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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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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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TRANSFORMATIONAL
PARTNERSHIPS IN
NURSING EDUCATION


V I C TO R I A  N I E D E R H A U S E R ,


R I C H A R D  C . M AC I N T Y R E ,


C AT H E R I N E  G A R N E R , C Y N T H I A


T E E L , A N D T E R I  A . M U R R AY


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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The Oregon Consortium for Nursing Education (OCNE) is a statewide coalition designed as a long-term solution to the nurs-
ing shortage and in response to the need for a new kind of nurse to care for Oregon’s aging and increasingly diverse popula-
tion. It is an effort to increase capacity in schools of nursing by making the best use of scarce faculty, classrooms, and clinical
training resources in the delivery of a standard curriculum on 13 campuses, including 8 community colleges and the 5 cam-
puses of the OHSU School of Nursing. This article describes the development of OCNE, including infrastructure development,
creation of the shared curriculum, redesign of clinical education, faculty development, and plans for evaluation. If OCNE is
successful in achieving its goals, it holds substantial policy implications for the development of nursing education systems,
design of curricula, use of simulation as a component of clinical education, and delivery of clinical education.


Keywords: nursing education reform; nursing education curriculum; nursing shortage; clinical education


The Oregon Consortium for Nursing Education
(OCNE) is a statewide coalition community college


and university nursing programs in Oregon. The consor-
tium was designed as a long-term solution to the nursing
shortage and as a response to the need for a new kind of
nurse to care for Oregon’s aging and increasingly diverse
population. It is an effort to increase capacity in schools
of nursing by making the best use of scarce faculty,
classrooms, and clinical training resources in the deliv-
ery of a standard curriculum on 13 campuses, including
8 community colleges and the 5 campuses of the Oregon
Health Sciences University (OHSU) School of Nursing.


The need for enrollment increases in Oregon schools
of nursing was documented originally in a report com-
missioned by the Northwest Health Foundation (2001)
and confirmed in subsequent studies by the U.S.
Department of Health and Human Services, Health
Resources & Services Administration, Bureau of Health
Professions (2002) and the Oregon Center for Nursing
(2005). The current shortage of nurses is affecting all
areas of nursing practice, including acute care, public
health, and long-term care, and is most severely affecting
rural parts of the state. The shortage has and will continue
to adversely affect access to and quality of patient care;


by 2020, Oregon is projected to have a 50% vacancy rate
for registered nurses (RNs).


The Oregon Nursing Leadership Council (ONLC),
representing five major nursing organizations in the
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state,1 developed a strategic plan to address this looming
shortage (ONLC, 2005). Because of the continuing
shortage, significant demographic shifts in the Oregon
population, and major changes in the delivery of health
care, the ONLC identified new competencies that all
RNs should have now and in the future, essentially cre-
ating a “new nurse.”


To educate this new nurse in a climate of scarce fiscal,
faculty, and clinical resources, the ONLC proposed a
partnership among all community college and public and
private 4-year programs. OCNE was thus established to
provide baccalaureate nursing education throughout the
state, increasing the opportunities for students and pro-
viding a statewide response to the nursing shortage
(Gubrud-Howe et al., 2003).


This article describes the development of OCNE
through the early consensus building required to create
the collaborative agreements and the subsequent major
initiatives that characterize OCNE:


• development of an organizational structure, interin-
stitutional agreements, and operating guidelines for
completing work;


• development of a standard curriculum based on
new competencies and advances in the science of
learning;


• faculty development essential for delivery of an
innovative curriculum involving initial training for
faculty leaders on each campus;


• initiated work on expanding clinical training capac-
ity through simulation and the development of a
new model of clinical education; and


• development of a comprehensive plan for evalua-
tion of the consortium.


Early Planning for OCNE


The early work in ONLC was characterized by
strong collaboration among leaders of constituent orga-
nizations and a willingness to work through and set
aside historic differences, such as the long-standing
divisiveness between associate degree and baccalaure-
ate programs. Organizational development consultants
facilitated this process, assisting members to identify
and commit to shared goals. Through our work with the
consultants, we forged a commitment to a different
kind of leadership model, one in which the critical
health care needs of the population that nursing serves
and its societal contract would trump individual and
specific organizational interests (Potempa, 2002). The
collaborative process was a cornerstone in the contin-
ued development of OCNE.


A second critical component was the work with key
stakeholders through committee membership, continued
interpretation and discussion of proposed changes in the
nursing education system, and facilitated debate to reach
a consensus. The ONLC appointed committees to
develop specific operational plans for each of its major
strategic goals. The Education Subcommittee was
appointed to address two of these goals: (a) to double
enrollment in Oregon’s nursing programs by 2004 and
(b) to transform nursing education in the state to more
closely align with the emerging health care needs of
Oregonians. The committee was composed of represen-
tatives from each of the constituent organizations of the
ONLC, including regulators, practicing nurses in acute
and long-term care as well as public health and nurse
executives and faculty and/or directors from both associ-
ate and baccalaureate degree programs. The committee
initially began work on creating a differentiated model,
translating the newly accepted competencies to differen-
tiate the practice associate degree and baccalaureate
graduates. However, through continued discussion they
realized that the competencies could not be differentiated
on the basis of relatively small differences in the length
of educational program (as community college education
in Oregon had generally increased to 3 years in length,
including prerequisites), that the new competencies
would likely require at least 4 years, and that the signif-
icant contribution of community college education to the
educational preparation of the registered nurse work-
force would need to be included in any proposed plan.


One of the greatest challenges for this committee was
striking a balance between the need to keep their con-
stituent groups informed of the proposed plans as they
developed, while ensuring that plans were not promul-
gated before they were adequately articulated. The com-
mittee released its plan through constituent organizations,
proposing a strengthened educational system through the
consortium partnership, capitalizing on the contributions
of both associate degree and baccalaureate programs
through the development of a shared curriculum directed
toward new competencies, and changes in the education
of licensed practical nurses as well as other assistive
workers who carry out nursing tasks as delegated by reg-
istered nurses. Although the committee agreed that it
would likely require 4 years for students to fully attain the
new competencies, the committee did not propose
changes in degree requirements for professional nursing.
The plan focused on the competencies needed for practice
and the partnership among educational programs neces-
sary to educate the nurse to those competencies. Because
the committee was proposing significant transformation
in the educational system, in which constituents might
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see specific interests challenged, the plan became quickly
politicized, misunderstood, and/or misrepresented.


Members of the committee worked closely with their
constituents, as well as community college and univer-
sity administration, to help interpret the proposed plan
and to identify key issues. Frequent, facilitated meetings
among committee members and stakeholders in commu-
nity college and university education were required to
reach full understanding of and agreement to the pro-
posed plan. Eight months after the preliminary plan was
released, representatives from all baccalaureate and
associate degree nursing programs as well as representa-
tives from each of the ONLC constituent organizations
signed an agreement to support the development of a
consortium that had the possibility of two levels of part-
nership—a full partnership agreement to develop and
deliver a shared curriculum leading to new competencies
or an associate partnership to collaborate in other capac-
ity-increasing activities, except for adoption of a shared
curriculum. A total of eight community colleges and
Oregon Health and Science University committed to full
partnership, whereas the remaining six community col-
lege nursing programs and the five private university
programs are associate partners.


Development of an Organizational Structure
and Interinstitutional Agreements


Early in our development, we adopted a decision-
making process using consensus building through each
campus, and honoring the guiding principle that each
partner would retain its full autonomy as the accredited
degree-granting institution. This process continues.
Initial proposals are developed by a standing committee,
with representatives from each campus then taken back
to the respective campuses for full review and input, then
revised by the committee using input from the campus.
This process is repeated until consensus among all part-
ner schools is achieved.


In addition to this process, committee members con-
tinued with the leadership model adopted by the ONLC.
This leadership model coupled with the consensus
approach to decision making has produced many posi-
tive consequences: (a) the development of a level of
mutual respect and trust among individual members that
allowed for open debate, confrontation of long-standing
assumptions and stereotypes, and changing perceptions
about one another; (b) the evolution of an open commu-
nication pattern that required honest exchange of ideas;
(c) the expectation that participants continue an honest
appraisal of the state of nursing education, creating a
shared vision for what it could be; and (d) the promise of


each individual member to lead their respective organi-
zations toward this shared vision.


We established a steering committee composed of rep-
resentatives from each of the full partner programs, one
member representing associate partner community col-
leges, and one member representing associate partner
universities. Throughout the early development, members
of the steering committee continued to engage key stake-
holders, meeting periodically with the administrative
groups from the university and community colleges, the
Oregon State Board of Nursing, as well as other member
groups from the ONLC. Members of the Steering
Committee wrote grant proposals and received funding
from the Northwest Health Foundation for infrastructure
development, hiring a project director and administrative
assistant, and from the Department of Health and Human
Services, Health Resources and Services Administration,
for faculty and curriculum development.


The Steering Committee developed standard admis-
sion criteria and application procedures. Students may
apply to a community college and/or to OHSU. Students
who are admitted to a community college are coadmitted
to the OHSU, although they do not matriculate into
OHSU courses until near the end of the 3rd year of the
program. The Steering Committee also endorsed com-
mon prerequisites and identified other areas in which
agreements or guidelines would be necessary, such as
common library standards, guidelines for sharing faculty,
and publication and authorship guidelines. Through their
collaborative work, they developed an interinstitutional
agreement that was signed by college and university pres-
idents during a formal celebratory event attended by the
governor, representatives from foundations that supported
the development of OCNE, and other key stakeholders.


Since completing its formal interinstitutional agree-
ments, OCNE has established a permanent organiza-
tional structure. It has developed a proposal for
permanent funding to support the small staff necessary to
sustain the shared curriculum and the other agreements
among partner campuses.


Curriculum Development


During the first phase of curriculum development, fac-
ulty representatives from each of the full-partner cam-
puses, as well as some representatives from associate
partners, met 2 days per month with instructional design-
ers and consultants in competency-based education. This
committee first refined the original ONLC competencies
to guide curriculum development and adopted a broad
framework for course development using reports from the
Institute of Medicine (2001a, 2001b, 2003) and analyses
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Table 1
Sequence of Nursing Courses for Community College and OHSU Students


Year Fall Term Winter Term Spring Term


1st Prerequisites Prerequisites Prerequisites
2nd Health Promotiona Chronic Illnessa Acute Care Ia


Management I Pathophysiology II
Pathophysiology I Pharmacology II
Pharmacology I


3rd Acute & End of Life Chronic Illness & End of Integrative Practicum Ia


Care IIa Life Care IIa Population-Based Carea


Epidemiology
4th Population-Based Carea Leadership & Outcomes Integrative Practicum IIb


Epidemiology Managementa Theory focused on specific 
population


Leadership & Outcomes Integrative Practicum Ib Integrative Practicum IIb


Managementa Theory focused on specific Theory focused on specific 
population population


Note: Pathways for students enrolled in a community college and completing the Associate of Applied Science degree are in shaded cells.
a. Includes both theory and clinical.
b. Primarily clinical, with a selection of courses focusing on the specific population (e.g., children and youth, hospitalized older adults).


of population-based needs. It then outlined a 4-year cur-
riculum that included a year of prerequisites and required
arts and science courses and electives, with 3 years of
nursing courses. The first five academic quarters of the
nursing curriculum are identical across community col-
lege and university campuses (see Table 1). Then students
enrolled in community college programs are offered the
opportunity to either continue directly for the final four
academic quarters, taking coursework provided by the
OHSU faculty or exit with an Associate of Applied
Science (AAS) in Nursing degree and eligibility to sit for
the National Council Licensure Examination–Registered
Nurse (NCLEX-RN). After completing the AAS, they
may either continue for a final year to earn the Bachelor
of Science degree practice for a while and then return for
the Bachelor of Science degree, or not return at all.


Committee members worked closely with faculty
members from their respective campuses, seeking input
on the competencies, prerequisites, and proposed curricu-
lum outline and finally obtaining approval on December
2004. The committee continued the development of the
benchmarks for progression through the 3 years of the
nursing curriculum, course descriptions, and outcomes
approved by faculty on each campus by December 2005.
Periodically throughout the development of the curricu-
lum, they met with the Oregon State Board of Nursing as
well as representatives from the Department of Education
and the Oregon University System chancellor’s office. The
curriculum was approved by these bodies early in 2006.


Following approval of the competency-based curricu-
lum, faculty work groups developed detailed course plans
and instructional materials including syllabi, recommended


content, case studies, simulation scenarios, and other learn-
ing activities. Special attention was paid to the development
of core cases, large case studies that are used to help
students gain new understandings related to several compe-
tencies. National consultants with expertise in case teaching
worked closely with faculty in developing these cases and
in learning methods of case-based teaching. Instructional
materials such as these hold tremendous value for faculty
statewide, as they have been developed specifically for the
OCNE curriculum, are based on sound pedagogical princi-
ples, and have been used by faculty members on multiple
campuses. It is this resource that will eventually spread
scarce faculty expertise statewide and conserve faculty time
in instructional design. The course materials are shared
through a Web-based learning management system; within
the next year, we expect to have materials available on a
Web-based searchable learning objects repository that
should improve access and utilization.


The final phase of curriculum development has
focused on the development of an integrative practicum,
a precepted clinical experience culminating the educa-
tional program. The aims of this practicum are (a) to pro-
vide students with the opportunity to practice in a single
setting, integrating prior learning and developing skills
that can be acquired only through an immersion experi-
ence (e.g., working as a full member of an interprofes-
sional team), and (b) to ease the transition of student to
beginning professional nurse. Faculty and project staff
worked closely with nurse executives and nurse educa-
tors in health systems and other clinical agencies to
develop key components of this practicum, to identify
the requirements for preparing the preceptors (now titled
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“Clinical Teaching Associates” [CTAs])—staff nurses
who would serve as one-to-one mentors for nursing
students—and to define the roles and responsibilities of
the CTA, the faculty, and the students for this experience.


Faculty Development


With the magnitude of transformation envisioned for
OCNE, the need for faculty development became appar-
ent particularly related to new instructional approaches
in a competency-based curriculum and new nursing
practices specified in the new competencies. The first
phase of faculty development was provided through the
work with consultants on curriculum and instruction.
Faculty leaders from each campus participated in work-
shops that were directed toward curriculum develop-
ment, but included significant faculty development
aspects as well, specifically on competency-based cur-
riculum models and instructional design. During the
summer of 2007, we began the second phase of faculty
development, providing a series of three 3-day work-
shops—one as an orientation for faculty who had not
participated in prior workshops, the second as an
advanced workshop on new concepts in the OCNE cur-
riculum (e.g., advances in chronic illness management,
health promotion strategies) and on advanced case-based
instruction. These workshops were video recorded and
portions will be used for a comprehensive new faculty
orientation program.


In the spring of 2008, we initiated the third phase of
faculty development, which focuses on preceptor training.
We have developed a standard 2-day curriculum that
includes facilitated discussion on creating a positive learning
environment, using adult learning principles, providing
feedback and teaching important clinical concepts in the
OCNE curriculum such as clinical judgment and evi-
dence-based practice. To sustain this preceptor training
program beyond the funding period, we are currently
training one or more four-person teams in each OCNE
location by fall 2008 who will continue to offer these
facilitated workshops as more preceptors are needed.


Expanding Clinical Education Capacity


A major obstacle to increasing enrollment in nursing
programs throughout the state and to improving the qual-
ity of nursing education is the limitation in number, type,
and focus of clinical experiences needed for a baccalaure-
ate degree. Currently, nursing programs use a clinical edu-
cation model that requires the placement of students in
clinical sites where registered nurses practice. Students are


arranged in clinical groups of eight to nine, with one clin-
ical instructor. Staff nurses augment clinical supervision,
particularly in areas of high acuity, where students are
responsible for total patient care. Clinical faculty members
are responsible for ensuring that students receive a valu-
able experience in real-world situations. However, there
are several problems in this system:


1. There are limited numbers of acute care clinical
placements. The nursing programs in the state
report the inability to expand enrollment because
of the maximization of current clinical placements,
due in part to competition among nursing pro-
grams, low or unpredictable patient census, and
overtaxed nursing staff.


2. As patient acuity has increased in inpatient set-
tings, the need for closer supervision of students
has intensified.


3. Students and faculty both report inefficient use of
student time and schedules that hinder effective
learning.


4. Nursing students typically do not get experience work-
ing with patients and families during nonacute phases
of highly prevalent chronic health conditions—
learning practices that will become increasingly
important as the population ages.


In response to these issues, we began our clinical edu-
cation work with the development of clinical simulation
centers throughout the state as a way to supplement the
clinical experiences of nursing students (Seropian,
Brown, Gavilanes, & Driggers, 2004). Simulation pro-
vides the opportunity for students to be “in the moment”
of real crisis situations, without affecting patient safety.
Each of the OCNE campuses has the capacity to provide
high-fidelity simulations as an integral part of the new
learning model. However, because not every clinical
experience can or should be provided through simulation
exercises, during the last 2 years, we have collaborated
with clinical agencies throughout the state to develop a
new clinical education model that addresses these prob-
lems. The multiphase project involved establishing 
consensus on the need for a new model, the development
of pilot projects to test the efficacy of innovative
approaches to clinical education, the convening of a rep-
resentative “think tank” to design essential elements of
the model. The new model as currently envisioned aligns
clinical learning experiences and instructional strategies
with the desired competencies. Rather than using a sin-
gle approach—placing students in clinical sites under the
supervision of a faculty or preceptor in the hopes that the
students will experience particular events—this model


Tanner et al. / Oregon Consortium for Nursing Education 207







requires the combination of several types of clinical
learning activities that are developmentally appropriate
for the level of the student and feasible in the clinical
environment to ensure that students meet the requisite
competencies (Gubrud-Howe & Schoessler, 2008).
Currently, clinical education leaders are vetting the
model with clinical agency representatives and faculty;
the process will culminate demonstration projects to
examine the effectiveness of the model.


Comprehensive Evaluation


We have initiated a comprehensive evaluation, gather-
ing data on the processes of OCNE development and
baseline data on outcomes of pre-OCNE programs, con-
ducting annual surveys of current students and faculty to
identify issues in OCNE implementation, and conduct-
ing campus site visits to observe implementation. The
first class of students completes the Associate of Applied
Science in spring 2008 and the Baccalaureate degree in
spring 2009. For this and subsequent classes we will col-
lect data to (a) evaluate the outcomes of OCNE, specifi-
cally the extent to which OCNE has increased the supply
and distribution of baccalaureate-prepared RNs in
Oregon, improved the quality of prelicensure education,
and improved the utilization of faculty through reducing
workload and increasing satisfaction; (b) determine what
components of the OCNE model are critical to achieving
these outcomes, including both the planning processes
used in the development of the OCNE and the ways in
which the OCNE model is implemented; and (c) dissem-
inate this information to other states and regions consid-
ering replication of the OCNE model.


Summary


The Oregon Consortium for Nursing Education repre-
sents an unusually high degree of collaboration among
nursing faculty from associate degree and baccalaureate
nursing programs in achieving consensus on new nursing
competencies, a shared curriculum, and academic stan-
dards. In collaboration with its clinical partners in hospi-
tals, public health and other community-based agencies
and long-term care, OCNE is working to establish new
models of clinical education to increase capacity for
more students, reduce the burden on staff nurses, and
more closely align with the new competencies. With the
high level of collaboration and geographic reach of its
partners, OCNE has strong potential to reduce the effect
of the nursing shortage and dramatically improve care,
particularly in rural and other underserved areas.


The OCNE is engaging in a magnitude of change that
is transformative in nature. Although other programs
and systems have used components of this model (e.g.,
competency-based education, case-based instruction,
articulation between associate degree and baccalaureate
programs), never has one explicitly combined best prac-
tices in curriculum and instruction, state-of-the-art educa-
tional technology, competencies based on assessment of
emerging health care needs of a population, mechanisms
to share faculty expertise in a consortial arrangement;
coadmission of students to associate and baccalaureate
degree programs, and collaborative efforts to create new
clinical education approaches, all in an effort to better
prepare graduates and to accommodate an increased
number of students.


This comprehensive and collaborative effort is unprece-
dented in the United States and is increasingly viewed by
health care and nursing education leaders as a model that
could be adapted to achieve similar goals across the
country. If this project is successful in achieving its goals,
there are a number of substantial policy implications—for
development of nursing education systems, design of cur-
ricula, use of simulation as a component of clinical edu-
cation, and delivery of clinical education.


Note


1. These organizations are: the Northwest Organization of Nurse
Executives, the Oregon Council of Associate Degree Programs, the
Oregon Council of Deans (representing baccalaureate and higher
degree programs), the Oregon Nurses’ Association, and the Oregon
State Board of Nursing.
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Tips for Planning Nursing Education Innovative Approaches
April 2009


Health care delivery in the U.S. is becoming increasingly complex, requiring the use 
of sophisticated technologies and the need for systems thinking in order for nurses to 
practice safely.  Further, more than ever before nurses are caring for sicker, older, and 
more diverse patients with myriad chronic conditions.  In order to keep up with this 
these changes, innovative approaches in nursing education are being encouraged.  
However, before educators begin to plan innovative approaches to nursing education, 
they might consider the following:


Hargreaves (2008) suggests that it is important to think about consequences (intended 
and unintended) before beginning to plan an innovative instructional strategy. 
Answering questions such as those listed below will provide guidelines as decisions 
are made:


n What are the likely outcomes of a given learning and teaching strategy?
n Will it work for all students/staff/the institution?
n What is the intention?
n What is the worst possible outcome?
n What is the best possible outcome?
n On balance, how great is the likelihood that positive consequences will   
    outweigh negative ones?


When the consequences are identified, then think about:


n Would greater support make a difference?
n Which assessment tasks ensure students can complete the course/education without being compromised by   
    uncertain outcomes? 


If the decision is made to go ahead with the innovative strategy, review your jurisdiction’s nurse practice act and 
administrative rules. If your innovation constitutes a significant departure from the way a nursing education program 
currently functions under the rule structure, contact your Board of Nursing about implementing an innovative approach.  
Early consultation with your Board is highly recommended. 
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Nurse of the Future Nursing Core Competencies©  


GAP ANALYSIS 


 


Nursing Program____________________________________________ 


Contact Person_________________________________________Phone:____________________________ Email: ______________________ 


GAP ANALYSIS Participants  


Primary completion responsibility____________________________________________________________________________ 


Faculty Contributing to Gap Analysis: 
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________ 


Practice Partner(s) Contributing to Gap Analysis: 


________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________ 


 
The limitation of this tool is that this is a self-assessment, the rating scores are based on the perception of the rater.  


 


 GAP ANALYSIS  







All rights reserved Massachusetts Department of Higher Education Nurse of the Future Competency Committee Page 2 


 


The purpose of the Gap Analysis is to identify the gaps between what is currently being taught and what nursing programs and their clinical partners 
believe should be taught in order for RN students to learn the eleven Nurse of the Future Nursing Core Competencies© by graduation. 


The analysis is best coordinated by one faculty member in consultation with other faculty and representative(s) from your practice partner(s). Your 
practice partner’s feedback and comments are an essential component of the gap analysis. Your completed gap analysis is confidential and will only 
be reviewed by the Nurse of the Future Competency Committee.  All the gap analyses will be aggregated to create a picture of nursing education in 
Massachusetts in relation to the eleven competencies.  


Directions: 


For each competency: 


 Refer to the Description of the Eleven Nurse of the Future Nursing Core Competencies© and their associated Knowledge, 
Attitudes and Skills areas.  Keep the descriptions with you as you complete this form. Review the definition and the K/A/Ss for the 
competency described considering all the competency knowledge areas together, all the attitude areas together and all the skills together.  


•  In column 1: Use the response scale (1 to 4) described below to assess how many overall opportunities are currently available 
within your nursing curriculum for your students to learn the knowledge, attitudes and skills (K/A/Ss) for each of the Nurse of the 
Future Nursing Core Competencies© by graduation. For overall score provide an average of the total for each K/A/S area. Use the 
worksheet provided to display individual scores for each K/A/S.  


• In column 2: Provide specific evidence to support the score provided in column 1. Please indicate the learning opportunities and 
assessment measures that demonstrate the opportunities to learn the K/A/Ss for each competency by graduation. Please consider 
students’ behaviors and skills in evaluating and scoring attitude areas. Please link to evidence on the worksheet provided.   


• In column 3: Use the response scale (1-4) to indicate how many overall opportunities you believe should be available for your 
students to learn the knowledge, attitudes and skills (K/A/Ss) for each competency by graduation. 


• In column 4: Use the response scale (1-4) for your practice partners to indicate how many learning opportunities they believe should 
be available for your students to learn to the K/A/Ss associated with each competency by graduation. This response should be 
developed after discussion with your practice partner(s) about each of your expectations about what learning opportunities should be 
available for your students throughout the program. Please consider students’ behaviors and skills in evaluating and scoring attitude 
areas. 
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•  In column 5: Provide the numerical difference (including + or -) between your response in column 3 (the opportunities you believe 
should be available for your students to learn the K/A/Ss for each competency by graduation) and your answer in column 1 (the 
current opportunities that are available for your students to learn the K/A/Ss for each competency by graduation) to identify the 
gap. 


• In column 6: Provide the numerical difference (including + or -) between the response in column 4 (what opportunities your practice 
partner(s) believe should be available for your students to learn the K/A/Ss by graduation) and your response to column 3 (what 
opportunities you believe should be available for your students to learn the K/A/Ss by graduation) to identify the gap.  


• For the question: “To what extent should this competency as defined by these K/A/Ss be integrated into an overall future curriculum”, 
please indicate overall faculty response in score provided for each competency. 


• Comment section: Use this section to provide any additional comments, ideas or questions regarding each competency including but 
not limited to the K/A/Ss.   Please indicate comments by nursing program, practice partner or both. In addition to any general 
comments, please specifically comment on or explain any K/A/S with a score of 2 or below.  


• General Comments: Use this section for more detailed discussion of questions or comments about the Nurse of the Future Nursing 
Core Competencies©.  Please indicate comments by nursing program, practice partner or both. 


Response scale    (1– 4)


1 No opportunities to learn these Knowledge areas, Attitudes or Skills (K/A/Ss) in our program.  


:    


2 Only a few opportunities to learn these K/A/Ss by graduation.  (1-3 opportunities) 


3 Several opportunities to learn these K/A/Ss by graduation. (4-7opportunities) 


4 Many opportunities to learn these K/A/Ss by graduation.(7 or more opportunities) 


Patient Centered Care:


 


 The Nurse of the Future will provide individualized care that recognizes patient’s preferences, values and needs and 
respects the patient or designee as a full partner in providing compassionate, coordinated, appropriate, safe and effective care. 


Column 1 2 3 4 5 6 
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Competency 
KAS 


 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4  


Validation of 
current status 


Where are these 
learning 
opportunities in your 
curriculum and how 
are they taught?  
Summarize from 
worksheet.  


Provide   
documentation on 
worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at your 
score in column 1. 


Desired 
outcomes 
Nursing 
Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


Desired  
outcomes-Practice 
Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score 
in column 1 from 
your score in column 
3 to arrive at the 
difference between 
your desired 
outcomes and the 
current status. 


GAP  between Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Patient –
Centered Care 
Knowledge 
areas 


 


      


Patient 
Centered Care 
Attitudes 
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Patient 
Centered Care 
Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Professionalism: 


Column 


The Nurse of the Future will demonstrate accountability for practicing nursing within established moral, legal, ethical, 
regulatory and humanistic principles. 


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


 How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4               


 


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4 


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Professionalism 
Knowledge areas 
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Professionalism 
Attitudes 


 


 


      


Professionalism 
Skills 


 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Leadership:


Column 


 The Nurse of the Future will influence the behavior of individuals or groups of individuals in a way that will facilitate the 
establishment and acquisition of shared goals. 


1 2 3 4 5 6 
Competency 
KAS 


 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


 


 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


  


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4             


Desired  outcomes-
Practice Partner(s)  


 


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4 


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Leadership 
Knowledge areas 
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Leadership 
Attitudes 


 


      


Leadership Skills 


 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Systems-based Practice


Column 


: The Nurse of the Future will demonstrate an awareness of and responsiveness to the larger context and system of health 
care and the ability to effectively call on system resources to provide care that is of optimal quality and value. 


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


 How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4                       


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4 


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Systems-based 
Practice 
Knowledge areas 
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Systems-based 
Practice 
Attitudes 


 


      


Systems-based 
Practice Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Informatics:


Column 


 The Nurse of the Future will use information and technology to communicate, manage knowledge, mitigate error and support 
decision-making. 


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4  


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4  


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Informatics 
Knowledge areas 
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Informatics 
Attitudes 


 


      


Informatics 
Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Communication:


Column 


 The Nurse of the Future will interact effectively with patients, families, and colleagues, fostering mutual respect and shared 
decision-making, to enhance patient satisfaction and health outcomes.   


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4  


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4  


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Communication 
Knowledge area 
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Communication 
Attitudes 


 


      


Communication 
Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Teamwork & Collaboration: 


Column 


The Nurse of the Future will function effectively within nursing and interdisciplinary teams, fostering open 
communication, mutual respect, shared decision-making, team learning and development.   


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4  


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4       


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Teamwork and 
Collaboration 
Knowledge areas 


 


      







All rights reserved Massachusetts Department of Higher Education Nurse of the Future Competency Committee Page 17 


 


 


Teamwork and 
Collaboration 
Attitudes 


 


      


Teamwork and 
Collaboration 
Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Safety:


Column 


 The Nurse of the Future will minimize risk of harm to patients and providers through both individual performance and system 
effectiveness. 


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4  


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4  


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Safety 
Knowledge areas 
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Safety Attitudes  


 


 


 


     


Safety Skills 


 


 


 


 


     


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Quality Improvement:


Column 


 The Nurse of the Future will use data to monitor outcomes and care processes, and use improvement methods to design 
and test changes to continuously improve the quality and safety of healthcare. 


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4  


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4  


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Quality 
Improvement 
Knowledge areas 


      


Quality       
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Improvement 
Attitudes 


Quality 
Improvement 
Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Evidence Based Practice (EBP)


Column 


: The Nurse of the Future will identify, evaluate and use the best current evidence coupled with clinical expertise 
and consideration of patients’ preferences, experience and values to make practice decisions. 


1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4           


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4  


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 


Evidenced-Based 
Practice 
Knowledge areas 
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Evidenced-Based 
Practice 
Attitudes 


 


      


Evidenced-Based 
Practice Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments:


 


 Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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Nursing Knowledge:
The science of nursing is a discrete body of knowledge that incorporates: 


 The Nurse of the Future will recognize the science and practice of nursing as the profession’s two major dimensions.  


• Knowledge of relationships among nurses, patients and their environments within the context of health  
• Nursing concepts and theories 
• Concepts and theories derived from  the basic sciences,  humanities and other disciplines  


The practice of nursing utilizes scientific inquiry evidenced in the nursing process. 


Column 1 2 3 4 5 6 
Competency 
KAS 


Assessment of 
current  status  


How many 
opportunities are 
currently 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4 


 


Validation of 
current status 


Where are these 
learning 
opportunities in 
your curriculum 
and how are they 
taught?  
Summarize from 
worksheet.  


Provide   
documentation 
on worksheet of 
specific learning 
activities and 
assessment 
measures that 
demonstrate how 
you arrived at 
your score in 
column 1. 


Desired outcomes 
Nursing Program 


How many 
opportunities do 
you (the faculty) 
believe should be 
available for your 
students to learn 
the K/A/S by 
graduation? 


Scale of 1-4           


Desired  outcomes-
Practice Partner(s)  


How many 
opportunities does 
your practice 
partner believe 
should be available 
for your students to 
learn the K/A/S by 
graduation? 


Scale of 1-4  


GAP  between 
Nursing Program 
Desired outcomes  
and Current Status 


Subtract your score in 
column 1 from your 
score in column 3 to 
arrive at the difference 
between your desired 
outcomes and the 
current status. 


GAP  between  Practice 
Partners Desired 
outcomes and Nursing 
Program Desired 
outcomes 


Subtract the score in 
column in 3 from the 
score in column 4 to 
arrive at the difference 
between the practice 
partner(s) desired 
outcomes and nursing 
program desired 
outcomes. 
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Nursing 
Knowledge 
Knowledge areas 


 


 


 


     


Nursing 
Knowledge 
Attitudes 


 


      


Nursing 
Knowledge Skills 


 


      


 


To what extent should


Not Integrated                                                             Fully Integrated 


 this competency as defined by these K/A/Ss be integrated into an overall future curriculum? 


1                    2                    3                    4                    5 


Comments: Please indicate your comments by nursing program, practice partner or both. In addition to any general comments, please specifically 
comment on or explain any K/A/S with a score of 2 or below.  
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General Comments (from school and practice partner) 








54 AJN � April 2010 � Vol. 110, No. 4 ajnonline.com


T he State of Massachusetts
is a leader in health care
legislation. Perhaps its


best known effort is the 2006
law mandating that all Massa-
chusetts residents have health in-
surance.1 Less well known is the
state legislature’s funding for
nursing. At the prompting of the
state’s chancellor of higher edu-
cation, the legislature designated
$500,000 for nursing education
for 20052 and subsequently au-
thorized the same amount for
each of the next two years. Im-
pressed by how much progress
had been achieved with these
modest funds, the legislature
doubled the allotment for 2008
and then initially allowed for
another doubling for 2009. How-
ever, the economic downturn
forced a cutback from $2 million
to $1.39 million. For the 2010
budget, although $1 million was
initially allotted, the amount was
later reduced to $498,000 because
of the continuing budget crisis.


While obtaining funding in the
face of the economic crisis and
competition from other worthy
causes was a monumental achieve-
ment in itself, what was accom-
plished with the funds is equally
important. In just a few short
years, the Massachusetts Nursing
Initiative has developed a set of
core competencies for future
nurses, created a centralized clin-
ical placement system that has


benefited both nursing education
programs and health care facili-
ties, increased access to simula-
tion technology to help educate
nurses, and provided educational
and financial assistance to indi-
vidual nurses.


STATEWIDE ADVISORY COMMITTEE
A committee of multiple stake-
holders provides general oversight
and organization for the Massa-
chusetts Nursing Initiative. Co-
chairs of this committee are David
McCauley, deputy commissioner


Editor’s note: This is the fourth in a series of articles describing a public and private
collaborative effort coordinated by the Center to Champion Nursing in America at AARP
to redesign nursing education to prepare the future nursing workforce.


Massachusetts Initiative Unites Nurse Educators,
Employers, and Funders


Strategic partners develop clinical placement system, core
competencies, simulation training, and resources to support nurses.
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ADN = associate’s degree in nursing; BSN = bachelor of science in nursing; CommCorp = Common-
wealth Corporation; DHE = Department of Higher Education; EOLWD = Executive Office of Labor and
Workforce Development; INHL = Institute for Nursing Healthcare Leadership; MACN = Massachusetts
Association of Colleges of Nursing; MARILN = Massachusetts/Rhode Island League for Nursing;
MCN = Massachusetts Center for Nursing; MHA = Massachusetts Hospital Association; MONE =
Massachusetts Organization of Nurse Executives; MSCF = Massachusetts Senior Care Federation.


Reprinted with permission from the Massachusetts Department of Higher Education Nursing and
Allied Health Initiative.


Figure 1. Composition of the Statewide Advisory
Committee







for workforce development at
the Massachusetts Department
of Higher Education, and Karen
Nelson, MPA, RN, senior vice
president of clinical affairs at
the Massachusetts Hospital Asso-
ciation.


The advisory committee meets
quarterly. This partnership, which
formed in 2005, initially includ-
ed stakeholders from education,
nursing practice, industry, work-
force development, and legislation.
In the five years since its inception,
other stakeholders have joined,
including representation from the
community (AARP) and founda-
tion resources (Tufts Health Plan
Foundation) (see Figure 1).


PARTNERSHIP SURVEY
One of the first tasks undertaken
with the 2005 funding from the
Massachusetts state legislature was
the Nursing Education Practice
Partnership Survey. This telephone
survey reached all 24 publicly
funded nursing schools and a va-
riety of health care institutions, in-
cluding 50 acute care facilities
(about 70% of all such facilities in
the state), 14 long-term care facil-
ities, and 14 home health agen-
cies. The survey revealed three
common needs across the state:


• for faculty: increased numbers
and enhanced clinical and edu-
cational competence


• for students: better preparation,
with improved critical think-
ing skills and smoother transi-
tion into the clinical setting


• for nursing education: new cur-
riculum approaches to meet the
demands of the future, includ-
ing revised, unified, and stan-
dardized models; accelerated
nursing education pathways,
such as from diploma-to-
baccalaureate in nursing; in-
creased use of simulation; and
better coordination of clinical
placements
A useful metaphor. The sur-


vey findings were conceptualized
as an expanded nursing education
pipeline (Figure 2). Constrictions
such as faculty shortages and too
few clinical placement sites shut
potential students out of nursing
school. Strategic planning, active
partnerships, and increasing the
number of faculty can build ca-
pacity. Innovations such as use of
simulation technology and better
coordination of clinical placement
sites enhance the flow of students
through the pipeline. Other ini-
tiatives, such as student retention
programs and mentoring, can


reduce “leaks” from the pipeline.
Opening new ports into the pipe-
line, for example, with alterna-
tive degree options and online
education, will expand the pipe-
line, resulting in more nurses
and nursing faculty.


Another concept emerged as
a cornerstone of all future work:
the importance of partnerships
between education and practice.
All projects undertaken as part
of the Massachusetts Nursing
Initiative and all applications for
funding must be a joint endeavor
involving at least one nursing edu-
cation program and one health
care facility.


DEVELOPMENT OF COMPETENCIES
A major undertaking has been the
development of a set of compe-
tencies to serve as a framework
for a revised nursing education
curriculum. The goal here is dif-
ferent from the goal in Oregon,
which was to create a standard-
ized statewide nursing curricu-
lum (see Uniting States, Sharing
Strategies, March). In Massachu-
setts the goal is to standardize the
outcomes of education through a
focus—across varying nursing
programs—on the competencies
required of future nurses.
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Figure 2. Increasing the Capacity and Quality of the Nursing Education Pipeline


Reprinted with permission from the Massachusetts Department of Higher Education Nursing and Allied Health Initiative.
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• system-based practice
• informatics and technology
• communication
• teamwork and collaboration
• safety
• quality improvement
• evidence-based practice


Novel application of compe-
tencies. A Massachusetts Or-
ganization of Nurse Executives
committee is using these competen-
cies to develop a transition-into-
practice model. The underlying
concept is that transition into
practice begins with the first clin-
ical placement during nursing
school. By June, the committee
hopes to have developed best
practices.


Completion of this committee’s
work will help finalize the mission
statement identified at the end of
an invitational meeting that the
Massachusetts Board of Higher
Education and the Massachusetts
Organization of Nurse Executives
assembled in March 2006: “to es-
tablish a formal coalition to cre-
ate a seamless progression through
all levels of nursing that is based
on consensus competencies that
include transitioning nurses into
their practice settings.”5


CLINICAL PLACEMENT
A major obstacle limiting student
enrollment is the shortage of clin-
ical placements. Work to address
this problem in Massachusetts
began in 2005, and in 2007, the
Massachusetts Department of
Higher Education and the Massa-
chusetts Center for Nursing began
a Web-based centralized nursing
clinical placement system. The
Web site (www.mass.edu/mcncps/
welcome.asp) displays and man-
ages clinical placements in four
designated regions in the state:
Boston, Northeast–Central,
Southeast, and West. Both stu-
dents and clinical faculty can ac-
cess this information.


Currently, 90 health care or-
ganizations (including 80% of the


acute care facilities in the state
and some long-term care organi-
zations) and 76 nursing educa-
tion programs (including 100%
of the bachelor of science in
nursing programs, 95% of the
associate’s degree in nursing pro-
grams, and 22% of the LPN
programs) participate in the state’s
clinical placement system.6 By
late 2009, the system had han-
dled more than 10,000 student
placements and increased the
availability of open clinical place-
ments by 20%.


A unique feature of the Mas-
sachusetts clinical placement sys-
tem is the development of one
online orientation process for all
clinical sites. Previously, students
might have attended an orienta-
tion lasting up to two hours
whenever they went to a new
clinical site.


Because of the state budget
cuts, the Massachusetts Nursing
Initiative is looking for a way to
sustain the clinical placement
system. A fee-based proposal is
currently under consideration.


SIMULATION
Simulation projects have been
a major focus of both nursing
schools and hospitals across Mas-
sachusetts. In order to foster part-
nerships between education and
practice, every application for sim-
ulation funding from the state
allocation must show a partner-
ship between a nursing school and
a clinical setting.


Since 2005, the Massachusetts
Nursing Initiative has awarded,
on a competitive basis, 26 simu-
lation manikins to school–hospital
partnerships across the state. Nine
partnerships between nursing
programs and health care facili-
ties have also received funding to
develop simulation scenarios.
Simulations include critical care,
home care, and newborn situa-
tions; they also encompass dif-
ferent nursing core competencies.


The competency development
committee was formed in 2006
and comprises representatives
from all segments of nursing edu-
cation and practice, including
long-term and home care, faculty,
staff nursing, and nursing edu-
cation accreditation. The group
meets for four hours once or
twice a month.


Examining existing competency
sets, the committee determined
that the competencies for Massa-
chusetts nurses should be based
on the 2003 Institute of Medicine
core competencies for all health
care professionals3 and on the
Quality and Safety Education for
Nurses’ structure of having three
components (knowledge, attitudes,
and skills) for each competency.4


In developing its own set of com-
petencies for Massachusetts nurses,
the committee also considered the
competencies chosen by other
states, accrediting bodies, practice
organizations, and hospitals.


Specific competencies. By
November 2007, a draft of the
Nurse of the Future Nursing Core
Competencies was ready for cir-
culation. The competencies indi-
cated the minimal expectations
for those completing a prelicen-
sure nursing education program.
The draft was posted on the Mas-
sachusetts Department of Higher
Education’s Web site (http://bit.
ly/cm076v), and comments were
solicited. The committee subse-
quently modified the compe-
tencies based on feedback from
readers of the Web site, discus-
sions at schools and practice
sites throughout the state, and a
thorough literature review.


The revised competencies will
be published on the Web site in
April. Each of the following 10
competencies includes numerous
specific areas defined by knowl-
edge, attitudes, and skills:
• patient-centered care
• professionalism
• leadership



http://bit.ly/cm076v

http://bit.ly/cm076v

www.mass.edu/mcncps/welcome.asp

www.mass.edu/mcncps/welcome.asp
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expanded the program to in-
clude nurses pursuing master’s
degrees who commit to teaching
nursing.


BEYOND STATE BORDERS
In 2009, the Massachusetts Nurs-
ing Initiative, with the Tufts
Health Plan Foundation as the
sponsoring foundation, received
a Robert Wood Johnson Founda-
tion Partners Investing in Nurs-
ing’s Future grant to develop a
regional model that extends the
Massachusetts model to two bor-
dering states. Rhode Island had
already started a centralized
clinical placement system similar
to that of Massachusetts. New
Hampshire wanted to do the
same, and both states also wanted
to use or adapt the Nurse of the
Future competencies. Together,
Rhode Island and New Hamp-
shire raised more than $100,000
to help support the regional pro-
gram.


A regional coordinating coun-
cil, consisting of representatives
of each state and the fiscal agent,
ensures consistency (but not nec-
essarily duplication) among the
three states. The Massachusetts
Statewide Advisory Committee
is sharing all of its materials with
coordinating committees in
Rhode Island and New Hamp-
shire. These states are adapting
the materials and programs as
needed. For example, New Hamp-
shire has no doctoral programs
in nursing, so for its Nurse Schol-
ars program equivalent it is fund-
ing New Hampshire residents
who are doctoral students in
other states and who commit to
teach in New Hampshire.


Massachusetts participates
with other states throughout the
nation in a program to build
nursing education capacity that
is jointly sponsored by the Cen-
ter to Champion Nursing in
America, the U.S. Department
of Labor’s Employment and


Training Administration, the
U.S. Department of Health and
Human Services’ Health Re-
sources and Services Adminis-
tration, and the Robert Wood
Johnson Foundation (see the Jan-
uary and February Uniting States,
Sharing Strategies). One of the 18
lead states in this initiative, Mas-
sachusetts had a team, a subset
of the Statewide Advisory Com-
mittee, at both the 2008 and
2009 multistate summits. As
part of its nationwide outreach,
the Massachusetts Nursing Ini-
tiative also hosted a Webinar on
November 18, 2009 (for related
resources, go to http://bit.ly/
aE34Km). �


Laurie Lewis is a freelance medical writer
in New York City. The author acknowl-
edges the contributions to this article
of Maureen Sroczynski, MS, RN, chief
nursing consultant for the Massachusetts
Department of Higher Education, and
Patricia M. Noga, MBA, RN, NEA-BC,
senior director of clinical affairs for the
Massachusetts Hospital Association.
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SUPPORT OF INDIVIDUAL NURSES
The development of competencies,
the clinical placement system, and
simulation training all focus on
changes at the program level. But
leaders in the state recognize that
the best programs will not resolve
problems such as the nursing
shortage if capable nurses can-
not participate in them. There-
fore, several initiatives reach out
to individual nurses.


The Welcome Back Center uses
a case management approach to
work individually with legal im-
migrants in the Boston area who
were nurses in another country
but lack a license to practice in
the United States. Some of these
nurses have been working in
health care settings, but in low-
paying positions that do not allow
them to fully use their skills. The
main goal of the Welcome Back
Center is to help these nurses
obtain RN licensure in Massa-
chusetts. A secondary goal is to
increase diversity of the nurse
workforce. Since this program’s
inception in 2006, 121 nurses
have graduated from it, and 293
are in the pipeline.


The state legislature’s budget
cuts for 2010 meant loss of gov-
ernment support for the Welcome
Back Center. However, the pro-
gram will continue with grants
and support from Bunker Hill
Community College and the three
other participating nursing pro-
grams.


Nurse Scholars is a program
that the Tufts Health Plan Foun-
dation has funded since 2008.
That year, the foundation offered
a total of $100,000 in scholar-
ships for nurses pursuing doctor-
ates, with the goal of increasing
the number and diversity of
faculty. Each nurse receives a
scholarship of $10,000, with the
stipulation that she or he commits
to teach nursing for a year. In
2009, the foundation increased
the funding to $250,000 and
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