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INTRODUCTION

The CNL® is a master’s educated nurse, prepared for practice across the continuum of care
within any healthcare setting in today’s changing healthcare environment. This document
delineates the entry-level competencies for all Clinical Nurse Leaders (CNLs). These CNL
competencies build on the American Association of Colleges of Nursing (AACN) The Essentials
of Master’s Education in Nursing (2011).

AACN, representing baccalaureate and graduate schools of nursing, in collaboration with other
healthcare organizations and disciplines, first introduced the Clinical Nurse Leader (CNL) in
2003, the first new nursing role in over 35 years, to address the ardent call for change being heard
in the healthcare system. The competencies deemed necessary for the CNL originally were
delineated by the AACN Task Force on Education & Regulation Il (TFERII) in the Working
Paper on the Clinical Nurse Leader. In 2007, the AACN Board of Directors approved the White
Paper on the Education and Role of the Clinical Nurse Leader. The White Paper provided the
background, rationale, and description of the CNL role and education as well as the expected
outcomes and competencies for all CNL graduates. The background, rationale, and description of
CNL practice as well as the assumptions for preparing the CNL remain particularly relevant;
therefore, the White Paper is included as an attachment to this document.

The competencies delineated here have been revised and updated to reflect CNL practice within
the changing healthcare environment. Therefore, these competencies replace the competencies in
the White Paper on the Education and Role of the Clinical Nurse Leader (February, 2007). In
addition to the CNL master’s level competencies, the Curriculum Framework and
Clinical/Practice Expectations for CNL programs are included. These components provide the
basis for the design and implementation of a master’s or post-master’s CNL education program
and prepare the graduate to sit for the Commission on Nurse Certification (CNC) CNL
Certification Examination.

CNL PRACTICE

The CNL is a leader in the healthcare delivery system in all settings in which healthcare is
delivered. CNL practice will vary across settings. The CNL is not one of administration or
management. The CNL assumes accountability for patient-care outcomes through the
assimilation and application of evidence-based information to design, implement, and evaluate
patient-care processes and models of care delivery. The CNL is a provider and manager of care at
the point of care to individuals and cohorts of patients anywhere healthcare is delivered.
Fundamental aspects of CNL practice include:
e Clinical leadership for patient-care practices and delivery, including the design,
coordination, and evaluation of care for individuals, families, groups, and populations;
e Participation in identification and collection of care outcomes;
e Accountability for evaluation and improvement of point-of-care outcomes, including the
synthesis of data and other evidence to evaluate and achieve optimal outcomes;



e Risk anticipation for individuals and cohorts of patients;

e Lateral integration of care for individuals and cohorts of patients

e Design and implementation of evidence-based practice(s);

e Team leadership, management and collaboration with other health professional team
members;

e Information management or the use of information systems and technologies to improve
healthcare outcomes;

e Stewardship and leveraging of human, environmental, and material resources; and,

e Advocacy for patients, communities, and the health professional team.

COMPETENCY DEVELOPMENT PROCESS

The Clinical Nurse Leader Competencies reflect a national consensus-based process. AACN
facilitated the process to develop these consensus-based competencies, including the work of the
national Expert Panel and external Validation Panel, both representing CNL education and
practice. In addition, the Expert Panel included representation from two national stakeholder
organizations: the Commission on Nurse Certification (CNC) and the Clinical Nurse Leader
Association (CNLA). The process used for this project models that previously used for the
development of the Nurse Practitioner Primary Care Competencies in Specialty Areas: Adult,
Family, Gerontology, Pediatric, and Women’s Health (2002) as well as a number of other
nationally recognized nursing competencies.

The Expert Panel (see page 3) initially convened in April 2012 first via conference call and then
face-to-face at AACN headquarters in Washington, DC. During this meeting, the panel reviewed
relevant documents including the CNC Job Analysis results, AACN’s The Essentials of Master’s
Education in Nursing (2011), and the White Paper on the Education and Role of the Clinical
Nurse Leader (2007). After the face-to-face meeting, the Panel met electronically and by
conference call to review and discuss the competencies. By early summer 2013 the panel reached
consensus on the draft competencies and completed Phase I of the competency development
process. Phase 11, the validation process, was conducted in July and August 2013.

A letter of invitation to participate in the validation process was sent to 150 individuals,
randomly selected from the CNL database. Invited individuals equally represented CNL
education (including faculty, program directors, and deans) and practice (including chief nursing
officers/nurse managers and practicing CNLs). Sixty-three individuals accepted the invitation
and participated in the validation review process. The Validation Panel representation included
CNOs, CNLs, faculty, and deans. Distribution and representation on the Validation Panel is
shown in Figure 1. The validation tool developed originally as part of the Health Resource and
Services Administration (HRSA) funded nurse practitioner primary care competencies project
(2002) was adapted to a SurveyMonkey online format. The Validation Panel was asked to
systematically review each CNL competency for relevance (i.e., is the competency necessary?)
and specificity (i.e., is the competency stated specifically and clearly? If not, provide suggested
revisions.) The Validation Panel also was asked to provide comment on the comprehensiveness
of the competencies.



The validation process demonstrated overwhelming consensus with the competencies and
provided valuable feedback for additional refinement. The Expert Panel met electronically four
times subsequent to this process to review the validation results, revise the competencies as
needed, and produce the final set of 82 competencies delineated in this document. Based on the
feedback from the Validation Panel, 14 competencies were deleted, one competency was added,
and 50 (61%) of the competencies underwent revision to enhance specificity or clarity. The
Expert Panel also reviewed Validation Panel responses regarding required clinical expectations
for CNL education programs and made final recommendations.

Figure 1: Validation Panel Composition R

Dean/Directar,
9 5chodl of Nursing

mam CHL Program Director
B CHL Faculty member

Practicing Clinical
B Murse Leader

Chief Mursing
W Officer/Executive

Other practice
representatives

719%

63%

11.1%
349%

CNL CURRICULUM

The master’s nursing curriculum is conceptualized in Figure 1 and includes three components
(AACN, 2011, p. 7-8):
1. Graduate Nursing Core: foundational curriculum content deemed essential for all
students who pursue a master’s degree in nursing regardless of the functional focus.

2. Direct Care Core: essential content to provide direct patient services at an advanced
level.

3. Functional Area Content: those clinical and didactic learning experiences identified
and defined by the professional nursing organizations and certification bodies for
specific nursing roles or functions [CNL competencies and clinical expectations].
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*All master’s degree programs that prepare graduates for roles that have a component of
direct care practice that includes the CNL are required to have graduate level
content/coursework in the following three areas: physiology/pathophysiology, health
assessment, and pharmacology. [Although not required, it is recommended that the CNL
curriculum include three separate graduate-level courses in these three content areas.
Having CNLs at the point of care with a strong background in these three areas is seen as
imperative from the practice perspective. In addition, the inclusion of these three separate
courses facilitates the transition of these master’s program graduates into DNP direct care
(advanced practice registered nurse) programs.]

+The competencies for the CNL role are delineated in this document.

Therefore, the three components comprising the master’s-level CNL curriculum include:
e Master’s Graduate Nursing Core: The outcomes delineated in The Essentials of Master’s
Education in Nursing.
e Direct Care Core: Graduate level content/coursework in physiology/pathophysiology,
health assessment, and pharmacology.

e (CNL Role Competencies & Clinical Expectations: Delineated in this document.



These three components reflect the current knowledge base and scope of practice for entry-level
CNLs. As scientific knowledge expands and the healthcare system and practice evolve in
response to societal needs, CNL competencies and practice also will evolve. The periodic review
and updating of these competencies will ensure their currency and reflect these changes.

The CNL master’s curriculum is designed to make the graduate, if he/she chooses, eligible to
matriculate to a practice- or research-focused doctoral program immediately or in the near future.
It is recommended that graduate-level didactic and clinical coursework be designed to reduce
duplication and repetition between the master’s and doctoral-level coursework. This approach to
curriculum design will allow a more seamless transition to doctoral education and career
progression.

The preparation of the graduate for CNL practice assumes the previous or simultaneous
attainment of the competencies delineated in The Essentials of Baccalaureate Education for
Professional Nursing Practice (AACN, 2008). Therefore, an entry-level/2™ degree master’s
program preparing graduates with the CNL competencies and eligible to sit for CNL certification
is expected to ensure that graduates also have attained the Baccalaureate Essentials and are
prepared to sit for the national registered nurse licensure examination (NCLEX).



Table 1: Master’s Essentials and Clinical Nurse Leader Competencies

The Master’s Essentials and the Clinical Nurse Leader Competencies are included in this table to provide a comprehensive view of
expected outcomes of CNL education. In addition, the inclusion of both sets of expected outcomes should facilitate curriculum

development.

Essential 1: Background for Practice from Sciences and Humanities

Essential 1: The Essentials of Master’s Education in Nursing

Essential 1: CNL Competencies

1. Integrate nursing and related sciences into the delivery of
advanced nursing care to diverse populations.

2. Incorporate current and emerging genetic/genomic evidence in
providing advanced nursing care to individuals, families, and
communities while accounting for patient values and clinical
judgment.

3. Design nursing care for a clinical or community-focused
population based on biopsychosocial, public health, nursing, and
organizational sciences.

4. Apply ethical analysis and clinical reasoning to assess, intervene,
and evaluate advanced nursing care delivery.

5. Synthesize evidence for practice to determine appropriate
application of interventions across diverse populations.

6. Use quality processes and improvement science to evaluate care
and ensure patient safety for individuals and communities.

7. Integrate organizational science and informatics to make changes

1. Interpret patterns and trends in quantitative and qualitative
data to evaluate outcomes of care within a microsystem and
compare to other recognized benchmarks or outcomes, e.g.
national, regional, state, or institutional data.

2. Articulate delivery process, outcomes, and care trends
using a variety media and other communication methods to
the healthcare team and others.

3. Incorporate values of social justice to address healthcare
disparities and bridge cultural and linguistic barriers to
improve quality outcomes.

4. Integrate knowledge about social, political, economic,
environmental and historical issues into the analysis of and
potential solutions to professional and healthcare issues.

5. Apply concepts of improvement science and systems
theory.




in the care environment to improve health outcomes.

8. Analyze nursing history to expand thinking and provide a sense of
professional heritage and identity.

Essential 2: Organizational and Systems Leadership

Essential 2: The Essentials of Master’s Education in Nursing

Essential 2: CNL Competencies

1. Apply leadership skills and decision making in the provision of
culturally responsive, high-quality nursing care, healthcare team
coordination, and the oversight and accountability for care delivery
and outcomes.

2. Assume a leadership role in effectively implementing patient
safety and quality improvement initiatives within the context of the
interprofessional team using effective communication (scholarly
writing, speaking, and group interaction) skills.

3. Develop an understanding of how healthcare delivery systems are
organized and financed (and how this affects patient care) and
identify the economic, legal, and political factors that influence
health care.

4. Demonstrate the ability to use complexity science and systems

1. Demonstrate working knowledge of the healthcare system
and its component parts, including sites of care, delivery
models, payment models, and the roles of health care
professionals, patients, caregivers, and unlicensed
professionals.

2. Assume a leadership role of an interprofessional healthcare
team with a focus on the delivery of patient-centered care
and the evaluation of quality and cost-effectiveness across
the healthcare continuum.

3. Use systems theory in the assessment, design, delivery, and
evaluation of health care within complex organizations.

4. Demonstrate business and economic principles and
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theory in the design, delivery, and evaluation of health care.

5. Apply business and economic principles and practices, including
budgeting, cost/benefit analysis, and marketing, to develop a

business plan.

6. Design and implement systems change strategies that improve the

care environment.

7. Participate in the design and implementation of new models of

care delivery and coordination.

practices, including cost-benefit analysis, budgeting,
strategic planning, human and other resource management,
marketing, and value-based purchasing.

Contribute to budget development at the microsystem level.

Evaluate the efficacy and utility of evidence-based care
delivery approaches and their outcomes at the microsystem
level.

Collaborate with healthcare professionals, including
physicians, advanced practice nurses, nurse managers and
others, to plan, implement and evaluate an improvement
opportunity.

Participate in a shared leadership team to make
recommendations for improvement at the micro-, meso- or
macro-system level.

11




Essential 3: Quality Improvement and Safety

Essential 3: The Essentials of Master’s Education in Nursing

Essential 3: CNL Competencies

1. Analyze information about quality initiatives recognizing the
contributions of individuals and inter-professional healthcare teams
to improve health outcomes across the continuum of care.

2. Implement evidence-based plans based on trend analysis and
quantify the impact on quality and safety.

3. Analyze information and design systems to sustain improvements
and promote transparency using high reliability and just culture
principles.

4. Compare and contrast several appropriate quality improvement
models.

5. Promote a professional environment that includes accountability
and high-level communication skills when involved in peer review,
advocacy for patients and families, reporting of errors, and
professional writing.

6. Contribute to the integration of healthcare services within
systems to affect safety and quality of care to improve patient
outcomes and reduce fragmentation of care.

7. Direct quality improvement methods to promote culturally
responsive, safe, timely, effective, efficient, equitable, and patient-
centered care.

8. Lead quality improvement initiatives that integrate socio-cultural
factors affecting the delivery of nursing and healthcare services.

1. Use performance measures to assess and improve the
delivery of evidence-based practices and promote outcomes
that demonstrate delivery of higher-value care.

2. Perform a comprehensive microsystem assessment to
provide the context for problem identification and action.

3. Use evidence to design and direct system improvements that
address trends in safety and quality.

4. Implement quality improvement strategies based on current
evidence, analytics, and risk anticipation.

5. Promote a culture of continuous quality improvement within
a system.

6. Apply just culture principles and the use of safety tools,
such as Failure Mode Effects Analysis (FMEA) and root
cause analysis (RCA), to anticipate, intervene and decrease
risk.

7. Demonstrate professional and effective communication
skills, including verbal, non-verbal, written, and virtual
abilities.

8. Evaluate patient handoffs and transitions of care to improve
outcomes.

12




9. Evaluate medication reconciliation and administration
processes, to enhance the safe use of medications across the
continuum of care.

10. Demonstrate the ability to develop and present a business
plan, including a budget, for the implementation of a quality
improvement project/initiative.

11. Use a variety of datasets, such as Hospital Consumer
Assessment of Healthcare Providers and Systems
(HCAHPS), nurse sensitive indicators, National Data
Nursing Quality Improvement (NDNQI), and population
registries, appropriate for the patient population, setting, and
organization to assess individual and population risks and
care outcomes.

Essential 4: Translating and Integrating Scholarship into Practice

Essential 4: The Essentials of Master’s Education in Nursing

Essential 4: CNL Competencies

1. Integrate theory, evidence, clinical judgment, research, and
interprofessional perspectives using translational processes to
improve practice and associated health outcomes for patient
aggregates.

2. Advocate for the ethical conduct of research and translational
scholarship (with particular attention to the protection of the patient
as a research participant).

3. Articulate to a variety of audiences the evidence base for practice
decisions, including the credibility of sources of information and

1. Facilitate practice change based on best available evidence
that results in quality, safety and fiscally responsible
outcomes.

2. Ensure the inclusion of an ethical decision-making
framework for quality improvement.

3. Implement strategies for encouraging a culture of inquiry
within the healthcare delivery team.

4. Facilitate the process of retrieval, appraisal, and synthesis of

13




the relevance to the practice problem confronted.

4. Participate, leading when appropriate, in collaborative teams to
improve care outcomes and support policy changes through
knowledge generation, knowledge dissemination, and planning and
evaluating knowledge implementation.

5. Apply practice guidelines to improve practice and the care
environment.

6. Perform rigorous critique of evidence derived from databases to
generate meaningful evidence for nursing practice.

evidence in collaboration with healthcare team members,
including patients, to improve care outcomes.

Communicate to the interprofessional healthcare team,
patients, and caregivers current quality and safety guidelines
and nurse sensitive indicators, including the endorsement
and validation processes.

Apply improvement science theory and methods in
performance measurement and quality improvement
processes.

Lead change initiatives to decrease or eliminate
discrepancies between actual practices and identified
standards of care.

Disseminate changes in practice and improvements in care
outcomes to internal and external audiences.

Design care based on outcome analysis and evidence to
promote safe, timely, effective, efficient, equitable, and
patient-centered care.

14




Essential 5: Informatics and Healthcare Technologies

Essential 5: The Essentials of Master’s Education in Nursing

Essential 5: CNL Competencies

1. Analyze current and emerging technologies to support safe
practice environments, and to optimize patient safety, cost-
effectiveness, and health outcomes.

2. Evaluate outcome data using current communication
technologies, information systems, and statistical principles to
develop strategies to reduce risks and improve health outcomes.

3. Promote policies that incorporate ethical principles and standards
for the use of health and information technologies.

4. Provide oversight and guidance in the integration of technologies
to document patient care and improve patient outcomes.

5. Use information and communication technologies, resources, and
principles of learning to teach patients and others.

6. Use current and emerging technologies in the care environment
to support lifelong learning for self and others.

1. Use information technology, analytics, and evaluation
methods to:

a. collect or access appropriate and accurate data to
generate evidence for nursing practice;

b. provide input in the design of databases that generate
meaningful evidence for practice;

C. collaborate to analyze data from practice and system
performance;
d. design evidence-based interventions in collaboration

with the health professional team;
e. examine patterns of behavior and outcomes; and
f. identify gaps in evidence for practice

2. Implement the use of technologies to coordinate and
laterally integrate patient care within, across care settings
and among healthcare providers.

3. Analyze current and proposed use of patient-care
technologies, including their cost-effectiveness and
appropriateness in the design and delivery of care in diverse
care settings.

4. Use technologies and information systems to facilitate the
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collection, analysis, and dissemination of data including
clinical, financial and operational outcomes.

Use information and communication technologies to
document patient care, advance patient education, and
enhance accessibility of care.

Participate in ongoing evaluation, implementation and
integration of healthcare technologies, including the
electronic health record (EHR).

Use a variety of technology modalities and media to
disseminate healthcare information and communicate
effectively with diverse audiences.

Essential 6: Health Policy and Advocacy

Essential 6: The Essentials of Master’s Education in Nursing

Essential 6: CNL Competencies

1. Analyze how policies influence the structure and financing of
health care, practice, and health outcomes.

2. Participate in the development and implementation of
institutional, local, and state and federal policy.

3. Examine the effect of legal and regulatory processes on nursing
practice, healthcare delivery, and outcomes.

4. Interpret research, bringing the nursing perspective, for policy
makers and stakeholders.

1.

2.

Describe the interaction between regulatory agency
requirements, (such as The Joint Commission (TJC),
Centers for Medicare and Medicaid (CMS), or Healthcare
Facilities Accreditation Program (HFAP)), quality, fiscal
and value-based indicators.

Articulate the contributions and synergies of the CNL with
other nursing and interprofessional team member roles, to
policy makers, employers, healthcare providers, consumers,

16




5. Advocate for policies that improve the health of the public and
the profession of nursing.

and other healthcare stakeholders.

3. Advocate for policies that leverage social change, promote
wellness, improve care outcomes, and reduce costs.

4. Advocate for the integration of the CNL within care
delivery systems, including new and evolving models of
care.

Essential 7: Interprofessional Collaboration for Improving Patient and Population Health Outcomes

Essential 7: The Essentials of Master’s Education in Nursing

Essential 7: CNL competencies

1. Advocate for the value and role of the professional nurse as
member and leader of interprofessional healthcare teams.

2. Understand other health professions’ scopes of practice to
maximize contributions within the healthcare team.

3. Employ collaborative strategies in the design, coordination, and
evaluation of patient-centered care.

4. Use effective communication strategies to develop, participate,
and lead interprofessional teams and partnerships.

5. Mentor and coach new and experienced nurses and other
members of the healthcare team.

6. Function as an effective group leader or member based on an in-
depth understanding of team dynamics and group processes.

1. Create an understanding and appreciation among healthcare
team members of similarities and differences in role
characteristics and contributions of nursing and other team
members.

2. Advocate for the value and role of the Clinical Nurse Leader
(CNL) as a leader and member of interprofessional
healthcare teams.

3. Facilitate collaborative, interprofessional approaches and
strategies in the design, coordination, and evaluation of
patient-centered care.

4. Facilitate the lateral integration of healthcare services across
the continuum of care with the overall objective of
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influencing, achieving and sustaining high quality care.

5. Demonstrate a leadership role in enhancing group dynamics
and managing group conflicts.

6. Facilitate team decision making through the use of decision
tools and convergent and divergent group process skills,
such as SWOT, Pareto, and brainstorming.

7. Assume a leadership role, in collaboration with other
interprofessional team members, to facilitate transitions
across care settings to support patients and families and
reduce avoidable recidivism to improve care outcomes.

Essential 8: Clinical Prevention and Population Health for Improving Health

Essential 8: The Essentials of Master’s Education in Nursing

Essential 8: CNL Competencies

1. Synthesize broad ecological, global and social determinants of
health; principles of genetics and genomics; and epidemiologic data
to design and deliver evidence based, culturally relevant clinical
prevention interventions and strategies.

2. Evaluate the effectiveness of clinical prevention interventions
that affect individual and population-based health outcomes using
health information technology and data sources.

3. Design patient-centered and culturally responsive strategies in the
delivery of clinical prevention and health promotion interventions
and/or services to individuals, families, communities, and
aggregates/clinical populations.

1. Demonstrate the ability to engage the community and social
service delivery systems that recognize new models of care
and health services delivery.

2. Participate in the design, delivery, and evaluation of clinical
prevention and health promotion services that are patient-
centered and culturally appropriate.

3. Monitor the outcomes of comprehensive plans of care that
address the health promotion and disease prevention needs
of patient populations

18




4. Advance equitable and efficient prevention services, and promote
effective population-based health policy through the application of
nursing science and other scientific concepts.

5. Integrate clinical prevention and population health concepts in
the development of culturally relevant and linguistically appropriate
health education, communication strategies, and interventions.

Apply public health concepts to advance equitable and
efficient preventive services and policies that promote
population health

Engage in partnerships at multiple levels of the health
system to ensure effective coordination, delivery, and

evaluation of clinical prevention and health promotion
interventions and services across care environments.

Use epidemiological, social, ecological, and environmental
data from local, state, regional, and national sources to draw
inferences regarding the health risks and status of
populations, to promote and preserve health and healthy
lifestyles.

Use evidence in developing and implementing teaching and
coaching strategies to promote and preserve health and
healthy lifestyles in patient populations.

Provide leadership to the healthcare team to promote health,
facilitate self-care management, optimize patient
engagement and prevent future decline including
progression to higher levels of care and readmissions.

Assess organization-wide emergency preparedness plans
and the coordination with the local, regional, and National
Incident Management System (NIMS).
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Essential 9: Master’s-Level Nursing Practice

Essential 9: The Essentials of Master’s Education in Nursing

Essential 9: CNL Competencies

1. Conduct a comprehensive and systematic assessment as a
foundation for decision making.

2. Apply the best available evidence from nursing and other
sciences as the foundation for practice.

3. Advocate for patients, families, caregivers, communities and
members of the healthcare team.

4. Use information and communication technologies to advance
patient education, enhance accessibility of care, analyze practice
patterns, and improve healthcare outcomes, including nurse
sensitive outcomes.

5. Use leadership skills to teach, coach, and mentor other members
of the healthcare team.

6. Use epidemiological, social, and environmental data in drawing
inferences regarding the health status of patient populations and
interventions to promote and preserve health and healthy lifestyles.

7. Use knowledge of illness and disease management to provide
evidence-based care to populations, perform risk assessments, and
design plans or programs of care.

8. Incorporate core scientific and ethical principles in identifying
potential and actual ethical issues arising from practice, including
the use of technologies, and in assisting patients and other
healthcare providers to address such issues.

1. Conduct a holistic assessment and comprehensive physical
examination of individuals across the lifespan.

2. Assess actual and anticipated health risks to individuals and
populations.

3. Demonstrate effective communication, collaboration, and
interpersonal relationships with members of the care delivery
team across the continuum of care.

4. Facilitate modification of nursing interventions based on risk
anticipation and other evidence to improve healthcare
outcomes.

5. Demonstrate the ability to coach, delegate, and supervise
healthcare team members in the performance of nursing
procedures and processes with a focus on safety and
competence.

6. Demonstrate stewardship, including an awareness of global
environmental, health, political, and geo-economic factors, in
the design of patient care.

7. Facilitate the lateral integration of evidence-based care across
settings and among care providers to promote quality, safe, and
coordinated care.

8. Facilitate transitions of care and safe handoffs between
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9. Apply advanced knowledge of the effects of global
environmental, individual and population characteristics to the
design, implementation, and evaluation of care.

10. Employ knowledge and skills in economics, business principles,
and systems in the design, delivery, and evaluation of care.

11. Apply theories and evidence-based knowledge in leading, as
appropriate, the healthcare team to design, coordinate, and evaluate
the delivery of care.

12. Apply learning, and teaching principles to the design,
implementation, and evaluation of health education programs for
individuals or groups in a variety of settings.

13. Establish therapeutic relationships to negotiate patient-centered,
culturally appropriate, evidence-based goals and modalities of care.

14. Design strategies that promote lifelong learning of self and
peers and that incorporate professional nursing standards and
accountability for practice.

15. Integrate an evolving personal philosophy of nursing and
healthcare into one’s nursing practice.

10.

11.

12.

13.

14.

15.

16.

17.

healthcare settings, providers, and levels of care.
Evaluate the effectiveness of health teaching by self and others.

Facilitate the implementation of evidence-based and innovative
interventions and care strategies for diverse populations.

Design appropriate interventions using surveillance data and
infection control principles to limit healthcare acquired
infections (HAI) at all points of care.

Advocate for patients within the healthcare delivery system to
effect quality, safe, and value-based outcomes.

Collaborate in the development of community partnerships to
establish health promotion goals and implement strategies to
address those needs.

Evaluate the care of at risk populations across the lifespan by
identifying and implementing programs that address specialized
needs.

Engage individuals and families to make quality of life
decisions, including palliative and end-of-life decisions.

Assess an individual’s and group’s readiness and ability to
make decisions, develop, comprehend, and follow a plan of
care.

Assess the level of cultural awareness and sensitivity of
healthcare providers as a component of the evaluation of care
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delivery.

18. Demonstrate coaching skills, including self-reflection, to
support new and experiences interdisciplinary team members in
exploring opportunities for improving care processes and
outcomes.

19. Use coaching techniques to assist individuals in developing
insights and skills to improve their current health status and
function.

Glossary:

Care Coordination: the deliberate organization of patient care activities among two or more participants, including the patient and/or the
family, to facilitate the appropriate delivery of health care services. (NTOCC, 2008)

Care Transitions: Transitions of Care refer to the movement of patients between health care locations, providers, or different levels of
care within the same location as their conditions and care needs change. (NTOCC, 2008)
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CURRICULAR ELEMENTS & STRUCTURE
Master’s CNL Program Length

To prepare a CNL graduate with the necessary graduate-level content post attainment of the
baccalaureate competencies, it is recommended that the CNL graduate-level curriculum,
including the clinical immersion experience, be designed within an 18-month timeframe
depending upon the institution’s academic calendar (semesters or quarters.) Graduates of all
master’s degree CNL programs: post-baccalaureate, RN-MSN, and second-degree master’s
programs are expected to attain the master’s and CNL competencies delineated in this document.

Post-Master’s CNL Program

Post-master’s CNL programs prepare individuals who hold a master’s degree in nursing or
related field for CNL practice and to sit for the CNL certification exam. Post-master’s students
must successfully complete graduate didactic and clinical requirements of a master’s CNL
program through a formal graduate-level certificate or master’s level CNL program. Post-
master’s students are expected to master the same outcome competencies as master’s CNL
students, including the Essential master’s core competencies and the CNL competencies. In
addition, graduate level content or courses in pharmacotherapeutics, physiology/pathophysiology,
and health assessment is required. Post-master’s CNL students are required to complete a
minimum of 300 hours in a supervised clinical immersion practicum that provides the
opportunity to practice in the CNL role. Additional information on post-master’s program
expectations, including a list of the elements and content identified as critical to CNL preparation
and practice, as well as a sample form for completing an analysis or previous graduate
coursework, can be found in Statement on Post-Master’s CNL Certificate Program (AACN,
2009)

Clinical/Practice Expectations for the CNL Education Program

The CNL education program provides sufficient didactic and clinical experiences to prepare the
graduate with the competencies delineated in this document. It is expected that faculty assess the
types of experiences, patient populations and settings, and length of experiences afforded each
student to ensure that he/she is prepared to practice as a CNL with the knowledge, skills, and
abilities that are applicable across the continuum of care and in any setting where healthcare is
provided.

A variety of experiences should include opportunities to integrate the student’s new learning into
practice. The total number of clinical hours should be determined by the CNL program faculty.
However, each CNL student should complete a minimum of 400 clinical/practice hours as part of
the education program. In addition to the clinical/practice experiences integrated throughout the
education program, an extended practice immersion experience, prior to graduation, mentored by
an experienced CNL or other appropriate clinicians/professionals, is critical to the effective
integration of CNL practice into the healthcare delivery system. A minimum of 300 of the 400
total practice hours should be dedicated to the immersion experience(s).
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The intensive immersion into CNL practice should provide the student with the opportunity to
practice in a chosen healthcare environment(s) and to integrate into one’s practice the knowledge,
skills, and attitudes (KSAs) acquired throughout the CNL education experience. The integrative
experience(s) should occur in a practice environment that allows for the full implementation of
CNL practice. In addition, a strong interprofessional practice focus should be embedded into the
experience. Ideally, the student should have the opportunity, either face-to-face or virtually, to be
precepted or mentored by an experienced CNL. The immersion may be completed in one setting
or in several settings with different preceptors depending upon the needs of the student. To
provide the opportunity for the student to more fully engage with an interprofessional team and
practice environment, and to implement new knowledge and skills into one’s practice, it is
recommended that the immersion experience(s) be designed over a 10- to 15-week period of
time. Practice is defined broadly as:

Any form of nursing intervention that influences health care outcomes for individuals or
populations, including the direct care of individual patients, management of care for
individuals and populations, administration of nursing and health care organization, and
the development and implementation of health policy. (AACN, 2004, p.2)

IMPORTANCE OF ACADEMIC PRACTICE PARTNERSHIPS

Academic/Practice Partnerships are an important mechanism to strengthen nursing
practice and help nurses become well positioned to lead change and advance health.
Through implementing such partnerships, both academic institutions and practice
settings will formally address the recommendations of the Future of Nursing Committee
(2011). Effective partnerships will create systems for nurses to achieve educational and
career advancement, prepare nurses of the future to practice and lead, provide
mechanisms for lifelong learning... (AACN, 2012, p.1)

Significant impact on the healthcare system and successful outcomes will not be realized unless
there is true partnership and collaboration between the education and practice arenas. Individuals
educated with the new CNL competencies will be more successful in effecting change and
improving care outcomes if the healthcare setting also has evolved. The rapid rate of change in
healthcare knowledge and practice requires collaboration and input from both academia and
practice. Therefore, schools of nursing developing a CNL program are strongly encouraged to
actively engage in developing and sustaining true Academic-Practice partnerships. Successful
change in both the practice environment and nursing education requires committed and active
partnerships between education and practice in nursing and with other health professions.
Improvement in health care outcomes, the ultimate goal, can only occur through meaningful and
dedicated partnerships and a willingness to commit significant resources and energy to realizing
this goal.

CNL CERTIFICATION

After successful completion of the formal CNL education program, including the total 400
practice hours with 300 hours of immersion in CNL practice, the CNL graduate will be eligible
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to sit for the CNL Certification Examination offered by the Commission on Nurse Certification
(CNC), an autonomous arm of AACN. Students are encouraged to sit for the CNL Certification
Exam during their last term of a CNL master’s or post-master’s program or as soon after
graduation as possible. Program directors of students sitting for the exam in the last term must
attest that the student will have completed the required clinical and immersion hours prior to
graduation.

Individuals in entry-level/2" degree master’s programs that prepare the graduate with the CNL
competencies may sit for the CNL Certification Examination prior to sitting for the NCLEX
Registered Nurse (RN) licensure exam. However, a candidate will not be granted CNL
certification status until documentation of RN licensure is received by the CNC.

For additional information regarding CNL Certification go to http://www.aacn.nche.edu/cnl/cnc.
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PREFACE

This document delineates hoth the entry-level competencies for all professional nurses
(Essentials of Baccalaureate Education for Professional Nursing Practice 1998) and those
competencies of the Clinical Nurse Leader ™, an advanced generalist role. The competencies
deemed necessary for the CNL role originally were delineated by the AACN Task Force on
Education & Regulation IT (TFERII) in the Working Paper aon the Clinical Nurse Leader and
accepted by the AACN Board (2003). Therefore. the competencies delineated here include
all of the competencies deemed necessary for all graduates of a CNL education program.

In addition to the CNL graduate competencies, the Curnculum Framework which mcludes
requared curmicular components, required climical expeniences, and overarching end-of-
program competencies are included. These components provide the basis for the design and
implementation of a master’s or post-master’s CNL education program and prepare the
graduate to sit for the AACN CNL Certification Exanunation.

INTRODUCTION

Nursing education and the profession have an unparalleled opportunity and capability to
address the critical 1ssues that face the nation’s current health care system. The Amencan
Association of Colleges of Nursing (AACN), representing baccalaureate and graduate
schools of nursing, in collaboration with other health care organizations and disciplines,
proposes a new Clinical Nurse Leader (CNL) role to address the ardent call for change being
heard in today’s health care system.

It is evident . that leadership in nursing . _ . is of supreme importance at this time. Nursing
has faced many critical situations in its long historv, but probably none mare critical than
the situation it is now in, and none in which the possibilities, both of serious loss and of
substantial advance, are greater. What the outcome will be depends in large measure on the
kind of leadership the nursing profession can give in planning for the future and in solving
stubborn and perplexing problems. . . if past experience is any criterion, little constructive
action will be taken without intelligent and courageous leadership’ .

Tsabel Waitland Stewart wrote those words over fifty years ago in her petition for education
reform in nursing. Perhaps their most staggering revelation is that despite all of nursing’s
progress in recent decades. as a profession. nursing remains at the same “cntical” juncture where
it was at the end of World War II. Despite the promise of university-based education for
professional nursing, the health care system 1s in vet another nursing shortage with yet another
call for “mntelligent and creative leadership

The good news 1s that nursing has the answers to the predonunant health care dilemmas of the
future, including
# the problems associated with normal human development, particularly aging;

A~

# chronic illness management 1n all ages;
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# health disparities associated with socioeconomic dislocations such as global migration,

classism, sexism, and

# strategies for health promotion and disease prevention.

Each of these prevailing health problems 1s suited to the nursmg paradigm. Thewr amelioration 1s
what nursing students are educated to do. The advancement of medical science and technology
has changed the landscape of health and illness. ot only are people living much longer, they are
living with chronic illnesses that would have been fatal twenty vears ago. Thas 1s true in adults
and children, resulting in the need for providers who can manage the on-going health needs of
persons of all ages. The necessity for practitioners who focus on the promotion of health and
wellness and the prevention of disease has emerged as not only a good and wholesome thing to
do in our society. but also as a means of addressing escalating medical costs. Whether working
with older adults. children. refugees. ethnic nunonties, persons with chromc illness, or whole
communities, the predommant theme 1s the promotion and maintenance of health and the
improvement of health care outcomes.

BACKGROUND

In November 1999 the Institute of Medicine (TOM) 1ssued the comprehensive report on medical
errors, To Err is Human: Building a Safer Health System. The report, extrapolating data from
two previous studies, estimates that somewhere between 44,000 and 98,000 Americans die each
vear as a result of medical errors.- These numbers, even at the lower levels. exceed the number
of people that die from motor vehicle accidents, breast cancer or AIDs. Total national costs of
preventable adverse events (medical errors resulting in injury) were estimated to be between $17
billion and $29 billion, of which health care costs represented over one-half” In addition,
medication-related and other errors that do not result i actual harm are not only extremely
costly as well but have a sigmficant impact on the quality of care and health care outcomes. The
IOM report also focused on the fragmented nature of the health care delivery system and the
context i which health care is purchased as being major contributors to the high and mexcusable
error rate.

In addition to the growing concern over health care outcomes. the United States 1s 1n the midst of
a nursing shortage that 1s expected to intensify as baby boomers age and the need for health care
srows. According to a study by Dr. Peter Buerhaus® and colleagues. published in the Jowrnal of
the American Medical Association, the U.S. will experience a 20% shortage in the number of
nurses needed 1n our nation’s health care system by the year 2020. Thas translates mto a shortage
of more than 400 000 ENs nationwide. The fall 2002 survey by the Amencan Association of
Colleges of Nursing (AACN) showed that enrollment m entry-level baccalawreate programs in
nursing mereased by 8% nationwide since fall 2001. This represents an increase of 5,316
enrollees and only 559 more graduates than the previous year. And despite these modest
wncreases, enrollment 15 still down by almost 10%6 or 11,584 students from 1995.°

Several recent, landmark reports focus on the mursing shortage, the crisis in the health care
system and proposed strategies for addressing these critical 1ssues. The IOM report, Crossing the
Cualitv Chasm (2001), stresses that the health care system as currently structured does not, as a
wheole, make the best use of ifs resources. The aging population and increased client demand for
new services, technologies, and drugs contribute to the mcrease in health care expenditures. but
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also to the waste of resources. Recommendation two in the report calls on all health care
orgamizations and professional groups to promote health care that is safe, effective, client-
centered, timely. efficient. and equitable (p. 6).°

In a follow-up report, Health Professions Education: A Bridge to Quality, the Instrtute of
Medicine” Commuttee on the Health Professions Education states. “All health professionals
should be educated to deliver patient-centered care as members of an interdisciplinary team.
emphasizing evidence-based practice, quality improvement approaches, and informatics (p.3).”

The Jomnt Comnussion on Accreditation of Healthcare Orgamizations (JCAHO) i Health Care at
the Crossroads: Strategies for Addressing the Evolving Nursing Crisis® urges that “the shortage
of registered nurses has the potential to impact the very health and security of our society...”
Recommendations include proposals for transforming the workplace, aligning nursing education
and clinical experience and providing financial ncentives for health care organizations to nvest
1n high quality nursing care.

The Amenican Hospital Association (AHA) Commussion on Workforce for Hospitals and Health
Systems report, In Our Hands: How Hospital Leaders Can Build a Thriving Workforce (2002)°,
highlights the immediate and long-term critical workdforce shortages facing hospitals. Five key
recommendations include the need to foster meaningful work by desigmng health care to center
on chients and the need to collaborate with professional associations and educational mstitutions
to attract and prepare new health professions.

The Robert Wood Johnson Foundation in its commuissioned 2002 report Health Care’s Human
Crisis: The American Nursing Shortage'® takes a broad look at the underlying factors driving the
mursing shortage. One of the key recommendations made 15 for the remvention of mirsing
education and work environments to address and appeal to the needs and values of a new
generation of nurses.

While there 1s ample evidence for the need to produce many more nurses to meet the pressing
health care needs of society, this 15 not just a matter of mcreasing the volume of the nursing
workforce. The nursing profession must produce quality graduates who:
* Are prepared for clinical leadership m all health care settings;
s Are prepared to implement outcomes-based practice and quality improvement
strategies;
Will remam in and contribute to the profession, practicing at their full scope of
education and ability; and
+*  Will create and manage nucrosystems of care that will be responsive to the health
care needs of individuals and families. '+
In addition, unless nursing is able to create a professional role that will attract the highest quality
women and men into nursing, we will not be able to fulfill our covenant with the public. The
Clinical Nurse Leader (CNL) addresses the call for change.

The realities of a global society, expanding technologies, and an increasingly diverse population

require nurses to master complex information, to coordinate a vanety of care expenences, to use
technology for health care delivery and evaluation of nursing outcomes, and to assist clients with
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managing an increasingly complex system of care. The extraordinary explosion of knowledge mn
all fields also requures an mcreased emphasis on hifelong leaming. Nursing education must keep
pace with these changes and prepare mdividuals to meet these challenges. Change, however
cannot occur 1n 1solation. Nursing education must collaborate and work 1n tandem with the
health care delivery system to design and test models for education and practice that are truly
client-centered, generate quality outcomes. and are cost-effective. Significant changes must
occur in both education and the practice setting to produce the delivery system desired by all
constituents. New ways of educating health professionals, including inter-professional education
and practice, and new practice models must be developed that better use available resources and
address the health care needs of a rapidly, growing, diverse population.

EDUCATING THE CLINICAL NURSE LEADER

In response to client care needs and to the health care delivery environment, the American
Association of Colleges of Nursing (AACN) proposes the Clinical Nurse Leader (CINL) role.
The design of this role has been done 1n collaboration with constituents from a broad array of
expertise and leadership roles within the health care system. Participants at the Stakeholders’
Reaction Panel Meeting (2003) confirmed that this role has emerged and 1s being further
developed on an ad hoc basis. Individuals to fill this role are being recrmted opportumstically
based on available clinicians with appropriate experience, personal charactenistics, and self-
selection. Stakeholders affinrmed the need to produce these climicians through a formal degree-
granting program of education.

The CNL 1s a leader in the health care deliverv system across all settings 1n which health care 1s
delivered, not just the acute care setting. The implementation of the CNL role, however, will
vary across settings. The CNL role 1s not one of administration or management. The CINL
functions within a nucrosystem and assumes accountability for healthcare outcomes for a
specific group of clients within a unit or setting through the assimulation and application of
research-based mformation to design. implement, and evaluate client plans of care. The CNL s a
provider and a manager of care at the point of care to individuals and cohorts. The CNL designs,
implements, and evaluates client care by coordinating, delegating and supervising the care
provided by the health care team, mncluding licensed nurses, technicians. and other health
professionals.

Ten Assumptions for Preparing Clinical Nurse Leaders

Assumption 1: Practice 15 at the smcrosystems level

In addition to being direct care providers, the CINL is accountable for the care outcomes of
clinical populations or a specified group of clients in a healthcare system. As climical decision-
maker and care manager, the CINL coordmnates the direct care activities of other nursing staff and
health professionals. The CNL provides lateral integration of care services within a mucrosystem
of care to effect quality, client care outcomes. To prepare students for the CNL role, there must
be a deliberate and mtegrated inclusion of leadership education and socialization that begins on
the first day of the first class and continues throughout CNL education program. For example,
leadership content should be incorporated in every client care plan prepared by students so that
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each plan mncludes not only clinical actions for meeting the needs of the client but also an
organizational plan for delegation of care to assisting personnel, registered nurses, and other
health professionals, including the teaching and evaluation activities that would need to
accompany such delegation. One leadership course taken in the last year of the CNL course of
study 1s not sufficient to prepare the student who can perform as a beginning CNL upon
graduation. Practice at the umit and systems level will require a shift in thinking on the part of
faculty, with greater attention to context and the development of leadershup slkalls throughout the
curnculum. Students, as well, may have to be convinced that systems-level intervention, such as
the implementation of best practices and the revision of gwidelines and protocols for the
management of clinical populations, 1s essential for professional practice and has a greater
probability of generating superior and far-reaching outcomes.

Assumption 2: Client care outcomes are the measure of quality practice.

The performance of the CNL will be measured by the extent to which he or she succeeds in
wmproving climical and cost outcomes 1n mdividuals and groups of clients within a unit or setting,
e.g. dummishing recadivism i schizophrenic clients; elinunation of pressure ulcers i nursing
home residents; reducing hospital length of stays for clients adnutted with pneumoma; increasing
participation m prenatal care and classes mn a community. Professional nursing education must
provide opportumities for students to 1solate and describe clinical populations, e.g. adults with
chronic obstructive pulmonary disease (COPD), well school-aged children or an urban
neighborhood. and identify the clinical and cost outcomes that will improve safety, effectiveness,
timeliness. efficiency. quality. and the degree to which they are client-centered. In the process,
CNL students nmst learn how to compare desired outcomes with national and state standards and
with those of other institutions. CINL education can make a significant contribution to the health
of the public by emphasizing common clinical conditions that compnse the bulk of health care
activity and cost and where professional mursing 15 likely to have the greatest impact on the
health care system and outcomes. For example, in the past, nursing education has been dogged
about assuring that every student has the opportunity to attend a birth but has never insisted that
every student have the opporfunity to manage a death, even though the vast majority of nurses
are more likely to practice with clients who are at the end of life. Similarly. gerontology has not
been a universal curniculum requirement even though persons over 65 use the lion’s share of
health resources nationally.

Assumption 3: Practice muidelines are based on evadence.

The preparation of the CNL must mclude an uvnrelenting demand for evidence for every aspect of
practice. While most higher education programs 1n nursing have made the transition from
ritualistic, process-based teaching to an evidence-based, outcome orientation, many graduates do
not routinely read professional journals and incorporate new evidence into practice. These
leadership activities require skill 1n knowledge acquisition. working in groups, management of
change, and dissemunation of new knowledge to other healthcare professionals. Most
professional nursing education programs have included a course i nursing research but often
have neglected the more meanmgful pursuit of clinical scholarship, 1.e.. the application of
research to the clinical setting, the resolution of climical problems. and dissenunation of results.
In addition to justifying clinical actions based on evidence, the CNL student should have the
opportunity. within his or her course of study, to seek and apply evidence that challenges current
policies and procedures in a practice environment and to incorporate evidence into practice
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sttuations, mcluding the education of other health care team members. Practical experience in the
dissemination of clinical knowledge such as grand rounds. case presentations and journal clubs
should be intninsic to CNL education to ensure that the implementation of new evidence
becomes embedded in practice.

Assumption 4: Client-centered practice 1s mira- and mnterdisciplinary.

For care to be client-centered. the providers who comprnse the health care team must discuss the
client’s problem and agree on a common course of action. As the health care team member who
has the most comprehensive knowledge of the client, the CNL necessanly will be responsible for
coordinating the variety of team members participating in the plan of care. Currently, many
students complete their course of study in nursing without having had the opportunity to work
closely with physicians, physical therapists, social workers, pharmacists and others who are
carmng for the same client. Likewise, communication with other nurses who provide care to the
same client(s) in other settings is seldom stressed. This lack of communication results in
discontinuous and frequently unsafe. uncoordinated, mappropriate care. Learming to advocate for
clients by communicating effectively with other interdisciplinary team members, including
nurses i other settings, must start m CNL education programs with real expeniences. Faculty
members must role model this behavior and create opportunities for students to work with the
other professions as well as with nursing staff. The oppeortunity to learn and work 1 an
mterdisciplinary venue teaches students how to be effective client care advocates and
coordinators.

Assumption 5: Information will maximize self-care and client decision-making.

Client participation traditionally has been a nursing goal; however, the stunning advances n
science and technology — specifically informatics and genetics — have taken 1t to a new level As
participants in their own care, clients requure in-depth, up-to-date knowledge about themselves,
their specific health problems, and their treatment options. Health literacy 1s the foundation of
mdependence, health promotion and disease prevention, all of which are hallmarks of excellence
i nursing practice. CNL education requires comprehensive content 1 clinical genetics and
clinical practice opportumities in genetics counseling, e g. assisting clients to construct
genealogies and identify family patterns of health problems. Clinical practica also must include
educating clients and famulies — not just on how to perform a procedure at home but also the
nature of the problem. and how they can acquire additional knowledge about the condition and
support from others with stmilar problems. Teaching other direct care providers how to assist
chients. families and communities to be health literate and independent managers of their own
care 1s a system responstbility of the CNL that requires practice opportunities mn the education
program. In CNL education, a health literacy plan should be a component of each care plan and
mclude family members and other care providers.

Assumption §: Nursing assessment 1s the basis for theory and kmowledge development.

With the explosion of knowledge. the CINL or any other health professional can not know
everything that 1s required for a safe, lugh quality climcal practice. The use of mformation
technology for decision support for all clinicians will be critical and depends on the routine
collection of data that documents the charactenistics, conditions and outcomes for vanious
clinical groups or populations. Assessment has been a core activity of nursing practice. To
engage clients in therapeutic partnershups. the CNL must commumnicate with them and must first
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assess the individual, his or her health problems. and the context in which those problems are
manifested in order to effectively communicate. In the future, assessment data not only will
guide individual plans of care, but also will be classified (using a standardized language). stored,
retrieved, analyzed and then integrated into mformation systems to continuously update decision
support, and complete the cycle of evidence-based practice. CNL education must include an
understanding of information systems and standardized languages. and how they relate to the
improvement of clinical outcomes, continuous performance measures and decision support
technology.

Assumption 7- Good fiscal stewardship is a condition of quality care.

Requesting more and more resources to support an essentially dysfunctional system 1s
injudicions. However, attempting to drive costs down by withholding and rationing services 1s
equally misguded. Accountability for the cost-effective and efficient use of human,
environmental and material resources will rest with the CNL. This expectation requires an
understanding of how to identify waste and manage resources within systems. For example,
using a CNL to perform client care tasks that can be done as effectively by less prepared nursing
personnel 15 poor fiscal stewardship; however, delegating certain activities to less prepared
nursing personnel resulting in poorer client outcomes 1s also not fiscally sound management.
The CNL student nmst understand the fiscal context in which he or she is practicing and how to
identify the high costhigh volume activities. including how much procedures cost and how those
costs compare nationally and across institutions. Managing the care of a clinical population or
group can be compared to running a small business. The CNL needs to understand economies of
scale. how to read a balance sheet. the difference between fixed and incremental costs. how to
establish per unit costs. and some basic marketing strategies. Basic business skills and
organizational theory must become accepted components of CINL education.

Assumption 8: Social justice is an essential nursing value.

Altruism. accountabality, human dignity, integrity and social justice are the guiding values of the
nursing profession. For the CNL, however, the value of social justice 1s particularly significant
because it directly addresses disparities in health and health care. As one of only two goals of the
Healthy People 2010 agenda_ the elimination of health disparities requires an in-depth
understanding of the impact of unequal distribution of wealth and a pluralistic health care
system. As the health professional charged with the management of clinical unit or setting-based
populations, the CNL will assume responsibility for addressing variations i clinical outcomes
among various groups, including those most vulnerable. Although professional nursing
education programs have included cultural competence and health disparities content 1n the
curricula, such content seldom addresses the more comprehensive issue of social justice. The
opportunity to work with clinical populations and even whole commumnities to assess and
implement strategies that address health disparities 1s imperative in the education of the CNL and
serves as a prelude to mfluencing policy formulation at the systems level

Assumption 9: Commumication technology will facilitate the continuity and comprehensiveness
of care.

While the face-to-face clinic visit, home visit and hospital stay have been the traditional venues
for provider-client interaction, technological advances in communication have made 1t possible
for more sustained and ongoing contact with clients, families, and other caregivers. Four fifteen-
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minute visits per year in a physician’s office are an insufficient and costly way to manage
chronic 1llness, often resulting m untimely and mappropriate use of the most expensive health
care services. The ahility to develop and sustain therapeutic relationships. monitor the course of
illness and health events on a continuous basis and provide care using varied and distance
technologies 15 a necessary component of CNL education. Students must have the opportumty to
diagnose, educate, treat and evaluate the care of clients, using distance and vaned technology.
Commumnication courses will include the range of interactions from face-to-face to electronic
interactions with individuals and groups. as well as with the media. policy makers and public.

Asgsumption 10: The CNL must assume guardianship for the nursing profession.

The ability of professional mursing to fulfill its covenant with society and protect and promote
the health of citizens and communities will depend on the health care leadership of the CNL. The
CNL. with additional education, will be expected to assume posiions m professional, policy and
regulatory organizations/agencies, leadership positions in health care facilities, practice plans,
and as faculty m institutions of higher education. The assumption of the CNL’s leadership m the
health care system. however, begins with entry into the education program and includes a clear
expectation of the more advanced generalist’s climcal practice role, mcluding delegation to other
licensed nurses. This socialization and leadership role preparation may be the most difficult
dimension of CINL education and requires extensive socialization and actual practice, as well as
modeling by faculty members and staff nurses. Leadership development activities must become a
core component of the CNL curriculum and awarded credit accordingly.

THE ROLE OF THE CLINICAL NURSE LEADER

The CNL 15 a leader in the health care delivery system. not just the acute care setting but i all
settings in which health care 1s delivered. The implementation of the CNL role, however, will
vary across settings. The CNL role 1s not one of admimistration or management. The CNL
assumes accountability for client care outcomes through the assimilation and application of
research-based mformation to design. implement. and evaluate chient plans of care. The CNL 15 a
provider and manager of care at the point of care to individuals and cohorts of chents within a
unit or healthcare setting. The CNL designs. implements. and evaluates client care by
coordinating, delegating and supervising the care provided by the health care team. mcluding
licensed nurses. technicians. and other health professionals.

Fundamental aspects of the CNL role mclude:

¢ Leadership in the care of the sick in and across all environments;

s Design and provision of health promotion and risk reduction services for diverse
populations;

¢ Provision of evidence-based practice;

¢ Population-appropriate health care to individuals, clinical groups/units. and
comnmnities;

s Clinical decision-making;

¢ Design and implementation of plans of care;

» Risk anticipation;

s Participation in identification and collection of care outcomes;
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s Accountability for evaluation and improvement of point-of-care outcomes;

s NMass customization of care;

* Chient and commuuuty advocacy;

* Education and information management;

s Delegation and oversight of care delivery and outcomes;

s Team management and collaboration with other health professional team
members;

¢ Development and leveraging of human, environmental and material resources;

* Management and use of client-care and information technology; and

» Lateral integration of care for a specified group of patients.

The CNL provides and manages care af the point of care fo individuals, clinical populations
and communities. In this role, the CINL 1s responsible for the clinical management of
comprehensive client care, for ndividuals and climical populations. along the continuum of care
and mn multiple settings. mcluding virtual settings. The CNL 15 responsible for plannmg a client’s
contact with the health care system. The CNL also 15 responsible for the coordmation and
planning of team activities and functions. In order to impact care, the CNL has the knowledge
and authority to delegare tasks to other health care personnel, as well as supervise and evaluate
these personnel and the outcomes of care. Along with the authonity, autonomy and mitiative to
design and implement care, the CNL 1s accountable for improving mdividual care outcomes and
cafe processes in a quality, cost-effective manner.

As the use of techmology expands and care 15 delivered not only across multiple settings but in
virtual settings as well, the CNL has the knowledge and skalls to deliver and coordinate care
across settings using up-to-date technology.

Risk anticipation. the ability to cnitically evaluate and anticipate risks to client safety 15 a critical
component of the CNL role. At the systems level (risk to any client) and the mdividual level
{(account for client history, co-morbidities, etc.) it 15 necessary to anticipate risk when new
technology. equipment. treatment regimens or medication therapies are introduced. Tools for risk
analysis, e.g. falure mode evaluation analysis, root cause analysis. and quality unprovement
methodologies. and the potential use of large data sets, are important concepts i the
armamentarinm of the CNL.

Mass customization, the ability to profile patterns of need and tailor interventions 1s a key
component of the CNL role. The CNL uses an evidence-based approach by identifying patterns,
and modifymg mterventions to meet specific needs of mndviduals, chinical populations, or
commmnities within a microsystem. This approach to health care requires the CNL to collaborate
with individuals in providing client-focused care.

Client and community advocacy 15 a hallmark of the CNL role. As a client advocate the CNL
assumes accountability for the delivery of high quality care, including the evaluation of care
outcomes and provision of leadership in improving care. Historically, the nursing role has
emphasized partnership with chients—whether individuals, fanulies, groups, or communities—in
order to foster and support active participation i determuning health care decisions. In addition,
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the CNL advocates for improvement m the institution or health care system and the nursing
profession.

In this role, the CINL also assumes the role of edncaror, prepanng mdividuals, famulies, or
cohorts of clients for self-care and a maximal level of functioning and wellness. The CNL serves
as an information manager, with state-of-the art knowledge regarding research findings and
health mformation resources. As advocates and educators with state-of-the-art knowledge, the
CNL helps clients acquire, interpret, and use information related to health care, illness, and
health promotion. Health information available to clients is often overwhelming or confusing;
the CINL serves as an information manager. assisting clients in accessing, understanding.
evaluating and applying health-related information. To maximize wellness, health promotion,
and risk reduction. the CNL designs and implements education programs for cohorts of clients,
with particular emphasis on those with chronic illnesses. In addition, the CNL provides
education and gmdance to other health professionals to whom care 1s delegated.

The CNL 1s responsible for the provision and management of care i and across all
environments. The CNL focuses not only on indrvidual-level health care, but also manages,
momitors, and manipulates the environment to foster health. In addition, the CNL develops,
leverages. and serves as a steward of the environment and human and material resources wiule
coordinating client care. The CNL role requires knowledge and skill i biotechnology and
information technology as these relate to direct nursing care, health education, and the

management and coordination of care.

The CNL is a member and leader af health care teams that deliver treatment and services in an
evolving health care system. The CNL brings a unique blend of knowledge, judgment. skills. and
caring to the health care team. As a leader and partner with other members of the health care
team. the CINL seeks collaboration and consultation with other health professionals as necessary
in the design, coordination and evaluation of client care outcomes.

As a health care provider and leader who functions autonomously and as a member of an
wnterdisciplinary health care team. the CNL is responsible for lus’her own professional identity
and practice. Self-awareness and self-evaluation are utilized to enhance professional
relationships, improve communication and improve quality of care outcomes.

The role of the CNL requires strong critical thinking, communication and assessment skills, and
the demonstration of a balance of intelligence, confidence, understanding, and compassion.
Membership 1n any profession, and more specifically as a CNL, requires the development and
acquisition of an appropriate set of values and an ethical framework As advocates for high
quality care for all individuals, the CNL is knowledgeable and active in the political and
regulatory processes defining health care delivery and systems of care.

A defining feature of the CNL role 1s a strong focus on health promotion, risk reduction and
population-based health care. As advances in science and technology allow us to predict future
health problems, the CNL will be called upon to design and implement measures to modify risk
factors and promote engagement in healthy lifestyles. Whale the CNL will continue to provide
and coordinate care to the sick, many will engage in direct mteraction with groups and
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commumnities for the purpose of health promotion, secondary prevention, and nisk reduction.

The CNL 15 commutted to lifelong learming and walling to assume responsibality for planmng
one’s professional career. As a professional committed to lifelong learning, the CINL 1s able to
define his or her professional self by purposeful and structured educational experiences for the
ongoing improvement of practice competence and improved practice outcomes.

In summary, the role of the beginming CNL encompasses the following broad areas:

* Clinician: designer/coordinator/integrator/evaluator of care to individuals, families,
groups, communities, and populations; able to understand the rationale for care and
competently deliver thus care to an increasingly complex and diverse population m
multiple environments. The CNL provides care at the pownt of care to individuals across
the lifespan with particular emphasis on health promotion and risk reduction services.

*  Outcomes manager: synthesizes data, information and knowledge to evaluate and
achieve optimal client outcomes.

* (lient advecate: adept at ensuring that clients. families and communities are well-
mformed and mcluded in care planmng and 1s an mformed leader for improving care.
The CNL also serves as an advocate for the profession and the mterdisciplinary health
care team.

* FEducator: uses appropriate teaching principles and strategies as well as current
information, materials and technologies to teach clients. groups and other health care
professionals under their supervision;

= Information manager: able to use information systems and technology that put
knowledge at the pownt of care to improve health care outcomes;

*  Systems analyst/Risk anticipator: able to participate in systems review to improve
quality of client care delivery and at the individual level to critically evaluate and
anticipate risks to client safety with the aim of preventing medical error.

* Team Manager: able to properly delegate and manage the nursing team resources
(human and fiscal) and serve as a leader and partner in the mterdisciphnary health care
team; and

* Member af a prafession: accountable for the ongoing acquisition of knowledge and
skills to effect change in health care practice and outcomes and in the profession.

* Lifelong Learner: recogmzes the need for and actively pursues new knowledge and
skalls as one’s role and needs of the health care system evolves.
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CNL CURRICULUM FEAMEWORE FOR CLIENT-CENTERED HEAT.THCARE

Nursing Leadership
[.  Horizontal Leadership
II. Effective Use of Self
III. Advocacy
IV. Conceptual Analysis of the CNL Role
V. Lateral Integration of Care

— O\

Clinical Outcomes Management 4—— & Care Environment Management
L Iliness/Disease Management L Team Coordination

« Care management + Delegation
s Client outcomes + Supervision
# Builds on and expands the + Interdisciplinary care
baccalavreate foundation in: ¢+ Group process
1. Pharmacology ¢+ Handling difficult people
2. Physiology/ ¢+ Conflict resolution
pathophysiology II. Healtheare Finance/Economics
3. Health Assessment s  Medicare and Medicaid/
II. Enowledge Management Beimbursement
. EPidEﬂ_'iU_]'i"E'.'r’ + FRezource allocation
* Biostatistics ¢ Healtheare technologies
+  Measurement of client s Healthcare Finance &
cutcomes Sociceconomic Principles
III. Healih Promotion and Disease III Healthcare Systems &
Reduction' Prevention Management Organizations
* FRisk assessment s Unit level healtheare
s  Health literacy Delivery/microsystems
+ Health education and of care ] )
counseling + Complexity theory
IV. Evidence-bazed Practice ¢ Managing change theories
s Clinical decision making Iv. Healthcare Policy
s Critical thinking V. Quality Management/Risk
s  Problem Identification ReductionPatient Safety
+  Cutcome measurement VL Informatics

Major Threads integrated throughout curriculum
I.  Cotical Thinking/Clinical decision making
O Communication
I Ethics
IV. Human diversity/cultural competence
V.  Global Healthcare
VI. Professional development m the CNL role
VII. Accountability
VIII Assessment
X Nursing technology and resource management
X Professional Values, including social justice
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