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Introduction
Nursing care delivery models determine how clinical responsibility, communication, delegation, and
continuity are organized within a patient-care environment. The model matters because even highly
skilled nurses can struggle when accountability is fragmented or work is distributed without a shared
understanding of priorities. In a busy emergency department, the observed pattern resembles
functional nursing: staff receive defined tasks, move among several patients, and rely on a charge
nurse to coordinate department flow. Functional allocation can improve speed when many patients
need similar procedures, but it also creates the possibility that one nurse knows the assessment,
another knows the medication response, and another knows the discharge plan without anyone
integrating the whole picture. A safer emergency-care design combines the flexibility of task sharing
with clear patient-level accountability. Comparing functional nursing, team nursing, total patient care,
primary nursing, and modular approaches suggests that no classical model should be copied rigidly.
The strongest arrangement is a hybrid in which every patient has an accountable registered nurse
working within a coordinated team.

Functional Nursing: Efficiency With a
Fragmentation Risk
Functional nursing divides work according to activities rather than assigning one nurse
comprehensive responsibility for every aspect of a patient’s care. One clinician may administer
medications, another may complete assessments or procedures, and another may support
documentation or discharge. In an emergency department, this can be valuable during surges
because specialized skills can be directed quickly toward the highest-volume needs. A nurse
experienced in intravenous access, for example, may help several patients efficiently while other
registered nurses focus on assessment, escalation, and clinical judgment. The weakness is that
completed tasks can be mistaken for coordinated care. A patient’s condition is not a checklist of
unrelated procedures; medication effects, laboratory findings, pain, mobility, vital-sign trends, and
discharge readiness must be interpreted together. Functional nursing therefore depends heavily on
communication systems that restore the continuity lost through task division. Without that
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integration, everyone may perform assigned work correctly while a clinically important pattern
remains unnoticed.

Team Nursing and the Value of Shared Situational
Awareness
Team nursing organizes a group of clinicians around a defined set of patients under the leadership of
a registered nurse. The team may include registered nurses, practical or vocational nurses, nursing
assistants, and other personnel whose activities are assigned according to competence, scope of
practice, and patient need. Unlike a purely functional system, the team is responsible for the
complete care of its patient group rather than only for selected tasks. This makes team nursing well
suited to environments where workload changes rapidly and staff need to support one another.
AHRQ’s TeamSTEPPS framework emphasizes team leadership, communication, situation monitoring,
and mutual support as core skills for safe care. Those principles are especially important in
emergency departments because interruptions, crowding, diagnostic uncertainty, and rapid
deterioration are common. Team nursing does not automatically create teamwork, however. If roles
are vague, briefings are absent, or the team leader is overloaded, the model can collapse into task
allocation under a different name. Effective team care requires explicit accountability, closed-loop
communication, and regular updating of the shared plan.

Total Patient Care and Primary Nursing: Strong
Accountability, Different Fit
Under total patient care, one registered nurse provides most nursing care for assigned patients during
a shift, integrating assessment, interventions, education, communication, and evaluation. This model
offers clear accountability and reduces the risk that essential information is scattered among several
people. It can also strengthen the therapeutic relationship because patients know which nurse is
primarily responsible for their care. In emergency departments, however, rigid total-care assignments
can become difficult when one nurse suddenly manages a resuscitation while other assigned patients
still require attention. Primary nursing extends accountability beyond one shift by giving a primary
nurse continuing responsibility for coordinating the plan throughout an admission. That approach is
more natural in inpatient units where patients remain for days or weeks. Its principles still matter in
emergency care, particularly for boarded or observation patients, because naming an accountable
clinician and preserving clinical reasoning across transitions improves continuity. The useful lesson
from both models is not that one nurse must perform every activity personally, but that someone
must integrate delegated work into a coherent plan.
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A Zone-Based Hybrid for Emergency Care
A practical emergency-department model can combine modular and team nursing by organizing staff
into geographic zones or pods while identifying one accountable registered nurse for each patient.
Within the pod, tasks can be shared according to workload and competence, allowing rapid help
during surges without losing patient-level ownership. An electronic tracking board can display the
responsible nurse, acuity, pending tests, critical results, expected disposition, and major safety
concerns. The accountable nurse does not need to perform every intervention, but should confirm
delegated work, interpret its significance, communicate changes, and ensure the patient understands
what is happening next. This arrangement preserves the efficiency of functional nursing while
addressing its greatest weakness. It also reduces unnecessary movement because staff work within a
defined area and can more easily observe one another’s patients. The existing Academic Master
discussion of care delivery models reinforces the point that contemporary nursing systems often work
best as hybrids rather than as exact reproductions of classical textbook categories.

Delegation, Skill Mix, and Legal Accountability
Any hybrid model must distinguish delegation from transfer of professional accountability. A
registered nurse can delegate appropriate tasks to qualified personnel, but the nurse still needs to
consider patient stability, complexity, predictability, the delegatee’s competence, organizational
policy, and legal scope of practice. A stable patient needing routine assistance creates a different
delegation decision from a patient with rapidly changing respiratory or neurological status. Skill mix
should therefore be driven by patient needs rather than by the assumption that every activity should
be assigned to the least expensive worker capable of performing part of it. Poorly designed delegation
can create rework, missed deterioration, duplicated communication, and unsafe delays that erase
apparent labor savings. Managers should also recognize that competence is individual, not merely
attached to a job title. Orientation, supervision, and continuing evaluation are essential. In a strong
model, delegation increases capacity while preserving clinical oversight. In a weak model, it
fragments responsibility and leaves staff uncertain about who must follow up when a result,
symptom, or patient concern requires action.

Handoffs, Patient Participation, and Continuity
Emergency care contains repeated transitions: triage to treatment, one nurse to another, diagnostic
testing back to the care area, emergency department to inpatient unit, or department to home. The
delivery model should make those transitions explicit rather than assuming information will follow
automatically. Handoffs need the patient’s current condition, major risks, treatment response,
pending results, and contingency plans, not merely a list of completed tasks. Structured
communication such as SBAR can support concise transfer, while closed-loop confirmation is valuable
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when instructions are urgent. Patients and family caregivers should also be treated as information
partners when appropriate. They can identify medication discrepancies, new symptoms,
misunderstandings, or changes that staff have not noticed. This patient-centered dimension is
consistent with high-quality nursing care because continuity is partly created through understandable
communication. A strong system tells the patient who is responsible, what is happening next, and
whom to alert when something changes. Patient participation therefore improves both experience and
safety.

Staffing and Evaluation Determine Whether the
Model Works
No delivery model can compensate for chronic understaffing, excessive boarding, unsafe workload, or
a culture in which staff are afraid to ask for help. Team nursing can distribute pressure, but a team
whose members are all overloaded still cannot reliably monitor changing patients. Charge nurses
need enough protected capacity to lead, resolve flow problems, coordinate escalation, and support
staff rather than carrying an assignment that makes department-wide oversight impossible. Redesign
should therefore be evaluated with outcomes rather than judged by whether the organizational chart
looks cleaner. Useful measures include medication errors, falls, missed nursing care, delayed
treatment, handoff failures, patient complaints, overtime, turnover, staff perceptions of support, and
time to disposition. A pilot in one zone can test whether accountability and communication improve
before wider implementation. Education alone will not sustain change if staffing systems, electronic
tools, scheduling, and managerial behavior continue to reward the old pattern. Care-model
improvement succeeds only when the surrounding work environment supports the responsibilities the
model assigns.

Conclusion
Functional nursing offers speed, specialization, and flexibility, which explains why task-based work
can emerge naturally in a crowded emergency department. Its central weakness is fragmentation: the
patient’s story can be divided among several clinicians even when every individual task is completed
correctly. Total patient care and primary nursing provide stronger continuity, but their classical forms
are less adaptable to rapidly changing emergency workload. Team and modular nursing provide a
more appropriate foundation when they are combined with explicit patient accountability, clear
delegation, structured handoffs, and active situational awareness. The recommended model is
therefore a zone-based hybrid in which every patient has an accountable registered nurse within a
defined team, while tasks can be redistributed safely during surges. Leadership, staffing, and
communication are more important than the name attached to the model. A care-delivery system
should ultimately be judged by whether it improves safety, continuity, patient understanding, staff
support, and clinical outcomes rather than by the efficiency with which isolated tasks are completed.
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