
AS314-16 January 10, 2005 20:22 Char Count= 0

Nurs Admin Q
Vol. 29, No. 1, pp. 5–13
c© 2005 Lippincott Williams & Wilkins, Inc.

Answering the Call for
Quality Nursing Care and
Patient Safety
A New Model for Nursing Education
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Current discussion on the need to dramatically change nursing education and practice is based
on clear concerns about the changing nature of healthcare. The increasingly complex healthcare
system of our nation provides sophisticated interventions yet concerns about quality persist. A
new model of education and practice is proposed and this model is being implemented through a
groundbreaking partnership to prepare a master’s educated, entry-level, generalist nursing clinician
to lead and guide care at the point of care. The competencies associated with this new clinician are
discussed and future implications for evaluation and monitoring are shared. Key words: American
Association of Colleges of Nursing, Clinical Nurse Leader, nursing education, nursing practice,
patient safety, quality care

QUALITY AND SAFETY: WHAT IS
NURSINGS ROLE?

Nursing, as it has been throughout his-
tory, faces yet another crisis related to pa-
tient safety and the delivery of quality nurs-
ing care. With current and projected regis-
tered nurse shortages of an unprecedented
nature, pressure is mounting for speedy and
lasting solutions to assure the availability of
an adequate supply of professional and tech-
nical nursing personnel. Simultaneously, a de-
mand for improved patient care outcomes and
a safer healthcare delivery system are forcing
a re-examination of current nursing education
and practice environment models.

Current projections on the demand for
nurses anticipate the need to increase the
number of registered nurses to 2.8 million
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by 2012. The US Bureau of Labor Statistics
projects the need for 1.1 million nurses in
order to address the increased demand and
the projected retirements from the current ag-
ing nursing workforce.1 The Bureau of Labor
Statistics2 further places nursing at the top of
the list of needed professionals for the next
decade. Buerhaus et al3 project that an annual
40% increase in RN graduates will be needed
to replace nurses expected to be lost to re-
tirement in the coming years. The American
Association of Colleges of Nursing (AACN)4,5

indicates that despite an increase in enroll-
ments in entry-level baccalaureate nursing
programs of almost 30% over the years 2001–
2003, including a 16.6% increase in 2003, the
demand for RNs is far outpacing the need
for highly educated nurses. Unfortunately, po-
litical and economic forces, echoing strate-
gies employed during past shortages, seek to
solve the complex problem by focusing on
the production of larger numbers of nurses
from community colleges, perceived to be the
quickest route to the registered nurse license,
rather than focusing on the competencies and
education nurses must possess in the health-
care environment today and in the future.
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Clearly, nursing practice is being chal-
lenged to evaluate and change how care is
delivered. An aging population, growing
diversity, technological innovations, and
biomedical advances require nurses with
highly sophisticated knowledge, education,
and skills. Moreover, the dramatically de-
creased length of stay for patients translates
into the need for intense and focused inter-
ventions by nurses targeted at addressing
issues in an efficient, yet effective, manner. A
simple focus on only the number of nurses,
rather than the types of skills that nurses
should have to intervene effectively, will
neither assure safe care nor enhance the
quality of care delivered.

THE VIEW FROM NATIONAL REPORTS

Current reports to the nation from both
the practice and education arenas challenge
us to consider how nurses are educated for
the complexities of today’s healthcare system.
In the reports Crossing the Quality Chasm:
A New Health System for the 21st Century6

and Health Professions Education: A Bridge
to Quality,7 the Institute of Medicine (IOM)
of the National Academy of Sciences notes
that the American healthcare delivery system
and the programs that educate health profes-
sionals are in need of fundamental change.
The first IOM report challenged all health pro-
fessionals to focus on the use of evidence to
inform practice and to assume accountability
for the outcomes of the care provided. This re-
port noted that healthcare organizations and
health professionals should all pursue 6 key
aims in the delivery of healthcare: safety, ef-
fectiveness, patient centeredness, timeliness,
efficiency, and equitable care for all. In the
second IOM report, the authors call for a
transformation in health professions educa-
tion to better prepare health professionals
able to achieve the 6 key aims outlined in
the initial IOM report on quality. The follow-
up report challenges health professions ed-
ucators to make fundamental and transfor-
mative changes in education to assure the

availability of health professionals who are
able to deliver care that is evidence-based, in-
terdisciplinary, patient-centered, focused on
quality improvement and are able to use
informatics.

Nursing education, in a similar manner,
must be radically transformed to achieve the
goals of the IOM reports. Yet discussion con-
tinues about the numbers of nurses available
to provide care, rather than on the critically
important knowledge and skills necessary
to achieve these goals. Unfortunately, many
programs continue to prepare nurses for a
practice that no longer exists. Simply produc-
ing more registered nurses from the short-
est routes to RN practice will not assure
the development of a nursing workforce
that is uniquely skilled for today’s healthcare
environment.

The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) in its doc-
ument Healthcare at the Crossroads: Strate-
gies for Addressing the Evolving Nursing
Crisis echoes the need for change.8 The re-
port calls for the creation of organizational
cultures of retention, bolstering nursing ed-
ucational infrastructures, and establishing fi-
nancial incentives for investing in nursing.
JCAHO, in its role to assure quality, moni-
tors sentinel events—those patient care expe-
riences that result in unexpected morbidity or
mortality. JCAHO notes that 25% of sentinel
events are nurse-related and that the predom-
inant nurse factors in these events are compe-
tence and training of the nursing staff.9 This
again creates an awareness of the need to as-
sess whether a simple focus on the number of
professionals should be replaced by a concern
for assuring the critical nurse competencies
are present to deliver high quality and safe pa-
tient care.

Similarly, the American Hospital Associa-
tion’s Commission on Workforce for Hospi-
tals and Health Systems in the report In Our
Hands: How Hospital Leaders Can Build
a Thriving Workforce10 recommends that
healthcare delivery systems foster meaning-
ful work by making work design an organiza-
tional priority. The report calls for a focus on
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competence, building interdisciplinary edu-
cational opportunities, diversifying the work-
force, and capitalizing on partnerships with
the educational community.

A variety of initiatives have recently pro-
vided evidence that there is a growing aware-
ness that education is a critical factor in
providing quality patient care. In 1998, the
Department of Veteran’s Affairs (DVA) signed
a memorandum of understanding with the
American Association of Colleges of Nursing
to enhance opportunities for the DVA nurs-
ing workforce to acquire baccalaureate and
higher degrees. This memorandum was stim-
ulated by the revision of the qualification stan-
dards for advancement in the DVA healthcare
system. Nurses must hold a baccalaureate or
higher degree to progress beyond the entry
level (Grade 1) in the DVA. The DVA allo-
cated $50 million to support their staff’s edu-
cational endeavors. In 2000, the Chief Nurse
Officer Council of the University Health Sys-
tem Consortium studied the preferred staff
educational mix of CNOs in academic health
centers—the most complex healthcare sys-
tems available for patient care. The CNOs
voiced a strong preference for a more highly
educated nursing workforce and asked that
the UHC engage in efforts to assure that
the pipeline of nurses prepared at the bac-
calaureate level be enhanced and expanded
to assure the availability of these nursing
clinicians.11 A recent study of career trajecto-
ries and longevity of nurses with varying edu-
cational preparation, found that nurses with
a baccalaureate have enhanced career satis-
faction and have longer careers in nursing.12

Delgado also reviewed the characteristics of
nurses who are disciplined by state licensure
boards for practice act violations, including
medication errors.13 She found, as was seen
in studies in 6 other states, that disciplined
nurses had a statistically significant likelihood
of holding the associate degree as their high-
est educational preparation in nursing.

Finally, Aiken et al14 identified a strong link
between patient care outcomes and the ed-
ucational mix of nursing staff caring for sur-
gical patients. The study was the first com-

prehensive and statistically refined evaluation
of the links between f education and patient
care outcomes. Aiken and her colleagues re-
viewed patient care outcomes in the pop-
ulation of hospitals in Pennsylvania among
almost 250,000 surgical experiences. They
found that for every 10% increase in the pro-
portion of nurses holding Bachelor of Sci-
ence in Nursing (BSN) degrees in a given
institution, there was a 5% decline in mortal-
ity for individuals undergoing common surgi-
cal procedures. Identical findings were found
in failure to rescue care outcomes. This work
establishes the link between practice environ-
ment, staff educational preparation, and pa-
tient care outcomes. Aiken and her colleagues
document that nurses play an essential
role in the early detection and interven-
tion for adverse occurrences. Good surveil-
lance keeps bad things from happening and,
further, surveillance is influenced by nurse
staffing ratios, nursing skill mix, and educa-
tional levels of the nurse. Clearly, education
does make a difference in the delivery of safe,
effective, and efficient nursing care.

RECONCEPTUALIZING NURSING: THE
NEED FOR NEW NURSING PRACTICE
AND EDUCATION MODELS

If competence, education, and skills do
play a critical role in achieving safe patient
care outcomes, these concerns must inform
any efforts to transform the education of
nurses or to create a more sophisticated cadre
of nursing clinicians for today’s healthcare en-
vironment. The issues facing nursing educa-
tion and practice today evolve from a grow-
ing understanding of the complexity of the
healthcare system. Assuring the best possi-
ble patient care outcomes and understanding
how to effectively and efficiently use nurses
on the basis of their levels of knowledge, ed-
ucation, and skills will be of prime impor-
tance. The nursing workforce must be re-
configured to provide the right practitioners
at the right locations performing the right
functions. Moreover, the knowledge base for
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nurses must be enhanced to assure that their
education prepares them appropriately and
adequately for the practice challenges they
will face now and in the future. For AACN, this
reality created a clear understanding that new
education and practice models must be forged
to produce a workforce that can address com-
plex needs and serve as the surveillance sys-
tem in healthcare.

THE RESPONSE FROM EDUCATION AND
PRACTICE: THE CLINICAL NURSE
LEADERSM

Moving forward, AACN is taking steps to
reconceptualize the education of professional
nurses. In an effort to address the challenges
raised by the IOM, JCAHO, and others, AACN
undertook a historic initiative to transform
professional nursing education and create a
nursing workforce capable of meeting the
healthcare demands of contemporary and fu-
ture health systems. The work of two task
forces over a 4-year period, focused on ed-
ucation and regulation, reconceptualized the
nursing role and identified the competencies
needed for nurses to provide high quality pa-
tient care today and in the future. As a cen-
tral part of this work, AACN engaged in dis-
cussions with representatives from practice
seeking recommendations and evidence of
innovation that could shape and transform
professional nursing education. A number of
representatives from practice environments
reported that the dynamics of healthcare had
led them to experiment with new expressions
of nursing practice in which senior, very ex-
perienced, and highly educated nurses were
assuming a new role charged with leading the
design, implementation, and evaluation of pa-
tient care.

These new roles were direct patient care fo-
cused, and the nursing professionals in these
roles were instrumental in assuring the trans-
lation of evidence into practice while evalu-
ating the outcomes of the interventions by
themselves and staff they oversaw. At both
the University of Pittsburgh Medical Center
and the INOVA Health Care System, nurse ex-

ecutives developed these roles to move nurs-
ing care from a focus on tasks and instrumen-
tal activities to a more comprehensive out-
come and evaluation focused care dynamic.
Through a series of meetings, consultations,
and dialogues with varied communities of in-
terest and reaction panels, intense reviews of
the literature on nursing and healthcare, and
surveys of leaders in education, other health-
care disciplines, and practice, AACN deter-
mined that these practice experiments, which
were also occurring in sites across the coun-
try, provided evidence of the need for a new,
more highly educated entry-level generalist
clinical nurse capable of addressing the de-
mand to direct, oversee, and evaluate care.

In its work to detail the critical characteris-
tics, competencies, and education needed for
practice in this newly emerging role, expert
consultation was sought from a number of
communities and a document was created de-
scribing the competencies for this new nurse
role. The AACN Board of Directors, after re-
viewing the work and recommendations of
the two task forces, determined that AACN
should take a leadership role in facilitating
the creation of a new entry-level, generalist
clinician and a working paper titled The Role
of the Clinical Nurse Leader was approved
and shared with the nursing community. This
working paper described the role and the
competencies that should be present to fill
this role. The document made clear that this
professional nurse could not be educated in a
traditional, 4-year baccalaureate program but
would instead need a lengthy didactic and
clinical training experience appropriately cre-
dentialed at the master’s degree level. More-
over, it was determined that the introduction
of the Clinical Nurse Leader role could not oc-
cur in the absence of a simultaneous change
in both the educational experience and the
practice dynamics and would require com-
mitted partnerships between practice and
education.

AACN pledged to assume leadership for
this initiative and to engage appropriate stake-
holders to ensure the development of a new
legal scope of practice and credential for the
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new nursing professional. To that end, ed-
ucation and practice partnerships were de-
veloped and a series of invitational confer-
ences for practice partners were held for
the purpose of developing and implementing
new education–practice models. Uniform out-
come measures were identified, and partners
committed to participating in rigorous out-
come studies.

Throughout the development process, the
AACN Board of Directors remained commit-
ted to several key principles, including:

• It is neither feasible nor productive, at
this point in time, to engage in efforts to
differentiate the license for current BSN
and ADN graduates.

• Continuation of the baccalaureate nurs-
ing education, as the minimum credential
for practice as an entry-level professional
registered nurse should be supported.

• The set of expectations, as outlined in the
working paper on The Role of the Clini-
cal Nurse Leader, cannot be achieved in
a baccalaureate nursing education expe-
rience.

• AACN should continue to provide leader-
ship and invest resources in the creation
and evaluation of a new model, or mod-
els, of nursing practice and nursing edu-
cation at the master’s degree in nursing
level that results in a new nursing profes-
sional (CNL).

• The model(s) to be created and evaluated
will result in a new nursing professional
for generalist practice, as described in the
CNL paper, who is prepared at the mas-
ter’s degree level.

THE CLINICAL NURSE LEADER: WHAT IT
IS AND WHAT IT IS NOT

The Clinical Nurse Leader, as currently con-
ceptualized, will function as a leader in the
healthcare delivery system. Functioning at the
microsystems level, this individual will prac-
tice in all care settings, implementing the role
in a manner appropriate to varied settings
while overseeing the clinical plans of unit-
based clients to improve care and reduce cost.

This responsibility includes improving clini-
cal or client outcomes and enhancing nursing
practice through the identification and appli-
cation of evidence effective care to clients and
families. The CNL will have accountability for
the care of a defined group of patients within
a clinical unit, serve as a formal leader, and fos-
ter lateral integration of care.

The CNL must possess the expertise to
be an exemplary nurse leader in the provi-
sion of nursing care to groups of patients.
He/she maintains a comprehensive under-
standing of patient situations with the abil-
ity to access appropriate resources to obtain
additional theoretical or technical informa-
tion as needed. The CNL must also have skill
that will allow completion or supervision of
treatment modalities including pharmacolog-
ical management. Knowledge of agency stan-
dards, professional issues and healthcare pol-
icy will enable the CNL to make decisions that
are congruent with professional concerns, in-
cluding facilitation of quality patient care.
Through role modeling, coaching and demon-
stration, the CNL will also focus on the health
promotion/disease prevention interventions
for a specified group of clients while foster-
ing the learning of nurses and other health-
care providers (Table 1).

The Clinical Nurse Leader role is not an
add-on to the existing staff or care deliv-
ery structure but rather a clinically integrat-
ing role that transforms existing structures
to achieve patient-centered, evidence-based,
outcome-oriented nursing practice. The im-
plementation of the CNL role within a new
practice delivery model cannot occur absent
efforts to dramatically revise the care patterns
of all providers in the care unit or agency.

The CNL is not prepared as an advanced
practice nurse (APN). The APN is prepared
with specialist education in a defined area of
practice. The CNL is a generalist in contrast
with the specialized focus of the practice by
clinical nurse specialists (CNS). Moreover, the
CNL with their focus on the unit and a defined
group of patients will work closely with the
CNS to assure a comprehensive focus on pa-
tient care using the specialty population focus
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Table 1. Fundamental aspects of the Clinical Nurse Leader role

The Clinical Nurse Leader:
• Leads individualized, evidence-based, highly effective care to patients and families.
• Creates an environment of clinical excellence that results in improved individual and group

clinical outcomes on an identified care unit (eg, hospital unit, public health track, school,
occupational setting, etc.).

• Has clinical responsibility and authority for decision making regarding patient care.
• Engages in peer practice with health professionals for coordination/collaboration of the total

care dynamic.
• Is accountable for the identification and improvement of outcomes for practice unit-based

clinical populations (eg, patient categories, developmental groups, or whole communities).
• Participates in making patient assignments, developing nursing orders and participating with

peer partners in the overall plan of care for groups of clients on a unit.
• Engages in autonomous and accountable evidence based practice to make critical decisions

about the care of patients.
• Asks pertinent questions, completes assessments and uses critical thinking to ascertain

patient priorities.
• Delegates care effectively and helps other nurses and healthcare providers to integrate

essential information so they can prioritize and provide care to maximize outcomes.
• Provides clinical leadership within the unit by developing and guiding a clinical team (eg,

promotion of professional development, assurance of continuing education,
acknowledgement of clinical excellence and collegiality.

• Assumes leadership in self-governance activities.
• Assumes leadership in unit-based planning.
• Engages staff in review of cost data and implementation of strategies to improve

cost-effectiveness and reduce inefficiencies, including product-testing.
• Possesses effective communication skills needed to educate and interact with patients,

nurses, and other members of the healthcare team.
• Collaborates in orchestrating multidisciplinary interventions.
• Reports and documents patient care.
• Delegates, educates, and guides staff nurses and other assisting nursing personnel on the

clinical/care team.
• Manages information and integrates it with clinical practice (collects and reviews data).
• Reviews research and other forms of evidence regarding identified clinical problems.
• Communicates research findings and other forms of evidence and assist clinical team to

incorporate this material in practice.
• Review effectiveness of practice modifications in collaboration with clinical team.
• Develop and review population-based care protocols, standards, and practice guidelines.

and expertise of the CNS to develop a partner-
ing for better patient care outcomes.

ESTABLISHING PARTNERSHIPS FOR A
NEW DYNAMIC

In its leadership role, AACN appointed a
task force to implement a demonstration ini-
tiative for practice and education partners

who are committed to creating new edu-
cation programs and new practice opportu-
nities. The task force comprises representa-
tives from education and practice and brings
to its charge a wide array of experience in
healthcare education, practice, and adminis-
tration. In June 2004, the first invitational con-
ference of education/practice partnerships
was held in Washington, DC. Representatives
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from 77 education–practice partnerships, to-
taling almost 350 individuals, attended that
conference after having expressed a commit-
ment to both the development of a new edu-
cational program and a new practice model.
This meeting included discussion of the cur-
ricular, practice, and evaluation components
of the demonstration. Funded in part through
a grant from the Agency for Healthcare Re-
search and Quality, this meeting set as a fun-
damental goal the development of clear ex-
pectations for creating evidence that a new
clinical model and a newly conceptualized
professional nursing role would have a di-
rect effect on patient care outcomes and qual-
ity. Attendees at the meeting engaged in ex-
tensive dialogue and discussion regarding the
fundamental elements that must be present
for achieving higher quality patient care—
the premise upon which this new initiative is
framed.

EDUCATION FOR THE CLINICAL NURSE
LEADER

As noted earlier, CNL education is built
on the assumptions that the CNL educa-
tional program will culminate in a master’s
degree in nursing. The CNL graduate will
be a generalist able to provide care at the
point of care. The graduate will be prepared
in clinical leadership for setting specific
practice throughout the healthcare delivery
system and will be eligible to matriculate
to a practice- or research-focused doctoral
program.

All CNL programs, including those
designed for post high school entry or
second-degree programs, build upon the
competencies in the Essentials of Baccalau-
reate Education for Professional Nursing
Practice.15 Students graduating from a CNL
program will have a strong liberal educa-
tion background in the arts and sciences
and will have content at the graduate or
undergraduate level in the areas of: anatomy
and physiology, microbiology, epidemiology,
statistics, and healthcare policy. Additional

graduate level content will build on under-
graduate foundation in health assessment,
pharmacology, and pathophysiology. All
graduates of CNL programs will demonstrate
achievement of the 5 IOM health professions
core competencies: quality improvement,
interdisciplinary team care, patient-centered
care, evidence-based practice and utilization
of informatics. A strong foundation in policy/
organization, outcomes management, nurs-
ing leadership, and care management is
expected in every program. In addition, all
educational programs, working with their
practice partners, will designate a clinical
mentor/preceptor for each CNL student. Fol-
lowing completion of all didactic and clinical
course work, the CNL education program
will include a minimum of a 10–12 week
immersion experience in full-time practice in
the CNL role with a designated clinical pre-
ceptor and a faculty partner. This immersion
experience will include weekly opportunities
with other CNL students, faculty and mentors
to dialogue on issues and assess experiences,
particularly the implementation of the role.
The CNL graduate will be eligible to sit for
the CNL-certification examination following
the extended preceptorship or immersion
experience.

REQUISITE CHANGE IN THE PRACTICE
ENVIRONMENT MODEL

Changes in the practice environment will
be a necessary condition for the full im-
plementation of the Clinical Nurse Leader
role. Clear and comprehensive assessment
of present delivery models is a prerequisite
to new practice model development. In its
work to construct both new education and
practice expectations, the task force charged
with implementation of the CNL demonstra-
tions created a framework for practice—titled
The Partnership Model—and established prin-
ciples that must be embedded in any new
practice sites for the CNL. Present delivery
systems will need to examine in detail the
care and service delivered by the nurse and
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other providers, quantifying what consumes
the nurse’s day and what nonnursing tasks are
being performed. The utilization of roles and
their function should also be examined. Docu-
mentation tools should be reviewed for effec-
tiveness. Barriers to workflow and other time
wasters/redundancies, as well as system fail-
ures should be identified. New models should
flow from a design team charged with looking
at the roles of caregivers and assigning appro-
priate functions to each role. Workflow will
need to be reorganized to ensure that each
role is functioning at its highest level. Clear
and specific job responsibilities and job de-
scriptions will need to be created. Staff will
need to be educated to changes in role and ed-
ucational requirements needed to strengthen
those roles. Specific outcome measures will
be necessary to assure systematic evaluation
of new model implementation.

MOVING AHEAD: PARTNERSHIPS FOR
THE FUTURE CNL

Clearly, this new initiative is bold, some
might say brash, but focused on a central con-
cern for the nursing role in assuring quality
in patient care. A continued focus on rein-
forcement of the current education and prac-
tice dynamics will simply provide additional

opportunity to maintain a status quo that is
both unsatisfactory, and as noted in numer-
ous reports, not assuring that patients receive
the optimum or highest level of care possible.
The sophisticated technological and scientific
breakthroughs of healthcare today are only ef-
fective if a workforce of professional nurses is
available to assure the highest level of sophis-
tication in its work. This CNL initiative is de-
signed to assure that this will occur.

It is clear that nursing education must in-
evitably and powerfully change if we are to
adequately prepare the next generation to par-
ticipate as full partners in shaping the fu-
ture and improving patient care outcomes.
Improving the quality of education in order to
meet the demands, challenges, and opportu-
nities of the future will require internal
motivation, a collaborative culture, and the
continuous cycle of using data to improve
teaching and learning. Becoming better will
definitely require doing things differently. Re-
fusing to do things differently will certainly
lead to a sustained level of unacceptable pa-
tient care outcomes and a failed healthcare
delivery system. Yesterday’s habits invariably
produce yesterday’s results. In the words of
John F. Kennedy, “Change is the law of life
and those who look only to the past or to the
present are certain to miss the future.”
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