
attempt to observe the basic princi-
ples of good criteria drafting—sim-
plicity and clarity—with language
sufficiently comprehensive to
avoid the pitfall specificity. That is,
where what is overlooked or left
out is, by implication, excluded.
Whether we achieve these objec-
tives is a matter for debate across
the profession. 

1. Abilities to observe and com-
municate. What are the essential
expectations for nurse anesthetists
in terms of sight, hearing and



www.aana.com/members/journal/ AANA Journal/August 2005/Vol. 73, No. 4 267

speech—the physical functions
that support the capacity to
observe and communicate? When
do limiting conditions impede per-
formance or endanger patients? 

• Sight. Few would argue that a
blind student could be otherwise
qualified to be a nurse anesthetist.9

The issue is one of degree. For
example, at what point would a
condition, such as macular degen-
eration, involving progressive dete-
rioration limit performance? The
courts will support reasonable line
drawing tied to performance.10

• Hearing. Similarly, the Supreme
Court found a deaf student not oth-
erwise qualified to be a nurse in
Southeastern Community College v
Davis.11 Again, the question is at
what point do limitations on hear-
ing impede the capacity to perform
the requirements of the job? That
determination depends on the
objective conditions of administer-
ing anesthesia.

• Speech/communications. There
are few reported cases available for
guidance, but the same analysis
applies. What is important is the
nurse anesthetist’s capacity to com-
municate accurately and be under-
stood clearly and immediately,
especially in emergency situations.
Implicated are conditions such as
stuttering, Tourette’s syndrome,
slurring, or limitations associated
with cerebral palsy. 

Next we propose draft language
for a statement on the abilities to
observe and communicate that
focus on performance expectations
or outcomes of practice. 

Nurse anesthetists must be able to
observe, hear, and understand evidence
about a patient’s status quickly and
accurately as well as communicate rap-
idly and clearly with patients, members
of the healthcare team, and others.

2. Physical capabilities and
motor skills. What tasks involving
physical capabilities and motor
skills of nurse anesthetists are
essential to daily practice? The fol-

lowing list provides a starting
point. All deal with a common
issue: when do limitations reach
the level of impediment to per-
formance by the individual with
the effect of placing an undue bur-
den on other members of the
healthcare team. Answers require
development of some degree of
professional consensus.

• Lifting, strength and gross motor
skills. Nurse anesthetists transfer
patients and move equipment in
performing their roles. This
requires some degree of strength,
the capacity to lift weight, and
gross motor skills sufficient to
accomplish multiple tasks. Ques-
tions about these capacities also
arise in situations where those
once fully capable endure deterio-
rating physical conditions, such as
back pain, arthritis, scoliosis, or
other degenerative diseases.

• Mobility. Some degree of speed
and dexterity are needed both to
administer anesthesia and to care
for patients under anesthesia. Can
a wheelchair-bound nurse maneu-
ver quickly enough to perform the
essential functions of an anes-
thetist? Again, performance stan-
dards help in determining needs to
accommodate those suffering from
diseases, such as multiple sclerosis,
that progressively limit mobility? 

• Hand-eye coordination. Good
hand-eye coordination is required
to calibrate and operate the com-
plex equipment used in delivering
anesthesia. The question is one of
establishing limitations and is
often posed in situations with
degenerative conditions, such as
Parkinson disease.

• Tactile capacity. Tactile capacity
is required in many areas of practice
from physical examinations (palpi-
tations) to therapeutic interventions
(intravenous placement and other
invasive catheters). Here, questions
may not always be evident until a
student encounters clinical practice.

• Stamina. Surgical interventions
may involve long hours with
demands on both the physical and
mental endurance of team mem-
bers. Nurse anesthetists often stand
for long periods and endure the
physical and mental stress associ-
ated with emergency conditions. To
what standard should a nurse anes-
thetist be held in terms of situa-
tions that arise with relative fre-
quency?

• Professional image. A word of
warning! The nursing profession
has occasionally raised questions
about obesity as a physical charac-
teristic precluding entry into prac-
tice. This derives from the idea that
nurses should be models for
healthy living practices. Judicial
decisions suggest problems with
exclusionary criteria related to
weight.12

The following suggests draft lan-
guage for a standard to cover the
physical capabilities and motor
skills expectations for nurse anes-
thetists.

Nurse anesthetists are required to
move, transfer, and position patients
and to locate and arrange equipment as
needed; to be sufficiently mobile to
provide care to several patients at a
time and to have sufficient dexterity,
hand-eye coordination and stamina to
operate complicated instruments and
perform procedures for prolonged peri-
ods as medically necessary.

3. Cognitive skills and intellec-
tual capacities. What cognitive
skills and intellectual capacities are
needed to perform the roles
assigned nurse anesthetists? Al-
though the list is long, most may be
grouped into the 4 categories set
forth below. The first 3 raise issues
associated with various types of
learning disabilities and attention
deficit disorders. The last impli-
cates intellectual capacity and
judgment more generally.

• Capacity to understand and in-
terpret complex information. Nurse
anesthetists work in environments
where they are called upon to iden-
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tify, assimilate and react to multiple
forms of information quickly and
accurately with little margin for
error. The degree to which various
learning disabilities or attention
deficit disorders have an impact on
performance requires educators to
assess their impact in academic and
clinical settings and to decide that,
if severe enough, the individual is
not otherwise qualified. Several
cases, especially those dealing with
clinical aspects of medical educa-
tion, suggest the willingness of
courts to find limits on accommo-
dations when delivering care.13

• Capacity to learn and apply new
information. The practice of anes-
thesia undergoes continual revision
requiring practitioners to seek out,
learn, and apply new information.
Although only indirectly related to
the many forms of learning disabil-
ities and attention deficit disorders,
this standard also provides a frame-
work for dealing with problems
associated with aging, Alzheimer’s
disease, or other conditions affect-
ing learning and adapting to a
dynamic practice environment.

• Capacity to translate and docu-
ment complex information accu-
rately. This component emphasizes
a basic need in practice and pro-
vides notice, especially to those
with dyslexia, about performance
expectations often under stressful
conditions. 

• Capacity to recognize and dif-
ferentiate standard from nonstandard
patterns of patient responses. A key
requirement for nurse anesthetists
in administering anesthesia is the
capacity to recognize and distin-
guish between standard and non-
standard patterns of patient behav-
iors and responses. Although not
implicating a disability, this stan-
dard goes to the core of clinical
judgment and is a benchmark of
professional performance. 

What language might create a

standard encompassing these capac-
ities?

Nurse anesthetists are able to under-
stand, synthesize and interpret com-
plex medical information related to
patient needs and care; to transcribe
and communicate that information
quickly and accurately; and to distin-
guish standard from nonstandard pat-
terns of patient behaviors and re-
sponses.

4. Decision-making skills. Mak-
ing good decisions is a minimal
expectation for practitioners. The
failure to make good decisions over
time is often a first indicator of
underlying problems, regardless of
cause. Again, not all aspects of deci-
sion-making necessarily implicate
disability but evidence of impaired
judgment may be first apparent in a
breakdown of decision-making
skills that affect judgment and com-
promise patient care. These are
often first observed by colleagues
and may give rise to the ethical
dilemmas associated with enforcing
standards of practice. Since deci-
sion-making involves numerous
components, how might these be
broken down into benchmarks that
help us assess competency? 

• Capacity to organize information
and prioritize actions based on that
information: Categorizing, sequenc-
ing, planning, and then acting
depend on complex mental func-
tions. Although important to didac-
tic learning, these capacities are cru-
cial in practice settings when
professionals apply information on
behalf of patients. Many conditions
can influence decision-making
capabilities. For example, dyslexia,
mental and emotional impairments,
substance abuse, Alzheimer’s dis-
ease, and stroke.

• Capacity to make decisions in a
considered but timely manner. Nurse
anesthetists function in settings
many would describe as pressured
or stressful. Such dynamics may
exacerbate underlying problems
including those associated with
substance abuse and emotional or

mental impairments. These disabil-
ities are protected by the laws only
to the extent that the person has
successfully completed rehabilita-
tion after substance abuse or has
been medically stabilized in cases
of mental or emotional disorders.14

• Capacity to identify cause-effect
relationships in clinical situations
that are reflected in clinical judg-
ments about patient care. This com-
petence addresses the essence of
clinical judgment, a core expecta-
tion for nurse anesthetists. A prac-
titioner acquires knowledge about
treatments and technologies for
delivering anesthesia to patients
and, through experience, a founda-
tion for applying that knowledge
on behalf of individual patients.
Any lack of capacity in this area,
regardless of cause, implicates this
competency. 

How might these competencies
be formulated into a standard?

Nurse anesthetists are expected to
demonstrate the capacity to gather,
organize, assess, prioritize, make deci-
sions, and then act on information
appropriately so as to facilitate the
prompt and timely delivery of patient
care.

5. Behavioral and social attrib-
utes. This standard comprehends
the behavioral and social expecta-
tions for nurse anesthetists individ-
ually and in their interactions with
patients, families, and the public as
well as with professional colleagues
and members of the healthcare
delivery team. Again, most of these
are self-evident.

• Capacity to interact profession-
ally and appropriately. Nurse anes-
thetists work with many groups,
patients, their families, and multiple
members of the healthcare delivery
team. The ability to maintain good
working relationships with all on a
consistent basis is important to pro-
fessional practice and to the integrity
of the profession.

• Capacity to develop rapport and
work cooperatively. Rapport goes 1
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step further and includes gaining
respect and trust necessary to open
communication. It is a building
block for establishing working rela-
tionships with patients and other
members of the healthcare team. 

• Capacity to manage information
and preserve confidentiality. Com-
munication of information about
patients is implicit in good care.
Nurse anesthetists have access to
patient records and other impor-
tant information. Nurse anes-
thetists should preserve confiden-
tiality and manage information
discretely and in a timely manner. 

• Capacity to give and receive
advice. Nurse anesthetists both give
and receive advice on a regular
basis. In both capacities they must
demonstrate skills necessary to pre-
serving collegiality as well as the
capacity to accommodate advice
and criticism appropriate to the
larger goal of improving the delivery
of care and professional practice. 

• Commitment to acquiring new
knowledge, ensuring quality, and
enhancing the practice of nursing
anesthesia. Nurse anesthetists prac-
tice in an environment informed by
medical research and changing
technologies. Professional practice
requires ongoing commitment to
improving quality, to upgrading
knowledge, and to adopting new
technologies as appropriate.

These competencies might be
combined in the following language.

Nurse anesthetists should exhibit pro-
fessionally appropriate behaviors at all
times with patients, members of the
healthcare delivery team, and the pub-
lic. These behaviors include capacities:
to establish rapport and trust including
respect for team roles and norms; to
preserve confidentiality; to communi-
cate clearly with patients, other health-
care providers and the public; to com-
plete work in a timely manner; and to
demonstrate commitment to ensuring
the quality of and upgrading the prac-
tice of nurse anesthesia.

Now what?
This article proposes a set of poten-
tial criteria, in the form of minimal
standards of competence for
prospective (and perhaps even prac-
ticing) nurse anesthetists. These
proposed standards are designed to
provoke discussion among those
responsible for preparing future
practitioners. We began with ques-
tions posed to the profession gener-
ally, and educators specifically, by
the laws protecting individuals with
disabilities from discrimination
based on their disabilities. We argue
that there is a need and a use for
standards. However, the standards
presented here go well beyond
issues raised by the laws on disabil-
ity. They are broad in scope and
implicate professional practice gen-
erally. Now, the involvement of the
broad spectrum of nurse anes-
thetists is necessary to developing
some consensus about standards of
practice. 
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