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The membership of the American
Association of Colleges of Nurs-
ing, in partnership with its prac-
tice partners, has initiated a
national effort to create a new
nursing role that is more respon-
sive to the realities of a complex,
technologically advanced, ever-
changing healthcare system. This
new role is the clinical nurse
leader. Nurses in this new role
will be prepared at the master’s
level and will act as lateral inte-
grators of care, patient advocates
over the many components of
the continuum, and information
manager to the multiple disci-
plines involved in care. Practice
and education partners are work-
ing together to define the curricu-
lum for this role and to create a
new care delivery model. In this
article, the authors used the geo-
graphic information system tech-
nology to describe the diffusion
of the education and practice
partners throughout the United

States and reflect on the growth
of the partnerships since the
project’s inception in June 2004.

For the past 6 years, a new
innovation in the discipline of
nursing has been evolving. It
began in 2000, when the Ameri-
can Association of Colleges of
Nursing (AACN) engaged in dis-
cussions on the future of the
nursing profession.1 Issues such
as the image of nursing, the de-
clining enrollments in baccalau-
reate and higher degree nursing
education programs, the emer-
gent nursing shortage, the con-
tinuing knowledge explosion in
healthcare, client/patient safety
issues, and the need for prepa-
ration of nurses for leadership
in healthcare delivery were ad-
dressed by 4 task forces ap-
pointed by AACN.2-7 The first 2
task forces examined the issues,
conceptualized new models for
education, and addressed the need
for a new role in nursing practice
and the development of practice
and education partnerships to im-
plement the new role and compe-
tencies. After a discussion with
consumers, educators, and prac-
tice stakeholders regarding the
proposed new role, 2 additional
task forces were established to

guide the implementation and
to evaluate the effectiveness of
the new role and the practice-
education partnerships.

In spring 2004, the Imple-
mentation Task Force developed
a curriculum to reflect the com-
petencies outlined in the AACN
working paper on the role of
the clinical nurse leader (CNL).1

The task force then set the di-
rection for the practice arena
to develop innovative models of
nursing care delivery to incorpo-
rate the new role.8

Education-Practice
Partnerships
The AACN Web site was used for
continuous communication with
the schools and colleges of nurs-
ing, and contacts with external
partners regarding the developing
role were made. In April 2004, a
‘‘Request for proposals for imple-
menting the clinical nurse leader’’
was distributed to the nursing edu-
cation community as an invitation
to participate with AACN in the
initiation of the CNL role. Nurs-
ing education programs were
asked to identify in their pro-
posals practice partners who
could assist them in ‘‘developing,
implementing and evaluating edu-
cation and practice models to im-
prove patient outcomes and care
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environments while maintaining
or improving cost effectiveness
and efficiency.’’9

In June 2004, the education
programs and practice partners
were invited to Washington, DC,
to learn more about the CNL
project, the history of the de-
velopment, and the expectations
of practice-education partners
and to engage in a dialogue on
partnership needs to promote
successful implementation and
evaluation of their projects. At
the meeting, there were 83 edu-
cational institutions represented,
with a range of 1 to 8 healthcare
institutions agreeing to partici-
pate with each of the educa-
tional sites in the CNL project.
Since June 2004, the pilot has
grown and CNL projects are
being implemented in multiple
practice settings.

Innovation Diffusion
E.M. Rogers,10,11 in his diffusion
theory, describes a process ‘‘by
which an innovation is com-
municatedIover time among
the members of theIsystem’’
for the purpose of providing
exposure to the innovation.10

The process typically involves
5 stages: innovation develop-
ment, dissemination, adoption,
implementation, and mainte-
nance. Innovation, he says, is an
‘‘idea, practice or object that is
perceived as new (CNL role) by
an individual or other unit of
adoption.’’10 The AACN’s initial
conference and regional meet-
ings, Web site, personal contacts,
and discussions with represen-
tatives of a number of profes-
sional organizations were used
to communicate to ‘‘members of
the systems in and affected by
nursing.’’

Innovation development in-
volves the decisions and activities
that occur from the beginning de-
velopment to production (4 task
forces of AACN). Dissemination
involves an active approach to
transfer knowledge from the de-
veloper (AACN) to the user (edu-
cation and practice partners).10

Adoption involves the under-
standing and comprehending of
the innovation (CNL role) by
the target audience (education-
practice partners).11 Implementa-
tion then involves the use of the
innovation in practice (practice
partners).11 The CNL pilot is
at the implementation stage in
Rogers’ Diffusion Theory. To
achieve maintenance, the final
stage, ongoing implementation,
and continuous use of the inno-
vation must occur.11

Methodology
Using the geographic informa-
tion system (GIS) technology
and the geomapping tool, the
adoption and implementation of
the CNL innovation commenced.
Geographic information system
technologies are used to orga-
nize spatial data into a form that
can be easily analyzed.12 Several
user-friendly GIS software pro-
grams that can be used to create
maps on desktop computers are
available. These GIS programs
arrange spatial data by themes
as data layers.12 The act of cre-
ating these data-specific maps
is often referred to as ‘‘geomap-
ping.’’ Themes such as streets,
bodies of water, and locations
are available for downloading
from various Web sites. Once
the base layer is established,
other theme layers can be added
to the map. For example, the
land of a state is the base layer

and the city layer is added to the
map. Data in tabular form can be
imported and coded into GIS to
be pictorially displayed by color
coding or symbols.13 Such data
can include the addresses of busi-
ness clientele or the locations of
all the healthcare agencies in the
selected city.

A variety of professions use
GIS technology to display and
analyze information. For exam-
ple, epidemiologists use GIS to
plot the new cases of an infec-
tious disease on a map to help
determine the source of the dis-
ease outbreak. In the nursing
profession, GIS technology can
be used in numerous ways.14 It
can assist nurses in performing
community assessments,15 plan-
ning and implementing inter-
ventions within a community,16

identifying access to healthcare
services,17 and evaluating health
policy.18 Geographic information
system provides the ability to
pictorially examine relationships
of information and to surmise
results in a single glance.

Geographic information sys-
tem technology was used to map
the locations of schools and prac-
tice sites involved with the CNL
pilot. The maps for this proj-
ect were created using ArcView

A

3.3 GIS software developed by
Environmental Systems Research
Institutes, Inc. ArcViewA provides
the ability to download neces-
sary maps and to import data
into the project to be displayed
and analyzed.13

The geographic file of the
United States separated into re-
gions was downloaded from the
US Census Bureau’s Cartographic
Boundary Files Web site (updated
in 2005) in the form of a Topo-
logically Integrated Geographic

386 JONA � Vol. 36, No. 9 � September 2006

Clinical Nurse Leader
E V O L U T I O N O F A R E V O L U T I O N

Copyr ight © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



Encoding and Referencing 2000
shapefile.19 The shapefile separated
the 50 states into 4 groups: North-
east, South, Midwest, and West.

Tables and themes were cre-
ated in GIS using 2 lists from the
AACN. The first list provided
the names and addresses of all
schools and practice sites partici-
pating in the CNL pilot. The
second list provided the directory
of master’s programs available
in each state.20 The participating
schools were coded by whether
they were an academic health
center (AHC). Academic health
center status was determined by
being designated on the AACN

list as an AHC or by being listed
as a member of the Association of
Academic Health Centers.20 The
Association of Academic Health
Center’s member list was re-
trieved from the association’s
Web site at http://www.ahcnet.
org/about/members/index.php
(updated in 2005). The participat-
ing practice sites were also coded
by Magnet Nursing Service Rec-
ognition status.21 Magnet status
of the practice site was deter-
mined by the listing of the Mag-
net facilities on the American
Nurses Credentialing Center Web
site at http://www.nursingworld.
org/ancc/magnet/facilities.html

(updated in 2005). All the partici-
pating schools and practice sites
were geocoded into the GIS map
by using the sites’ zip codes.

Findings and Discussion
According to the US Census
(2000), the United States is di-
vided into 4 regions as noted on
the geomap (Figure 1): North-
eastern region (dots), which in
cludes 9 states; the Southern
region (horizontal lines), which
has 16 states plus Puerto Rico;
the Midwestern region (white),
with 12 states; and the Western
region (diagonal lines), with 13
states. In July 2004, there were

Figure 1. CNL project partners (no. of master’s of science in nursing programs; no. of participating schools; no. of
participating practice sites).
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78 educational and 124 health-
care institutions participating to-
gether in the CNL projects. As
of April 2006, there were 91
educational and 159 healthcare
institutions in the practice part-
nerships. Of the practice partners,
33 (21%) have achieved Magnet
Nursing Service Recognition.21 All
regions of the United States are
hosting CNL projects.

In the Western region of the
United States, 7 of 13 states (54%)
are represented in the CNL pilot.
In the Midwest, 10 of the 12
states (83%) are represented. In 1
of these states, only a healthcare
institution is participating with an
educational program in an adjoin-
ing state. In the South, 12 of 16
states (75%), plus Puerto Rico, are
participating. In the Northeast, 8
of 9 states (89%) are participating.

To date, 21% of all master’s
programs in the United States are
participating in the CNL pilot,
and 34% are located in AHCs
(Table 1). Within the Veterans Ad-
ministration System, 60 of 159
hospitals (38%) have participating
project (Harris J, Chief Nursing
Officer, Veterans Administration,
Tennessee Valley Health Care Sys-
tem, Nashville, Tenn, personal
communication, April 2006). All

other project sites represent hospi-
tals, home healthcare agencies,
schools, long-term care, and a
statewide community-based sys-
tem. Data to determine the extent
of participation by each of these
systems are not yet available.

The Northeast, Midwest, and
South have the highest numbers
of states participating, respec-
tively. The Midwest and the South
have a greater number of educa-
tional and healthcare institutions
participating, whereas the Mid-
west and West have a greater
percentage of master’s of science
in nursing programs participat-
ing in the pilot. Most of the
educational programs are located
in non-AHCs, and the practice
sites with Magnet recognition
are in the minority.

Conclusion
Since June 2004, the CNL pilot
project has been initiated in 21%
of all master’s programs and in
37 (74%) states and 1 territory,
and new graduates are beginning
to emerge in practice sites. Old-
enburg and Parcel22 indicate that
the ‘‘rates of initial programI
adoption, implementation, and
maintenance can varyIas a result
of strategies used to disseminate

the innovation and to educate
program adopters in its use.’’ The
final stage of maintenance in
the diffusion theory can only
be achieved after the initial im-
plementation, the graduation of
the product, and the evaluation
of the effectiveness and efficiency
of the innovation. It is at this
point of evaluation that a deter-
mination can be made about the
strategies used in innovation, de-
velopment, and dissemination and
whether these strategies will result
in sustained use of the CNL.22
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