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Broadening the Scope of Nursing Practice


Nurses for the Future
Linda H. Aiken, Ph.D., R.N.


On October 5, 2010, the In-
stitute of Medicine (IOM) 


issued a report in which it rec-
ommended that the proportion 
of nurses in the United States 
who hold at least a bachelor’s 
degree be increased from its 
current level of 50% to 80% by 
2020.1 The education of nurses 
may seem to be a less pressing 
matter than providing access to 
care for millions of uninsured 
Americans and making care af-
fordable, effective, and safe for 
all. Yet if we don’t alter the his-
torical patterns of nursing edu-
cation, the country’s nursing re-
sources will be crippled for the 
foreseeable future — with reper-
cussions for all those patient-
focused goals.


Nursing schools are turning 
away tens of thousands of quali-
fied applicants because of bud-
get constraints and a worsening 
faculty shortage. Within the next 
10 years, half of nursing-school 
faculty members will reach retire-
ment age; the anticipated attrition 
represents a crisis in the making, 
with potentially far-reaching con-
sequences for the replenishment 
of the nurse workforce, which is 
itself on the verge of losing some 
500,000 nurses to retirement.


The number of new gradu-
ates from nurse-practitioner pro-
grams has remained flat, at 
about 8000 per year, despite rap-
idly escalating demand. The 80-
hour workweek for resident phy-
sicians was made possible by 
teaching hospitals’ hiring of 
thousands of advanced-practice 
registered nurses (APRNs). More 
than 3 million American fami-
lies annually have received care 
at some 1100 new retail clinics 
staffed primarily by APRNs. 
APRNs have facilitated the larg-
est expansion of community 
health centers since the 1960s, 
with 7354 sites throughout the 
country now providing care for 
more than 16 million people. 
Nurse anesthetists administer an 
estimated 30 million anesthetics 
to patients each year. Moreover, 
a number of health care reform 
initiatives are predicated on 
APRNs’ filling a range of new 
roles in primary care, prevention, 
and care coordination.


Why has the graduation rate 
of APRNs stalled when there are 
so many good employment op-
portunities for nurses, and why 
is there a looming shortage of 
nursing faculty? The answer is 
simple, although the solution may 


not be: to qualify for faculty or 
APRN positions, most nurses 
have to return to school after 
obtaining their basic education 
and licensure to acquire two or 
more additional academic degrees 
— a prospect that is simply not 
feasible for most practicing nurses.


Approximately 60% of new 
nurses graduate from associate’s 
degree programs, 36% from 
bachelor’s degree programs, and 
3% from hospital-sponsored di-
ploma programs. The creation 
of multiple educational entry 
points to nursing has been pro-
moted by public policies de-
signed to optimize access to 
nursing education for a diverse 
student body, promote wide 
geographic distribution in sup-
ply, and keep costs affordable. 
But a serious unintended conse-
quence of permitting the major-
ity of new graduates to enter 
nursing practice with an associ-
ate’s degree or less is that too 
few nurses advance through 
multiple additional degrees to 
qualify as faculty or APRNs.


The graph shows the yield of 
graduate degrees according to 
the type of basic nursing educa-
tion received. For every 1000 
nurses who initially graduated 
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from a bachelor’s degree program 
between 1974 and 1994, almost 
200 eventually obtained a mas-
ter’s or higher degree. In con-
trast, only 58 of every 1000 
nurses who initially graduated 
from an associate’s degree pro-
gram obtained at least a mas-
ter’s degree. Moreover, twice as 
many nurses with an initial 
bachelor’s degree ultimately ob-
tained a doctorate, a finding that 
is relevant to the IOM’s call for a 
doubling of the number of doc-
toral level nurses by 2020.


Of the approximately 72,000 
nurses graduating from associ-
ate’s degree nursing programs 
in 2010, only about 4000 are 
likely to ever obtain a master’s 
or higher degree — a yield that 
cannot produce enough faculty 
to replenish a workforce of more 
than 3 million nurses. Had the 
proportions of registered nurses 
with initial education in bache-
lor’s and associate’s degree pro-
grams been reversed between 
1974 and 1994, with the larger 
proportion being bachelor’s grad-


uates, there would probably have 
been 50,000 more nurses today 
with master’s or higher degrees.2


The IOM is recommending the 
creation of more efficient path-
ways for nurses to obtain addi-
tional education after licensure. 
Among the benefits of a more 
highly educated nurse workforce 
is the potential for improving 
patient outcomes.3 However, un-
less patterns of initial education 
are changed, the stream of nurs-
es into graduate education will 
not be large enough to avert 
shortages of faculty and APRNs. 
There is a limit to the number of 
degrees nurses can reasonably be 
expected to obtain after licensure.


The most promising strategy 
for producing enough faculty 
members and APRNs is for all 
prelicensure nurse-education pro-
grams to confer bachelor’s de-
grees. Because of licensure re-
quirements, there is no longer a 
substantial difference in the time 
to completion of associate’s and 
bachelor’s degrees in nursing: 
both take about 3 years of full-


time study. The IOM has called 
for discontinuing hospital diploma 
programs entirely. Some states 
now permit community colleges 
to grant bachelor’s degrees in 
nursing, which is a reasonable 
solution. Distance learning and 
simulation technologies, partner-
ships between educational institu-
tions and clinical organizations, 
and more creative collaboration 
between community colleges and 
universities can facilitate the pro-
vision of a bachelor’s degree to 
everyone who enters a prelicen-
sure program. Students will not 
pass up an opportunity to obtain 
a bachelor’s degree for the same 
time commitment and cost re-
quired for an associate’s degree, 
and nursing schools, including 
community colleges, will respond 
to financial incentives that re-
ward them for granting a bach-
elor’s degree as the end point of 
basic nursing education.


Public funding for nursing 
education must be used to steer 
the change in basic nursing edu-
cation, just as public funding 
for patient care steers change in 
health care delivery. More than 
$8 billion per year in Perkins 
funds from the Department of 
Education (an important source 
of funding for community col-
leges but outside the reach of 
health care workforce planning) 
could be used as part of a com-
prehensive federal strategy that 
would make it possible for all 
new nurses to graduate with a 
bachelor’s degree. Baccalaureate 
education is a stated priority for 
Title 8 funds (annual appropria-
tions administered by the De-
partment of Health and Human 
Services that support nursing ed-
ucation), but funding levels are 
inadequate. The Nurse Training 
Act of 1964 expanded university 
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education for nurses and laid 
the groundwork for the develop-
ment of APRNs.4 We need an 
equivalent effort now. The ap-
proximately $160 million per year 
in Medicare funding for nursing 
education should be used to sup-
port clinical training of graduate-
level APRNs rather than diploma 
nursing programs.5


It will be extremely difficult, 
if not impossible, to generate 
enough nursing faculty, APRNs, 
and nurses to fill leadership and 
executive roles requiring gradu-
ate-level education if entry-level 


nursing education does not shift 
entirely to the baccalaureate lev-
el. The stakeholders (education-
al institutions and students) will 
respond to financial incentives 
— which are, after all, the tried-
and-true American way of bring-
ing about change.


Disclosure forms provided by the author 
are available with the full text of this arti-
cle at NEJM.org.
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Nurses for the Future


Assessing an ACO Prototype — Medicare’s Physician Group 
Practice Demonstration
John K. Iglehart


One of the few major provi-
sions of the Affordable Care 


Act (ACA) with solid bipartisan 
support establishes a new deliv-
ery model: the accountable care 
organization (ACO). Congress di-
rected the Department of Health 
and Human Services (DHHS) to 
develop an ACO program to im-
prove the quality of care provid-
ed to Medicare beneficiaries and 
reduce its costs while retaining 
fee-for-service payment. Under 
this program, medical groups 
would have to take responsibility 
for achieving these goals and 
would share in any savings de-
rived by Medicare.


Despite the burst of interest 
in ACOs, little attention has been 
paid to the results of a demon-
stration project sponsored by the 
Centers for Medicare and Medic-
aid Services (CMS) that was the 
model for the reform law’s ACO 
provisions. In the Medicare Physi-
cian Group Practice (PGP) demon-


stration, the CMS contracted with 
10 large multispecialty groups 
with diverse organizational struc-
tures, including free-standing phy-
sician groups, academic faculty 
practices, integrated delivery sys-
tems, and a network of small 
physician practices.1


As a share of total Medicare 
spending, fee-for-service expendi-
tures for physician services have 
been relatively stable (13% of $491 
billion in 2009). However, this 
payment model has been under 
attack because of its inherent in-
centive for increasing the quanti-
ty, but not necessarily the quality, 
of physician-delivered care. But 
policymakers vividly remember 
the backlash against managed 
care, whose capitation payments 
were seen as an incentive to stint 
on care, so with no new alterna-
tive to fee for service in the off-
ing, Medicare’s physician-payment 
policy has remained essentially 
static.2


In 2000, Congress tasked the 
DHHS with testing incentive-based 
payment methods for physicians, 
directing Medicare to encourage 
care coordination and investment 
in processes for more efficient 
service delivery and to reward phy-
sicians for improving health care 
outcomes. In response, the CMS 
designed the PGP project to ex-
amine whether care management 
initiatives could generate cost sav-
ings by reducing avoidable hos-
pital admissions, readmissions, 
and emergency department vis-
its, while improving quality.1


The demonstration began in 
April 2005, with 10 large group 
practices (ranging from 232 to 
1291 physicians) operating in 
various regions of the country. 
Participating doctors received 
their regular Medicare fee-for-
service payments, but the groups 
were also eligible for an 80% 
share of Medicare’s savings 
(“performance payments”) if the 
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I. Executive Summary 
 
The landmark report The Future of Nursing: Leading Change, Advancing Health released in October 
2010 is a thorough examination of the nursing workforce and proposes recommendations for an 
action-oriented blueprint on the future of nursing.  These recommendations are intended to 
support efforts to improve health care in the U.S. by advancing the role nurses play in today’s 
health care system. Sponsored by the Robert Wood Johnson Foundation (RWJF) Initiative on the 
Future of Nursing (IFN) at the Institute of Medicine (IOM), the report focuses heavily on education 
progression. Two of the recommendations addressed the need for a transformed education system 
for future nurses: 


Recommendation 4: Increase the proportion of nurses with a baccalaureate 
degree to 80 percent by 2020. Academic nurse leaders across all schools of nursing 
should work together to increase the proportion of nurses with a baccalaureate 
degree from 50 to 80 percent by 2020. These leaders should partner with education 
accrediting bodies, private and public funders, and employers to ensure funding, 
monitor progress, and increase the diversity of students to create a workforce 
prepared to meet the demands of diverse populations across the lifespan. 
 
Recommendation 5: Double the number of nurses with a doctorate by 2020.  
Schools of nursing, with support from private and public funders, academic 
administrators and university trustees, and accrediting bodies, should double the 
number of nurses with a doctorate by 2020 to add to the cadre of nurse faculty and 
researchers, with attention to increasing diversity. 


 
 These recommendations point to the need to transform our current nursing education system. 
Transformation is needed not only to meet the goals of increasing the numbers of nurses with 
baccalaureate and higher degrees, but also to transform nursing education in order to prepare the 
nurse of the future. There is currently much work to build upon for educational transformation: 
the alignment of programs around technology-driven education delivery such as simulation, co-
creating competencies of the future nurse, co-enrollment of students at both AD and BS levels and 
other innovative strategies to meet not only the goal of increased academic preparation, but also to 
better prepare the nurse of the future at all levels. 
 
Building and promoting the report’s recommendations, the Campaign for Action—a multi-year 
initiative to improve the quality of patient care by fully utilizing the expertise and experience of 
nurses—recognizes the critical role nurses play in providing patient care and care coordination 
across the health continuum.  
 
The Center to Champion Nursing in America (CCNA) has been charged by RWJF to advance the 
recommendations for educational transformation by joining forces with the Campaign for Action.  
CCNA has been working to engage its coalition; council and state teams to provide evidence-based 
practices in education that promote interprofessional collaboration and leadership and to assure 
well-prepared frontline nurses as well as APRNS and nursing faculty to meet growing demand. The 
CCNA-led groups include education accrediting bodies, private and public funders, and employers 
which the recommendations on educational transformation suggest as partners for success in 
meeting the recommendation’s goals.  
  



http://thefutureofnursing.org/recommendation/detail/recommendation-4

http://thefutureofnursing.org/recommendation/detail/recommendation-4

http://thefutureofnursing.org/recommendation/detail/recommendation-5
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On April 13, 2011, CCNA held the Equip and Empower for Educational Transformation: Getting to 
80% Baccalaureate by 2020 webinar.  The online meeting convened nursing leaders from 
throughout the northeast region to showcase their efforts in education progression.  The webinar 
served as a forum for state leaders to discuss and learn about effective implementation strategies 
that align with the IFN report’s recommendations. The overall purpose of the webinar was to: 
 


 Identify baseline educational transformation strategies in their state. 
 Value success factors from other state models and consider how to use these strategies in 


their state.   
 Recognize essential partners needed to transform nursing education in their state and 


region. 
 Connect resources from national nursing education organizations to their state and regional 


efforts to transform nursing education.    
 Identify initial next steps to achieving educational transformation in their state and region.   
 Communicate technical assistance needs related to building learning collaborative for 


educational transformation.  
 
This online meeting—the first, of a series of webinars—was designed to build a collaborative 
learning community to achieve nationwide goals around educational transformation.  This is the 
first of two resource guides prepared as a result of the webinar.  This guide focuses on the 
background of the CCNA and national perspectives pertinent to achieving recommendation 4.  
 


II. Background  
 


CCNA’s Partnerships 
The Center to Champion Nursing in America is an initiative of AARP, the AARP Foundation and the 
Robert Wood Johnson Foundation. The Center, a consumer-driven, national force for change, 
works to ensure all Americans have access to a highly skilled nurse when and where they need 
one. 


 
About CCNA 
Since CCNA’s launch in 2007, education capacity for nurses has been a top priority. To address this 
growing problem, in 2008 and 2009 CCNA, AARP, RWJF, the U.S. Department of Labor, the U.S. 
Department of Health and Human Services' Health Resources and Services Administration (HRSA) 
convened two national summits on nursing education capacity. The charge: to address the 
challenges in teaching sufficient numbers of nurses the skills required in the 21st century.  
 
CCNA’s summits helped to identify and develop approaches to improving nursing education 
capacity— with the ultimate goal of reversing the persistent nursing shortage that could leave the 
United States without enough nurses. 
 


CCNA State Teams 
In the past 4 years, eighteen state teams shared best practices to expand nursing education and 
foster action in four key areas: strategic partnerships and resource alignment; policy and 
regulation; increasing faculty capacity and diversity; and education redesign.  
 
Two years later, CCNA is now working with over 30 states to help strengthen education capacity 
efforts. These state teams are comprised of representatives from nursing education and practice, 
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state workforce offices, state departments of labor, consumers (often AARP state offices), local 
businesses, philanthropies, and others. With the Initiative on the Future of Nursing’s goal of 
increasing the number of graduates of baccalaureate and doctoral degrees, CCNA will be leading 
efforts to not only increase the capacity of schools and numbers of graduates, but also continue to 
focus on the qualities of the graduates. The states involved in the capacity work thus far include: 
Alabama      
California      
Colorado  
Florida    
Georgia   
Hawaii     
Idaho   
Illinois   
Indiana    
Iowa   
Kentucky  


Louisiana 
Maryland 
Massachusetts 
Michigan 
Mississippi 
Nebraska 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota  


Ohio 
Oregon 
Rhode Island 
South Carolina 
Texas 
Virginia 
Washington  
West Virginia 
Wisconsin


 
CCNA’s Technical Assistance Program 
CCNA provides technical assistance to state teams that are committed to addressing the looming 
nursing shortage and educate, guide and deploy the nursing workforce of the future through their 
Technical Assistance Program.  The program helps bring the best practices and expertise of model 
state teams, which have experienced successes in expanding nursing education capacity, 


collaborating with key stakeholders and enhancing competencies of nursing graduates to improve 
health, to the other state teams. 
 


Emerging Trends among States 
Through CCNA’s state teams, a national collection of technical assistance needs and best practices 
for collaboration across states and regions has emerged. The ability to increase the numbers of 
nurses prepared at the baccalaureate level, especially when most states are still experiencing 
budget deficits is a major challenge, along with developing partnerships with employers and 
improving the overall quality of nursing education. 


 
 
About the Campaign for Action 
The Future of Nursing: Campaign for Action, organized by the Robert Wood Johnson Foundation in 
collaboration with AARP, will help nurses maximize their contributions to health care.  The 
campaign is working to: 


 strengthen nurse education and training; 
 enable nurses to practice to the full level of their education and training; 
 advance interprofessional collaboration across the health spectrum;   
 expand leadership ranks to ensure that nurses have a voice on management teams, 


in boardrooms and during policy debates; and 
 improve health care workforce data collection.  


 
The Future of Nursing: Campaign for Action is guided by a Strategic Advisory Committee 
representing leaders in business, health care, education and consumer advocacy. RWJF is 
collaborating with AARP to lead and provide technical assistance for the Campaign for Action. The 
Campaign consists of integrated strategies for stakeholder outreach, communications, policymaker 
outreach, and research, monitoring and evaluation.  
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Action Coalitions 
A critical component of the Campaign for Action is Action Coalitions (AC), which are organized 
groups of both nursing and non-nursing leaders and stakeholders working at local, state, and 
regional levels to transform health care through nursing.  The purpose of these ACs is to share best 
practices, track lessons learned, and identify replicable models.  With technical assistance from 
CCNA, ACs will develop and implement a unique set of regional goals and campaigns within the 
framework of the IOM recommendations. 
 
There are currently ACs in 15 states, and the Campaign will select eight to 10 additional ACs for 
the second phase of a three-phase expansion effort.  Phase 3 expansions will begin in September 
2011 with the goal of establishing ACs in all 50 states and the District of Columbia.  
 
The northeast states that are currently ACs are New York and New Jersey.  There are also 10 
“prep” states including Pennsylvania and Connecticut.  “Prep” states are states that are working on 
their teams and plan to become ACs in the next wave.  States that are not currently involved with 
ACS are encouraged to join. 
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III.  Welcome and Opening Remarks 
 


Opening Remarks  
 
Susan Reinhard, Senior Vice President and Director, AARP Public Policy Institute; Chief 
Strategist, Center to Champion Nursing in America,  welcomed webinar participants and 
reinforced CCNA’s commitment of ensuring everyone has a skilled nurse when and wherever they 
need one—which starts with education transformation.  To improve the nation’s education 
system, states must play an integral part in helping nurses achieve higher levels of education and 
training to promote seamless academic progression. 
 
Susan Hassmiller, Senior Advisor of Nursing, Robert Wood Johnson Foundation, then 
discussed the Future of Nursing: Campaign for Action and highlighted RWJF’s deep commitment to 
implementing the IOM recommendations, especially those geared to educational transformation.  
 
Strategies identified to advance IOM recommendations on educational transformation included:  
 


 Leverage advocacy groups and professional societies to raise awareness of educational 
issues.  


 Forge relationships between hospitals and schools to increase teaching salaries.  
 Seek out opportunities with health plans to produce more capable providers at lower costs. 
 Provide federal incentives for states.  
 Transition messaging to focus on the need for master’s and doctorate degrees.  
 Expand opportunities for technological innovation in education.  
 Explore and build effective residency programs.  


 
Currently, six percent of nurses who graduate with an AD get an advanced degree, enabling them 
to teach, compared to 20% of BSN graduates who earn advanced degrees. Hassmiller cautioned, “If 
nurses are to be as effective as possible in helping to transform care, they’ll need to be better 
prepared as care becomes more complex and moves into the community. We need more nurses with 
advanced degrees to provide primary care and teach the next generation of students.” 
 
 


IV. Overview of Transformational Models in 
Nursing Education 


 
The webinar was divided into four topic areas and included a variety of expert speakers who 
shared their challenges, successes, case studies and details about educational models used by 
states, universities and national organizations.  The webinar included a discussion about the 
Oregon Consortium for Nursing Education (OCNE), educational progression models in three other 
states (New York, Massachusetts, North Carolina) and presentations from three national 
organizations (American Association of Colleges of Nursing, National Council of State Boards of 
Nursing, National League for Nursing).  While the education strategies varied by geography, size 
and constituency, they shared underlying components key to advancing educational 
transformation. 
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Although the intent of the models seem very focused on increasing the number of nurses with 
baccalaureate of science in nursing (BSN) degrees through progression from associate degree 
nursing (AD) to baccalaureate nursing programs, the models also highlighted other strategic 
initiatives to not just achieve higher numbers of academic credentials but also to transform 
nursing education to meet the demands of the future health care system. Transformation efforts 
related to aligning programs around technology-driven education delivery such as simulation, co-
creating competencies of the future nurse, co-enrollment of students at both AD and BS levels and 
other innovative strategies that will help transform nursing education to meet the goal and better 
prepare the nurse of the future.  
 
The models showcased in the webinar primarily focused on the IFN’s recommendation to increase 
to 80% of nurses with a baccalaureate degree by 2020 and not on doubling the number of doctoral 
prepared nurses by 2020.   
 
This document focuses on the following: 
 


1. Today’s Compelling Forces for Educational Transformation—The Oregon Consortium 
for Nursing Education Model (OCNE) 


 
2. Readiness for Educational Transformation: Assessment of the Northeast Region—


Evaluating State Models 
 


 


 
 
State Model Success Factors 
Several states across the country have begun the challenging work of collaborating in order to 
develop efforts to increase the number of appropriately prepared nurses for the future. Four 
regional webinars provide a forum for  nursing leaders to share their successes and challenges.  
The proceedings of these webinars will be available in separate documents.  The common trends 
are intended to help other leaders in states across the country successfully target and develop 
plans to reach the goal of 80% baccalaureate by 2020.  


 
Overarching Concepts: 


Consensus on Nurse Competencies 
 Gain consensus on what competencies nurses of the future must have, not only the 


competencies traditionally provided in the Associate Degree (AD) to Bachelor of Science 
(BS) transitions.  Address future needs of consumers and health care institutions to 
identify the most accurate and necessary competencies that nursing education must 
provide for future nurses. 


 
Build Partnerships for Greater Collaboration 
 Leverage existing relationships and engage partners from a variety of employer fields 


including service and policy. Develop a shared intent that is clear and understandable to 
galvanize additional partnerships. 


 
 Build collaborative conversations using basic protocols and commitments for collective 


work. Establish trust with partners during the early stages by clearly defining a shared 
intent for their planned work and collaboration. 
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Increase Resources 
 Increase resources to help transformation efforts and partnering activities including but 


not limited to cash and in-kind contributions. 
 
Less Bureaucracy  


 Address the bureaucratic questions about higher education issues including money, where 
credits come from, differences among community colleges, private and public institutions, 
and other pertinent issues known to those in higher education. 


  
Shared Curriculum 
 Share core curriculum to develop uniform language and to enhance seamless progression 


as well as reduce duplication of efforts and thus faculty workload. Collaborative curriculum 
provides a better use of resources which benefits both the institutions and the students. 
Variety of models that promote shared curriculum include the Quality and Safety 
Education for Nurses (QSEN) model which was noted several times during the webinar as 
an excellent and recommended resource for curriculum redesign.  


 


Core Takeaways 
For State Leaders: 
 State leaders of transformation projects should assess schools, employers, and other viable 


partners to learn about existing innovative projects and efforts occurring in their state.   
 Use pilot projects with schools offering AD and BS degrees to first develop a program that 


works with a few schools before expecting all schools (statewide) to join.  
 Understand state regulatory procedures at community colleges and higher education 


institutions.  
 Consider inviting community colleges and higher education influencers to statewide and 


regional planning meetings to seek input and foster greater partnerships.  
 Appoint a specific leader or detailed facilitator to implement an educational 


transformation, effort, enroll potential partners, develop consensus among partners, 
design a plan and a timeline and encourage collaborative work at educational institutions. 


 Determine the future needs of the health care system by examining demographics of your 
state or region, projections on growth and changes within the health care system. 


 
For Education Institutions: 
 Promote articulation agreements but go beyond articulation agreements to enhance access 


to baccalaureate level nursing education. Articulation efforts have been popular in many 
states and assumed successful in reducing unnecessary redundant class requirements to 
ease the burden placed on students. 


 Develop co-enrollment strategies for students for smooth transition into AD and BS 
programs at the beginning of the student’s nursing education. 


 Transform clinical education by incorporating simulation, technologies, branching out to 
areas beyond acute care, and redesigning clinical practices.  


 Increase flexible, accessible, individualized, uninterrupted learning that can be changed 
and adjusted depending on circumstances.  


 Create multiple entry points for nursing students to obtain higher levels of education and 
expand programs so that students can get through in a reasonable amount of time. 
 


For Educators: 
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 Prepare nursing educators to teach all aspects of nursing across the spectrum of care and 
lifespan of a patient. 


 Expand clinical knowledge to help students develop effective clinical judgment and 
evidence-based practices.   


 Consider the needs of the student and work to smooth cultural shift toward obtaining a 
baccalaureate degree.  


 Help students understand the necessity and benefits of obtaining higher degrees. 
 Introduce nursing students to the profession early on in their education by requiring 


prerequisites for clinical courses during the first two years of college.   
 


V. Focus Areas 
 
 
 


National Efforts: How are they working to equip and empower?  
National Nursing Education Organizations 


 
 
National nursing education-related organizations have developed helpful white papers, positions, 
and other resources to assist in statewide efforts.  Three nursing organizations leading educational 
transformation include American Association of Colleges of Nursing (AACN), National Nursing 
League (NLN) and National Council of State Boards of Nursing (NCSBN). Each organization was 
represented on the webinar and explained how they are working to advance educational 
transformation. A brief summary of these initiatives are list below.  


 
American Association of Colleges of Nursing 
 
Speaker: Jane Kirschling, DNS, RN, FAAN, President-Elect, 
American Association of Colleges of Nursing 


 
Background: AACN 
The American Association of Colleges of Nursing (AACN) is the national voice for baccalaureate 
and higher degree nursing education programs in the U.S. AACN represents more than 670 
member schools of nursing at public and private universities and senior colleges nationwide. 
These schools offer a mix of baccalaureate, graduate, and post-graduate programs. The dean or 
chief nurse administrator serves as the representative to AACN, though the association serves all 
members of the academic unit. 
 
AACN's educational, research, governmental advocacy, data collection, publications, and other 
programs work to establish quality standards for bachelor's and graduate degree nursing 
education, assist deans and directors to implement those standards, influence the nursing 
profession to improve health care, and promote public support of baccalaureate and graduate 
education, research, and practice in nursing— the nation's largest health care profession. AACN 
has nine focus areas including: 


 Education Standards 
 Government Advocacy 
 Communications 


 Leadership Development 
 Conferences 
 Special Projects 



http://www.aacn.nche.edu/MemberServices/membdir.htm
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 Data Collection 
 Faculty Enrichment 


 Leading Innovation 
 


 
Committed to working with all stakeholders to create a highly educated RN workforce, 
AACN believes that education has a significant impact on the knowledge and competencies 
of nurse clinicians and encourages all nurses to advance their education in the best interest 
of patients.  
 


AACN’s Position Statements toward Education Transformation  
Educational Mobility in Nursing 


 is the vehicle by which nurses and aspiring nurses gain new knowledge and skills 
through formal and informal educational offerings. 


 serves the public, the profession, and the individual nurse.  
 should continue to focus on promoting high standards, maintaining the quality and 


integrity of baccalaureate and graduate programs, while emphasizing the attainment 
of program outcomes. The focus of higher learning should be on the socialization of 
students to new professional roles and the knowledge and skills needed for these roles. 


 
Baccalaureate Degree in Nursing as Minimal Preparation for Professional Practice 
Rapidly expanding clinical knowledge and mounting complexities in health care mandate that 
professional nurses possess educational preparation commensurate with the diversified 
responsibilities required of them.  A nurse with a baccalaureate degree: 


 is prepared to practice in all health care settings - critical care, outpatient care, 
public health, and mental health.  


 has skills that are essential for practice in other community sites, such as health 
maintenance organizations, home health services, community clinics, and managed 
care firms. 


 
AACN Collaboration 
Momentum is building for associate degree and baccalaureate nursing programs to 
work more closely together.  AACN stands ready to work with larger nursing community 
and representatives from associate degree and diploma programs to expand awareness of 
degree completion options, facilitate the establishment of articulation agreements, and 
enhance the educational preparation of the nursing workforce. 
 


 IOM Report on The Future of Nursing 
Released in October 2010, The Future of Nursing report states an increase in the 
percentage of nurses with a BSN is imperative as the scope of what the public 
needs from nurses grows, expectations surrounding quality heighten, and the 
settings where nurses are needed proliferate and become more complex. 
 


 Tri-Council Policy Statement on the Educational Advancement of 
Registered Nurses 
In May 2010, the Tri-Council for Nursing, a coalition of four steering 
organizations for the nursing profession (AACN, ANA, AONE, and NLN), issued a 
consensus statement calling for all RNs to advance their education in the 
interest of enhancing quality and safety across health care settings. 
 


 Carnegie Foundation for the Advancement of Teaching Report 
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In December 2009, the Carnegie Foundation for the Advancement of Teaching 
released a new study titled Educating Nurses: A Call for Radical Transformation, 
which recommends preparing all entry-level registered nurses at the 
baccalaureate level and requiring all RNs to earn a master’s degree within 10 
years of initial licensure. 


 
 National Advisory Council on Nursing Education and Practice (NACNEP) 


Recommendations 
NACNEP policy advisors to Congress and the Secretary for Health and Human 
Services on nursing issues have urged that at least two-thirds of the nurse 
workforce hold baccalaureate or higher degrees in nursing. 


 
Working with the other organizations to align with the timely recommendations as listed 
above; AACN would like nurses to seek advanced degrees beyond an ADN (i.e., ADN-BSN, 
ADN-MSN, BSN-MSN, BSN-Doctoral, and MSN-Doctoral). In January 2011, AACN’s Board 
identified four strategic priorities related to the IOM Report: 
 


 Develop leaders for the future of nursing  
 Advance the educational preparation of the nursing workforce at the 


baccalaureate, master’s, and doctoral levels 
 Leverage the academic-practice interface to drive change 
 Provide leadership to facilitate inter-professional education 


 


Implementation  
AACN is assisting schools in meeting the IOM recommendations by encouraging them to: 


 Access faculty tool kits and curriculum resources related to program development 
 Review federal funding announcements for nursing education  
 Request consultants to help develop new programs  
 Actively participate in upcoming Webinars and resources to help achieve the IOM 


goals  
 Find key data and information needed to prepare grant proposals  
 Shape legislative language at the state and federal levels  
 Access free faculty Webinars on a variety of topics, including academic progression 
 Review best practices and identify program exemplars contained in AACN’s position 


statements, issue bulletins, white papers, and other informational resources 
 


 


National League for Nursing  


 
Speaker: Elaine Tagliareni, EdD, RN, CNE, FAAN, Chief Program 
Officer, National League for Nursing  
 


 


Background: NLN 
National League for Nursing (NLN) is dedicated to excellence in nursing education and is 
the preferred membership organization for nurse faculty and leaders in nursing education. 
NLN members include nurse educators, education agencies, health care agencies, and 
interested members of the public. The NLN offers faculty development programs, 
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networking opportunities, testing and assessment, nursing research grants, and public 
policy initiatives to its 33,000 individual and 1,200 institutional members.  
 
NLN’s mission is to promote excellence in nursing education to build a strong and diverse 
nursing workforce to advance the nation’s health. Four dynamic and integrated core values 
permeate the NLN and are reflected in their work: caring, integrity, diversity and excellence.  
 
NLN’s Response to Educational Transformation 


 Education Competency Model (ECM) 
NLN Education Competencies Model (ECM, 2010) is the first-ever comprehensive 
national model for nursing education. It was designed to advance nursing practice to 
meet the nursing needs of the nation, deliver effective and safe care, and answer the 
call of current health care reform initiatives. It articulates what graduates of each 
program should be able to do upon completion of that program and ensures that all 
graduates are well prepared to meet workforce needs and the needs of an 
increasingly diverse population. 


 
 NLN’s Publication: Outcomes and Competencies for Graduates of 


Practical/Vocational, Diploma, Associate Degree, Baccalaureate, Master’s 
Practice Doctorate, and Research Doctorate program in Nursing (2010)  
This first-of-its-kind report by NLN’s Education Competency Work Group who 
collaborated over a two-year period to evaluate how best to prepare graduates of 
nursing programs across the academic spectrum to function in an evolving, dynamic 
health care environment. 


 
 NLN’s Vision Document 


The first in a new series of NLN Vision Statements calls for "a fundamental re-
conceptualization of nursing education" in order to create nursing practice that can 
respond successfully to our dynamic health system. The document urges the nursing 
community to "forge new partnerships among nurse educators, practice colleagues, 
students, and the community to provide opportunities for a seamless transition to 
higher degree programs and lifelong learning." 
 


 Tri-Council Policy Statement on the Educational Advancement of Registered 
Nurses 
Tri-Council for Nursing issued a timely consensus statement calling for all registered 
nurses to advance their education in the interest of enhancing quality and safety 
across health care settings. The Tri-Council organizations, including the National 
League for Nursing, are united in their view that a more highly educated nursing 
workforce is critical to meeting the nation’s nursing needs and delivering safe, 
effective patient care. 


 


Implementation 
NLN would like greater collaboration among nurse educators, practice colleagues, and 
students to provide opportunities for a seamless transition to higher degree programs and 
lifelong learning. The design and implementation of seamless models that promote 
academic progression is vital to meet this national call for a highly educated and competent 
nursing workforce.  NLN’s Vision series recommends the following: 
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For the Nursing Education Community 
 Facilitate discussions among faculty, students, practice partners, and other 


stakeholders across the nursing education and health profession communities 
regarding curriculum reform and promotion of academic progression. 


 Partner with practice colleagues to design creative collaborative initiatives to assure 
that graduates are prepared to practice in current and future practice environments 
and to progress in their nursing education.  


 Implement innovative curricula using the ECM (2010) to promote academic 
progression. 


 Engage faculty, practice partners, and students in using the ECM to guide students to 
assume new roles through academic progression. 
 


For Practice Partners 
 Develop programs and initiatives that support the ongoing academic progression of 


staff, enabling them to expand their competencies and implement new roles.  
 Support partnerships with nurse educators to design and/or revise curriculum 


models that incorporate a seamless approach (similar to the ECM) that will enable 
and encourage graduates to progress academically. 


 
For the National League for Nursing 
 Provide faculty development opportunities that are designed to help faculty in all 


types of programs create new academic progression curriculum models. 
 Create partnerships with colleagues in education and practice to advocate for new 


curriculum models that will enable graduates to progress academically. Develop 
public policy initiatives in concert with national organizations and government 
agencies to encourage development of alternate pathways for academic progression. 


 Champion multi-site, pedagogical research initiatives designed to test and evaluate 
the ECM, specifically its use in fostering academic progression for students in all 
types of nursing education programs.  


 Engage with our practice partners and the nursing education community to seek 
broad bases of funding to facilitate academic progression.  


 Provide multiple entry points to bolster an educated workforce 


 
 
National Council State Boards of Nursing  
Speaker: Nancy Spector, DNSc, RN, Director, Regulatory 
Innovations, National Council State Boards of Nursing  
 


Background 
The National Council of State Boards of Nursing (NCSBN) provides education, service, and 
research through collaborative leadership to promote evidence-based regulatory excellence 
for patient safety and public protection. 
 
Before IFN report was released, NCSBN worked with their boards of nursing to foster and 
enhance nursing education. In March 2008, NCSBN convened a roundtable bringing 
together practice, education and regulation leaders to discuss how nursing can collaborate 
to innovatively enhance nursing education for the next generation of nurses.  The meeting 
included representatives from seven organizations related to nursing education, three 



https://www.ncsbn.org/index
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boards of nursing (BONs), the American Nurses Association and the Robert Wood Johnson 
Foundation. 
 
Leaders discussed the meaning, implications and barriers to innovation in nursing 
education, and produced a vision for the future that focused on improved communication 
and forming partnerships between education, regulation and practice. To continue with this 
endeavor of fostering innovation in education, in May 2008 the NCSBN Board of Directors 
established a new committee for 2008-2009, the Innovations in Education Regulation 
Committee, and charged them with: 


 Identifying real and perceived regulatory barriers to education innovations. 
 Developing a regulatory model for innovative education proposals. 


 


NCSBN Model to Foster Innovations 
The Innovations in Education Regulation Committee members held a collaborative call with 
nursing education organizations to learn their perspectives about some of the regulatory 
barriers that hinder innovation in nursing education. NCSBN developed a model to foster 
innovations in nursing education. The following issues emerged: 


 Communication issues 
 Simulation replacing clinical experiences 
 Distance learning questions 
 Faculty qualifications 


 
In addition, NCSBN developed an online toolkit for regulators and faculty members, which 
includes handouts for educators and regulators, and other resources. A wiki is embedded 
into the toolkit for boards of nursing (BONs) to use to post innovations in nursing education 
that are taking place in their states.  
 
To date: 


 Five BONs have adopted the model rule language;  
 Eleven BONs reported innovations that could transform nursing education;  
 Sixteen BONs reported innovative strategies related to the faculty shortage; and 
 Twelve BONs reported innovative practice partnerships. 


 


NCSBN’s Response to Education Transformation 
 NCSBN Simulation Study 


The study aims to highlight currently known best practices in simulation use; 
evaluate the learning occurring with various amounts of simulation substituting for 
clinical hours; establish key simulation standards and learning experiences in each 
core clinical course during the study; and evaluate new graduates’ ability to 
translate educational experiences into the workplace. To achieve these objectives, 
students from each of the 10 study sites will be randomly assigned to one of three 
groups: a group where up to 10 percent of the time normally spent at clinical sites 
will be spent in simulation, a group where 25 percent of the time normally spent at 
clinical sites will be spent in simulation or a group where 50 percent of the time 
normally spent at clinical sites will be spent in simulation. 
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 APRN Consensus Model  
NCSBN is spearheading a national campaign to promote adoption of the Consensus 
Model for APRN Regulation: Licensure, Accreditation, Certification and Education, 
which formulates national standards for uniform regulation of APRNs. 
 
The consensus model seeks to eliminate the many inconsistencies that exist 
between jurisdictions in regard to laws and rules relating to the regulation of 
APRNs. These variations include everything from the actual title used by an APRN to 
what medications he/she may prescribe. The result is confusion for the public as 
well as for other health care professionals. Additionally, an APRN may be limited in 
his/her ability to relocate to areas experiencing health care shortages because 
moving to another jurisdiction would mean being subject to different qualifications 
or standards of practice. In order to continue to ensure patient safety while at the 
same time expanding patient access to care, the education, accreditation, 
certification and licensure of APRNs needs to be effectively aligned. 
 


 Transition to Practice Study 
In May 2010, NCSBN’s Board of Directors approved a three-year randomized, multi-
site study of the Transition to Practice model, evaluating safety and quality 
outcomes. The study is unique in two ways. First, it is the only transition study 
where sites will be randomly assigned to a standardized transition to practice model 
or to a control group. The control group will use their usual practice of transitioning 
new nurses to practice. The use of a control group will allow NCSBN to statistically 
analyze differences between study and control sites. Secondly, this study is the first 
to analyze differences in patient outcomes between the study and control groups. 
Other studies of transition programs have looked at retention rates, new nurse 
satisfaction, preceptor satisfaction and nurse’s perceptions of competence and 
confidence, but not specifically at actual patient outcomes. 


 
Implementation 


 NCSBN will continue to assess the success of the regulatory initiative in promoting 
innovations in nursing education. BONs are in the ideal position to create a 
favorable climate for innovative educational approaches and to champion new 
strategies that educate nurses, while remaining diligent in regulating core education 
standards.  


 To align with the IFN report’s recommendation that calls for implementing 
residency programs, evaluating “… the effectiveness of residency programs in 
improving the retention of nurses, expanding competencies, and improving patient 
outcomes.” NCSBN’s Transition to Practice study will address all of these areas, 
making it very timely. Progress reports will be available in future issues of Leader to 
Leader and on NCSBN’s website. 


 


Closing 
These three organizations are actively involved in leading educational transformation 
efforts. In addition, a variety of other organizations, such as national groups representing 
nursing, nursing leadership and employers, will be needed to advance educational 
transformation to meet the goal that 80% of nurses will have a baccalaureate degree by the 
year 2020. 
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VI. Next Steps 
 


Readiness for Educational Transformation:  
Baseline Assessment 


 


Assessment Factors for Future Surveys 
Educational transformation assessment factors were developed through CCNA’s work with 
the 30 state teams participating in the Technical Assistance Program.  These include:  


 Partnership with employers 
 Common admission portals 
 Common admission standards 
 Clinical placements systems 
 Development of core curriculum across multiple nursing programs 
 Dedicated education units 
 Shared faculty resources 
 Shared simulation resources 
 Interdisciplinary simulation and other learning experiences 
 Community college/university partnerships (beyond articulation 


agreements) 


 
In addition, for national implementation efforts to be successful, each state must determine 
its own plan for success. A statewide assessment is essential for states to: 


 Leverage current partnerships and appreciate successful efforts underway relative 
to educational transformation, 


 understand trends in health care reform in their state. 
 identify needs of the consumers and projected needs of consumers. 
 examine demographic data related to future patients as well as future nursing 


workforce trends. 
  assess their current status of nurses with baccalaureate and higher degrees.  


 
The Center to Champion Nursing in America recognizes and tracks the work being done in 
each state to advance educational transformation. CCNA will continue to assess appropriate 
indicators and success factors to help all states develop their pathways toward the 80% 
baccalaureate by 2020 goal.  


 
Next Steps 
The Center to Champion Nursing in America is committed to helping all states develop 
successful collaboration for educational transformation. Action coalition leaders will be 
engaged in shared dialogues to help them lead the complex partnerships needed for success 
that were noted by the leaders on the Northeastern States webinar.  
 
Furthermore, a learning community will be established for those who want to engage in 
ongoing conversations about new learning possibilities to achieve educational 
transformation. CCNA will continue to provide states with online resources to share the 
latest information on best practices, emerging practices, and connections with national 
organizations to move toward the goal that 80% of our nation’s nurses are prepared at the 
baccalaureate level by 2020.   
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For Additional Information 
For more information on the webinar visit, http://.championnursing.org. To access the 
archived recording of the webinar or to see the presentation handouts and slides go to 
http://championnursing.org/april-13-2011-webinar-materials.  
 
 
 
 
 
 
 
 
 
 
 



http://.championnursing.org/

http://championnursing.org/april-13-2011-webinar-materials






TRANSFORMING


PRELICENSURE


NURSING EDUCATION:


Preparing the New Nurse to Meet
Emerging Health Care Needs


C H R I S T I N E  A . TA N N E R


THE CARNEGIE FOUNDATION FOR THE


ADVANCEMENT OF TEACHING joins a 
chorus of calls for transformation of prelicen-
sure nursing education (Benner, Sutphen,
Leonard, & Day, 2009).  Citing the shift of
significant responsibility to nurses for manag-
ing complex medical regimens, as well as the
increasing complexity of community-based
practices, Benner and colleagues concluded that
nurses entering the field are not equipped with
the essential knowledge and skills for today’s
practice nor prepared to continue learning for
tomorrow’s nursing (p. 31).  They found: a)
weak curricula in natural sciences, technology,
social sciences, and humanities, and in devel-
oping cultural competency; b) weak classroom
instruction and limited integration between
classroom and clinical experiences; c) limited
strategies in helping students develop habits of
inquiry, raising clinical questions, seeking evi-
dence for practices; d) faculty and student per-
ception that students are ill prepared for their
first job and dissatisfaction with the teaching
preparation of current nursing faculty; and e)
multiple pathways to eligibility for the licen-


sure examination, with tremendous variability
in prerequisites, curricular requirements, and
the quality of offerings.


The Carnegie study is one of many citing
the inadequate preparation of nurses for
today’s practice in complex, acute care environ-
ments (Berkow, Virkstis, & Conway, 2008;
Burritt & Steckel, 2009; Joint Commission on
Accreditation of Healthcare Organizations
[JCAHO], 2002; National Council of State
Boards of Nursing [NCSBN], 2001). There is a
growing body of evidence that confirms regis-
tered nurses are indeed essential to patient
safety (Agency for Health Care Research and
Quality, 2007) and experts warn of further
compromise in patient safety and care quality
as experienced nurses retire in droves and the
ratio of new graduates-to-experienced nurses
increases (Orsolini-Hain & Malone, 2007).
While 84 to 88 percent of new graduates are
employed in hospital-based practice for their
first position (Kovner et al., 2007; NCSBN,
2006), increasing numbers of nurses have
migrated to nonacute care settings. Currently
only 60 percent of all nurses practice in hospi-
tals while over 40 percent of nurses practice in
nonacute care settings, such as ambulatory clin-
ics, nursing homes, schools, and public health
(Health Resources and Services Administration
[HRSA], 2004). As care continues to shift from
hospitals to community-based settings, as the
population ages and care management in the
community becomes more complex, and as
new health care needs emerge, a new kind of
nurse will be needed. Educational programs


must be redesigned to better prepare this
nurse.  


In addition to these quality issues, educa-
tional capacity issues must also be addressed.
The projected shortage of nurses is well docu-
mented (Buerhaus, Auerbach & Staiger, 2009),
and academic institutions have done a remark-
able job of increasing enrollments (American
Association of Colleges of Nursing [AACN],
2009; National League for Nursing [NLN],
2009a), but without further action, the supply of
new nurses will fall well short of the demand as
a result of serious limitations in educational
capacity. In the 2006-2007 year, over 40 percent
of qualified applicants for prelicensure programs
did not gain admission (NLN, 2008), and in
2008-2009, approximately 40,000 qualified appli-
cants were turned away from nursing programs
(Kovner & Djukic, 2009). Principal causes for
limitations in educational capacity were shortage
of qualified faculty; insufficient number, quality,
and type of sites for clinical education; and budg-
etary constraints (AACN, 2009, 2010; NLN,
2006, 2009a, 2009b).


In this paper, I offer three recommendations
related to transformation of prelicensure educa-
tion that address the quality and capacity issues
and provide for the possibility of leveraging
existing resources in order to make critical
changes. I use models currently being tested in
Oregon, the Oregon Consortium for Nursing
Education (Gubrud-Howe et al., 2003; Tanner,
Gubrud-Howe, & Shores, 2008), as well as in
Hawaii and regions of California as exemplars of
some of these recommendations.


THE FUTURE of NURSING: Leading Change, Advancing Health
T H E  I N S T I T U T E  O F  M E D I C I N E  (IOM) is an interdisciplinary advisory body to the nation on issues impacting health.
Established in 1970 under the charter of the National Academy of Sciences, the IOM provides independent, objective, evi-
dence-based advice to policy makers, health professionals, the private sector, and the public. In 2008, the Robert Wood Johnson
Foundation (RWJF) and the IOM launched a two-year initiative to respond to the need to assess and transform the nursing
profession. The IOM appointed the Committee on the RWJF Initiative on the Future of Nursing, at the IOM, with the pur-
pose of producing a report that would make recommendations for an action-oriented blueprint for the future of 
nursing.  •  The Future of Nursing: Leading Change, Advancing Health, released by the IOM in October 2010, is the latest in a series
of reports that have had a profound impact on stimulating positive change in nursing and health care. With permission from
the National Academy of Sciences, Courtesy of National Academies Press, we are pleased to reprint three articles that were
written in support of the Future of Nursing report. These articles are published with the report, as appendixes. Information about
the IOM and the Future of Nursing report is online at www.iom.edu/About-IOM.aspx. — J O YC E J .  F I T Z PAT R I C K ,  E D I T O R
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348 Nurs ing Educat ion Perspect ives


Recommendation 1. Create new nursing


education systems that use existing


resources  in  community  col leges  and


univers it ies  and that provide for com-


mon prerequisites, a competency-based


nursing curriculum, and shared instruc-


tional resources. 


RATIONALE Entry into practice at the bach-
elor’s level, as recommended in the Carnegie
report, has been on the profession’s agenda
since 1965. Few would argue against the notion
that more education is better, and there is grow-
ing evidence that the level of education is
strongly correlated with patient outcomes
(Aiken, Clarke, Cheung, Sloane, & Silber, 2003;
Aiken, Clarke, Sloane, Lake, & Cheney, 2008;
Estabrooks, Midodzi, Cummings, Ricker, &
Giovannetti, 2005; Torangeau et al., 2007). Yet,
community colleges are a vital resource to meet
educational capacity requirements. The roughly
1,000 community college nursing programs
(NLN, 2009a) provide access to education in
rural and underserved communities, educating
approximately 60 percent of all new graduates
each year (HRSA, 2004). The nearly 700 bac-
calaureate programs prepare approximately 31
percent of new graduates each year (AACN,
2010; HRSA). There are nearly 600 baccalaureate
completion programs, many of which boast
articulation agreements that smooth the transi-
tion from associate degree to the bachelor’s, yet
only 20.6 percent of associate degree graduates
continue for the bachelor’s degree (HRSA). The
net effect of a disproportionately small pool of
bachelor’s degree graduates is simply fewer
nurses who are eligible and likely to continue for
the advanced education necessary to become
faculty (Aiken, Cheung, & Olds, 2009). 


One approach to capitalizing on community
college nursing program resources to increase
the number of baccalaureate graduates is to
allow community colleges to offer the bachelor’s
degree. Sixteen states have changed regulations
to allow community colleges to offer baccalau-
reate degrees, and several have launched bache-
lor’s in nursing programs (Community College
Baccalaureate Association, 2008).


The current patchwork of educational pro-
grams is inefficient. Community college “two-
year programs” typically take three or more
years to complete. Prerequisites vary widely
across programs; students who may meet the


course requirements for admission to one
school’s program do not meet those of another
school. Nursing curricula, while containing simi-
lar content and meeting similar accreditation
standards, are also quite variable in terms of
sequence and credit hour allocation; program
faculty vary in number from as few as four or
five faculty in smaller programs to well over 50;
each invest considerable time and resources in
developing and maintaining their own program’s
curriculum and instructional resources. The vari-
ation in curricula creates additional challenges in
clinical education: staff nurses who frequently
provide supervision for students from multiple
programs, at varying levels, and differing instruc-
tional goals, may end up very unclear about what
students might be safely expected to do
(MacIntyre, Murray, Teel, & Karshmer, 2009).


EXEMPLAR One model for addressing
these inefficiencies and for improving access to
baccalaureate education is a partnership
between community college and university pro-
grams. The Oregon Consortium for Nursing
Education (OCNE) was designed to increase
capacity for baccalaureate education by making
best use of scarce faculty, classrooms, and clini-
cal education resources (Gubrud-Howe et al.,
2003; Tanner et al., 2008). Eight community col-
leges and the five campuses of the public univer-
sity school of nursing developed and implement-
ed a shared, competency-based curriculum that
culminates in a bachelor’s degree. What sets this
model apart from traditional articulation agree-
ments is that the curriculum is standard across
all partner campuses: nursing faculty from full
partner schools developed and approved a com-
mon curriculum plan (including competencies,
benchmarks, course titles, descriptions, credit
hour allocation, and outcomes) as well as aca-
demic standards for student admission and pro-
gression. The potential for increasing faculty
capacity and productivity is beginning to be real-
ized, as faculty from one campus can fill in and
teach a course on another campus, and as
instructional materials (such as examinations,
case studies, scenarios for simulations) are
developed and made accessible to all faculty
through a web-based, searchable database linked
to the curriculum. 


OCNE admitted its first class of students in
fall 2006 and is engaged in a Robert Wood
Johnson Foundation (RWJF)-funded evaluation
study of outcomes, including student perfor-


mance measures and degree completion. Early
results are encouraging; roughly 40 percent of
graduates from community college partner
schools have enrolled in the courses required
for baccalaureate completion (Tanner et al.,
2008). Needs for program improvements are
being identified, including improved advisement
and services for students transitioning from
community college to the university, develop-
ment and implementation of statewide, inter-
professional educational experiences, and provi-
sion for ongoing faculty development. Similar
statewide or regional university-college partner-
ships are being planned in at least five other
states, with the Hawaii statewide consortium
positioned to implement in fall 2010.   


Recommendation 2. Convene one or more


expert panels to develop a model preli-


censure curriculum that a) can be used


as a framework by faculty in community col-


lege-university partnerships for develop-


ment of their local curriculum; b) is based


on emerging health care needs and widely


accepted nursing competencies as inter-


preted for new care delivery models; and


c) incorporates best practices in teaching


and learning.


RATIONALE Demands for a new kind of
nurse have been abundant for the last two
decades, fueled, in part, by vast changes in the
nursing practice environment, including a tremen-
dous increase in the complexity and acuity of
patient care in the hospital setting, decreased
lengths of stay and the shift of care and recovery
to the home and community, explosion of new
technologies, exponential growth of information
and knowledge, clear identification of the “quality
chasm” (Institute of Medicine [IOM], 2001) and
recognition of the significance of nursing in patient
safety (IOM, 2003). New competencies have been
promulgated to address the quality chasm and
patient safety goals (Cronenwett et al., 2007; IOM,
2003), geriatric care (AACN, 1998), clinical pre-
vention and population-based care (Allan, Stanley,
Crabtree, Werner, & Swenson, 2005), among many
other areas, and incorporated into requirements
for accreditation (Commission on Collegiate
Nursing Education, 2009; National League for
Nursing Accrediting Commission, 2008).


Demographic changes alone demand a differ-
ent focus in prelicensure programs. The number
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of older adults in the United States will almost
double between 2005 and 2030, presenting mul-
tiple challenges for the health care system (He,
Sengupta, Velkoff, & DeBarros, 2005). The major-
ity of older adults suffer from at least one chron-
ic health condition. The fastest growing segment
of the population is the “over 85” age group, and
it is estimated that a minimum of 50 percent of
this group will require help with activities of
daily living (He et al.; IOM, 2008). Direct care
workers are the primary providers of paid
hands-on care to older adults, and together with
families, provide the majority of care for adults
in community-based care settings. Registered
nurses in community-based settings have
responsibility for guiding, teaching, and/or super-
vising these caregivers, yet have little training or
experience in how to work effectively with
them.   


While the amount of geriatric/gerontologic
content and experiences in prelicensure pro-
grams has increased in the last decade, it is still
uneven, and effective teaching is hampered by
lack of faculty expertise. (Berman et al., 2005;
Gilje, Lacey, & Moore, 2007; Ironside, Tagliareni,
McLaughlin, King, & Mengel, 2010). Most curricu-
la are organized around traditional nursing spe-
cialties (e.g., maternal-child, pediatrics, medical-
surgical, or some slight variation in name such as
adult health), and clinical experiences are largely
centered in acute care settings (McNelis &
Ironside, 2009). Clinical education focused on
geriatrics occurs principally in nursing homes
(with some noteworthy exceptions) and often in
the first year of the nursing program, when stu-
dents may fail to appreciate the complexities of
providing care to older adults (Ironside et al.).
Although interprofessional geriatrics education
has been promoted and geriatrics competencies
are similar across disciplines (Mezey, Mitty,
Burger, & McCallion, 2008), most health profes-
sion education continues to occur in silos
(Barnsteiner, Disch, Hall, Mayer, & Moore, 2007).


Curricular changes over the last decade have
tended to be additive, rather than transforma-
tive, that is, adding content or circumscribed
courses as new competencies appear in the lit-
erature (Ironside, 2004; NLN, 2003). The major-
ity of nurse educators first learned to be nurses
in content-laden, highly structured curricula, and
few have received advanced formal preparation
in curriculum development, instructional design,
or performance assessment. Faculty, tending to


teach as they were taught, focus on covering
content (Duchscher, 2003), a practice reflected
more recently in the Carnegie study; they see
curriculum mandates as barriers to creating
engaging, student-centered learning environ-
ments within their schools (Schaefer &
Zygmont, 2003). 


O’Neil (2009) makes a compelling argument
for a major overhaul of nursing curricula. He sug-
gests that traditional nursing competencies such
as care management, patient education, public
health intervention, and transitional care will
dominate in a reformed health care system, as it
inevitably moves toward emphasis on prevention
and management over acute care. But he points
out that “these traditional competencies must be
reinterpreted for students into the settings of
the emergent care system, not the one that is
being left behind. This will require faculty to not
only teach to these competencies but also cre-
atively apply them to health environments that
are only now emerging” (p. 318). It is critical that
we revisit possible and optimal expectations for
entry-level nurses, based on population needs
and likely changes in care delivery models, then
align prelicensure and residency programs
accordingly. Revamping curricula collaboratively
with other health professions schools (Mezey et
al., 2008) provides opportunity for meaningful
interprofessional collaboration.


Advances in the science of learning also sup-
port curriculum overhaul. While nursing educa-
tion research is sparse, a growing body of
research on learning from a variety of other
fields supports the need for active engagement
of the learner and a focus on deep learning of
the discipline’s most central concepts
(Bransford, Brown, & Cocking, 2000; Weimer,
2002). As pointed out in the Carnegie study, the
typically content-laden nursing curriculum
results in superficial coverage of content, a fail-
ure to engage students in rehearsing for clinical
practice by grappling with real-life clinical situa-
tions, and a failure to integrate across knowl-
edge, clinical reasoning, skilled know-how, and
ethical comportment. Faculty complain about
the demand to cover content, fearing that stu-
dents will not pass their licensure examination
(Schaefer & Zygmont, 2003) and, as the Carnegie
study suggests, faculty need guidance in what is
essential content in the curriculum, as well as
how to teach it in a way that engages students.
Bain (2004), from his study of expert teachers,


describes this practice: “Teachers in our
study…believe that students must learn facts
while learning to use them to make decisions
about what they understand or what they
should do. To them, ‘learning’ makes little sense
unless it has some sustained influence on the
way the learner subsequently thinks, acts, or
feels. So they teach the ‘facts’ in a rich context of
problems, issues and questions” (p. 29).


The integrative teaching described in the
Carnegie study is in stark contrast to the belief
and related practices that “students cannot learn
to think, to analyze, to synthesize, and to make
judgments until they ‘know’ the basic facts”
(Bain, 2004, p. 29). A recent example illustrates
ways in which content can be reduced in order
to provide for pedagogies of integration and
engagement. In separate studies, Giddens (2007)
and Secrest, Norwood, and Dumont (2005)
showed that only one fourth to one third of
approximately 120 health assessment tech-
niques typically taught in the standard health
assessment course are used routinely by nurses
in practice across settings. They suggest that this
content could be significantly reduced, teaching
fewer techniques well, and adding others only as
they relate to specific situations and can be
taught in the context of clinical judgment.
Changes like this could result in a significant
reduction of content overall, providing opportu-
nity for the integrative teaching and learning that
is so aptly illustrated in the Carnegie study. 


The content-laden curriculum, and resulting
ineffective teaching practices, is a long-standing
problem that is likely to be exacerbated as prac-
tices change and new competencies are mandat-
ed. It is a problem that is unlikely to be success-
fully resolved by the individual faculty in the more
than 1,700 nursing programs across the county.
Guidance from an expert panel, proposing cur-
riculum models that meet the growing list of com-
petencies, with processes for rapid cycle changes
in curriculum content, will be necessary to lead
essential changes in prelicensure curricula.


EXEMPLAR The curriculum developed
and implemented by OCNE partners is based
on assumptions such as these above. Faculty
assumed that their students would practice in an
environment vastly different from the current
one, one in which there would be fewer RNs; by
equipping RNs with expanded skills related to
delegation, coordinating care, community-based
and population-based practice, use of data to
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affect outcomes and collaborative team manage-
ment, better use can be made of RNs’ full scope
of practice, skills, and expertise. In this curricu-
lum, fundamentals of nursing have been rede-
fined as evidence-based practice, culturally sen-
sitive and relationship-centered care, and leader-
ship and clinical judgment, with these concepts
and others introduced early in the context of
health promotion and spiraled throughout the
curriculum. Through a two-year faculty develop-
ment program, faculty leaders in the OCNE
partner programs applied advances in the sci-
ence of learning by intentionally reducing con-
tent, to focus principally on the most prevalent
health problems and practices. Instructional
approaches have been dramatically altered
toward case-based instruction, integrating simu-
lation and drawing on best practices in the
development of these approaches. In this com-
petency-based program, the faculty role is shift-
ing from the delivery of content to the develop-
ment of learning activities that will lead 
students to competent performance. The RWJF
study of the OCNE program includes measures
of classroom teaching fidelity that allow for
study of teaching practices linked with learning
outcomes.


Recommendation 3. Invest in a national


initiative to develop and evaluate new


approaches to prelicensure clinical educa-


tion, including a required postgraduate


residency under a restricted license.


RATIONALE Prelicensure clinical education
has remained essentially unchanged for at least
40 years (Tanner, 2006). As a derivation of hospi-
tal-based apprenticeships, students are placed in
clinical settings, mostly acute care, and assigned
to provide care for one or more patients. They
learn through providing care to these patients,
while being supervised by clinical faculty, with
varying degrees of support by staff nurses
employed by the clinical agency (Chappy &
Stewart, 2004; McNelis & Ironside, 2009).
Because the experience is organized around indi-
vidual patients, students may be rarely engaged
with the full scope of nursing decision-making,
including linking patient outcomes with larger
systems issues (MacIntyre et al., 2009) or popu-
lation-based care management. The nature and
quality of students’ clinical experience is highly
dependent on events that occur during the time


of placement, leaving to chance such experiences
as interdisciplinary teamwork, managing crisis sit-
uations, and working with families in the provi-
sion of care (Gubrud-Howe & Schoessler, 2008).
Because the focus of learning is necessarily on
acute care, there is little practical experience in
strategies for management of chronic conditions,
health behavior change, or coordinating care
across settings. There is scant empirical literature
supporting the traditional model of clinical edu-
cation; indeed, the evidence that graduates feel
unprepared for practice (Benner et al., 2009) and
that first-line managers are dissatisfied with the
level of preparation suggests that the model is
not effective (Berkow et al., 2008).


Importantly, the pervasive use of this
approach as the primary clinical education
model results in limited capacity; the number of
clinical sites is cited as a major barrier to enroll-
ment expansions (AACN, 2010) and effective
clinical teaching (McNelis & Ironside, 2009).
While the use of high-fidelity simulation has
been proposed as a solution to these limitations
in capacity, and early studies about its effective-
ness are promising (Harder, 2010), there is little
evidence that it expands faculty capacity, and lit-
tle guidance about what portion of clinical expe-
rience can be replaced with simulation.  


The required number of clinical hours varies
widely from one program to another, and most
state boards of nursing do not specify a mini-
mum number of clinical hours in prelicensure
programs (NCSBN, 2008a). It is likely that many
of the clinical hours do not result in productive
learning. Students spend much of their clinical
time doing routine care tasks repeatedly, which
may not contribute significantly to new learning.
Faculty report spending most of their time
supervising students in hands-on procedures,
leaving little time focused on fostering develop-
ment of clinical reasoning skills (McNelis &
Ironside, 2009).  


There have been some advances in clinical
education, resting on strong academic-service
partnerships. Preceptorships are widely used,
and a recent integrative review suggests that
they are at least as effective as traditional
approaches (Udlis, 2006), while conserving
scarce faculty resources. The Dedicated
Education Unit (DEU) is receiving increasing
attention as a viable alternative for expanding
clinical education capacity (Moscato, Miller,
Logsdon, Weinberg, & Chorpenning, 2007). In


this model, units are dedicated to instruction of
students from one program. Staff nurses who
want to teach as clinical instructors are pre-
pared for this role, and faculty expertise is used
to support the development and comfort of the
staff nurse as clinical teacher. Early results sug-
gest the DEU can dramatically increase capacity
and have a positive effect on student and nursing
staff satisfaction; a multisite study funded by the
RWJF is currently under way to evaluate out-
comes of the DEU model. A variety of other
clinical partnerships have been designed to
increase capacity in the face of a nursing faculty
shortage (Baxter, 2007; DeLunas & Rooda, 2009;
Kowalski et al., 2007; Kreulen, Bednarz,
Wehrwein, & Davis, 2008; Kruger, Roush,
Olinzock, & Bloom, 2010). 


There is an expanding body of evidence sup-
porting the cost-effectiveness of postgraduate
residencies. In 2002, JCAHO recommended the
development of nurse residency programs, a rec-
ommendation most recently endorsed by the
Carnegie study. Successful programs have been
launched by Versant (Beecroft, Kunzman, &
Krozek, 2001; Beecroft, Kunzman, Taylor, Devenis,
& Guzek, 2004; Beecroft, Santner, Lacy, Kunzman,
& Dorey, 2006); the AACN and University Health
System Consortium developed a model for post-
baccalaureate nurse residencies (Goode &
Williams, 2004; Krugman et al., 2006; Williams,
Goode, Krsek, Bednash, & Lynn, 2007); and
AACN recently adopted accreditation standards
for these programs (Commission on Collegiate
Nursing Education, 2009). The NCSBN has devel-
oped a regulatory model for transition-to-prac-
tice programs, recommending that state boards
of nursing enforce a transition program through
licensure (2008b, 2009). 


Residency programs are predominantly sup-
ported in hospitals and larger health systems,
with a focus on acute care. Indeed, this has been
the area of greatest need as most new graduates
gain employment in acute care settings (Kovner
et al., 2007) and the proportion of new hires (and
nursing staff) that are new graduates is rapidly
increasing. It is clear that even the best nursing
programs cannot adequately prepare new gradu-
ates to work in the current acute care environ-
ment (Goode, Lynn, Krsek, & Bednash, 2009).


It is essential that programs outside of acute
care settings be developed and evaluated. Given
the demographic changes on the horizon, the
shift of care from hospital to community-based
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settings, the need for nursing expertise in
chronic illness management, and the care of the
older adult in home settings and in transitional
services, nurses need to be prepared for new
roles outside the acute care setting. It follows
that new types of residency programs appropri-
ate for these types of roles need to be developed
and become part of the regulatory framework. 


In sum, in order to increase educational
capacity, improve educational outcomes, and bet-
ter prepare graduates for the seismic shifts likely
to occur in practice, there is an urgent need to
develop and test new prelicensure clinical educa-
tion models, including postgraduate residencies.


EXEMPLAR One model is currently
being implemented and evaluated by OCNE
programs. It is funded by the Department of
Education, Fund for Improvement of
Postsecondary Education (Gubrud & Schoessler,
2009) and includes some of the following
desired features (Tanner, 2006):
• Focus on learning outcomes, rather than on
placements and completion of clock hours, con-
sidering essential competencies such as the
development of clinical judgment, ethical com-
portment, interprofessional teamwork, technical
proficiency, and new competencies required in
contemporary professional practice. 
• Contain a variety of learning activities designed
to achieve specific learning outcomes and taking
into account the level of the student, the acuity of
the patient, the complexity of the desired learning,
and the skill of the faculty. 
• Incorporate research on learning and best
practices identified by the Carnegie study pointing
to: a) the type of preparation the student would
do in anticipation of the clinical learning; b) the


interaction between faculty and student to sup-
port learning (e.g., questioning, guiding); c) the
type of debriefing used to help the student learn
the major lessons of the activity; d) approaches to
assessing student learning; and e) guidance pro-
vided to the student for reflecting on the activity.
• Include integrative or immersion experi-
ences that recognize and incorporate the grow-
ing body of literature about apprenticeships and
situated learning (e.g., Lave & Wenger, 1991),
deliberate practice (e.g., Ericsson, 2004), devel-
opment of expertise in practice (Benner, Tanner,
& Chesla, 2009), preceptorships, and academic-
service partnerships.
• Integrate simulation as a complement to
“hands-on” clinical experience using best available
evidence to plan scenarios and incorporate into
the clinical education curriculum (Harder, 2010).
• Recognize the need to vary student-faculty
ratio and time on task, depending on the nature
of the learning activity, the level of the student,
and the patient population.
• Support clinical nursing staff in clinical
instruction, without overtaxing clinical
resources and at a level appropriate for the level
of the student and the patient population.


Summary Implicit in these recommendations
is the need for significant investment in nursing
education research and in faculty development.
While there is obvious need for research in
nursing pedagogies, there is also a critical need
for evaluation of the multiple pathways to nurs-
ing licensure. For example, fast-track curricula
for students with second degrees have increased
exponentially in the last five years, with very lit-
tle evidence of their effectiveness, and virtually


no study of curricular structures and instruc-
tional methods appropriate for this population
of students (Cangelosi & Whitt, 2005). Yonge and
colleagues (2005), reviewing nursing education
research spanning 1991-2000, found that 80 per-
cent had no identified funding source. Broome
(2009), in calling for investment in the science of
nursing education, points to the link between
quality of research and funding. It seems implau-
sible that the replacement of half of the nursing
workforce during the next decade can be effec-
tively addressed without building a stronger sci-
entific basis for nursing education. Similarly, fac-
ulty development is critical in order to bring
about the magnitude of changed recommended
here and in the Carnegie study.  


Taken together, these recommendations echo
those of the Carnegie Foundation study, calling
for transformation of prelicensure education. It
will require partnership across all levels of nurs-
ing education and health systems, redirecting
Medicare funding from hospital-based prelicen-
sure programs to postgraduate residency and
advanced practice programs, expanding Title VIII
funding, and other federal resources for support
of educational reform. The return on investment
would be improved educational capacity and a
better prepared nursing workforce, responsive
to emerging health care needs and rapidly chang-
ing health care delivery systems.
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PARTNERSHIPS IN
NURSING EDUCATION
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A LT H O U G H  T H E  N U R S I N G  C A R E


ENVIRONMENT HAS CHANGED SIGNIFI-


CANTLY OVER THE PAST 30 YEARS, little
has changed in the educational methods used
to prepare new nurses. Since the 1930s, most
clinical education in nursing has been struc-
tured with a faculty member supervising a
small group of students on one or more in-
patient units. Students usually move to new
settings for each clinical rotation. This tradi-
tional model is heavily dependent on nursing
faculty and often requires students to wait
for direct faculty supervision. Students often
are “strangers” to the registered nurses pro-
viding patient care in these settings. This
arrangement can compromise the cohesiveness
of the nursing team and limit opportunities
for building professional relationships
between students, registered nurses, and other
members of the health care team. Developing
a more structured and cohesive partnership
between the registered nurse and the student,


both of whom are providing care to the same
patients, has the potential to revitalize clini-
cal education in nursing.


Background Since Buerhaus, Staiger, and
Auerbach (2000) first documented the nursing
shortage facing the United States, educational
institutions have been challenged to increase
capacity. The most commonly cited reasons for
lack of nursing school capacity are a shortage of
nursing faculty and availability of clinical sites
(American Association of Colleges of Nursing,
2005). Over the last decade new partnership
models have developed to finance the creation
and expansion of nursing programs, create access
to nursing education at all levels, expand and sup-
port faculty members, and increase capacity and
experiences at clinical sites for students.


As early as 1993, the Robert Wood Johnson
Foundation provided stimulus grants through
Colleagues in Caring, a grassroots, state-by-state
initiative to bring together health care administra-
tors, academics, state regulators, and legislators.
This early dialogue prompted states and health
care providers to broaden financial support for
colleges of nursing, develop joint simulation train-
ing centers, and create new approaches to placing
nursing students in clinical settings. The initial sup-
port from a major philanthropic organization
evolved into centers for nursing workforce
expansion in a number of states. The number of


graduates has increased, but is still not sufficient
for future workforce needs (Buerhaus, Auerbach,
& Staiger, 2009). New models for accelerated doc-
toral programs are key to producing more nurs-
ing faculty, and innovative partnerships are imper-
ative to the success of these programs. 


Prelicensure nursing education is a costly
endeavor.  While health care organizations have
contributed to existing schools, others have
acquired nursing schools as part of broader hos-
pital acquisitions. Feeling the pressure of nursing
shortages as they plan future organizational
growth, large health systems have forged part-
nerships with private universities to open addi-
tional schools of nursing. Institutions such as
DeVry, Kaplan, the University of Phoenix, and
Western Governors University have business
models that can respond to market needs with
rapid expansion. The International University of
Nursing in St. Kitts, West Indies, is the first off-
shore US-based college of nursing. This sector
can be expected to grow, especially as states and
local communities respond to budget shortfalls
in a downturn economy.


Innovations Across the nation, innovative aca-
demic-service partnerships are reenvisioning the
role of the registered nurse as clinical teacher
and facilitating 1:1 relationships between nurses
and students over extended periods of time
(Allen, Schumann, Collins, & Selz, 2007; Joynt
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