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Advanced Practice Registered Nurses (APRNs), Midwives, Nurse Anesthetists, 

Nurse Practitioners, and Clinical Nurse Specialists, are playing a more 

significant role in today's delivery of healthcare. The advanced practice nursing 

apprenticeship clinical training model, established by Loretta Ford over 50 years 

ago, was designed for a small number of trainees (Stewart, 2015); it is not scalable 

to meet the current increased marketplace demand for APRNs.  
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This research looks at the clinical preparation and education of APRNs. In it, 

existing competency frameworks of other health professions are considered for 

applicability to the APRN roles along with perspectives of APRN program 

coordinators, who would be charged with implementing curricular changes.  The 

broader perspective of the nursing leadership and its readiness to implement 

competency-based assessment is also explored.  

To accomplish this, current guidelines, competencies, recommendations, and 

accreditation standards are cross-mapped to the Englander et al. (2013) competency 

framework. The American Association of Colleges of Nursing (AACN) selected 

this framework as the scaffolding for which APRN competencies will be 

established.  Themes deemed significant to advanced practice nursing in the 

original nursing documents that are not represented in Englander et al.’s (2013) 

work are also identified. APRN program coordinators around the country, from all 

size institutions and programs were surveyed on their perspective of competency 

based assessment and readiness for educational reform. Nursing leaders from 

APRN professional organizations, licensure organizations, and certification 

organizations were interviewed to obtain feedback to the cross mapping data and 

program coordinator survey data results. From this triangulation of data sources 

across stakeholders in APRN education, evidenced based recommendations are 

presented to build momentum for educational reform. 
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Competency Based Clinical Education for Advanced Practice Registered Nurses:  
Raising the Bar 

 

Introduction 

 Compelling events are creating momentum to contemporize the clinical 

education framework in the health professions. Increased complexity of care, 

attention to patient safety, and the number of healthcare professionals needed to 

care for the retiring baby boomer generation are just a few reasons.  Advanced 

practice nursing organizations must meet the need for an increased number of 

trainees and graduates to meet current marketplace demand and address the call for 

improving patient and health outcomes across the nation. Determining a course of 

action to address these external stakeholders needs has historically been stymied by 

the difficulty in establishing a unified response among the leadership of Advanced 

Practice Registered Nurses (APRN) professional organizations. With the changing 

healthcare environment and the stalwart leadership of the APRN professional 

organizations, certification and licensure bodies are showing early signs of a 

willingness to revisit how APRNs are educated. 

Context of the Problem 

The advanced practice nursing apprenticeship clinical training model, 

designed by Loretta Ford for a small number of trainees over 50 years ago (Stewart, 

2015), is not scalable to meet the current increased marketplace demand for 

APRNs.  Nursing programs and national professional organizations of nursing 

acknowledge that increased pressures on the healthcare system to provide cost 
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effective care for increasingly complex patients, record demand for APRN 

education, national faculty shortages, and a dearth of available preceptors and 

clinical placements for student training are reaching a breaking point and thus 

contribute to the need for educational reform (Aiken, Cheung, & Olds, 2009; 

American Association of Colleges of Nursing [AACN], 2015; Fang, Li, Arietti, & 

Bednash, 2014).  The Institute of Medicine’s (IOM) report, The Future of Nursing: 

Leading change, Advancing Health (2011), calls for nurses to take a leading role in 

healthcare reform.  In order to meet this appeal, APRN educational programs must 

maintain the current quality standards while increasing capacity of trainees to fill 

the gap in available healthcare professionals ready to serve the complex needs of 

the contemporary patient. 

As the primary payer of healthcare, the US government is compelling 

healthcare providers to reduce preventable medical errors, improve patient 

outcomes, and control healthcare costs while making it more accessible (IOM, 

1999; IOM, 2001; IOM, 2003). Educational reform is implied. Various new 

financial incentives and methods of payment are in trial phases to promote such 

desired improvements in care delivery (Aronson, Bautista, & Covinsky, 2015; 

McClellan, 2015). These internal and external factors prompted the AACN, whose 

mission is to serve as ‘a collective voice for academic nursing’ (AACN 2016, para. 

2), to evaluate the current state of APRN clinical education.  They created a 

national task force to conduct the evaluation. This national task force provided four 

recommendations: 
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1. Simulation should be used to enhance APRN clinical education, and 

the use of simulation to replace more traditional clinical experiences 

should be explored. 

2. AACN-AONE principles for academic-practice partnerships should 

be adopted by all APRN programs. 

3. APRN clinical education and assessment should be competency 

based. 

4. Development of alternative or innovative APRN clinical education 

models should be supported.  (2015, p. 33-34) 

 Effective implementation of these recommendations calls for the 

professional organizations and regulatory bodies of the four APRN roles, which 

include certified nurse midwife (CNM), certified registered nurse anesthetist 

(CRNA), clinical nurse specialist (CNS), and certified nurse practitioner (CNP), to 

work together.  A unified voice is necessary to best negotiate national policy 

decisions that support the APRN profession (AACN, 2015). However, the task 

force notes the following barrier, “A competency framework for APRN practice 

appears to be desirable. It must be noted, however, that – to date – APRN 

professional organizations are moving in unique trajectories that are exclusive and 

unique to each particular role” (AACN, 2015, p. 22).  In other words, while the 

representative professional organizations of each APRN role have agreed on the 

AACN recommendations, each organization persists in a siloed interpretation and 

implementation strategy. Each is attempting to publish interpretations of the desired 
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taxonomy around education, competencies, and accreditation. The multiplicity of 

definitions and posturing generates conflicting messaging and confusion amongst 

the external stakeholders who are in support of the APRN role in the greater 

healthcare system.  Furthermore, it lends credence to the American Medical 

Association (AMA) who seeks to discredit the preparation and aptitude of APRN 

training (AMA, 2009). Coordination and cooperation of the APRN professional 

organizations requires a cultural paradigm shift in organizational beliefs and 

behaviors.  

 Impetus for change external to the advanced practice nursing 

profession.  Influential external stakeholders to the nursing profession are driving 

change to the clinical education model of the health professions. The call for 

increased accountability and transparency through competency-based clinical 

education in the training of health professionals is not new.  In 1978, the World 

Health Organization (WHO) published a report titled Competency Based 

Curriculum Development in Medical Education (1978). This report acknowledged 

the discordance in the medical clinical training model and the health needs of the 

public. Findings include that the medical training model was focused on acute, 

individual patient care needs while ignoring the greater public health and 

community based challenges that create much of the chronic disease states facing 

the public. The proposed resolution was a holistic, competency-based medical 

school curriculum to address the spectrum of public health needs, including acute 

illness management, chronic disease management and the promotion of health 
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through preventative services and lifestyle improvements. This early support for 

competency-based clinical training identified the systemic factors perpetuating poor 

health outcomes.  

 With little response from institutions of higher education following the 

WHO report, the IOM continued to publish, with increasing frequency, data 

collected on the quality of healthcare provisions in the United States. In IOM’s 

report To Err is Human: Building a Safer Healthcare System (1999), it is cited that 

44,000-98,000 people were found to have died in hospitals annually as a result of 

preventable medical errors. In a more recent study, researchers at Johns Hopkins 

University puts the death rate from medical errors at 250,000 annually, making it 

the third leading cause of death in the US (Makary & Daniel, 2016). In addition to 

lost lives, such errors cost hospitals nationwide between $17 and $29 billion per 

year.  

 In 2002, the Centers for Medicare and Medicaid Services (CMS) mandated 

accredited hospitals to collect and report on quality performance data, which is then 

used for value-based purchasing and reimbursement to the organization (Chassin, 

Loeb, Schmaltz, & Wachter, 2010). This overwhelming data triggered a 

demonstrable mistrust of the health care system, and increased public and 

regulatory scrutiny ensued (Carraccio, Wolfsthal, Englander, Ferentz, & Martin, 

2002; Frank, et al., 2010).  After continuing to see little change in the healthcare 

system, the IOM released Crossing the Quality Chasm (2001).  This report 

documented the failure of the healthcare system to translate the rapid growth of 
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knowledge into practice and applying new technologies. Three challenges in the 

current system were noted: the tendency to devote primary resources largely to 

acute, episodic needs; the disjointed and wasteful nature of the system, and the lack 

of infrastructure to provide the full complement of services needed by people with 

common chronic conditions.  

 In 2003, the IOM called specifically for educational reform in the health 

professions, explicitly outlining recommendations in Health Professions Education- 

A Bridge to Quality.  In this report the IOM called for a common taxonomy and 

adoption of core competencies across health professions.  This report evoked strong 

language and the promise of increased regulatory oversight in a review as follows: 

Developing and adhering to distinct profession-specific terms may be a 

manifestation of professionals’ desire to preserve identity, status, or control. 

This may explain why the competency movement in education, which has 

been gaining steam, has been contained within each profession, although 

spanning the continuum of a given profession also has proven difficult.  

(Griener & Knebel, 2003, p. 123)   

This report spoke specifically to the siloed approach to educational reform not 

serving the greater good of improving patient outcomes and controlling costs of the 

healthcare system.   These siloes not only still exist across health professions, but 

within the various roles of the APRN. These authors recommended that a common 

interdisciplinary competency taxonomy be integrated with an oversight regulatory 

process. Unless the healthcare disciplines define common taxonomy themselves, it 
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is likely an external regulatory process will be imposed to accomplish this goal. 

These coalescing influences create an ethical mandate for competency driven 

clinical education in the health professions. 

Impetus for change internal to the advanced practice nursing 

profession. In 2010, the Affordable Care Act (ACA) became law, increasing 

demand and coverage for preventative care and primary care services (Health 

Resources and Service Administration [HRSA], 2013).  The following year, the 

Institute of Medicine (IOM), an independent, nonprofit organization that works 

outside of government to provide unbiased and authoritative advice to decision 

makers and the public, called on nurses to be an integral partner in leading 

healthcare reform.  The report, The Future of Nursing: Leading change, Advancing 

Health (IOM, 2011), identified the nursing workforce as vital to implementing the 

ACA objectives, called for nurses of all levels to be able to practice to the full 

extent of their training, and encouraged nurses to return to school to advance their 

education and for institutions of higher education to provide seamless progression.  

The IOM called for nurses to be full partners with physicians and other health care 

professionals in the redesign of the healthcare system.  This increased support and 

demand for APRNs in the healthcare workforce suggests this is the time to redesign 

the APRN clinical education model in order to meet the demands of the 

marketplace, while ensuring maintenance of high standards in clinical training. This 

due diligence ensures graduates are prepared for workplace demands, and public 

safety is prioritized. 
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Today there are 205,000 nurse practitioners licensed in the United States 

("NP fact sheet," 2015, para. 1), up from 59,000 in 1992 to 95,000 in 2000 (Center 

for Health Workforce Studies, n.d., table G-2).  Currently there are 420 higher 

education institutions offering APRN programs, with an aggregate enrollment of 

69,304 students (Fang, Arietti, & Bednash, 2014, table 24, 37). Despite a 17% 

increase in APRN programs over the past five years (Fang, Tracy, & Bednash, 

2010; Fang et al., 2014), more than 75,000 qualified applicants were turned away 

from all levels of professional nursing programs in 2011 due to faculty shortages 

and limitations in resources (AACN, 2015). The explosion of APRN programs 

nationally led to fragmented educational offerings (Giddens, Lauzon-Clabo, 

Jeffries, McQuade-Jones, & Ryan, 2014). In response to this fractious growth, the 

American Association of Colleges of Nursing (AACN) published the APRN 

Consensus Model (APRN Consensus Work Group and Joint Dialogue Group, 

2008). This report suggests that there is a shared set of competencies and 

knowledge that should be achieved by any nurse credentialed in advanced practice 

regardless of region, educational program type, or APRN role. The AACN 

attempted to bring about uniformity and consistency within the educational 

preparation of APRNs in preparation for a national campaign to remove barriers 

preventing APRNs from working to the full extent of their training (Stanley, 

Werner, & Apple, 2009).  

The calls for change are coming from sources internal and external to the 

nursing profession. As market demands for APRNs grow in light of the ACA and 
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the retirement of the baby boomer generation, there is a call for increasing quality 

amongst all healthcare professionals. Despite this long history of expressed 

commitment to competency based education, there has been no agreed-to definition 

of competency so that the competencies that have been developed do not represent 

equivalent levels of specificity and measurability, and therefore may limit 

communication and common understanding across APRN roles as well as among 

other health professionals.  In addition, most APRN programs have developed 

assessment tools, but currently there are no assessment tools that are nationally 

recognized for use by any of the APRN specialties.  While a competency 

framework for APRN clinical education appears to be desirable, a shared mental 

model of how to proceed is in its infancy.  

Existing Competency-based Frameworks of the Health Professions  

 There are three established and supported competency-based frameworks 

used in the health professions.  In 1992, the American Physical Therapy 

Association (APTA), in coordination with the Commission on Accreditation in 

Physical Therapy Education (CAPTE), was the first to develop an outcome based 

clinical training model for all physical therapy trainees ("Today’s physical 

therapist," 2011). In 1999, the Accreditation Council for Graduate Medical 

Education (ACGME) introduced and defined the six domains of clinical 

competencies for graduate medical residencies. These six domains of clinical 

competency covered 160 professional organizations of each specialty and 

subspecialty in medicine (Swing, 2007). Within each professional organization, 
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each specialty wrote the competencies for how each domain would be successfully 

accomplished. In 2013, the ACGME began a multi-phase process of transitioning 

graduate medical residencies to the competency-based clinical training model, titled 

the Next Accreditation System (NAS) (Nasca, Philibert, Brigham, & Flynn, 2012).  

Restructuring the accreditation framework to a competency based assessment 

model provides educational institutions a context for self-assessment and 

improvement.  This accreditation revision is a quality improvement initiative for 

improving the delivery of care and the healthcare delivery system. Reformation of 

accreditation criteria requires a response at the level of university program, 

requiring educational reform. Lastly, the Interprofessional Education Collaborative 

Expert Panel (IPEC, 2011), including leadership from nursing, osteopathic 

medicine, pharmacy, public health and medicine, developed interprofessional core 

competency domains for safe, assessable, high-quality, and patient-centered care. 

These three accepted frameworks for competency based clinical education in the 

health professions informed the work of Englander et al (2013), who developed a 

competency framework intended to be adopted across health professions.  

 In 2013, the Association of American Medical Colleges (AAMC) set out to 

collapse the 153 competency lists from across the medical education continuum to 

identify a synthesized set of common competencies for physicians (Englander et al., 

2013). In the process of this work, the need for a shared language across health 

professions around competency frameworks became apparent.  To support the 

development of a common taxonomy across the health professions, competency 
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lists from other health professions were included in the mapping process and the 

language was broadened to be inclusive of all health professions. The outcome of 

the AAMC work is a competency framework with definitions for competency, 

competence, competency list, domains of competence, and competency framework; 

additionally, eight domains of competence were identified through mapping 121 

lists of competency from medicine and 32 lists from nursing, pharmacy, 

chiropractic, optometry, public health/global health, physician assistants, dental, 

general health professionals, and veterinary medicine. Fifty-eight competencies 

were mapped to the eight domains to produce the Reference List of General 

Physician Competencies.  

 In 2016, the AACN reconvened leadership representation from the 2008 

APRN Consensus Work Group and APRN Joint Dialogue Group to discuss the 

recommendations of the AACN Task Force on APRN Clinical Education as the 

AACN Competency-Based Education for Doctoral-Prepared APRNs Work Group. 

This work group voted to adopt the AAMC, Englander, et.al (2013) competency 

framework around which APRN competencies would be identified (L. Lauzon-

Clabo, personal communication, June 28, 2016).   

Purpose 

 Given the strong internal and external forces for change in the APRN 

clinical training model, this research seeks to find common ground across APRN 

roles and suggest a path towards a redesign of the clinical training for APRNs. The 

AACN white paper, Current State of APRN Clinical Education (2015), 
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recommends transitioning to a competency based clinical training model that will 

transcend all four APRN roles.  Nursing can move forward by demonstrating a 

willingness to learn from organizations that have successfully drafted and applied 

such a framework, unifying disparate entities within a complex organization. The 

drivers for change in the clinical education model of APRNs serve as the trigger for 

nursing to face the greater internal cultural challenge of creating and endorsing a 

unified voice representing all four roles of the APRN to external stakeholders.  

 While each APRN role contributes a unique and valuable service to the 

healthcare community, the roles are more similar than different. Maintaining high 

educational standards during this growth period will sustain future support for the 

APRN as a leader in the healthcare system. This research brings forth the voices of 

program coordinators, who will carry the burden of operationalizing a transition in 

clinical education, and informs and creates proactive consensus within the APRN 

profession to advance and implement a competency based clinical training model.  

Definition of Terms 

 For the purposes of clarity, the following terms are defined as follows for 

this study: 

 Advanced Practice Registered Nurses (APRNs).  APRNs are registered 

nurses educated at the masters, postmasters, or doctoral level in a specific role and 

patient focus. APRNs are educated and nationally certified to assess, diagnose, and 

manage patient problems, order tests, and prescribe medications (National Council 

of State Boards of Nursing, n.d.).  The four APRN roles include: nurse practitioner 
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(NP), clinical nurse specialist (CNS), certified registered nurse anesthetist (CRNA), 

and certified nurse midwife (CNM) (APRN Joint Dialogue Group, 2008).   

Competence.  The Oxford English Dictionary defines competence as 

“having the power, ability, and capacity to do a task” ("Competence", 1993, p. 

459). Until recently, how competence is defined in the health care professions has 

been less clear. For clarity in interpreting the research questions in this study, the 

definition of competence in the interprofessional healthcare literature and accepted 

by the AACN will be applied:  

The array of abilities [knowledge, skills, and attitudes (or KSAs)] across 

multiple domains or aspects of performance in a certain context.  Statements 

about competence require descriptive qualifiers to define the relevant 

abilities, context, and stages of training.  Competence is multi-dimensional 

and dynamic.  It changes with time, experience, and setting. (Frank, et al., 

2010, p. 641) 

The review of the literature in chapter two will provide further discussion around 

defining the term competence. 

Competency. For the purposes of this research, the definition supported by 

the ANCC will be used: 

An observable ability of a health professional, integrating multiple 

components such as knowledge, skills, values, and attitudes.  Since 

competencies are observable, they can be measured and assessed to ensure 

their acquisition. (Frank et al., 2010, p. 641) 
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The literature review in chapter 2 will provide further discussion around difficulties 

of defining the term competency. 

 Domains of Competence.  For the purposes of this research, the definition 

supported by the ANCC will be used: 

 Broad distinguishable areas of competence that in the aggregate constitute a 

general  descriptive framework for a profession. (Englander et al., 2013, p. 

1089) 

Research questions 

 To meet the purpose of this study, the following research questions are 

posed: 

1.To what extent do the Domains of Competence set forth by the 

Association of American Medical Colleges (Englander, et al., 2013) reflect the 

professional expectations and competencies of APRNs?  

2.What are the perceptions of the APRN program coordinators about 

incorporating competency based clinical education across APRN training? 

3. What are the next steps towards implementation of a competency based 

clinical education model for advanced practice registered nurse programs? 

A review of the literature examining the concepts evoked here is discussed in the 

next chapter. 



COMPETENCY BASED CLINICAL EDUCATION  15 

 

 
Chapter 2: Review of the Literature 

A general review of the literature was conducted to provide a summary of 

two phenomena.  First, the education, accreditation, and certification requirements 

are summarized for each of the four APRN roles.  Second, competency based 

education and assessment as a concept, as well as how it pertains to higher 

education, the health professions, and specifically advanced practice nursing, is 

examined. 

Educational and Accreditation Requirements 

The inconsistency and lack of standardization in licensure, accreditation, 

certification, and education requirements creates unintended barriers to practice and 

disjointed efforts to affect national policy for APRNs. Furthermore, the current 

state of APRN education risks preservation of graduates meeting current 

professional expectations and possibly patient safety as new programs rapidly 

develop and existing programs swell to capacity.  Barriers to practice at the full 

scope of training include mobility challenges between educational programs and 

when moving to a different state for clinical practice. Furthermore, the variance in 

clinical hour requirements, competency requirements, and program length of study 

across institutions attracts critique from the medical community as they query the 

qualifications of the APRN (American Academy of Family Physicians, 2012; 

AMA, 2009). Demonstrable, marketplace entry-level competency standards are 

paramount to maintaining the integrity of the profession during a period of rapid 

growth.  Due to increased workforce demands for APRNs, existing programs are 
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accepting a record number of students and new programs are opening each year. 

Maintaining the quality and reliability of our APRN graduates is vital to the future 

of the profession. 

 Each of the four APRN roles has associated professional organizations and 

accreditation bodies.  Most of these organizations, professional and accreditation, 

have published a set of competencies, outcomes, or criteria for the profession. The 

multiplicity of documents invites variability for interpretation, discrepancy in 

competency determinations, and inconsistency within each role that is magnified 

when one looks across the profession.  A lack of clearly defined entry-level 

expectations of the APRN graduate has fragmented the voice of the profession 

amongst external stakeholders and invites substandard APRN educational program 

growth. Inconsistencies in the messaging of APRN competencies and APRN 

clinical training creates confusion to those outside of the APRN profession and 

difficulty in advancing national policy, mandates, and general understanding of the 

APRN profession. The development of new programs and enrollments in existing 

programs are on the rise. The future of the profession relies on maintaining the 

integrity of the educational programs by establishing entry-level competencies 

consistent with workplace expectations and demands. 

 Nurse Practitioner (NP). The National Organization of Nurse Practitioner 

Faculties (NONPF) is the organizing body for nurse practitioner (NP) education at 

the national and international level.  NONPF serves to promote quality, evidenced-

based approaches for NP curriculum and influences policy development on the state 
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and national level that impact nurse practitioners (NONPF website, n.d.). To inform 

curriculum development and standards for accreditation, NONPF synthesized the 

competencies set by various professional organizations in a report titled, Nurse 

Practitioner Core Competencies (National Nurse Practitioner Faculties Task Force, 

2011).  Key professional organizations’ documentation of standards that influenced 

the development of the Nurse Practitioner Core Competencies includes:  The 

American Association of Colleges of Nursing (AACN), Agency for Healthcare 

Research and Quality’s (AHRQ), Institute of Medicine (IOM), and NONPF.  The 

NONPF Core NP Competencies (2011) set categories and their corresponding 

competencies as follows: Scientific Foundation [4]; Leadership [7]; Quality [5]; 

Practice Inquiry [6]; Technology and Information Literacy [7]; Policy [6]; Health 

Delivery Systems [7]; Ethics [3]; Independent Practice [13]. In Nurse Practitioner 

Core Competencies (2011), NONPF presented nine categories with 58 

competencies in all. 

While the NONPF report clearly intends to inform accreditation criteria, it is 

accreditation requirements that ultimately drive curricular decisions, particularly if 

there is incongruence between professional organizations and accrediting bodies.  

The accreditation organizations for NP programs include the Accreditation 

Commission for Education in Nursing (ACEN), formerly the National League for 

Nursing Accrediting Commission (NLNAC), and the American Association of 

Colleges of Nursing’s accreditation branch, the Commission on Collegiate Nursing 

Education (CCNE). The document, Criteria for Evaluation of Nurse Practitioner 
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Programs (NTF on Quality Nurse Practitioner Education, 2012), delineates the 

criteria for evaluation of nurse practitioner educational programs. There are six 

criteria established in this document.  Criterion I deals with the organization and 

administration of educational institutions offering advanced practice nursing 

programs.  Criterion II addresses student admissions, progression, and graduation 

within their program track.  Criterion III considers NP curriculum, both didactic 

and clinical.  Criterion IV speaks to educational resources, facilities, and services.  

Criterion V concerns faculty and faculty organization.  Finally, Criterion VI speaks 

to evaluation of programs, courses, faculty, students, clinical sites, and preceptors, 

and figures prominently in this study.   

Each criterion has multiple subheadings to address various components of 

the major criterion that provides structured scaffolding by which institutions can 

self-reflect upon their compliance with a standard. This set of evaluative criteria has 

been endorsed by 15 national and international nursing organizations, including 

ACEN and CCNE, and is meant to be used in conjunction with competencies set by 

NONPF and other organizations to provide a framework for the accreditation 

process.  The operationalization of integrating 58 competencies with the seven 

criterion items and all of their sub-headings leads to great variation in the design, 

implementation, evaluation, and processes of nurse practitioner educational 

programs. Furthermore, it is reported that those who mentor and precept nurse 

practitioner students are frustrated by inconsistent educational expectations and 

standards.  
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A nurse practitioner student is determined qualified to sit for a national 

certification exam that aligns the scope and population foci of the exam with the 

successful completion of an accredited program and 500 supervised clinical hours.  

The National Task Force on Quality Nurse Practitioner Education (NTF, 2012) 

Criterion III.E states “The NP program/track has a minimum of 500 supervised 

direct patient care clinical hours overall.  Clinical hours must be distributed in a 

way that represents the population needs served by the graduate” (p.8). Following 

this explanation of clinical requirements for accreditation, there is an asterisk with 

the following notation: 

This edition of the Criteria for Evaluation of Nurse Practitioner Programs 

retains the  requirement of a minimum of 500 supervised, direct patient care 

clinical hours in a  program (see Criterion III.E)…  The NTF recognizes that as 

NP programs move to  improved outcome assessment methods the greater 

emphasis will be on attainment of  competencies rather than minimum hours.   

(NTF, 2012, p. 2).   

The NTF has released a draft form of the 2016 revision of these guidelines. 

In this draft form, the 500 clinical hour requirement stands unchanged.  This 

decision is explained by the following statement, “Despite full support of the NTF 

for competency-based education (CBE) and standards that incorporate CBE, the 

NTF agreed that we are not currently at the point in the development of CBE 

processes in graduate nursing education to support the move away from a specific 

minimum number of clinical practice hours” (NTF, 2016, p.3). 
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Clinical Nurse Specialist (CNS).  The National Association for Clinical 

Nurse Specialists (NACNS) is the organizing body generating CNS educational 

guidelines, policy discussions, research, and marketing of the profession.  Through 

this parent organization, the National Clinical Nurse Specialist Task Force 

convened from 2006-2008 to establish and publish the seven core competencies 

used to inform curriculum development across programs and evaluate CNS 

programs (National Core Competency Task Force, 2010) for the master’s and post-

master’s prepared graduate nurse. As of 2011, 25 national nursing organizations 

have endorsed the Core Practice Doctorate CNS Competencies, which defines 

competencies for the doctoral prepared graduate CNS (NACNS, 2009). These 

publications are intended for use in conjunction with the Consensus Model for 

APRN Regulation: Licensure, Accreditation, Certification and Education (APRN 

Consensus Work Group and APRN Joint Dialogue Group, 2008) and other 

population foci specific competency documents.  The competencies set forth by the 

professional organizations inform educational curricular decisions at the university 

level but are not part of accreditation assessment. 

Clinical Nurse Specialist education is developed around three spheres of 

influence, as defined by the NACNS: (1) the patient/ client sphere, (2) the nursing 

sphere, and (3) the system/organization sphere (NACNS, 2009).  The patient/client 

sphere involves direct patient care, as well as a consulting role with other health 

care professionals to promote evidenced-based care.  In the nursing sphere, the 

CNS promotes evidence-based practice through research and mentoring other 
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nursing professionals to improve patient care outcomes. In the 

system/organizational sphere, the CNS is trained to inform and advise management, 

administration, and policy on cost-efficient, evidenced-based practice, and patient 

centered care.  Qualifications for the CNS national certification exam are the same 

as the NP national certification requirements. A CNS student must successfully 

complete an accredited educational program and at least 500 faculty-supervised 

clinical hours within the specialty or patient population focus in which the CNS 

intends to become certified.  The accreditation organizations for CNS programs are 

CCNE and ACEN. 

 Certified Registered Nurse Anesthetist (CRNA).  The American 

Association of Nurse Anesthetists (AANA) represents CRNAs nationally. The 

curriculum for nurse anesthesia educational programs is governed by the Council 

on Accreditation of Nurse Anesthesia Programs (COA).  The American Association 

of Nurse Anesthetists has not created any declaration of competencies independent 

of those required by the accrediting council.  This unity within the role provides 

clarity to institutions, accreditors, and external stakeholders. The Council on 

Accreditation of Nurse Anesthesia Programs (CANAP) created Standards for 

Accreditation of Nurse Anesthesia Programs in which five standards are established 

with multiple explanatory sub-headings.  The five standards establish program 

expectations in the areas of governance, resources, program of study, program 

effectiveness, and accountability (CANAP, 2015). The Standards for Accreditation 

of Nurse Anesthesia Programs, Practice Doctorate includes standards for the 
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institution, faculty, student, graduate, curriculum, clinical site, policy, and 

evaluation. Educational requirements for certification include successful 

completion of an accredited program, including a minimum of 600 clinical cases 

and 2500 clinical procedural hours, covering a wide variety and diversity of clinical 

anesthesia experiences. The AANA (2007) has declared that by 2022 the entry-

level degree for CRNA program will be at the doctorate level.  

 Certified Nurse Midwife (CNM). The American College of Nurse-

Midwives (ACNM) is the professional organization for certified midwives (CM) 

and certified nurse-midwives (CNM), representing registered nurses that have gone 

on through formal education, training, and certification to become a CNM.  The 

National Association of Certified Professional Midwives (NACPM) is the 

organizing body for certified professional midwives (CPM), representing those with 

experiential training or formal education that is not grounded on students first being 

nurses.  There is a philosophical chasm between nurse midwives and direct-entry 

midwives around the educational standards, professionalism and scope of practice 

challenge (Rooks, 2007).  The vision of the ACNM includes statements on 

evidenced-based practice, research, and formalized education (ACNM, n.d.); while 

the commitments of the NACPM include a right to a normal physiologic birth for 

all women, dismantling systemic racism in the maternity care, and informing 

clinical practice standards in reference to the unique model of care to which they 

ascribe (NACPM, 2014). 
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 Certified Nurse Midwife is the midwifery credential required to be 

considered an APRN.  The ACNM was an early adopter of competency-based 

education in establishing The Core Competencies of Midwifery in 1978 (Avery, 

2005).  This document, most recently updated in 2012, is designed to be congruent 

with the Standards for the Practice of Midwifery (ACNM, 2011), Code of Ethics 

(ACNM, 2005), and the Philosophy of the American College of Nurse-Midwives 

(ACNM, 2004), as well as international standards for midwifery practice (Phillippi 

& Avery, 2014).  The Core Competencies for Basic Midwifery Practice (ACNM, 

2012) is broken down into six categories.  Hallmarks of Midwifery is the first 

category and lists 16 hallmarks. Components of Midwifery Care: Professional 

Responsibilities of CNMS and CMs is the second category and lists 17 

competencies. Components of Midwifery Care: Midwifery Management Process is 

category three and lists seven competencies.  Components of Midwifery Care: 

Fundamentals is category four and lists nine competencies.  Components of 

Midwifery Care of the Women is category five and lists seven competencies with 

multiple subheadings inclusive to each listing.  Components of Midwifery Care of 

the Newborn is category six and lists one competency with five subheadings. Each 

subheading under this competency is inclusive of multiple further subheadings. 

This document provides exemplars of many of the listed competencies or sub-

headings.  

 In lieu of hours based clinical requirements, The Accreditation Commission 

for Midwifery Education (ACME) defines the clinical requirements using 
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experiential exposures for the demonstration of clinical competency in midwifery 

educational programs.  Standard E.4.b. of the Criteria for Programmatic 

Accreditation states: 

 The program provides that each student has access to at least this minimum 

number of  experiences:  

 1.  10 Preconception care visits 

 2.  15 New antepartum visits 

 3. 70 Return antepartum visits 

 4.  20 Labor management experiences 

 5.  20 Births 

 6.  20 Newborn assessments 

 7.  10 Breastfeeding support visits 

 8.  20 Postpartum visits (0-7 days) 

 9.  15 Postpartum visits (1-8 weeks) 

 10.  Primary care visits: 

  a)  40 common health problems 

  b) 20 family planning visits 

  c)  40 gynecologic visits, including perimenopausal and 

postmenopausal visits.   (ACME, 2015, p.30).  

Certification 

 Qualifying to sit for and successfully complete the national certification 

examination demonstrates to the public and potential employers that a candidate 
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met the educational requirements set forth by the APRN professional organizations. 

Successful completion of a national certification examination purports to assure that 

the candidate has “the knowledge, skills, and abilities essential for the delivery of 

safe and effective advanced nursing care to the clients” (APRN Joint Dialogue 

Group, 2008, p. 26).  The organizations offering certification exams to APRNs 

include: American Midwifery Certification Board (AMCB) for CNMs, National 

Board of Certification and Recertification for Nurse Anesthetists (NBCRNA) for 

CRNAs, American Association of Critical-Care Nurses (AACN) Certification 

Corporation and the American Nurses Credentialing Center (ANCC) for CNSs, and 

American Academy of Nurse Practitioners Certification Program (AANPCP), 

American Association of Critical-Care Nurses (AACN), American Nurses 

Credentialing Center (ANCC), National Certification Corporation (NCC), and the 

Pediatric Nursing Certification Board (PNCB) for NPs. CRNAs are required to take 

the exam every two years to demonstrate continued competency (National Board of 

Certification and Re-certification for Nurse Anesthetists, n.d.).  CNMs have the 

option of completing ‘maintenance modules’ and approved continuing education 

credits or to retake the exam every five years (American Midwifery Certification 

Board: Certificate Maintenance Program, n.d.).  NPs and CNSs are required to 

complete continuing education credits to renew certification. The continuing 

education credits are based on the number of hours spent attending a conference or 

completing a reading followed by multiple-choice questions; no demonstration of 

continued competency is required for re-certification. A standardized exam assesses 
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for foundational knowledge, without requiring demonstration of clinical 

competency. Philosopher Donald Schön (1983) effectively argued that how we talk 

about how we do things and what we actually do when faced with the complexities 

of a real world experience are different. Thus, clinical competency cannot be 

determined through theoretical discussions or literature review (Miller, 1990).  This 

research has had a wide-ranging influence on educational theory and the 

competency based education movement.  Operational definitions significant to the 

competency based education movement will now be discussed.  

Competence  

 A review of nursing and medical literature indicates that until the recent 

move towards a competency based clinical education model there was no clear 

consensus on the definition of competence (Epstein & Hundert, 2002; Kalet & 

Pusic, 2014; Scott Tilley, 2008; Watson, Stimpson, Topping, & Porock, 2002). The 

term is not defined in greater than one third of the literature discussing nursing 

competence (Kalet & Pusic, 2014).  The American Nurses Association (ANA) 

explains competence this way, “An individual who demonstrates competence is 

performing successfully at an expected level” (ANA, 2008, line 41).  It is not clear 

from this statement what is the expected level determining competency.   

The most recognized definition of competence in the interprofessional 

healthcare literature and recently adopted by the ANCC Competency-Based 

Education for Doctoral-Prepared APRNs Work Group (2016) is:  
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The array of abilities across multiple domains or aspects of performance in a 

certain context.  Statements about competence require descriptive qualifiers 

to define the relevant abilities, context, and stages of training.  Competence 

is multi-dimensional and dynamic.  It changes with time, experience, and 

setting. (Frank, et al., 2010, p. 641) 

The multi-dimensionality of the term competence has made consensus on the 

definition and defining components elusive. Concepts from the field of employment 

evaluation, knowledge, skills, and attitudes (KSAs) have been adopted in the 

competency-based assessment models used in education (Dickson, Bloch, & 

National Centre for Vocational Education Research, 1999).  Despite the agreement 

that hours based clinical training models do not ensure safe practitioners, the 

dispute on defining the knowledge, skills, and attitudes of entry level APRNs has 

impaired the advancement of clinical education that requires demonstration of 

competency.  This research seeks to build the needed common ground for 

advancing competency based clinical education for all APRNs.  

As noted earlier, the Institute of Medicine (IOM), an independent, nonprofit 

organization that works outside of government to provide unbiased and 

authoritative advice to decision makers and the public released its report To Err Is 

Human: Building a Safer Health System (1999) bringing attention to the magnitude 

of quality and safety issues impacting patient outcomes.  In 2003, the IOM released 

the report, Health Professionals: A Bridge to Quality, advocating for educational 

strategies to focus on competence in attempt to bridge the identified gaps between 
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education and clinical practice (IOM, 2003).  Since the release of these reports, 

there has been governmental and regulatory pressure to shift the definition of 

competence from being historically nebulous, intuitive, and vague to a universally 

accepted, concrete term, used across healthcare professions (Sherwood & 

Zomorodi, 2014). A standardized definition of competence would provide the 

framework around which competency-based assessment methods could be 

established.  However, a clarification of the term is difficult when performance and 

capability are used interchangeably with competence (Eraut, 1994). Research has 

demonstrated that what people will do in a situation, or how they perform, does not 

always correlate with what they know about how to perform or what they are 

capable of (Miller, 1990). Generally agreed upon components of competence 

include that it is: situational and context dependent, developmental and dynamic, 

and requires reflection.  These components employ cognitive, technical, integrative, 

relational, and affective functions (Epstein & Hundert, 2002; Kalet & Pusic, 2014; 

Norman, 1985; Saucier, et al., 2012; Van der Vleuten, et al., 2012). These 

components correlate to the knowledge, skills, and attitudes adopted from the field 

of employment evaluation. In a controlled, simulated assessment, in which all of 

the environmental conditions are planned and known, competency criteria can be 

established in advance; in a live clinical scenario competency can only be 

established in hindsight of the encounter. The idea that competency is dynamic 

makes the determination of competency dependent upon the numerous 

environmental factors at play in the client visit.  
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Epstein and Hundert (2002) define competence as “the habitual and 

judicious use of communication, knowledge, technical skills, clinical reasoning, 

emotions, values, and reflection in daily practice for the benefit of the individual 

and community being served” (p. 227). Establishing competence relies on 

evaluation. Micheal Scriven devised the terms formative and summative to define 

evaluation goals in his work “The Methodology of Evaluation” (1967).  Van der 

Vleuten, et al. (2012) distinguishes assessment for learning (formative) from 

assessment of learning (summative). An assessment method does not determine if 

an assessment is formative or summative. A formative assessment is one that is 

developmental and used to teach knowledge and skills. Substantive feedback is 

provided from a faculty expert and peers, allowing students and instructors to self-

identify gaps in their knowledge, understanding, or judgment (Ramaprasad, 1983; 

Sadler, 1989). This reflective practice nurtures a continuous learning approach; thus 

replacing cyclical, intense periods of rote memorization just before exams. A 

summative assessment is evaluative and used to determine acquisition of 

knowledge and skills.  This form of assessment presents a snapshot in time of a 

student’s level of performance in a defined circumstance, i.e. physical and 

emotional conditions on the day of the assessment (Harrison, Könings, Schuwirth, 

Wass, & Van der Vleuten, 2015).  How the information from the assessment is used 

defines if it is formative or summative.  Ultimately, certification exams are 

summative; however, the research supports that this method of assessment does not 

establish clinical competence. 
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Competency  

The US Department of Education (DOE) defines competency as “a 

combination of skills, abilities, and knowledge needed to perform a specific task 

(Jones, Voorhees, & Paulson, 2001, p. 1). The ANA defines competency as “an 

expected level of performance that integrates knowledge, skills, abilities, and 

judgment” (ANA, 2008, lines 43-44). The ANCC supports the following definition 

of competency as written and supported by the medical community: 

An observable ability of a health professional, integrating multiple 

components such as knowledge, skills, values, and attitudes.  Since 

competencies are observable, they can be measured and assessed to ensure 

their acquisition.  Competencies can be assembled like building blocks to 

facilitate progressive development. (Frank et al., 2010, p. 641) 

As the definition of competency is explored, reflection upon the competencies 

established by the many professional organizations affiliated with the four APRN 

roles will inform this discussion.  According to the definition, competencies are 

observable and measurable; competence develops over time through training. Many 

of the criteria listed as competencies by the professional organizations are not 

observable and/or measurable. Many entries presented as a competency are merely 

declarations of belief or values. An example from the Core Competencies of Basic 

Midwifery (ACNM, 2012) that does not indicate an observable action or 

demonstration of knowledge, but instead lists fundamental course work as 

construed competency is as follows:  



COMPETENCY BASED CLINICAL EDUCATION  31 

 

IV. Components of Midwifery Care: Fundamentals 

 A. Anatomy and physiology, including pathophysiology 

 B. Normal growth and development 

 C. Psychosocial, sexual, and behavioral development 

 D. Basic epidemiology 

 E. Nutrition 

 F. Pharmacokinetics and pharmacotherapeutics 

 G. Principles of individual and group health education 

 H. Bioethics related to the care of women, newborns, and families 

 I. Clinical genetics and genomics (p. 3) 

An example from the NONPF Core Competencies (2011) that is only marginally 

measurable in scope and lacks specificity is,  “Functions as a licensed independent 

practitioner” (p. 4). Albanese, Mejicano, Mullan, Kokotailo, and Gruppen (2008) 

identify five key components of competency: 

1. It should focus on the performance of the end product or goal-state 

of instruction. 

2. It should reflect expectations that are an application of what is 

learned in the immediate instructional programme. 

3. It should be expressible in terms of measurable behaviour. 

4. It should use a standard for judging competence that is not 

dependent upon the performance of other learners.  
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5. It should inform learners, as well as other stakeholders, about what 

is expected of them. (p. 251) 

 
These defined components of a competency will be used to inform and provide 

parameters for the development of competencies for the four APRN roles. These 

expressed factors will provide guidance and parameters to ensure continuity and 

utility in the developed competencies. 

Competency based assessment (CBA)  

There is broad consensus that competency based assessment serves six 

objectives.  First, it has a clearly defined desirable outcome. Second, the 

implications of the assessment results are made clear. Third, there is a component 

requiring student demonstration of ability. Fourth, there is a focus on experiential 

learning. Fifth, it requires substantive and timely feedback to support the 

assessment and enhance learning. Sixth, the assessment occurs longitudinally and 

there is individuality in the timing of program completion to adjust for a variety of 

student abilities (Davis & Harden, 2003; Holmboe & Hawkins, 2004; Kalet & 

Pusic, 2014; Tannenbaum, et al., 2011).  Competency-based assessment moves 

away from the compensatory approach to assessment, in which high marks earned 

in one area can compensate for low marks in others, allowing for overall course 

success.  Competency-based assessment requires passage of each determined 

competency independent of other competency results and the results of peers 

(Albanese, et al., 2008; Davis & Harden, 2003). Miller’s Pyramid of Clinical 

Competence (Figure 1, 1990) demonstrates there is no single assessment to 
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determine the complexities of competency and notes that objective testing of 

knowledge alone is not sufficient to determining competency.  

 

 

Figure 2-3. Miller's Pyramid of Clinical Competence 

Miller, G. E. (1990, September). The assessment of clinical skills/ competence/ 
performance [Invited Reviews]. Academic Medicine, 65(9), S63-S67. 

 

  Competency-based assessment purports the need for an assessment system 

offering a full range of multiple assessment methods based on evidenced-based 

standards. Epstein (2007) summarized the strengths and weaknesses of a wide 

range of assessment options addressing each component of Miller’s Pyramid of 

Assessment. The use of multiple assessment methods offsets any limitation of any 

particular method by lessening the power of its outcome influence.  Competency-

based assessment aims to determine entry-level competency to enter into 
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professional practice in the clinical setting (Schuwirth, 2002); the challenge is the 

lack of consensus and concrete depiction of competence. While the membership of 

various professional nursing organizations have independently explored desired 

work place competencies upon graduation, the lack of consensus on what are 

competencies that transcend all four professional specialties and an absence of an 

operationalization plan continue to inhibit the transition from an hours based 

clinical training model to one that is competency based. The profession appears 

trapped in the current educational system, even though there is consensus that 

change is necessary to preserve public trust through the provision of safe, 

competent health care providers.  Competency models for APRN education, as well 

as the testing of reliable and valid competency based assessment tools, cannot 

proceed until the nursing leadership come to an agreement on entry-level 

competencies for all APRNs. 

 Competency frameworks are built from the skill-set needed by a 

practitioner, and thus are not distinctively different from goals, objectives, and 

outcomes (Albanese et al., 2008).  To prevent a skills gap at graduation, input from 

potential employers and the current workplace environment needs to be considered. 

If competency-based assessment focuses on the outcomes or results of an 

educational program and attempts to assess achievement of these outcomes, as 

Albanese et al. (2008) suggest, then what is being measured must be clearly known 

and defined before valid assessment tools can be created. This work adds the 

important component that the measurable competency must be observable to allow 
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for inter-rater determination.  The writing of a competency helps to define the 

expectation, yet the process by which it is implemented, and the behavior 

measured, is where competency-based assessment excels (Albanese et al., 2008).  

 To maximize the value of CBA, the process by which competencies are 

operationalized requires inter rater training and review to ensure validity and 

accuracy (Ried & Douglas, 2015).  Established CBA models for clinical training 

and assessments for APRN programs need to be transferable across educational 

settings to ensure consistency in competency of graduates.  Competency based 

assessment models employing a blend of assessment methods incorporate a holistic 

perspective and assure that entry-level competency can be demonstrated.  

Consistent with Miller’s Pyramid of Clinical Competency (Figure 1), these 

assessment methods would include standardized testing for demonstration of 

knowledge, case study assessments to demonstrate clinical knowledge, simulated 

clinical assessments for the demonstration of clinical skills, and direct observations 

in the clinical placement setting (Miller, 1990).  Competency based assessment will 

now be explored within the realm of higher educational institutions. 

Competency Based Assessment in Higher Education 

 Traditionally, higher educational institutions determine student eligibility 

for awarding of a degree via accumulation of course credits.  The course assessment 

model largely relies upon the professional judgment of individual faculty, peer 

comparisons to develop a standard for course achievement that vary based on the 

class ability, and the pedagogy of normative-practice (Saucier et al., 2012; 
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Voorhees, 2001). The current assessment methods do not ensure healthcare 

graduates will be safe practitioners and consistent with entry-level competence 

expected in the workplace.  With the current medical error rate at an intolerable 

level of 44,000-98,000 preventable medical deaths annually, quality education and 

patient safety must be at the forefront of the conversation on educational standards 

for APRN programs.  With the technological advances in educational delivery 

systems, as well as the public demand for greater healthcare transparency and 

accountability, professional organizations and institutions of higher education are 

obligated to find ways to improve clinical education and accreditation. Voorhees 

(2001) makes the following assessment and predicts what he calls ‘the learning 

revolution’: 

 The pathways to learning no longer lead automatically to traditional 

institutions of  higher education.  Instead they lead most directly to learning 

opportunities in which  competencies are defined explicitly and delivery 

options are multiple.  This new  paradigm will ultimately redefine the roles of 

faculty, institutions, and accreditors.   

 (p. 5) 

Competence in the workplace initially evolved as an alternative to 

intelligence testing for jobs in which a high level of intelligence was not required 

(McClelland, 1973). CBA moved first from the workplace to vocational school for 

task-based training, and is now slowly being adopted into traditional higher 

educational institutions due to external pressure to narrow the gap between 
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graduation requirements and the demands of the workplace.  CBA as a model for 

curriculum design is gaining momentum and taking on a sense of inevitability in 

educational reform. The philosophical debate in regard to higher education as a 

foundation for the purpose of a greater civic nature has evolved into one that is 

focused on employability (Kezar, Chambers, & Burkhardt, 2015). When educating 

health care professionals at the graduate level it is essential that patient safety be the 

pillar upon which curriculum is designed and assessed.  

 Because competencies can be used in different ways, each context for 

application requires a different set of skills and knowledge.  It is the goal of 

competency based curricula to determine which skill, attitude, and knowledge sets 

are required for a particular competency and how to deliver this set so that it may 

be ‘unbundled’ for the sake of transportability to another context (Voorhees, 2001). 

In the case of the APRN, the transportability means to extend across university 

settings; across clinical training settings, including human simulation and/or live 

clinical, as well as across assessors, ensuring inter-rater reliability.  Consensus is 

required among stakeholders in determining the competencies required for a 

particular vocation, as well as the level of achievement required for the students as 

they progress through their educational journey. It is essential that those charged 

with determining the competency statements be familiar with occupational 

standards in the field in order to appreciate the contextual specificity (Watson, et.al, 

2002).   
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 A review of the literature identifies four barriers to the implementation of 

CBA education: (1) faculty resistance to the paradigm shift; (2) a lack of available, 

reliable, validated assessment tools; (3) transportability and equivalency of 

educational work to regional accreditors and between institutions who are 

competency based versus credit hour based; and (4) financial aid availability (Lurie, 

2012; Miller, 1990). Competencies such as professionalism and attitudes are often 

deemed necessary ingredients in professional education; yet, reliable and valid tools 

to measure and assess these traits are just now being developed.  The lack of 

available assessment tools has made it difficult for institutions to operationalize 

CBA curricula, even if philosophically they were in support (Davis & Harden, 

2003).  

 Competency based, direct assessment programs historically have not been 

accredited; financial aid is only available for accredited programs.  However, 

Southern New Hampshire University’s College for America was the first to 

successfully gain approval from the federal government and its regional accreditor 

for direct assessment degrees (Inside Higher Ed, 2014).  This accreditation approval 

opens up financial aid for students of CBA direct assessment degrees.  Through 

education to all stakeholders, accreditor acceptance, and US Department of 

Education support, CBA is gaining momentum and increasing numbers of 

universities are adopting CBA to varying degrees (Fain, 2014; Hill, 2015).  The 

direct assessment degree, in which CBA replaces the credit hour to determine 

requirements for degree completion, is the most comprehensive implementation of 
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the CBA pedagogy.  Other models include using CBA to wholly determine course 

completion and awarding of course credit hours, or a fragmented blending of CBA 

assignments with traditional, normative practice assignments (Hawkins et al., 2015; 

Silva & White, 2015).  

 Opponents of the CBA movement interpret CBA through a narrow, 

reductionist view. Through this lens, tasks are broken down into subunits for which 

a checklist approach to assessment dominates (Allais, 2014; Davis & Harden, 2003; 

Norris, 1991).  Challengers to CBA educational models express concern that the 

sum of the parts does not equal the whole. Attitudinal competencies, such as 

professionalism, leadership, and engagement, are traditionally difficult to measure 

objectively and yet are believed by many to be the transformational component of 

achieving professional competency. Harden, Crosby, Davis, and Friedman (1999) 

countered this argument by explaining the scaffolding of competencies to capture a 

holistic view of competency.  They describe ‘meta-competencies’ devised from a 

variety of higher-level competencies, which build on still another layer of 

simplistic, task based competencies.  The intention of CBA is to capture a holistic 

view of all the skills, knowledge, and attitudes necessary using evidenced based, 

defensible educational practices. Frequent formative and substantive feedback 

assists the learner to move from the simplistic competences to each ‘meta-

competence’ with a focus on improvement (Schumirth & Ash, 2013). The 

developmental approach helps the novice learner take steps towards becoming an 

expert (Benner, 1984).  Learners in a setting or context that parallels the workplace 
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environment to the greatest extent possible, such as a simulated environment, must 

demonstrate the attainment of competence through reflective performance (Talbot, 

2004).  On Miller’s Pyramid of Clinical Competency (Figure 1), this equates to the 

level of shows how.  Assessment at this behavioral level is an improvement from 

our current level of cognitive assessment and hours based clinical requirements, in 

which there is no standardized mastery required.   

 Standardized criteria derived from existing evidence using reliable and valid 

tools should be used to determine if competency has been achieved. The level of 

required competency is dynamic and relative to the level of training.  To bridge the 

gap between workforce expectations and educational preparation, the competencies 

must be workforce driven, as well as determined through job analysis conducted by 

professional organizations or certification bodies (Hallas, Biesecker & Newland, 

2012). The graduation requirement must equate to a level of competency expected 

upon entering the workforce as a new graduate.  Expertise can truly only be 

achieved following years of experience.  A CBA model can be used to not only 

establish entry-level competency, but to ensure continued development of 

competency as an experienced and then expert practitioner. Embracing life long 

learning and continuous quality improvement will enhance the integrity and 

reliability of APRN practice and increase external stakeholder support in favor of 

the role. 

Competency Based Assessment in the Health Care Professions 
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Educational, accreditation, and certification bodies serve society to ensure 

public safety by validating adequacy of clinical abilities.  To meet this mission, 

various professional organizations have issued competencies expected in the 

various health professions.  Each professional organization creates its set of 

competencies through its unique perspective through which it views the APRN role 

and organizational mission.  The complexity of clinical practice becomes apparent 

in the number and competing competencies of the various organizations.  A sense 

of ambiguity transcends the definition of competence into the established core 

competencies, and through the standards and benchmarks set by which each 

competency is deemed to have been met.  To improve this process, a competency 

based assessment movement is unfolding in educational institutions (Bok, et al., 

2013; Scott Tilley, 2008; Watson et al., 2002).   

Determining clinical competency has proven challenging. Lack of 

consensus on defining clinician competency creates challenges when one attempts 

to measure or assess clinical competence.  Also, the blend of cognitive, motor, and 

affective skills involved in delivering evidenced based, effective clinical care 

demands competence in many areas. Finally, sampling error and assessor 

subjectivity and bias have proven to be a barrier in effective assessment of clinical 

skills.  These challenges are not new and date back to 1975 with the development of 

the objective structured clinical exam (OSCE). Ronald Harden, of the University of 

Dundee, Scotland, targeted the problem of inadequate sampling in the 

determination of clinical competency (Miller, 1990). The original OSCE format 
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consisted of 16 to 25 minute stations (Harden, Stevenson, Wilson Downie, & 

Wilson, 1975).  A single case study has proven to be a poor predictor of clinical 

competence due to the issue of case study context specificity (Miller, 1990).  If the 

topic of a case study used as a performance assessment is one particularly familiar 

or unfamiliar to a student, then this performance is predictive only of the care 

provided for that scenario or diagnosis.  A single case study performance cannot be 

generalized to predict how a student may apply themselves in other scenarios or 

when alternate diagnostic reasoning is needed.  Reproducible results require three 

to four hours of testing in this design method (Miller, 1990).  Designed to fill the 

need of assessing student ability to translate clinical didactic learning into practice, 

the OSCE requires students to rotate through a sequence of stations demonstrating 

competence in a wide range of areas.  The stations vary from demonstrating taking 

a history, to performing physical exam techniques, to executing a task based skill, 

to answering summative or essay questions, to interpreting diagnostic results 

(Miller, 1990; Waas, Van der Vleuten, Shatzer, & Jones, 2001). This fragmented 

approach to training does not prepare the practitioner to holistically care for the 

complex, contemporary patient today, who is living longer with multiple 

comorbidities.  

Critiques of the OSCE assessment method include fragmentation and 

reduction of patient care complexity.  It also does not account for the influence of 

developing patient rapport. Additionally, there is the issue that reliable, validated 

assessment tools are not available and when developed will likely be costly and 
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time intensive.  However, it has been difficult to assess a cost/benefit analysis due 

to the fact that institutions have not reached consensus on a method to determine 

the cost (Miller, 1990).  The costs of implementing such a method might include: 

the time to develop cases and standardized patient scripts; time to develop and 

validate assessment check lists and rating scales; lab material and supplies; time to 

consolidate and report scores; personnel time to recruit and train standardized 

patients; technology software or hardware used in the simulations and personnel 

time for logistical planning of coordinating faculty, volunteers, students, and 

necessary space. To reduce costs, institutions might create an inter-institutional 

bank of shared case studies, standardized patient scripts, checklists, and rating 

tools.  However, this can only happen if consensus is reached on the definition of 

competence and what constitutes validated scoring methods (Miller, 1990). Used in 

health care training for over three decades, the most difficult part of implementing 

the OSCE is identifying and reaching consensus on the point at which the student is 

deemed successful for high stakes, summative testing (Smee & Blackmore, 2001).  

The lack of research in answering these questions and addressing critiques has 

allowed for a proliferation of opinions that impede progress toward criterion 

referenced testing (Miller, 1990). 

Health professional clinical competence requirements were and still are 

primarily assessed using summative, objective tests, combined with a pre-

determined number of required clinical hours in a field placement. With 

contemporary complexities that come with clinical practice, this assessment is 



COMPETENCY BASED CLINICAL EDUCATION  44 

 

inadequate to determine clinician competency (Epstein & Hundert, 2002; Kalet & 

Pusic, 2014; Norman, 1985; Scott Tilley, 2008).  Knowledge alone is not enough to 

be successful in this realm (Miller, 1990). Mandated clinical hours determined by 

consensus in lieu of evidential reasoning does not equate with competency 

(Hodges, 2010; Norman, 1985).  

In order to advance the development of and dialogue across the health 

professions around competency based clinical education, the American Medical 

Colleges (AAMC) cross-mapped 153 competency lists:  121 from the ACGME and 

American Board of Medical Specialties (ABMS) frameworks, 18 from other 

medical frameworks (international physicians, osteopathic medicine, pre-medical 

students, and clerkships), and 14 lists across other health professions, including 

nursing, pharmacy, chiropractic, optometry, public health, dentistry, physician 

assistants, and other health professions, to create a common taxonomy across health 

professions (Englander, et al., 2013).  APRN professional organizations could 

advance the transition to a competency based clinical education model by learning 

from relevant works from health professional organizations that have preceded their 

efforts.  Three exemplar existing competency frameworks incorporated into 

Englander et al’s (2013) work will now be reviewed. 

Physical Therapy (PT).  The American Physical Therapy Association (APTA) 

was the first health profession to explicitly identify and require specific 

competencies for independent practice through the implementation of the Clinical 

Performance Instrument (CPI) (Roach, et al., 2012).  The creation of a standardized 
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assessment tool across PT programs nationally required consensus building on what 

competencies needed to be measured.  This discussion led to the APTA and 

Commission on Accreditation in Physical Therapy Education (CAPTE) working 

together to develop an outcomes-based clinical training model for clinical physical 

therapy education.  This standardized system now doubles as a data collection tool 

to inform evidenced based decisions in the profession and to support policies to 

advance the profession. An electronic, national training protocol on the use of and 

voluntary implementation of the CPI for the assessment of physical therapy 

students is employed by 88% of US based and 100% of Canadian based physical 

therapy programs (Roach et al., 2012).  This tool is reviewed and revised every 

three years.  Clarity and uniformity has led to a continuous quality improvement in 

clinical education and national standards for physical therapy education, 

accreditation and certification (Roach et al., 2012). First developed out of preceptor 

frustration regarding the implementation of multiple, inadequate, and time-

consuming required assessments (J. Frost, personal communication, January 12, 

2015), the CPI is a transparent, valid and reliable uniform tool that ensures 

competency of entry-level physical therapy practitioners (Roach et al., 2012). Next, 

reviewed is an interdisciplinary effort to establish clinical competency across health 

professions. 

Core Competencies for Interprofessional Collaborative Practice.  In IOM 

reports To Err is Human (1999) and Crossing the Quality Chasm (2001) identified 

that the greatest source of medical errors result from systems failures.  Two of the 
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primary sources of error noted are communication failures across health 

professional disciplines and the inability of healthcare professions, who train in 

separate silos, to function effectively as a team in the workplace.  In an effort to 

address this challenge, leadership from nursing, pharmacy, medicine, osteopathic 

medicine, and public health joined forces to form the Interprofessional Education 

Collaborative Expert Panel.  In 2011, the panel published the Core Competencies 

for Interprofessional Collaborative Practice (Interprofessional Educational 

Collaborative, 2011).  The goal of these competencies is to have health professional 

students train in a way they will be expected to function in the workplace, as a 

team.  Improving patient outcomes begins in our higher educational institutions and 

the training of health professions.  

Medicine. The Accreditation Council on Graduate Medical Education (ACGME) 

was formed in 1981 to address the variability of competency among medical 

graduates.  In 1999, after nearly 20 years of deliberation and negotiation, the 

ACGME and the American Board of Medical Specialties (ABMS) jointly published 

a set of six core competency domains that were transformational to medical 

education. These core competency domains created the framework for competency-

based assessment spanning more than 160 medical specialties and sub-specialties 

(Holmboe, 2015; Swing, Clyman, Holmboe, & Williams, 2009). After failing to 

move this competency based assessment and framework forward in a top-down, 

authoritarian approach, leaders of the medical specialties, sub-specialties, and 

educational programs gathered to co-construct the implementation of these 
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competencies.  Milestones and Entrustable Professional Activities became the 

organizing principles in the new competency based assessment method for graduate 

medical residencies. Developmental milestones were established to create a 

‘roadmap’ for disciplines to fill in the contextual narrative in developmental 

language (Holmboe, 2015).  The milestones explicitly acknowledged the 

knowledge, skills, and attitudes that must be present at each stage of developmental 

competency.  The process to operationalize CBA in medical education was slowed 

by the leadership of specialties, and sub-specialties, resistance to change and 

unfamiliarity with CBA. The outcome of the ACGME/ABMS work provided 

Englander et al. (2013) 121 competency lists across medical specialties to include 

in the cross mapping effort to produce an interdisciplinary clinical competency 

model. This is a challenging endeavor to be sure.  Medicine took 35 years to 

implement competency based medical education, and APRN professional 

organizations can anticipate similar challenges, but they don’t have to start from the 

beginning; they can build on the work previously accomplished.  

Developmental staging built into the milestones work is based on the 

Dreyfus Model of Skill Acquisition (Dreyfus & Dreyfus, 1980).  As the student 

achieves successive milestones, she can then be entrusted with increasing 

responsibility in the clinical setting. The milestone assessments serve to inform 

faculty determinations as to the level of supervision a student requires in a 

particular criterion of assessment. While the competencies and milestones describe 

the outcome expectations of the clinician, Entrustable Professional Activities 
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(EPAs) are descriptions of their work and identify areas of competent independence 

(Ten Cate, 2013). Milestones and EPAs have moved clinical training from time 

proxies with an apprentice to objective, measurable, competency-based assessment.  

Restructuring various accreditation frameworks to a competency based assessment 

model provides educational institutions a context for self-assessment and 

improvement.  The quality movement for improving the delivery of care and the 

healthcare delivery system creates a defined expectation from external stakeholders 

of the care delivered across our nation.  

On February 26, 2014, the ACGME, American Osteopathic Association 

(AOA), and American Association of Colleges of Osteopathic Medicine (AACOM) 

announced their Memorandum of Understanding outlining a single graduate 

medical education accreditation system in the United States (Accreditation Council 

for Graduate Medical Education, n.d.).  While it has taken three decades to get to 

the implementation phase, medicine is enacting a transparent, accountable model 

for the assessment of entry-level practitioners.  The nursing profession has an 

ethical responsibility to external stakeholders; professional organizations must lead 

the transition to a competency-based clinical education model.  Considering the 

work done by other healthcare professionals could accelerate nursing’s efforts. 

Competency Based Assessment in Advanced Practice Nursing 

 Current status. Bray and Olson (2009) reviewed nursing research to 

evaluate the level of evidence for the 500-hour clinical hour requirement for 

accreditation and certification. This hour requirement was a negotiated number 
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established by the American Academy of Nurse Practitioner Certification Programs 

and the American Nurse Credentialing Center without evidence that this hour 

requirement resulted in the procurement of safe practitioners, or that all of the 

NONPF core competencies are met, and suggests it is time to reconsider this 

methodology (Hallas, et.al, 2012).  Hallas et.al. concluded that with implementation 

of one or more performance-based assessments, such as case-based evaluations, 

simulations, or OSCEs, would result in a more comprehensive approach to 

assessment that can better preserve the integrity of NP programs during a period of 

rapid growth and public scrutiny. Given the increased complexity of the patient 

population represented through the plethora of medical modalities and 

pharmaceutical interventions, new methods of assessment are indicated. The 

increased average lifespan of patients will put additional pressure on an already 

stressed system.   

 Nursing educators called on the National Task Force on Quality Nurse 

Practitioner Education (NTF) to increase the required number of clinical training 

hours in order to prepare students for the increasingly complex healthcare 

environment and patient population (Dunbar-Jacob, Nativio, & Khalil, 2013; Hallas 

et al., 2012). In the 2008 (3rd ed.) of Criteria for Evaluation of Nurse Practitioner 

Programs, the NTF responded,  “The NTF concluded that at this time data are not 

available to support an increase in the minimum number of clinical hours. 

However, the NTF identified value in conducting a factor analysis about the quality 

and quantity of clinical sites and experiences to inform further discussion.” 
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(National Task Force on Quality Nurse Practitioner Education, 2008, p. 20).  To 

date, no such factor analysis has been carried out.  

 Many advanced-practice nursing programs have integrated competency-

based assignments into courses and nursing literature abounds with ideals, 

concepts, and fragmented approaches to CBA (Watson, et al., 2002). There are few 

institutions that comprehensively link theory to practice through evidenced based 

CBA in the overall design of their curriculum; LeCuyer, DeSocio, Brody, & 

Schlick, 2009). The most common use of CBA in graduate nursing programs is in 

the summative assessment and evaluation of clinical ability. This fragmented, 

university-centered approach to implementing CBA suggests a lack of sufficient 

national leadership to unify APRN professional organizations, even though at the 

program level faculty recognize the essential need for this type of assessment. In an 

effort to fill the local need, programs are currently left to develop these methods 

independently, thus the fragmented approach.  A unified effort with strong 

leadership would ensure continuity across programs.  

 Standardized, structured assessments can increase student confidence in the 

clinical setting and provide robust APRN training (Ward & Willis, 2006).  Methods 

by which these competency based assessments may be operationalized include high 

fidelity, low fidelity, and human simulation; case studies; portfolios; role-playing; 

AV recordings for peer and self evaluations, and software tracking systems of 

clinical experiences (Vess, 2007).  A blend of assessment methods and faculty 
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training for inter-rater reliability allows for the mitigation of potential bias and 

difficulties of any single assessment method.   

 Challenges. A substantive literature review from 1980-2000, by Watson, et 

al. (2002), concludes that nursing has followed many other health professions down 

the road of competency based training without resolving the issues of defining 

competence, identifying expected level of achievement for entry to practice, and 

procuring reliable and valid assessment tools. The challenge of defining 

competence and entry level professional expectations must precede the 

development of assessment tools.  

 An additional challenge to CBA is the lack of evidence to establish that this 

teaching methodology is superior to the normative practice, apprenticeship model.  

While there is anecdotal evidence of student, faculty, preceptor, and employer 

satisfaction with competency-based (CB) educational methods (Khattab & 

Rawlings, 2008), there are few studies outlining the cost of CBA, nor the standard 

for evidence based educational design. Also lacking is evidence of improved patient 

outcomes, improved community health interventions, or a demonstrable bridging of 

the gap between workforce expectations and educational preparation reduction of 

preventable medical errors with the use fo CBA (Scott Tilley, 2008; Watson et al., 

2002).  Research demonstrating improved patient and community outcomes, as well 

as a reduction in medical errors, would advance the standardization of CBA 

methods and justify the cost of these methods. This research highlights the need for 

this data collection. 
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 Dowding and Thompson (2003) discuss the difficulty of measuring nursing 

judgment and decision-making, something necessary to determine the accuracy of 

assessments. They support Miller’s pyramid by defending the claims that how 

nurses assimilate, use, and apply knowledge impacts patient outcomes, and 

measuring knowledge base alone is not sufficient. Educational curriculum is 

designed to move students from the realm of novice to that of meeting an adequate 

level of competency to safely enter clinical practice.  While certification bodies 

attempt to validate that a sufficient level of competency has been achieved, 

literature is lacking to support that successful completion of these exams equate 

with competency (Whittaker, Smolenski, & Carson, 2000).  Implementation of 

CBA in course design could help bridge the gap between education and practice 

(Scott Tilley, 2008). There are mixed results. Many modified versions of the OSCE 

method abound in advanced practice nursing education, contributing to the mixed 

results on its reliability and validity (Khattab & Rawlings, 2008).  However, OSCE 

methods implemented first in a formative approach to learning, then as a 

summative approach of learning, allows for a focus on the process of moving the 

student along the novice to expert ladder before determining outcome of learning 

(Khattab & Rawlings, 2008).  Thus, the fragmented, individualized approach to 

CBA being implemented stands to be informed by best practices in education and 

coordinated across universities for ease of implementation.  

 The development of adult learning theory dates back over three decades. 

However, higher education has a tradition of hiring content experts, particularly in 
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graduate programs, who often do not have formal training in education.  While the 

level of expertise content experts bring is vital to the educational process, the 

inability to make the expert knowledge assessable for the novice learner has created 

less than optimal curricular development.  Benner’s seminal work, From novice to 

expert: Excellence and power in clinical nursing practice (1984), employs Dreyfus’ 

five levels of skill acquisition to describe the acquisition of clinical nursing skills. 

In moving through the five levels of skill acquisition, from novice to expert, the 

student moves from multiple fragmented components and abstract concepts to 

holistic vision, drawing on past experiences to identify the few relevant components 

(Dreyfus & Dreyfus, 1980). The novice learner relies on abstract, rule based 

concepts, with no context or experience on which to draw.  The expert has 

difficulty noting supporting evidence to support actions or conclusions, as the 

understanding of the concept is thoroughly ingrained and intuitive (Benner, 1984).  

Acceptance of Benner’s work has influenced the preceptor/ nurse dynamic since its 

inception (Brykczynski, 2002).  Revisiting the lack of required training in education 

as a requirement to teach in higher education may improve the efficacy of graduate 

curriculum.  The existence of educational theory on which to develop curriculum 

has been available for over 30 years. It is time to integrate this body of knowledge 

into standardized, evidenced based APRN curricular practices. 

 Further obstacles challenge the scaling of APRN educational programs. A 

17% increase in APRN programs in the past five years has led to competition for 

clinical sites and preceptors, as well as intensified ongoing faculty shortages. 
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Preceptor and doctoral-prepared faculty shortages in APRN programs limit the 

growth of the profession (AACN, 2015).  Furthermore, students are entering APRN 

programs with a wide variety of educational and experiential backgrounds.  This 

variability is magnified by the variability of expectations, experiences, and 

assessments in APRN programs (AACN, 2015). If not addressed, the lack of 

consistency, dependability, and uniformity in the graduating APRN may threaten 

the integrity of the profession.  While the AACN survey focused on NP programs, 

faculty from all four APRN tracks echoed analogous concerns (AACN, 2015). 

Efforts to unify the APRN profession are sporadic. The Doctorate of 

Nursing Practice is the practice focused, terminal degree in nursing. The AACN 

(2006) white paper, The Essentials of Doctoral Education for Advanced Nursing 

Practice, articulates the competency expectations at this level. The initial eight 

competencies are deemed essential for all graduates, regardless of specialty or 

functional focus; following these core competencies are listed specialty 

competencies needed for specific roles and are delineated by national specialty 

nursing organizations. This model, in which core competencies are identified 

followed by the establishment of role specific competencies, is the model this 

research seeks to promote for all APRNs.  The DNP is not a required degree to 

practice as an APRN.  The majority of APRN students are in master’s level 

programs. This coordinated effort serves the minority of students seeking a terminal 

degree, while leaving the majority of students without unity or continuity across 

APRN roles. Since the inception of the DNP, there has been on-going debate within 
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the nursing profession as to the impact of this degree on the profession and society 

as a whole.  Healthcare cost, quality of provision of care, number of available 

providers, as well as divisiveness within the nursing profession are all points of 

discussion around the DNP (Dracup, Cronenwett, Meleis, & Benner, 2005; Terhaar, 

Taylor, & Sylvia, 2016). 

In a second attempt to unify APRNs with a vision for the future as a 

healthcare leader, 48 nursing organizations came together to develop the Consensus 

Model for APRN Regulation: Licensure, Accreditation, Certification, and 

Education (APRN Consensus Work Group and APRN Joint Dialogue Group, 

2008). This document set clear parameters for the licensure, accreditation, 

certification, and education of APRN training. The synergistic implications of these 

four components are designed to promote the APRN role with external stakeholders 

who regulate, fund, and receive healthcare services. The unified voice of this 

consensus document captured national attention, as it became an appendix in its 

original form in the IOM report Future of Nursing: Leading Change, Advancing 

Health (2010).  Hostile and disharmonious dialogue experienced at various APRN 

national conferences by the primary researcher has provided evidence that these 

attempts to unify the APRN profession are still not categorically accepted within 

the individual professional organizations of each role.  

The most recent and ongoing attempt to build consensus and unite the 

influence of the various APRN organizations is the AACN’s Competency-Based 

Education for Doctoral-Prepared APRNs Work Group (2016).  This work group 
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again brings together the leadership from the member organizations of the APRN 

Consensus Work Group and APRN Joint Dialogue Group (2008) an effort to 

develop a competency based clinical education framework.  To date, the workgroup 

has adopted the definitions of competence, competency, domains of competence, 

and competency framework put forth for interprofessional adoption by the medical 

community an effort to build a common taxonomy across the health professions in 

the discussion of CBE; furthermore, this work group has voted to adopt the eight 

Domains of Competence (Table 2.1) (Englander et al., 2013) as the framework to 

map competencies across APRN roles (L. Lauzon-Clabo, personal communication, 

June 28, 2016). This coordinated effort represents the beginning stages of a 

paradigm shift in the clinical education of APRNs. 

Table 2.1 
 
8 Domains of Competency from the Reference List of General Physician 
Competencies 
 
Patient Care 
Knowledge for Practice1 

Practice-Based Learning and Improvement 
Interpersonal and Communication Skills 
Professionalism 
Systems-Based Practice 
Interprofessional Collaboration 
Personal and Professional Development 
1. This domain is titled ‘Medical Knowledge’ in the ACGME framework. The 
authors revised the domain name in this reference list to incorporate frameworks 
from other health professions.  
Englander et al. (2013). Toward a common taxonomy of competency domains for 
the health professions and competencies for physicians. Academic Medicine, 88, 
1088-1094. 
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Summary 

This review of the literature highlights the current variance of educational, 

licensure, and accreditation requirements of the four APRN roles, as well as the 

current efforts of each role’s professional organization to move towards a 

competency based framework.  This study establishes the level of agreement 

between the Englander et al. (2013) 8 Domains of Competence and the professional 

expectations and competencies of APRNs, determines the awareness, acceptance, 

and input from the program coordinators that will be charged with implementing 

the changed clinical education model, and identifies the next steps toward 

implementation of a competency based educational framework in APRN education.  

The input and engagement of the program coordinators in APRN educational tracks 

is vital to any successful implementation of change. Summarized here are the 

experiences of other health professions transition to CBA clinical education; these 

serve to inform the nursing process. The next chapter will review the methodology 

employed to address the questions of this study. 
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Chapter 3: Methods 

Introduction 

 A change toward competency-based clinical education (CBCE) is needed to 

ensure the integrity of high standards in APRN education, whereby patient safety is 

safeguarded, during this period of rapid growth in APRN educational programs.  

Educators must consider three compelling responsibilities.  First, educators owe 

communities of interest and external stakeholders, users, payers, and regulators of 

the healthcare system an assurance of accountability that the graduates are safe 

practitioners upon graduation. Second, educators have an obligation to produce 

clinicians prepared for the increased complexity of care encountered entering the 

workforce. Finally, it is essential that educators recognize the need for scalability in 

educational design in order to effectively train a larger volume of students to meet 

marketplace demands. These undeniable responsibilities require a change in the 

APRN clinical education model; great benefit can be gained by coordinating efforts 

across ARPN organizations.   

 It is possible the existing competency frameworks of other health 

professions could serve as a foundation to establish a competency framework for 

APRN clinical education that serves all four APRN roles. This research explored 

(a) how apt the 8 Domains of Competence as set forth by the Association of 

American Medical Colleges (Englander et al., 2013) serve the needs of the four 

APRN roles, according to existing nursing documents and the perceptions of the 

program coordinators, (b) the perceptions of program coordinator views about 
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Competency Based Clinical Education (CBCE) to identify potential next steps, 

needed resources, and determine the starting point for operationalizing a changed 

clinical model, and (c) input from the coding of nursing documents, program 

coordinator surveys, and interviews and focus group of nursing leaders to inform an 

implementation plan.  

Researcher Role 

The primary researcher also served as a research participant.  Her 

professional experience, discussions with colleagues at national conferences, and 

participation in a doctoral externship have shaped the assumptions and direction of 

this research.  The primary researcher has been a practicing family nurse 

practitioner for 17 years, a fulltime faculty member for over five years, and FNP 

program coordinator for two years. Furthermore, the primary researcher partook in 

a doctoral externship in March 2015 with Eric Holmboe, MD FACP, FRCP, the 

Senior Vice President of Milestone Development and Evaluation at the 

Accreditation Council for Graduate Medical Education. This externship opportunity 

allowed for an extensive understanding of the process experienced by the medical 

community in their transition to a competency based clinical education model.  In 

preparation for the externship, the primary researcher conducted phone interviews 

with Jody Frost, DPT, PhD, FNAP, Lead Academic Affairs Specialist at the 

American Physical Therapy Association and Laurie M. Lauzon Clabo, PhD, RN, 

then President of the Massachusetts Association of Colleges of Nursing, and now 

the Michigan President of Association of Colleges of Nursing and Dean at Wayne 
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State College and chair of the AACN Competency Based education for Doctoral 

Prepared APRNs Work Group.  Through these experiences and perspectives, this 

research was designed and carried out. To minimize personal bias, the data in this 

research was member checked and triangulated across various participant roles in 

advanced practice nursing profession.  This will be explained in the discussion of 

the research design. 

Research Questions Revisited 

The research questions this study addressed are: 

1. To what extent do the Domains of Competence set forth by the 

Association of American Medical Colleges (Englander, et al., 2013) 

reflect the professional expectations and competencies of APRNs?  

2. What are the perceptions of the APRN program coordinators about 

incorporating competency based clinical education across APRN 

training? 

3. What are the next steps towards implementation of a competency 

based clinical education model for advanced practice registered 

nurse programs? 

Research Design 

 This study employed basic qualitative confirmatory and interpretive 

research using thematic analysis (Creswell, 2003).  Confirmatory research was used 

to first explore and then answer the question of how well the 8 Domains of 

Competence (Englander et al., 2013) serve the needs of the APRN roles.  Patton 
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notes that confirmatory research can “add depth and detail and bring new meaning” 

to existing works (2002, p.193). Interpretive research was used to answer the 

question about program coordinator perceptions in regard to CBCE, as well as the 

question about the next steps towards implementation of a competency based 

clinical education model for APRN programs. Patton finds interpretive research 

useful in “making sense of findings, offering explanations, drawing conclusions, 

extrapolating lessons, making inferences, considering meanings, and otherwise 

imposing order on an unruly but surely patterned world” (2002, p. 480).  

Data from multiple sources was collected and analyzed in a sequential 

design. The research began by establishing an a priori code list from the 8 Domains 

of Competence.  This code list allowed for a textual analysis of APRN source 

documents (see Table 3.4), relating them to the AACN adopted competency-based 

framework. The initial set of codes were pre-determined and defined using 

examples as they exist in the AACN accepted framework of Englander et al (2013). 

Axial coding was applied to APRN source documents, using the established 

competency domains in the existing competency framework. Axial coding is 

considered a second tier level of coding, which follows open coding, making 

connections between the categories established in open coding (Strauss & Corbin, 

1990). Axial coding was used to analyze existing nursing source documents for 

parallel competency domains. In this study, open coding of the nursing source 

documents was used to identify and conceptualize additional themes not covered by 

predetermined, axial codes.   
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Next, the data obtained in the textual analysis was used in developing a 

survey to be distributed to APRN program coordinators nationally. The survey 

development process adhered to the principles of the Tailored Design Method for 

effective surveys (Dillman, Smyth, & Christian, 2014). The survey assessed their 

level of agreement about the importance of the established themes as competencies 

for APRN clinical education. Responses to the survey were thematically analyzed 

to identify the common, core competency domains across APRN roles as perceived 

by the program coordinator.   

The results of the data analysis from the program coordinator survey were 

used to inform questions posed to APRN nursing leadership through individual 

interviews and a focus group. Interviews with nursing leadership were used as a 

form of member checking. They were used to check the analysis of responses of the 

program coordinators, to provide additional perspective on previous responses, and 

to seek contribution and feedback on the suggested next steps towards transitioning 

to a competency based clinical education model (See Figure 3.1). Focus group 

interviews with nursing leadership were used as a way to allow for people to 

consider their own views in the context of others (Patton, 2002). This was thought 

to help extinguish extreme or false views (Krueger & Casey, 2000), and improve 

the likelihood that a shared mental model of APRN commonalities among the 

APRN leadership circle may emerge. Individual interviews were employed when a 

nursing leader could not attend a focus group.  
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Figure 3-1.  Flow of Data Collection and Analysis

 

In summary, the data sequence with subsequent analysis included textual analysis 

of source documents, a survey of program coordinators, and a focus group or 

interviews with the leadership of APRN licensure, accreditation, credentialing, and 

professional organizations.  

Data Sources 

 Textual Coding and Analysis. 

 AACN adopted 8 Domains of Competence. In 1999, the ACGME 

introduced and defined the six domains of clinical competencies (see Table 3.1). 

Over the next decade, the ACGME worked to restructure the graduate medical 

accreditation system to focus on assessing the outcomes of these competencies. The 

process and history around this transition is reviewed in Chapter 2. Englander et al. 

(2013) used the ACGME framework of six competency domains as a starting point 

to map a series of 153 competency lists, 121 from medical specialty committees 

and 32 from other health professions, including nursing. Open coding of the 

competency lists followed the mapping and led to the identification of two 

additional competency domains.  The resulting 8 Domains of Competence included 

the six domains as defined by the ACGME plus domains titled Interprofessional 
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Collaboration and Personal and Professional Development (see Table 3.2).  In the 

summer of 2016, the AACN Competency Based Education for Doctoral Prepared 

APRNs Workgroup voted to adopt Englander et al.’s (2013) 8 Domains of 

Competency as a framework on which to establish a competency based education 

model transcending all APRN roles (AACN, 2016a). Applying the pre-established 

codes from this AACN adopted framework to the nursing source documents 

determined the extent of alignment within the source documents and identified 

domains of competency unique to advanced practice nursing not considered in this 

framework.   

Table 3-1. 

ACGME Core Competency Domains and Definitions 

Core Competency Domain                                              Definition 

Patient Care Identify, respect, and care about patients' differences, 
values, preferences, and expressed needs; listen to, 
clearly inform, communicate with and educate patients; 
share decision making and management; and 
continuously advocate disease prevention, wellness, and 
promotion of healthy lifestyles, including a focus on 
population health. 
 

Medical Knowledge Established and evolving biomedical, clinical, and 
cognate (e.g. epidemiological and social behavioral) 
sciences and the application of knowledge to patient 
care. 
 

Practice-Based Learning  Involves investigation and evaluation of one's own 
patient care, appraisal and assimilation of scientific 
evidence, and improvements in patient care. 
 

Interpersonal and 
Communication Skills 

Effective information exchange and teaming with 
patients, their families and other health professionals. 
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Professionalism Commitment to carrying out professional 
responsibilities, adherence to ethical principles and 
sensitivity to a diverse patient population. 
 

Systems Based Practice Actions that demonstrate an awareness of and 
responsiveness to the larger context and system of 
health care and the ability to effectively call on system 
resources to provide care that is of optimal value. 
 

Accreditation Commission on Graduate Medical Education (1999) General 
Competencies. Retrieved from: http://www.acgme.org/outcome/project. 
   
 
Table 3-2. 
 
8 Domains of Competency from the Reference List of General Physician 
Competencies 
 
Core Competency Domain                                                  Definition 
Patient Care Provide patient-centered care that is compassionate, 

appropriate, and effective for the treatment of health 
problems and the promotion of health.  
 

Knowledge for Practice1 Demonstrate knowledge of established and evolving 
biomedical, clinical, epidemiological and social-
behavioral sciences, as well as the application of this 
knowledge to patient care.  
 

Practice-Based Learning 
and Improvement 

Demonstrate the ability to investigate and evaluate one’s 
care of patients, to appraise and assimilate scientific 
evidence, and to continuously improve patient care 
based on constant self-evaluation and life-long learning.  
 

Interpersonal and 
Communication Skills 

Demonstrate interpersonal and communication skills 
that result in the effective exchange of information and 
collaboration with patients, their families, and health 
professionals.  
 

Professionalism Demonstrate a commitment to carrying out professional 
responsibilities and an adherence to ethical principles.  
 

Systems-Based Practice Demonstrate an awareness of and responsiveness to the 
larger context and system of health care, as well as the 
ability to call effectively on other resources in the 
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system to provide optimal health care.  
 

Interprofessional 
Collaboration 

Demonstrate the ability to engage in an interprofessional 
team in a manner that optimizes safe, effective patient- 
and population-centered care.  

Personal and 
Professional 
Development 

Demonstrate the qualities required to sustain lifelong 
personal and professional growth.  
 

1. This domain is titled ‘Medical Knowledge’ in the ACGME framework. The 
authors revised the domain name in this reference list to incorporate frameworks 
from other health professions.  
 
Englander et al. (2013). Toward a common taxonomy of competency domains for 
the health professions and competencies for physicians. Academic Medicine, 88, 
1088-1094. 
 
  Axial and Open Coding.  The 8 Domains of Competence from the 

Reference List of General Physician Competencies (Englander et al., 2013) served 

to provide initial pre-determined codes for textual analysis of the nursing source 

documents.  Anticipated a priori codes applied to the nursing source documents are 

listed in Table 3.3. The sample codebook used to begin the coding process is listed 

in Appendix A. As the coding process progressed, and repeated for second cycle 

coding (Saldana, 2013), it expanded and became more specific as the inclusion and 

exclusion criteria became established through application to the source documents.   

 The APRN source documents are a compilation of guidelines produced by 

accreditation bodies and national professional organizations for each of the four 

APRN roles (see Table 3.4).  A frequency grid was developed to map the 

prevalence of each of the source documents to the axial codes; this inferred 

alignment between the adopted competency-based framework (Englander et al., 

2013) and the APRN source documents (Table 3.4). Open coding was then used to 
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identify recurrent themes represented in the source documents that did not fit into 

the pre-determined codes. A code was determined to be a shared competency theme 

across APRN roles when each of the four roles identifies the code in at least one of 

their source documents. The textual analysis allowed for an ensuing thematic report  

of shared competency domains for all four APRN roles. 

 

Table 3-4. 

Source Documents for Each APRN Role 

APRN Role                                 Source Documents 

NP 

• National Organization of Nurse Practitioner Faculties (NONPF) 
Core Competencies (2011) (National Organization) 

• Essentials of Master’s Education for Advanced Practice Nursing 
(AACN; 2011) (Certification Body) 

• Essentials of Doctoral Education for Advanced Nursing Practice 
(AACN; 2006) (Certification Body) 

• National Task Force on Nurse Practitioner Quality Education: 
Criteria for Evaluation of Nurse Practitioner Programs (2012) 
(Certification Body) 

• CCNE Standards for Accreditation for Baccalaureate and 
Graduate Nursing Programs (2013) (Accreditation Body) 

• ACEN Standards and Criteria for Accreditation of the Master’s / 
Post-Master’s Certificate in Nursing/ Clinical Practice Doctorate 

Table 3-3.  
Sample Axial Coding: 
A Priori codes established from AACN adopted Competency Framework:  8 Domains 
of Competence from the Reference List of General Physician Competencies 

1. Interpersonal and Communication 

Skills 

2. Knowledge for Practice 

3. Patient Care 

4. Personal and Professional 

Development 

5. Professionalism 

6. Systems Based Practice 

7. Interprofessional Collaboration 

8. Practice-Based Learning and 

Improvement 
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(2013) (Accreditation Body) 

CNM 

• American College of Nurse-Midwives (ACNM) Standards for 
Practice of Midwifery (2011) (National Organization) 

• ACNM Core Competencies for Basic Midwifery Practice (2011) 
(National Organization) 

• ACNM Competencies for the Practice Doctorate in Midwifery 
(2011) (National Organization) 

• Accreditation Commission for Midwifery Education Criteria for 
Programmatic Accreditation (2015) (Accreditation Body) 

CRNA • Council on Accreditation of Nurse Anesthesia Educational 
Programs (COA) Practice Doctoral Standards (2015) 
(Accreditation Body) 

CNS 

• National Association of Clinical Nurse Specialists (NACNS) 
Criteria for the Evaluation of Clinical Nurse Specialist Master’s, 
Practice Doctorate, and Post-Graduate Certificate Educational 
Programs (2011) (National Organization) 

• National CNS Competency Task Force National CNS 
Competencies (2008) 

• CCNE Standards for Accreditation for Baccalaureate and 
Graduate Nursing Programs (2013) (Accreditation Body) 

• ACEN Standards and Criteria for Accreditation of the Master’s / 
Post-Master’s Certificate in Nursing/ Clinical Practice Doctorate 
(2013) (Accreditation Body) ACEN Standards and Criteria for 
Accreditation of the Master’s / Post-Master’s Certificate in 
Nursing/ Clinical Practice Doctorate (2013) (Accreditation Body) 

 

 Survey of Program Coordinators. Educational program coordinators of 

the APRN roles were targeted specifically as participants as they have daily first-

hand experience with the benefits, challenges, and outcomes of operationalizing the 

current clinical training model.  Furthermore, it is the responsibility of the program 

coordinators to carry forth any changes in clinical education. Therefore, obtaining 

program coordinator input should inform the change process, and help create a 

shared mental model to the change process.   

 A list of APRN programs was identified through certification bodies’ 

websites (see Table 3.5); university websites were accessed to identify program 
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coordinators. All identified program coordinators were solicited for survey 

participation. Invitations were sent electronically and accepted on a volunteer basis.  

No compensation was offered to participants. A passive consent form was linked to 

the invitation upon invitation acceptance (Appendix B). To account for possible 

variation in the title of program coordinator, the person identified for solicitation 

was asked to self-identify their APRN role, if they have decision–making input for 

program development, and identify percentage of workload in direct contact with 

students. Persons without decision-making capacity were not considered a program 

coordinator. Furthermore, the administrative roles of Dean and Director were 

excluded if there was no daily, direct interaction with the logistical running of the 

APRN program and students enrolled in these programs.  The survey was 

developed using the software Qualtrics and administered electronically. 

Participation in the survey was voluntary and there was no data attributed to an 

individual. The data was categorically analyzed and presented using the 

demographic data collected at the end of the survey; see Appendix C for Program 

Coordinator Survey. 

Table 3-5.  

Certification Organizations Used to Identify Program Coordinators 

APRN Role                                                         Certification Organization 

NP • American Academy of Nurse Practitioners Certification Program 

(AANPCP) 

• American Nurses Credentialing Center (ANCC) 

• American Association of Critical Care Nurses Certification Corporation 
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(AACN) 

• National Certification Corporation (NCC) 

• Pediatric Nursing Certification Board (PNCB) 

CNM • American Midwifery Certification Board (AMCB) 

CRNA • National Board of Certification and Recertification for Nurse Anesthetists 

(NBCRNA) 

CNS • American Association of Critical-Care Nurses (AACN) Certification 

Corporation 

• American Nurses Credentialing Center (ANCC) 

 

Due to the historical lack of consensus on the definition of competency, as 

discussed in the literature review, the survey began with citing the following 

definition of competency endorsed by the ANCC (Frank et al., 2010).   

An observable ability of a helath professional, integrating multiple components, 

such as knowledge, skills, values, and attitudes. Since competencies are 

observable, they can be measured and assessed to ensure their acquisition.  

Competencies can be assembled like building blocks to facitlitate progressive 

development. (p. 641)  

Providing the definition allows all respondents to answer the questions with the same 

understanding of the word and to check their agreement with the AACN definition. 

 AAMC’s 8 competency domains (Englander et al., 2013) and themes 

identified through open coding of the nursing source documents were presented in 

the survey matrix with a scale for a determination of level of agreement that the 

listing represents a required professional expectation for entry into practice for all 
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advanced practice nurses (See Appendix C). The likert-type scale assessed if the 

program coordinator strongly agrees, agrees, is neutral, disagrees, or strongly 

disagrees that the code represents a competency domain for APRNs. Closed ended 

questions, answered yes or no, assessed awareness of the ANCC Task Force 

publication on APRN clinical education, familiarity with recommendations of the 

publication, and if they would support implementing CBCE in APRN education.  

Open ended questions were included to ascertain initial reaction to, and level of 

support for the idea of CBCE for APRN training, as well as perceived advantages 

and challenges of requiring CBCE for APRN training. Finally, demographic 

information about the program and the university was collected. To confirm 

reliability of the survey, it was tested among current colleagues to ensure the 

interpretation of the open-ended questions was uniform and to provide clarification, 

as needed.  The analysis of the survey results was used to inform the focus group 

and interview questions.  

 Focus Group and Interviews. The focus group and interview participants 

were members of the licensure, accreditation, credentialing, and professional 

organizations that participated in the APRN Consensus Work Group and APRN 

Joint Dialogue Group (2008). Organization representatives from this work group 

were recently reconvened and charged with a new task as members of the American 

Association of Colleges of Nursing (AACN) Competency-Based Education for 

Doctoral-Prepared APRNs Work Group. The 25 attendees of the face-to-face work 

group meeting in Washington DC, June 2016, represents the CEOs and presidents 
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of the APRN accreditation, certification, and professional organizations. An 

invitation and permission to solicit this group of APRN leaders for participation in 

this study was obtained from Laurie Lauzon-Clabo, PhD, RN, chair of the working 

committee, as well as the AACN.  The focus group and interviews were recorded 

for transcription purposes only; individual subjects were not personally identified.   

The primary researcher attended the AACN working group in Washington 

DC, June 28, 2016 to provide an overview of the research study and request 

voluntary participation.  Twelve willing participants received an informed consent 

form at this face-to-face encounter (Appendix D).  Doodle was used for willing 

participants to choose from a selection of time slots; each approximately 60 minutes 

in length.  Each focus group was capped at six participants to enable engaging 

discussion and input from all participants.  If a participant was not able to attend an 

organized focus group, an individualized interview was conducted.  The focus 

group, with three participants, was hosted in October, 2016. Four individualized 

interviews were conducted between September 27 and October 7, 2016. The focus 

group and individual interviews were recorded for the purposes of research 

transcription. Each focus group and individual interview were conducted using the 

same questions, in the same order. Selection to the group or interview was self-

determined by scheduling preference, with no consideration to individual 

professional role. The transcriptions from the focus group and individual interviews 

were analyzed using open coding.  
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 The analysis of the program coordinators’ survey data was presented at the 

start of the focus group and interviews. Then, the focus group and individual 

interviews proceeded with closed and open questions similar to those used with the 

program coordinators’ survey, with additional questions added.  A list of focus 

group and individual interview questions are listed in Appendix E; these questions 

were informed by the data from the program coordinators’ survey. Areas of desired 

feedback included validation of program coordinator survey interpretation of 

results, credibility of thematic analysis, and corroboration of the next steps for the 

profession. These focus group and individual interview participants served to 

member check the data analysis from prior sources and inform the next phase of 

analysis. The input of the focus group and individual interviews enhances the 

credibility of the analysis and findings.  Recordings were transcribed and original 

recordings destroyed. There was no external financial or other conflicts of interest 

to the primary research or participants during the process of this research. 

Triangulation and Data Analysis   

 Triangulation of the source document analysis, program coordinator data, 

and the focus group and individual interview findings was used to determine the 

alignment of the adopted Englander et al (2013) competency domains with the 

needs of the APRN professional roles, as well as to promote discussion and 

planning for implementation among the program coordinators. Potential next steps 

toward implementing a competency based clinical education model were also 

derived from the final analysis.  
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Summary 

 The design of this research was chosen to answer narrow questions from 

multiple perspectives.  The intent of this method was to begin to build consensus 

from key representatives across APRN roles on CBCE and propose a shared mental 

model of the needed reformation of APRN clinical education. A social 

constructivist approach, incorporating input from multiple stakeholders, could 

create the buy-in for reformation and result in foundational APRN common 

competencies. Relevant to this research is the theorem “What is defined or 

perceived by people as real is real in its consequences” (Thomas & Thomas, 1928, 

p. 572). With this truth, the multiple realities of the internal stakeholders were 

examined in an attempt to find consensus and commonalities across the four APRN 

roles. The next chapter documents, describes, and analyzes collected data.



 

 

Chapter 4: Findings  

This chapter begins with a display of the analytic process discussed in detail 

in chapter 3, and then presents the results from the sequential, thematic analysis of 

document analysis, survey, and interview data used to answer the research 

questions posed.  Document analysis provided the emerging themes about 

competency and informed the Program Coordinators’ survey (Appendix C). The 

Program Coordinators’ survey confirmed that analysis and assessed their support 

for CBCE. Leadership interview data was used as a final check and to explore steps 

to the implementation of competency based clinical education for APRNs.  

Document Analysis 

 In 2016, the American Association of Colleges of Nursing (AACN) 

Competency-Based Education for Doctoral-Prepared APRNs Work Group voted to 

adopt the Englander, et al. (2013) competency framework around which APRN 

competencies would be identified.  Confirmatory analysis was applied to determine 

if this competency framework reflects the professional expectations and 

competencies of APRNs based on existing nursing documents, as identified in 

Chapter 3, Table 3-4. The definitions of the eight competency domains provided by 

Englander, et al. (2013) were used to establish axial codes, see Chapter 3, Table 3-

3.  The axial codes were then cross-mapped to 13 APRN source documents, as 

depicted in Chapter 3, Table 3-4, representing professional organizations, and 

accreditation and certification bodies.  Frequency data was tallied to determine how 

often a code matched to an Englander et al. (2013) competency domain to establish  
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Figure 4-1. Analytic Process      
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the extent to which each competency domain aligned with APRN professional 

expectations and competencies as identified in the afore mentioned source 

documents from Table 3-4. The frequency percentage was calculated by dividing 

the total number of content items mapped to the competency domain divided by the 

total tally of items per APRN role in the source documents. See Table 4-1 for 

resulting themes.  

 Themes that did not match through axial coding in nursing source 

documents were then open coded to identify themes not represented in the 

Englander et al. (2013) framework. Of the 703 themes from the nursing source 

documents analyzed, three themes did not cross map to any of the Englander et al. 

(2013) Competency Domains using axial coding with pre-determined codes. Those 

three themes were then open coded to identify competency domains not represented 

in the Englander framework, and are (1) participation in policy development, (2) 

promotion and advocacy of the APRN role, and (3) knowledge of APRN role 

history, licensure, credentialing, and clinical privilege. See chapter 5 for 

considerations on why these themes were not in the Englander et al. (2013) 

framework.  A competency domain was created using thematic analysis of the 

omissions for each of the three themes and was added to the eight Englander et al. 

(2013) competency domains in the program coordinator survey.  The results of 

cross-mapping 703 themes from nursing source documents with the Englander et 

al. (2013) competency domains are presented in Table 4-1. The frequency of 



COMPETENCY BASED CLINICAL EDUCATION  78 

 

representation for each competency domain was cross-mapped to the documents of 

each APRN role. The frequency of representation may infer level of importance of 

the competency within each APRN role.  

Table. 4-1.  
Nursing Source Documents Cross Map to Englander et al. (2013) 
Competency Domains 
 
Domain Inclusions Frequency as a 

percentage  
Patient Care - APRN in patient care 

- Collection of and care delivery 
for all direct, specific patient care 
 

NP: 12.8 % 
CNM: 22.7% 
CRNA: 45% 
CNS: 19.6% 

Knowledge for Practice - Creates guidelines 
- Translates research 
- Develops new care approaches 
- Applies principle of social-
behavioral, epidemiological, EBP 
in care delivery 
- Dissemination of new 
knowledge and practices 

NP: 13.4% 
CNM: 51.7% 
CRNA: 4.4% 
CNS: 18.6% 

Practice-Based Learning 
and Improvement 

- APRN in clinical practice 
- Analyzes data for improving 
care 
- Advances practice 
implementation  
- Uses feedback from practice 
outcomes for quality 
- Improvement in clinical 
practice 
- Evaluation of clinical practice 
- IT  
 
 

NP: 21.1% 
CNM: 4.1% 
CRNA: 6.7% 
CNS: 19.6% 

Interpersonal and 
Communication Skills 

- Communicates effectively orally 
and in writing 
- Therapeutic relationships 
- Communicates with patients, 
families, public, external 
stakeholders, other agencies 
- Acts and seeks consults to other 
health professionals 
- Sensitivity, honesty, compassion 
in difficult conversations 
- Insight into developing and 
managing interpersonal 
communication 
 

NP: 7.0% 
CNM: 5.5% 
CRNA: 3.3% 
CNS: 8.2% 
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Professionalism - Compassion, respect for others 
- Patient needs supersedes self-
interest 
- respect for patient privacy and 
autonomy 
- Accountability to patients, 
external stakeholders, profession 
- Sensitivity and responsiveness 
to diverse patient populations 
- Commitment to ethical 
principles in provision of care, 
confidentiality, informed consent 
- Compliance with laws, policies, 
regulations 

NP: 14.1% 
CNM: 8.3% 
CRNA: 5.5% 
CNS: 3.0% 

Systems-Based Practice - APRN in system 
- Advocates for access/quality/ 
cost effective health care 
- Responsive to larger context 
and system of health care 
- Coordinate care across the 
health care system 
- Cost awareness 
- Consider system wide risk-
benefit analysis  
-Advocate for patients in greater 
system 
- Identify system errors and 
present solutions 
- Administrative and practice 
management functions 

NP: 17.9% 
CNM: 2.0% 
CRNA: 8.8% 
CNS: 19.6% 

Interprofessional 
Collaboration 

- Mutual respect, dignity, and 
trust across health care 
professionals 
- Communicate across health 
professionals 
- Participate in different team 
roles as appropriate to promote 
best patient care practice that is 
safe, timely, efficient, effective, 
and equitable 

NP: 7.0% 
CNM: 2.0% 
CRNA: 4.4% 
CNS: 9.3% 

Personal and 
Professional 
Development 

- APRN in self 
- Leadership to initiate change 
- Anticipates variation in practice 
- Flexibility 
- Uses critical and reflective 
thinking 
- Self-awareness 
- Manage conflict between 
personal and professional 
responsibilities 
- Maturity to adjust to change and  
capacity to alter one’s behavior 

NP: 6.4% 
CNM: 3.4% 
CRNA: 5.5% 
CNS: 7.2% 

**Themes identified through open coding of nursing source documents that were not 
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able to be cross-mapped with Englander et al. descriptors: 
1. Participate in policy development 
2. Promote/ advocate for role 
3. Knowledge of history of role, licensure, credentialing, and clinical 

privilege 
NP= Nurse Practitioner 
CNM= Certified Nurse Midwife 
CRNA= Certified Registered Nurse Anesthetist 
CNS= Clinical Nurse Specialist 
 

Cross-mapping the nursing source documents with the AAMC, Englander et al. 

(2013) competency domains resulted in identifying three recurring themes in 

nursing source documents not represented in the AAMC framework. These are 

important inclusions in establishing a competency framework for APRNs. 

Furthermore, the literature review reveals the IOM finding that when patient harm 

occurs, it is primarily the result of communication or system-based error, not lack 

of medical knowledge. It is a relevant finding to see the low frequency of 

competency criteria in the areas of interpersonal communication, intra-professional 

collaboration, and system-based practice.  This finding should influence the 

educational reform process for all APRNs.  

Survey of Program Coordinators 

 Program Coordinators in APRN roles are defined as:  

A person assigned a range of administrative and/or coordinating 

responsibilities to assist the nurse administrator in the fulfillment of the 

goals of the nursing education unit and achieving a nursing program’s end 

of program student learning outcomes and program outcomes. (ACEN, 

2016, p. 8)  
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This role limits administrative duties so as not to exceed 50% of the workload 

assignment to ensure involvement in faculty role responsibilities, such as teaching, 

clinical oversight and assessment, and engagement with students.  The 

administrative responsibilities of program coordinators include possession of the 

broader educational, systems-level perspective to facilitate definition of program 

and course outcomes, and to ensure those outcomes are met. The program 

coordinator serves as the link between the outcomes and competencies established 

by nursing leadership within the national professional organizations and the 

individual institutional clinical faculty.  Therefore, it is up to the program 

coordinators to successfully facilitate a paradigm shift in a clinical education 

model. For this reason, program coordinators were the target audience surveyed; 

their input as to their level of awareness, agreement, and needs is vital to 

implementing a competency based clinical education model.  

 ACEN and CCNE accreditation websites were accessed to identify the list 

of institutions for which they accredit masters and doctorate nursing programs 

nationally.  Collectively, 532 institutions were identified. Each institutional website 

was used to identify what masters and doctorate nursing programs were offered. 

Institutions not offering APRN programs were eliminated (Table 4-2, Specialties 

not considered APRN programs). Additional eliminations included institutions 

offering a postmaster DNP program, with no master component in which the 

clinical education takes place.  Four hundred and thirteen institutions remained in 

the survey pool.  Remaining institutional websites were then explored to determine 
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the program coordinator for each APRN program and the APRN educational 

track(s) offered at each institution. Titles of program coordinators varied, to 

include: track coordinator, track director, and lead faculty of X track. Directors 

were included if the person held an APRN credential and no other coordinator was 

specified, which was typical in smaller institutions and programs. Some of those 

institutions offered multiple tracks with unique program coordinators. Deans or non 

APRN degree program directors were eliminated from the survey pool if it was 

more likely than not that their primary role was administrative (Deans) or they 

lacked the credentials to meet the requirements for teaching in APRN clinical 

education courses. Using these criteria 825 program coordinator email addresses 

were identified. Forty-one of the email addresses were returned as undeliverable, 

leaving 784 in the survey pool. The program coordinator survey (Appendix C) was 

electronically delivered to each of the viable email addresses.  Of the 784 surveys 

distributed, 254 were opened and 215 were at least partially completed. The 

response rate for usable surveys was 27%.  A survey was determined to be usable if 

all of the closed ended questions were complete. The majority of partially 

completed surveys left at least one open-ended question blank.  

Table 4-2. 

Programs Excluded 

Nursing Leadership 

Nursing Education 

Community Health Nursing 

Global Nursing 

Informatics 

Care and Outcomes Manager 
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Clinical Nurse Leader 

School Nursing 

Forensic Nursing 

Transcultural Nursing 

 

 Demographic information about the respondent was collected along with 

information about the home institution. Of the responding institutions, 96% offered 

NP programs, 24% offered CNS programs, 24% offered CRNA programs, and 14% 

offered CNM programs. Program coordinators from all regions of the country 

participated (Figure 4-2). The responding institutions varied in program size with 

45% of institutions having under 100 students in the APRN programs collectively, 

28% with 100-199 APRN students, 13% with 200-299 APRN students, and 14% 

with greater than 300 APRN students (Figure 4-3). Thirty-two percent of 

respondents identified their institution as small, 43% characterized their institution 

as mid-sized, and 25% of the respondents classified their institution as large (Figure 

4-4). Seventy-five percent of the respondents identified their institution as being 

located in an urban setting, while 25% identified their location as rural. 
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 Figure 4-2. Regional Location of Responding Institution 

 

 

 
Figure 4-3. APRN Program Size at Responding Institutions 
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Figure 4-4.  Size of Institution  

 

 Eighty percent of respondents identified themselves as nurse practitioners, 

13% of respondents classified themselves as clinical nurse specialists, 4% of 

respondents categorized themselves as clinical registered nurse anesthetists, and 3% 

of respondents labeled themselves as nurse midwives. Teaching responsibilities as 

a percentage of the total workload were obtained to ensure the respondents 

represented the target audience.  Only two respondents, or 1.4%, noted that they 

had no teaching responsibilities in their workload. These surveys were excluded 

from the final data collection.  Fifty-two percent of respondents had greater than 

51% of their workload assigned to teaching, while 37% had 25-50% of workload as 

teaching, and 9% had 1-15% of their workload as teaching. All of the surveys with 

teaching in the workload were analyzed, even though the AACN definition of a 
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program coordinator limits administrative duty to 50%.  This was decided for two 

reasons: (1) upon review of university websites to obtain program coordinator 

emails, many larger institutions include research as a portion of the workload, often 

routinely reducing teaching workloads below 50%; thus removing the surveys with 

teaching workloads under 50% may favorably represent smaller universities; (2) 

due to the data collected establishing the short length of time program coordinators 

have been in their position, it was determined that the program coordinator had 

recent workloads with a higher teaching percentage. Sixty one percent of the 

program coordinators identified that they had less than four years’ experience in the 

position, 17% identified five to seven years’ experience, while 21% identified 

having greater than seven years’ experience (Figure 4-5).  

 

Figure 4-5. Years of Experience of Program Coordinators  
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 In 2016, the AACN Competency-Based Education for Doctoral-Prepared 

APRNs Work Group voted to adopt the definition for the term competency put 

forth by Frank et al. (2010, p. 641), as well as the definition for competency 

domain defined in Englander et al. (2013, p. 1089). To ensure consistency in 

interpretation of these terms, the definitions were provided to the respondents as an 

introduction to the survey (Appendix C). Providing the definition ensures a shared 

understanding of the term and permits the checking of agreement between survey 

respondents and the AACN.  A matrix table with the eight competency domains 

identified by Englander et al. (2013) and the definition of each was created, along 

with a level of agreement scale. Respondents were asked to identify their level of 

agreement that the Englander et al competency domain(s) represented a required 

element of APRN training; the scale ranged from strongly agree, agree, neutral, 

disagree, to strongly disagree. Across the various competency domains, 

respondents replied they strongly agreed that the competency domain was a 

required element of APRN training 70-89% of the time, respondents agreed that a 

competency domain was a critical element of APRN training 8-26% of the time, 

respondents identified a neutral position as to whether a competency domain was a 

critical element of APRN clinical training 2-4% of the time, and respondents 

disagreed or strongly disagreed that one of the competency domains was a critical 

element of APRN training less than one percent of the time (Figure 4-6).  

Following the determination of the level of agreement that the competency domains 

met the needs of APRN programs, participants were assessed for their awareness of 
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the ANCC White Paper titled Current Status of APRN Clinical Education (2015) 

and the recommendations put forth by that task force.  Seventy-three percent of 

participants were aware of the white paper; of those aware of the white paper, 94% 

were familiar with the clinical education recommendations made by the ANCC. 

 

Figure 4-6.  Program Coordinator Level of Agreement with Competency Domains 

 Participants were asked to provide five adjectives that describe their initial 

reaction to the term competency-based education. Word sentiment analysis, the 

process of determining if a piece of writing is positive, neutral, or negative, was 

applied to the responses (Pang & Lee, 2008; Young & Soroka, 2012). While 51 

respondents provided terms that were all positive, and eight provided terms that 

were all negative, the remaining 154 respondents replied with a mix of terms; often 

acknowledging a need for change with some hesitancy in actually doing so. Some 

participants replied with emotional descriptors of their reaction to the provided 
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term, while others provided descriptors of the term itself.  Participants responding 

with mixed terms tended to use terms such as, ‘curious’. Some participants found 

competency-based education to be ‘needed’, ‘timely’ and ‘valuable’, while 

expressed ‘concern’, ‘hesitancy’, and ‘worry’ that it will require ‘a lot of work’, ‘be 

difficult to implement’, and that it is ‘complicated’ and ‘rigid’.  The mixed 

messages often were mixed with positive emotional reactions and negative 

descriptors of the process or term. Exemplars of responses are presented in Table 4-

3.  

Table 4-3.  Adjective describing initial reactions to the term competency- based 
education 
Adjectives that describe your initial reaction to the term competency-based education 

Type of Reply Positive Exemplars Neutral Exemplars Negative Exemplars 

Emotional 
descriptors to the 
reaction of the term 

Eager, Excited, 
Curious, Prepared, 
Happy, Pleased, 
Supportive, Delighted 

Amenable, Challenged Concerned, Hesitant, 
Worried, 
Apprehensive 

Descriptors 
provided of the term  

Intellectual, Organized, 
Smart, Validation, 
Quality Assurance, 
Necessary, Essential, 
Professionalism, 
Evidenced-Based 
Practice, Observable, 
Standardized, 
Measurable, 
Andragogy, Useful, 
Objective, Timely, 
Clear, Progressive, 
Thorough, Consistent, 
Remediable, 
Innovative, Standard-
setting, Welcomed, 
Focused, Well-
rounded, Accurate, 
Comprehensive, 
Critical, Safe, 
Accountability, 
Awareness 

Complex, Expected, 
Ambitious, 
Misunderstood, 
Behavioral, Broad 

Cumbersome, Tiring, 
Resistance to change, 
Unnecessary, Buzz 
Word, Difficult, 
Incongruent, 
Confusing, Unsure, 
Limited, Outdated, 
Problematic, 
Medicalized, Same 
care-different title, 
Lengthy, Work, 
Difficult to measure, 
Subjective, Undefined, 
Costly, Trite, 
Unimaginative, 
Regressive, 
Micromanaging 
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 Participants were then asked if they believed the 500 required clinical hours 

is an adequate clinical requirement, or if the current clinical requirement should be 

wholly replaced by a system that is based on demonstration of competency, or if a 

competency requirement should be incorporated into the hours requirement. Of 

those that replied, 90% believed that a demonstration of competency should be 

incorporated into a clinical hours requirement, 6% believed our current system of 

500 clinical hours is adequate, while 4% believed the hours based clinical 

requirement should be replaced by a system that is based on demonstration of 

competency.  Participants who believed that the clinical hour requirement should 

be replaced by a system requiring a demonstration of competency explained their 

belief that the hours system is ‘random and outdated’, ‘does not take into account 

the varying practice scopes of APRNs’, as is consistent with Miller’s Pyramid of 

Clinical Competency discussed in the literature review (Miller, 1990), the 

‘application and demonstration of knowledge is more relevant than clock hours in 

which there is no evidence that the ability to apply knowledge has been obtained’.  

 Participants who replied that the two models should be incorporated 

explained their response overwhelmingly with the message that ‘hours do not equal 

competency’, which supports the discussion of Bray and Olson’s findings (2009) 

discussed in the literature review.  Additional explanation for the incorporation of 

the two models included acknowledgment that ‘some aspects of competency based 

education are hard to observe’, ‘competencies may help students to focus and make 

the most of their clinical placements’, and that the addition of competencies would 
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‘add rigor’ to the program.  Consistent with Benner’ model of Novice to Expert and 

Miller’s Pyramid of Clinical Competency (Benner, 1984; Miller, 1990) discussed 

in the literature review, another theme for incorporating the two models included 

the concept that achieving competency is not a single attained event, but requires a 

‘repetition of progressive competency demonstration’ over time because ‘achieving 

competency requires repeated practice’. Novice APRN students will move through 

developmental phases as knowledge is acquired and role transition from RN to 

APRN takes place. This developmental process requires time and repeated 

exposure to clinical scenarios.  

 Many found CBCE would address the ‘variability of the clinical settings’ 

and ‘requires that the faculty will observe competency, without solely relying on 

preceptor input’. Finally, a theme of ‘standardization across programs and 

universities will elevate the credibility and safety of the profession’.  Many 

believed that ‘employing multiple assessment methods and requirements will better 

ensure the safety of the practitioner upon graduation’.  As discussed in the literature 

review, the work of Hallas, et al. (2012) found that multiple assessment methods 

using performance-based models would result in a more comprehensive assessment 

approach.  Themes identified in those who felt our current system serves the needs 

for clinical education of APRNs included the concept that hours were ‘objective’, 

‘has served the profession well for years’, that CBCE ‘will increase work hours and 

cost’, and question the existence of ‘evidence’ to support such a change. Few 

respondents prefer a continuance of normative practice clinical training in the 
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apprentice model. However, the concern for lack of existing evidence on which to 

base educational reform was suggested in Whittaker, Smolenski, and Carson’s 

research (2000), as discussed in the literature review, and is validated by the 

program coordinators.  

 Survey participants were then asked what they perceive as the advantages of 

a competency based clinical education model.  Together, the 4% of respondents in 

favor of a competency only model and the 90% in favor of an integrated 

competency and hours based model, overwhelmingly responded that consistency in 

assessment and evaluation across faculty was likely needed both within programs 

and across universities. Respondents’ expressed varied expectations among faculty 

and preceptors with regard to expected student learning outcomes as a 

contemporary problem, noting that ‘some are easy on the students and some are 

very tough’. They believed a competency based model ‘will make clear to the 

student, faculty, preceptors, and administrators exactly what the student needs to be 

able to do in order to graduate’. Many referred to a competency based clinical 

education model as setting ‘tangible markers of abilities’. They also thought it 

would allow for a ‘demonstration of proficiency to safely enter independent clinical 

practice’. Consistency in student learning outcomes, assessment, and evaluation 

among universities would set a standard with a vested interest in ‘public safety’ and 

‘professionalism’, while ‘improving the credibility of APRNs in the eye of other 

health professions and the public’. Others suggested advantages included that a 

competency based clinical education model is more ‘measurable’ than the hours 
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based system in determining competency, it can ‘help to identify areas in need of 

remediation’ and ‘address gap(s) in student knowledge’, and that it will serve as an 

assessment to document program outcomes. 

 The overwhelmingly common challenge presented by all survey 

participants was the difficulty in operationalizing competency based clinical 

education model. Specifically, respondents acknowledged the ‘difficulty of 

consensus among nursing organizations’ as to establishing and defining what are 

the competencies common to APRNs and role specific competencies that represent 

entry level work place requirements. ‘Subjectivity among institutions in the 

implementation phase’, and a ‘lack of validated measurement tools’ were 

commonly expressed concerns. General ‘resistance to change’ and ‘faculty buy-in’ 

were also presented as a challenge due the reality that ‘tradition is hard to 

overcome’ and that ‘time, administrative support, and money’ are needed for 

‘faculty training’ to ‘align the curriculum’ and ‘learn to assess’ using a new model. 

Because of the many challenges, some respondents suggested that ‘the change 

needs to be enforced by an accreditation body to ensure implementation across 

programs’.  Five respondents called for the ‘tenacity of programs to ensure students 

are meeting a standardized competency standard’ and that ‘accreditation bodies 

have the tenacity to hold universities accountable for the implementation’ of a 

competency based clinical education model.  

 Ninety percent of program coordinators surveyed were in favor of 

integrating a hour based and a competency based clinical training model and 84% 
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were in favor of moving forward to implementation, despite the challenges. 

Reasons given in support of this move included ‘it is moving ahead with the times’ 

and ‘like it or not, this is the model being implemented among our peers and it is to 

our advantage to have a similar model’ ‘to remain competitive’. It is a change that 

is believed to ‘improve the functioning and perception of APRN effectiveness’. 

The concept of ‘adding rigor’ to ‘ensure patient safety’ in APRN programs was 

regularly mentioned; as was the acknowledgment that ‘we are a practice discipline, 

therefore it makes sense’ to require this form of assessment. Many of the 

respondents noted their support for such a transition to CBCE on the condition that 

many of the challenges noted here are addressed by nursing professional 

organizations. One respondent suggested that ‘nurse-midwifery and nurse 

anesthesia have been competency-based clinical education programs for many 

years; these professions are well-respected and set a nice example for what NP and 

CNS programs could aspire to’.  

 One respondent supported the move towards educational reform, though 

hesitated out of concern for achieving agreement among nursing professionals. 

Conditional support was stated as, ‘If it is done correctly.  I feel like everyone is 

NOT on the same page as to what this is’. The perception of disharmonious 

relationships among nursing organizations was reiterated among other respondents.  

 Of the 16% of respondents who did not support transition to a competency 

based clinical education model, the majority explained their reluctance without 

actually withdrawing support for the idea of competency based clinical education. 
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Comments provided at the end of the survey suggested more concerns about 

implementation than about the competency-based model itself.  Expressed were 

‘concern that it would be appropriate for program development, but not for national 

testing’, that ‘it is a change too large in scale to do at once and should be 

introduced in phases’, and that ‘competency requirements needs to be incorporated 

with an hours requirement and not be the sole requirement’. Those who rejected the 

idea of competency based clinical assessment noted ‘our graduates are well 

prepared based on certification pass rates and employment’, concern that it will 

lead to a ‘quick test out option’ and not hold true to ‘the process of learning’, and a 

call for ‘exemplar models’ and ‘evidence and data to support such a change’.  The 

respondents are looking not only for a clear vision for educational reform across the 

professional organizations; program coordinators are calling loudly for the 

leadership of nursing professional organizations to provide a framework to manage 

implementation of reform. Pro-actively addressing concerns about implementation 

will ease the path for reform. 

 Participants were asked what types of support or resources would help them 

to lead their program through a transition to a competency based clinical education 

model. The resources sought will be presented in code names, transitioning from 

the exemplar quotations in prior data. Responses indicated a need for unity, clarity, 

and specificity between all nursing professional organizations on the mandate for 

change and entry-level standards for all APRN roles. The most requested resource 

was a ‘tool kit’ for implementation, including exemplar course designs for 
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programs of variable size and a realistic timeline for implementation. 

Implementation needs continued with requests for available funding and time to 

allow for consulting support on curricular re-design, development of valid and 

reliable measurement tools and faculty training on competency-based assessment.  

Other requests targeted the need for additional personnel. Responders anticipated 

needing additional faculty, administrative support, teaching assistants, simulation 

lab coordinators, and informational technologists, increasing the overall costs of 

programs. Finally, one respondent asked for a cost/benefit analysis to direct 

resources, buy-in, and support from institutional administration. 

 The final question on the survey asked participants if the survey triggered 

any thoughts that were not already captured in the previous questions. These 

responses varied greatly. One participant noted that this model would ‘hold 

programs accountable for producing qualified APRNs’.  Another vented frustration 

with ‘We are always changing everything in nursing!’  Several noted they had not 

thought about a competency-based education model before or they would need to 

learn more about the concept in general. Other respondents expressed their 

impatience with comments such: ‘we spend too much time talking about the 

problem of baseline clinical competency. We need to fix the problem now.’ ‘This 

has been discussed for many years with no resolution.’  Time is a consistent 

concern. One respondent sums it up noting, ‘I think everyone is aware that 

education needs to be more uniform, but it takes forever for strides to be made.’ 

Additional concerns about prescriptive educational models were expressed: 



COMPETENCY BASED CLINICAL EDUCATION  97 

 

‘Although well intentioned, too many program requirements can lead to rigidity 

and snuff out program flexibility and creativity.’ Some hoped to see a pilot 

implementation collecting comparisons of outcomes across the traditional hours 

based model and one that incorporates competency requirements. One respondent 

expressed a desire for the nursing clinical faculty to be instrumental in ‘crafting’ 

the competencies; this participant elaborated that ‘we should not rely on medicine, 

pharmacy, or non-clinical nursing administrators, researchers, or faculty, as they do 

not have a full understanding of defining competency standards for APRN students 

or for teaching and evaluating APRN students.’  Many expressed the survey to be 

timely, thought provoking, and interesting.  

 In summary, program coordinators overwhelmingly identified the need for 

educational reform and are ready to move forward, despite anticipated challenges. 

Program coordinators seek a strong leadership team to present a vision supported 

and endorsed across nursing professional organizations and provide the tools for a 

successful implementation. These dominant themes informed the focus group and 

individual interviews with the leaders of nursing professional organizations 

(Appendix F).  

Focus Group and Individual Interviews with Nursing Leadership 

 Nursing leaders were identified through nursing organizations that 

participated in the collaborative effort to publish the APRN Consensus Model 

(APRN Consensus Work Group and Joint Dialogue Group, 2008). All of these 

nursing leaders are currently participating in the AACN Competency-Based 
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Education for doctoral-prepared APRNs Workgroup, and therefore support the 

conceptualization of competency based clinical education. An overview of the 

themes from the program coordinator survey (Appendix F) were presented to seven 

leaders from nursing professional organizations for discussion in the form of a 

focus group or individual interview, based on scheduling needs. While all reported 

that there were no surprises for them in the data collected in the program 

coordinator survey, one noted a surprise at the ‘depth of thought on what the 

barriers for implementation would be.  As facilitators they are focused on the how 

to, not conceptualization.’   

 Support for this change in educational models was seen as ‘important to 

push back on the resistance from medical groups. ‘With (medicine’s) adoption of a 

competency model, we need to speak their language to gain acceptance and the 

right for independent practice, which has not yet been achieved in all states’. 

‘Demanding evidence for this new model is an oxymoron; we don’t have any 

evidence for the (500) hours we established. There is no evidence for the 1000 

hours either. Validation and evidence need to be established for our educational 

models’. This last statement refers to the NTF recommendation for a minimum of 

500 clinical hours training for a Masters degree as a nurse practitioner (National 

Task Force on Quality Nurse Practitioner Education [NTF], 2012); the 1000 hours 

reference stems from the recommendations for clinical hours to complete the DNP 

degree (AACN, 2006).  
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 In dialog about the suggestion of a mandate for change, one nursing leader 

expressed the opinion that it cannot be mandated because ‘We don’t have any 

evidence for the new model. We don’t have any evidence that our current model is 

failing.  This is anticipatory quality improvement.’ She reminds us that the IOM 

report (1999) noted that medical errors are more likely to happen by more 

experienced clinicians. On this topic, another participant noted that ‘while we 

cannot mandate this change, I am concerned this will go the way of the 

recommendation for DNP only programs by 2015. All of the same reasons why that 

did not take hold are still in existence and thwart the implementation of this if it 

goes forth as a recommendation’ (AACN, 2015). This nursing leader reinforces the 

findings discussed in the literature review about the AACN recommendation for the 

DNP as the only degree awarded for all APRN programs. (Dracup, et al., 2005; 

Terhaar, et al., 2016). Research found that the quality of care provided, the numbers 

of available providers, as well as the divisiveness within the nursing profession 

were areas that thwarted the universal implementation of the DNP as the single 

degree awarded for APRNs. This nursing leader finds that the culture and 

conditions in which the DNP recommendation was made still is in existence; thus, 

without a mandate for implementation, CBCE is likely to be selectively adopted by 

universities, greatly diminishing the potential impact of the needed reform. 

 Other nurse leaders, who serve in the educator role, noted that ‘the errors 

are getting worse clinically and there is less control of clinical site placements and 

preceptor screening than in the past’. She expressed concern of ‘the online students 
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having the opportunity to provide proof of competency to clinical faculty’. Another 

nurse leader expressed concern about online programs in general stating;  ‘It is 

important to have a role model.  There are a lot of students moving around a lot 

among different preceptors and (they) do not have any face to face time with 

faculty’.  Another source stated that ‘the schools reported to have no faculty 

assessment in the online programs may be an urban myth, as it is an accreditation 

standard. We will find out the next time they are up for accreditation review.’ 

 In support of a competency based clinical education model, a participant 

stated, ‘I am not an educator, but it makes sense to have an education model closer 

to what you are trying to achieve.’ Another noted that ‘instinctually, competency 

based assessment needs to focus on competency progression’. Support was widely 

expressed by nursing leaders for piloting different versions of implementation ‘to 

create the evidence on outcomes data and validate measurement tools’. Resources 

anticipated for implementation among the nursing leadership include a sharing 

repository for educational and assessment tools, as well as consulting and training 

services to help faculty envision a competency based clinical education model and 

create buy-in.  

 Challenges discussed among the nursing leadership included a perception of 

‘incivility between APRN roles in academia and between professional 

organizations. This impedes nursing’s progress.  There has been a decrease of 

professional ethical behavior between faculty in various APRN roles.’ At the 

nursing leadership level, one nursing leader points to the LACE work group as ‘a 
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model of nursing working well together’ and does not see incivility in nursing as a 

barrier. Another participant felt this was an opportunity for nursing to unify behind 

the change and to stop the ‘constant divide and conquer’ between APRN roles. 

Finally, another participant noted that ‘nursing has trouble getting its act together.  

The work group includes representation from all APRN roles, accreditors, 

certifiers, and those responsible for licensing; this committee inclusiveness brings 

credibility to the output of the committee.  The level of authority with which it is 

implemented remains to be seen.’ ‘How AACN presents the competencies, if it is 

embraced by accreditation and certification bodies, and the resources made 

available will determine its level of success.’  

 The participant comments from the program coordinator survey and the 

nursing leadership interviews and focus group were open coded to identify 

common themes. Common themes identified in the comments include: 1) the need 

to integrate competency assessment with a clinical hours requirement; 2) a need for 

clear and consistent student expectations for students, faculty, preceptors, and 

external stakeholders; 3) discussion around evaluation tools; 4) accountability 

within programs as well as to external stakeholders; 5) advocacy for the APRN 

profession; 6) standardization among universities in program outputs; 7) faculty 

training; and 8) the relationships that exist among APRN professions. See 

Appendix F for definitions of these codes, exclusions, inclusions, and exemplars.  

 This chapter has presented the data obtained through cross-mapping nursing 

documents to the Englander et al. (2013) competency model voted on and accepted 
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by the AACN, surveyed program coordinators, and input from nursing leadership 

via focus groups or individual interviews with regard to understanding of and 

support for a competency based clinical education model. Areas identified through 

the mapping process that were relevant to the nursing source documents, but absent 

from the Englander et al. (2013) competency domains, included participation in 

health policy development, promotion and advocacy of the APRN role, and 

knowledge of APRN role history, licensure, credentialing, and clinical privilege.  

Data from the leaders of nursing professional organizations finds a focus on 

broadly defining a vision for CBCE and developing consensus on a CBCE 

framework, while program coordinators are focused on the challenges of CBCE 

implementation. Ninety-four percent of program coordinators are in favor of CBCE 

or its integration with a clinical hour minimum requirement. This strong program 

coordinator support creates a mandate to bolster the authority of nursing leaders. 

Program coordinators have made clear their expectation that nursing leaders be 

unified, coordinated, and supportive in their call for educational reform. As much 

as possible, direct quotations were provided to prevent altering the tone and 

sentiment of the participants. The next chapter will make meaning of the data to 

inform suggestions for the next steps toward realizing a competency based clinical 

education model for APRNs. 
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Chapter 5: Interpretation of Findings 
 

This chapter will discuss the results and answer the research questions:  

1. To what extent do the Domains of Competence set forth by the 

Association of American Medical Colleges (Englander, et al., 2013) 

reflect the professional expectations and competencies of APRNs?  

2. What are the perceptions of the APRN program coordinators about 

incorporating competency based clinical education across APRN 

training? 

3. What are the next steps towards implementation of a competency 

based clinical education model for advanced practice registered nurse 

programs? 

Following an interpretation of the data relative to the three research questions, the 

limitations of the research will be acknowledged and ideas for future research will 

be explored.  

 To address question one, cross mapping was completed between the 

existing nursing source documents (Table 3-4, Chapter 3) and Englander et al. 

(2013) competency domains (Appendix A). Frequency tabulations were created 

based on the amount of times an item in a source document mapped to an 

Englander et al. (2013) competency domain. The source documents from all four 

APRN professional organizations put a strong emphasis on patient care, knowledge 

for practice, and practice based learning and improvement. The data was interesting 

in the areas identified by the IOM (1999) as common sources of medical error: 
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systems based errors and interprofessional communication.  While NPs and CNSs 

had a significant emphasis on systems based practice, this was less frequent in the 

source documents of CNMs and CRNAs. When it came to frequency of 

interprofessional communication in source documents, source documents from all 

four APRN roles had single digit frequency on mapping. Each source document 

had many terms for outcomes it sought from the educational programs.  

Terminology included: criteria, outcomes, competencies, essentials and standards.  

All of the documents informing and governing educational programs were cross- 

mapped to the 8 Englander et al. Competency Domains (2013).  Frequency of 

representation of the APRN source documents was established for each role 

specialty by calculating the total number of times a source document was mapped 

to a domain. Single digit frequency representation suggests that the domain is 

stipulated infrequently in existing nursing source documents currently informing 

educational programs. One consideration going forward would be to strengthen 

expected competencies in the areas identified to be sources of healthcare error by 

the IOM reports across APRN education. 

 Areas identified through the mapping process that were relevant to the 

nursing source documents, but absent from the Englander et al. (2013) competency 

domains, included participation in health policy development, promotion and 

advocacy of the APRN role, and knowledge of APRN role history, licensure, 

credentialing, and clinical privilege.  Promotion of the profession, such as in 

advocating for the ability to practice to the fullest extent of training, as encouraged 
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in the IOM report The Future of Nursing: Leading Change, Advancing Health 

(2011), is a unique part of APRN training. Without a nationally defined scope of 

practice, despite the national certification exam accepted by all 50 states and 

national standards for academic educational accreditation, each state determines the 

scope of practice for APRNs.  This scope of practice is greatly influenced by the 

political process, elected officials, and the state AMA lobby (Fairman, Rowe, 

Hassmiller, & Shalala, 2011; Yee, Boukus, Cross, & Samuel, 2013). Since APRN 

training and certification are ubiquitous, it does not make sense that the application 

of this training and certification vary by state. The American Association for Nurse 

Practitioners (AANP) is the primary health policy advocacy group for Nurse 

Practitioners; the AACN serves as a policy advocate for all APRN roles.  These 

national nursing organizations work to break down barriers and modernize state 

practice acts to allow APRNs to practice within the full scope of their training. 

Developing this professional advocacy role is a critical feature of APRN education. 

Professional advocacy and a strong understanding of health policy must be 

included in any competency framework put forth for APRNs. 

 Deliberate education about the APRN role history, licensure, credentialing, 

and clinical privileges are other areas pertinent to APRN education, according to 

the nursing source documents (Table 3-4, Chapter 3), which are not incorporated 

into the Englander et al. (2013) Competency Domains. Understanding the history 

of the APRN role is necessary to the adaptation of role acquisition (Thornton & 

Nardi, 1975).  
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 The likely rationale behind the exclusion of education on licensure, 

credentialing, and clinical privilege in the Englander et al. (2013) competency 

domains is that they were written by physicians who enjoy the universally 

understood, nationally standardized and accepted scope of practice with licensure. 

The standardized scope of medical practice allows for transferable licensure across 

states permitting mobility in occupation and consistent external stakeholder 

understanding of professional scope of practice. Securing a universal scope of 

practice across state licensure bodies remains a challenge for APRNs. In order to 

advocate for themselves professionally, APRNs must understand the practice 

barriers and challenges one faces upon entry into practice. Thus, since the history 

and current status of these challenges are integrated into APRN education, it is not 

needed in medical school and must be included in any proposed APRN competency 

framework. 

 The majority of the content in the nursing source documents, other than 

those items mentioned above, mapped to one of the competency domains put forth 

by Englander et al. (2013). This demonstrates that Englander et al. (2013) were 

successful in their intention to create competency domains useful for other health 

professions; at a minimum, it can be applied to nursing if the omitted topics of 

participation in health policy development, promotion and advocacy of the APRN 

role, and knowledge of APRN role history, licensure, credentialing, and clinical 

privilege are added. See table 5-1 for proposed APRN competency domains. 

 



COMPETENCY BASED CLINICAL EDUCATION  107 

 

 

 Question two asks about the perception of program coordinators on 

incorporating competency-based assessment into APRN clinical education. The 

demographic data confirms that universities of all sizes, locations, and types of 

APRN programs were represented in the subject pool and analysis. The wide-

ranging respondents across the country, APRN roles, and university and program 

size suggest this data to be representational of APRN programs nationally.   

 The data also confirms that the target survey recipients, program 

coordinators with hands on teaching responsibilities and some influential decision 

making power, were overwhelmingly those that responded to the survey. The 

program directors’ level of experience was a surprising finding. It is the program 

coordinators that will need to provide the leadership, vision, and creativity to 

support the APRN faculty through a shift in curricular design, to include 

competency-based assessment. Sixty percent of the program coordinators have less 

than four years of experience in this leadership role. This short-term leadership 

Table 5-1.  
Proposed APRN Competency Domains 

 
• Interpersonal and 

Communication Skills 
 

• Knowledge for Practice 
 

• Patient Care 
 

• Personal and Professional 
Development 

 
• Professional Advocacy and 

Health Policy 

 
• Professionalism 

 
• Systems Based Practice 

 
• Interprofessional Collaboration 

 
• Practice-Based Learning and Improvement 

 
• Role Transition 
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experience has advantages and challenges. Short-term experience makes it more 

likely to have program coordinators that would embrace and support change, as 

opposed to persons who have been in a position for a very long time, who tend to 

be more set in their ways. Another advantage to newer program coordinators is 

they are more likely to be in clinical practice currently or recently, whereas long-

term administrators tend to give up clinical practice due to growing administrative 

demands in addition to faculty responsibilities. Current or recent clinical practice 

ensures the program coordinator is up to date with current work place expectations 

and the rapidly changing health care environment.  A challenge for new program 

coordinators may be the lack of understanding of the governing organizations and 

external accreditation process that drives curricular decision-making in APRN 

education. Another challenge may be a lack of training or experience in curriculum 

development and best educational practices. While the experience deficit allows for 

a mass of willing proponents of educational reform, the need for a strong nursing 

leadership team to provide coordinated, comprehensive support and guidance over 

the entire transition period becomes vital.   

 The data showed that 94% of program coordinators believed the best 

clinical education model would incorporate competency-based assessment with 

90% advocating for combining it with a minimum number of required clinical 

training hours. This overwhelming support for the standardization of competency 

based assessment was somewhat diminished after program coordinators were asked 

to identify challenges and barriers to operationalizing such a change.  After the 
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challenges and barriers were identified, 84% supported implementation of a change 

to CBCE plus clinical hours; however, they thought a mandate from national 

nursing leadership was needed to coordinate and support the implementation of 

competency-based assessment in APRN clinical training.  

 Program coordinators’ data evidenced that the respondents endorse a more 

objective, valid, evidenced based demonstration of proficiency and readiness to 

enter clinical practice than the current hours based only model.  They call for the 

clinical education model to be rigorous, measurable and enforced consistently 

across programs nationally. The continuity across program and within programs is 

seen to benefit students by clarifying academic expectations, benefit faculty by 

improving consistency in evaluation and in identifying students in need of 

remediation. Respondents expressed a belief that the continuity promised by CBCE 

would also benefit patient outcomes by improving the quality of the graduating 

practitioner, and benefit the profession by specifying the outcomes required by our 

academic institutions to our healthcare colleagues, employers, government 

regulators, and insurance payers.  There is concern among some surveyed that the 

rapidly growing APRN profession, and thus educational enrollments of APRNs, 

has led to variability in educational rigor and standards across programs. The 

potential for institutional pressures to increase enrollment for university financial 

gain without providing resources to sustain program rigor was a concern voiced in 

the program coordinators’ survey and individual interviews of the nursing 

leadership. Furthermore, one respondent commented that ‘if you make it too hard, 
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students won’t choose to go into nursing’ suggests that some program coordinators 

may not be aware of the external forces promoting patient safety and improving 

healthcare outcomes.  

 If the trends in the national certification exam pass rates are an indicator of 

program rigor, the decline in the national pass rate is a call for concern.  The largest 

pool of APRN candidates for first time certification are those deemed qualified to 

sit for the family nurse practitioner (FNP) certification exam.  There are two 

certifying bodies for the FNP certification exam, the American Nurses 

Credentialing Center (ANCC) and the American Academy of Nurse Practitioners 

Credentialing Program (AANCP).  In 2015, the pass rate for first time test takers of 

the FNP ANCC credentialing exam was 75.4%, down from the four-year average 

of 81.7% (American Nurses Credentialing Center, 2016). The pass rate for the FNP 

AANCP exam was 81.4%, down from the four-year average of 85.5% (American 

Academy of Nurse Practitioners Credentialing Program, 2015). This decline in 

credentialing pass rates validates the concern voiced by program coordinators’ 

surveyed. It is alarming that 19-25% of the FNP students fulfill the requirements of 

an accredited academic program, to include the required clinical experience, a 

minimum of 500 or more clinical hours, and are not able to pass an exam designed 

to test baseline knowledge needed to provide direct patient care. Educational 

standards must exceed the minimum competency required by the national 

certification exams and be consistent with entry-level workplace expectations.  
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 While the causes for declining certification pass rates is beyond the scope of 

this research, the issues of meeting high enrollment demand during a time of 

financial difficulty in many higher educational institutions, as well as the ability to 

meet market demand for APRN faculty and practitioners, may be negatively 

impacting national NP certification pass rates.  In the program coordinator survey 

data, many respondents identify a need for adopting CBCE would be more faculty, 

faculty training in curriculum design and CBA, and clinical placement sites. This 

suggests an evaluation of faculty to student ratios, clinical supervision, 

appropriateness of clinical placements, and the current practice of not requiring 

faculty to be trained in the discipline of education to independently develop and 

carry out an effective clinical training program. Survey respondents largely 

expressed support for a standardized clinical education model across institutions to 

reduce program variability, encourage continuity within programs that are growing 

quickly, and ensure that graduates know the content and have the skills and 

behaviors to put the knowledge to use in the high stakes setting of clinical practice.  

Program coordinator survey data indicate a vision that future mandates will hold 

higher educational institutions accountable for providing appropriate resources to 

support quality APRN education as well as faculty who hold students accountable 

for demonstration of meeting program outcomes. Program coordinators’ indicated 

the need to implement CBCE as an accreditation requirement in order to secure the 

necessary resources from university administration to uphold program rigor during 

a period of increasing enrollments. 
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 Challenges to implementing a competency based clinical education model 

are many. Strategies for addressing these challenges follows, when addressing 

research question three, identifying the next steps. This section is focused on 

perceived concerns related to readiness to incorporate CBCE across APRN 

training. For the purposes of this discussion, the challenges are categorized in terms 

of those relating either to the acceptance of competency based clinical education 

(CBCE) or to the operationalization of a CBCE model. Challenges to the 

acceptance of a CBCE model include a lack of cooperation and authentic 

participation across nursing organizations; a lack of a formally acknowledged 

leadership organization to champion the transition of the clinical education model, 

and interchangeable use of the terms competency based education and competency 

based assessment. Challenges to the operationalization of a CBCE include a lack of 

valid measurement tools; faculty shortages; skill set deficits in curriculum design, 

assessment, and evaluation among clinical faculty in graduate higher education; 

time constraints for creative planning and curricular change among existing faculty 

(related to faculty shortages at a time of rapid program growth); the need for 

discipline among accrediting organizations, academic institutions, and faculty to 

hold academic institutions and students accountable for program outcomes; and 

overall resistance to change among faculty.  

 Program coordinators surveyed and representatives from nursing leadership 

noted the historical difficulties nursing has had in coordinating efforts for the 

greater good of professional advocacy and gaining acceptance among external 
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stakeholders. Program coordinators spoke of the discord among nursing 

organizations, as well as antagonism within academic institutions between staff of 

different APRN programs. Program coordinators express concern for the level of 

specificity and standardization possible among the nursing organizations, given a 

history of individualized, uncoordinated visions. The variety and growing number 

of nursing source documents attests to the diversity of approaches in setting 

professional standards. A lack of specificity in defining competency requirements 

and judging when they have been met can lead to individual subjectivity in 

interpretation and create a lot of work for faculty, while not delivering on the 

intention of standardized incorporation of CBCE and program rigor. The relative 

inexperience of the pool of program coordinators surveyed highlights the need for a 

strong leadership team to provide a clear vision of the rationale, defined 

competencies, and meaningful exemplars of competency assessment, as well as the 

means to allow program coordinators to give and receive feedback on the process 

as it develops. Diffuse, divergent leadership visions with broadly stated 

competencies would only create frustration and uninformed interpretation. This 

challenge will be further elaborated upon and a solution proposed in the section on 

recommendations for next steps toward CBCE implementation, the discussion of 

question three. 

 Instituting a CBCE framework endorsed and supported by all nursing 

organizations would unify and enhance the uniform acceptance of the quality of 

APRNs to external stakeholders. This continuity would draw attention to the 
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contributions of APRNs in health care to develop supportive health policy, 

employer policies, and patient outreach. Program coordinators surveyed talked 

about APRNs working in states that require physician oversight as another reason 

transition to a CBCE is needed. The respondents expressed belief that a CBCE 

model would promote interprofessional understanding with regards to the scope 

and depth of clinical training and competency. As noted, medicine and other health 

professionals have already moved towards a competency base clinical education 

framework; it benefits APRNs to do the same in order to communicate effectively 

when validating training rigor. While the educational process is different for each 

health profession, a common competency framework allows for discussion and 

understanding of each other’s roles in the health arena. The past competency work 

of the American Physical Therapy Association, the Interprofessional Education 

Collaborative, the Accreditation Council for Graduate Medical Education, and 

many other health care disciplines informed Englander’s et al.’s (2013) 

development of 8 Competency Domains that was designed to be applicable to all 

health professions. This serves as a logical starting point for the APRN leadership 

to determine the competencies. Describing how this starting point was arrived at 

must be explained to APRN program coordinators and all nursing leaders to defuse 

possible rejection of CBCE on the premise it is too ‘medicinized’. Improving 

interdisciplinary communication will likely result in improved delivery of health 

services. A united, consistent voice among APRNs leaders, using language 

understood across health professions and among external stakeholders, stands to 
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better explain the scope and depth of APRN clinical training, thus increasing the 

opportunity to achieve a desirable practice environment.  

 To support the value of APRN capacity and competency to external 

stakeholders, it is incumbent upon universities to produce graduates prepared to 

meet entry-level workplace expectations. Program coordinators call for continuity, 

clarity, and specificity in conveying the entry-level workplace expectations among 

nursing role organizations, as it will promote discipline and accountability at the 

institutional level to ensure graduates are primed for entry to practice roles. 

Universities, particularly small to midsize, whose budget is more likely to be 

dependent on student tuition, are pressed to enroll increasing numbers of students 

as the demand for admissions to APRN programs have grown, along with the 

associated costs. Program coordinators ask for mandates for educational reform 

from the nursing leadership to help secure the necessary resources to host a 

rigorous program. Maintaining academic standards during growth periods is vital to 

producing quality graduates. During this time of increasing professional 

opportunities and growing job market share for APRNs, a strong graduate pool can 

grow external stakeholder support and acceptance for APRNs and their policy 

efforts seeking to permit APRNs to practice to the full extent of their training. The 

APRN health policy and professional gains in the marketplace are new and 

tenuous. Any decline in the quality of graduating students could erode progress 

gained and APRN role acceptance. Thus, standardized, mandated program 
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expectations, communicated with clarity and specificity by the nursing leadership 

will stimulate higher performance standards in APRN nursing programs.  

  While the AACN has successfully called together workgroups across 

nursing organizations to formulate coordinated discourse and recommendations, i.e. 

the APRN Consensus Work Group and APRN Joint Dialogue Group and the 

AACN Competency-Based Education for Doctoral-Prepared APRNs Work Group, 

there is no authority or mandate for the work group to lead an implementation of 

the resulting recommendations. The workgroup recommendations have no support 

structure or scaffolding for implementation. The literature review documents 

nursing’s history of following many other health professions down the road of 

competency based training without resolving the issues of defining competence, 

identifying entry-level workplace expectations, or attaining validated assessment 

methods (Watson, 2002). Without intentional and informed institutional support, 

nursing programs are unlikely to change course. There are great pressures on higher 

educational institutions related to the growth of the APRN roles.  Difficulty 

securing appropriate clinical experiences, finding qualified faculty, maintaining 

academic standards as program enrollments swell, and developing DNP programs 

provide many significant challenges for institutions.  It is reasonable to understand 

that due to the substantial current faculty workload, institutions would not prioritize 

a major curricular change that is recommended, but not required, by APRN 

professional organizations. 
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 A third challenge in conceptualizing a CBCE model is the 

misunderstanding and confusion of the terms competency based assessment and 

competency based education. Knowledge and know how does not equate with what 

is actually done in a real situation (Schön; 1983). Miller’s (1990) Pyramid of 

Clinical Competence was developed with this foundational premise. Miller’s 

research shows that it is only when a trainee is asked to do something that one can 

assess the foundational ability in knowledge, skills, and attitude to perform at the 

expected level of achievement. Isolating testing of knowledge, skill, or attitude 

does not constitute an indicator of how a trainee will function in the patient care 

setting. Therefore, competency based assessment, should be the standard 

implemented across programs to determine if a student is able to perform at 

expected levels in a direct patient care environment.  This assessment method can 

be used progressively throughout training, as the expected level of achievement on 

the assessment develops with the trainee’s level of experience. 

 Competency based assessment is an assessment method integrated into 

existing courses; which may be a good first step towards CBCE.  A true 

competency based education model would allow for a greater flexibility of time in 

which students complete a program of study. Progression in the program is 

determined solely by a demonstration of competency in a determined skill set, 

regardless of the amount of time, semesters, years needed to meet this requirement.  

A competency based education model is not the focus of discussion at the 

leadership level, nor is it the recommendation of the AACN workgroup 
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investigating the current status of APRN clinical education (AACN, 2015). The 

results of this research show great support for integration of an hours based 

requirement with the integration of competency-based assessment across the 

curriculum. Currently, there is a lack of research supporting either model as a 

demonstrable method for developing competency in clinical training. The body of 

evidence on which evidenced based clinical training models can be developed and 

improved upon must continue. 

 As discussed in the literature review, time is necessary for APRN students 

to experience repeated exposure to common clinical presentations, to increase the 

likelihood that less common clinical presentations will be encountered, and to 

develop in the role of the advanced practice nurse; however, time alone does not 

ensure a competent practitioner. While competency based assessment lacks the 

evidence of producing competent trainees, Miller’s research supports that knowing 

something, as tested on a written exam, does not equate to being able to perform or 

do that something. Competency based assessment calls for a performance 

assessment either in the clinical setting or in a replicated clinical environment, such 

as a simulated setting. Peer-reviewed literature from educational experts advocate 

for the integration of multiple assessment methods in order to achieve a 

comprehensive perspective on student outcomes (Epstein, 2007; Miller, 1990). 

Thus, the integration of a minimum clinical training hours requirement with a 

required demonstration of competency helps to assure that a graduate of an APRN 

program is ready to perform at entry-level workplace expectations upon graduation. 
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The interchangeable use of competency based assessment and competency based 

education has contributed to confusion and lack of understanding of what is being 

proposed by the AACN and APRN role organizations. It is essential that the 

nursing leadership organizations provide clarity and specificity when 

communicating a vision and desired outcomes of a CBCE model, and to support 

this vision with a rationale for transition and best practices for implementation. 

 While the AACN and role organizations address confusion around the 

understanding of competency-based assessment, academic institutions must address 

the challenges of operationalizing a CBCE model. The number one concern of 

participants about the implementation of a CBCE model is the lack of validated, 

reliable assessment tools. Many institutions are integrating ‘home grown’ versions 

of competency-based assessment by developing methods and tools in an attempt to 

improve student assessment beyond the 500 hours requirement with a desire to 

maintain educational quality standards and program rigor. The AACN workgroup 

has the opportunity to coordinate the use of existing tools across institutions for 

refinement, validation, and to establish inter-rater reliability. Participants suggest 

pilot programs to initiate a CBCE model, to develop the needed body of evidence 

for competency based assessment in APRN clinical training, and to validate and 

refine assessment tools.  

 APRN faculties are stretched thin at most universities due to well-

documented faculty shortages and program growth. A curricular change requires 

time for re-design, creative brainstorming and planning, and establishing inter rater 
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reliability in assessment and evaluation; this research suggests that time is the most 

precious of resources at many institutions. Further complicating the implementation 

of a curricular change is the universally adopted higher education model that 

clinical expertise is all that is required to teach APRN graduate education; no 

specific training in the discipline of education is deemed necessary. AACN (2015) 

called for DNP faculty development in the areas of curricular and instructional 

design, as well as student assessment and evaluation. Research results from the 

program coordinator survey revealed a great need for faculty training in the area of 

curricular design, assessment and evaluation. APRN faculties are specialist 

clinicians, not educators, by training. This poses a challenge to implementing a 

CBCE model. Furthermore, faculty shortages stress current APRN faculty, likely 

increasing resistance to any change. Data from the program coordinator survey 

suggest faculty lack the time and cognitive space necessary to engage in curriculum 

and course redesign. 

 A final challenge is the weak authority shown by nursing leadership 

organizations by making CBCE a recommendation rather than a mandate, as 

suggested in the individual interviews and focus group with nursing leaders. A 

recommendation for changing accreditation requirements is very different from a 

mandate in terms of compliance and adoption. The AACN recommended the DNP 

be adopted by 2015 as the only degree for advanced practice nursing, as was the 

BSN recommended as the only entry level for undergraduate nursing prior to that 

(National Advisory Council on Nurse Education and Practice, 2001). Neither 
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recommendation was universally realized, nor established as a professional 

standard. In some areas of the country, a BSN is becoming an employer-mandated 

requirement in the acute care setting, decades after professional organizations made 

the recommendation. The DNP is not currently being universally adopted as the 

entry level to APRN training because nursing accreditors and employers, except in 

the CRNA role, did not present it as a mandate. A paradigm shift to a CBCE model 

would not likely be universally adopted without an accreditation mandate. 

However, as one nursing leader stated during her interview; ‘It is not possible to 

mandate CBCE unless the DNP is mandated as the universal end point to APRN 

training.’ The current work group of the AACN is working toward establishing 

entry-level competencies across APRN roles at the DNP level; therefore, the 

recommendations of the work group would not apply to the MS exit that currently 

exists.  Arguments against mandating the DNP as the only degree for APRNs 

include concern for adequate supply of APRNs to meet market place demand, 

increased compensation expectations, and employer apparent satisfaction with the 

MS graduate.  The ANCC workforce in place addresses solely the competency 

framework for the DNP advanced practice registered nurse. The inconsistency of 

desired work group outcomes versus the reality of the educational program 

offerings for APRNSs thwarts professional progress by creating an imprecise 

message addressing APRN competency to external stakeholders who are setting 

health policy and state and employer specific APRN scope of practice standards. 
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 The challenges to implementing a CBCE model for APRN training are 

many. This effort requires strong leadership, discipline, creativity, and a vision for 

APRNs practicing to the full extent of their training in all 50 states. Nursing 

organizations, academic administrations, and, of utmost importance, APRN faculty 

need to understand the rationale for incorporating a competency based assessment 

component to clinical education. A clear rational must be communicated in order to 

cultivate the inspiration for the work that lies ahead.  Nursing program coordinators 

and nursing professional organization leadership must be able to provide and 

receive continuous input and feedback as the process unfolds for this change to be 

realized. Communication between nursing leadership and external stakeholders, as 

well as program coordinators, is the foundation for operationalizing a CBCE 

model. This will be further developed in the discussion around research question 

three.  

 Research participants’ requests for support on implementing a CBCE model 

coalesced around a few essential elements. These essentials include the need for 

concrete resources and tools for assessment; tips and exemplars for implementation 

and execution; and, a timeline for expected implementation. Time and money were 

identified as key resources needed for implementation. Time and money would be 

needed for faculty training on curriculum mapping and re-design, as well as 

establishing valid and reliable assessments. Funding was noted to be needed to 

increased faculty compensation, as this is a key contributor to high faculty turn 

over and inability to fill resulting vacancies.  The average annual salary for an 
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assistant professor of nursing is approximately $72,500 (Glassdoor, 2017), while 

the average annual clinical salary for an APRN is approximately $100,000 

(Payscale, 2017).  Closing this salary gap would help secure and retain experienced 

faculty. 

 The ‘tool kit’ concept proposed by some nursing program coordinators 

includes specific examples and definitions that are ‘clear and guiding’ in 

determining what the competencies are and how to assess them. This would include 

exemplars for scaffolding student learning and the use of simulation protocols, as 

well as scenarios that are mapped to competencies and validated assessment 

metrics. Surveyed program coordinators asked to have coaching and mentoring 

from institutions similar in size and resource constraints to theirs that have 

successfully implemented a CBCE model. Finally, program coordinators addressed 

the need for a cost benefit analysis to secure the necessary resources from the 

university administration, as well as support for analytics and data management 

required for the anticipated reporting protocols. The depth of the resource list 

demonstrates thoughtful acceptance of the CBCE model and a desire to find a way 

to overcome the noted challenges in order to stabilize and standardize APRN 

program rigor. 

 To summarize the data revelations related to question two, relative to the 

perceptions of the APRN program coordinators about incorporating CBCE across 

APRN training, are largely in support of integrating competency based assessment, 

while continuing an hours based requirement for APRN clinical training. 
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Inconsistency in the identified program standards among faculty and between 

institutions is likely contributing to variability in the competency of graduates, 

which is not yet fully appreciated, measured, or documented in the workplace. This 

inconsistency poses potential threats to professional advocacy and autonomy, as 

well as patient safety and quality of care. Clarity, specificity, and unity are required 

of the nursing organizational leadership in this effort to contemporize APRN 

education, while program coordinators must garner faculty buy in and orchestrate a 

curricular redesign.  Scaffolding and resources are required elements of successful 

change.  

 Question three asks for the identification of the next steps towards 

implementation of a CBCE plan for APRN education. Based on the results from 

this research the following recommendations are suggested: 

1. The AACN Competency Based Education for Doctoral Prepared APRNs 

Work Group that is currently active and comprised of all nursing 

organizations should consult with an organizational management specialist.  

2. To address confusion between competency based assessment and 

competency-based education, as well as to support needed faculty 

development in the discipline of education, AACN should develop a series 

of educational forums.  

3. Following the establishment of core competencies transcending all four 

APRN roles, which is currently underway by the AACN workgroup, each 

nursing role organization might be directed to work within its constituency 
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to establish role specific competencies and milestones of assessment and 

achievement.  

4. It would be prudent for the AACN to call for submissions of exemplar 

models and assessment tools already being used to achieve competency 

based clinical assessment across the clinical curriculum for pilot use and 

validation in other institutions.  

5. The AACN is best to coordinate a repository of resources because this need 

transcends all four APRN roles.  

6. AACN funding for onsite coaching and mentoring from faculty established 

in CBCE might support programs in transition. 

7. The AACN and APRN role professional organizations could offer 

conference sessions, webinars, and videos that focus on teaching curriculum 

design, instructional design, assessment and evaluation, and applying 

assessment tools to meet the need identified for faculty development.  

8. The AACN work group could develop and present a realistic timeline for 

implementation.   

9. Following the pilot period, the accreditation services: Accreditation 

Commission for Education in Nursing, Accreditation Commission for 

Midwifery Education, Commission on Collegiate Nursing Education, and 

Council on Accreditation of Nurse Anesthesia Programs, would lead the 

way in mandating compliance with competency based clinical education in 
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APRN education by requiring CBCE’s integration with a minimum hour 

clinical requirement for accreditation.  

10.  A continuous improvement and evaluation method for the CBCE 

transitional process itself needs to be developed. 

 These recommendations are now explained in more detail.  The goal of 

Recommendation 1, engagement with an organizational management specialist, is 

to ensure that the preparation, delivery, and receipt of messaging to academic 

institutions and external stakeholders are effective. Effective communication can be 

assured by addressing the elements of concern from program coordinators noted in 

this research; specifically, the rationale for change, an MS degree educational exit 

plan, and ways to bring about the CBCE vision. The work group should also 

deliver a plan for integrating competency-based assessment across the clinical 

curriculum, while maintaining the hours based requirement, to meet entry-level 

workplace competencies consistent with graduation. To further its work in 

establishing congruency across the four APRN specialties, the AACN would 

recognize the call from program coordinators to coordinate and support educational 

reform. Communication and messaging of CBCE is vital to delivering a unified, 

consistent vision, rational, and plan for implementation that is reverberated 

throughout all four APRN organizations. Working with an organizational 

management specialist ensures a willingness to learn from past experiences.  

Results indicate a high sensitivity to the lack of consensus and cooperation across 

nursing professional organizations. Achieving this consensus is paramount so as 
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not to undermine the process; clarity and specificity in the vision and desired 

outcomes must be agreed upon by all nursing organizations so they each may 

authentically support the CBCE transition, in whatever forum it is presented. 

Having a third party validate authentic consensus to ensure the messages coming 

from the nursing leadership are consistent and represent the desired outcome would 

help prevent unnecessary confusion, need for correction, and give reason for 

faculty to not engage in the process. In the past, the ACGME attempted a similar 

curriculum change with an authoritative, top-down approach that was outright 

rejected by its constituency. Recovering from inconsistent messaging caused a ten-

year delay in transitioning the clinical education in medicine to one grounded in 

demonstration of competency (Swing et al., 2009).  Also, when the APRN 

Consensus Model on Licensure, Accreditation, Certification and Education 

(LACE) was published (2008), some APRN groups felt that the large, urban 

university representation on the committee led to outcomes not desired by those 

working in less populated, rural areas. Because the LACE publication went forth 

before feedback from the APRN community was sought, there was turmoil within 

the organizations, amplifying the perception of lack of consensus between nursing 

leadership. Further, it was perceived that the leadership was not representative of 

the greater APRN community. In order to avoid these past missteps, a third party 

organizational management specialist would inform the process of the AACN to 

create the best possible opportunity for a successful transition to CBCE.  
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 The shared primary vision of CBCE elicited through study data, from 

program coordinators and nursing leadership, is a developmental progression of 

competency assessment embedded throughout the curriculum with the maintenance 

of the 500 clinical hours requirement. Thus, any simulation related to the 

competency assessments are in addition to the current 500 hours clinical 

requirement. The competency progression will clearly define the level of 

achievement or milestone obtained through each clinical semester. This will 

objectify and clarify the level of achievement obtained at the master’s graduation 

point versus the doctoral graduation point. This transparency will support 

messaging to employers and external stakeholders as to the difference between a 

MS APRN versus a DNP APRN. For example, a MS APRN graduate is likely 

expected to meet the entry level workplace requirements for direct patient care; 

however, supporting and improving practice at the system’s and population’s level 

would be expected of the DNP graduate. As the complexity of the health care 

setting increases, this transparency in APRN competencies will help employers 

understand the added benefit of the DNP degree. Further, an academic-practice 

workgroup comprised of nursing leadership, healthcare employers, and payers of 

health services to discuss the needs in the workplace, skill set of APRNs, and the 

difference between MS and DNP training may help to garner support for the DNP 

as the only academic end point for APRN training in the future; however, this is 

beyond the scope of this research.  With sequential competency milestones, entry to 
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graduate clinical training, progression to each clinical semester, MS graduation, 

and DNP graduation will represent the novice to expert progression (Benner, 1984).  

 The second recommendation posed above evolved from the clear confusion 

among program coordinators as to what is competency based assessment, how it 

might be achieved, and the rationale behind such a change. Educational forums 

should be designed to define competency-based assessment, explain the rationale 

for contemporizing the clinical education model while adopting a modified version 

of the Englander et al. (2013) framework, and present best practice examples for 

CBCE integration into existing programs. These forums should be consistently 

presented at all APRN role conferences and meetings to present a clear vision 

forward. Uncertainty creates anxiety; thus, time and resources are essential to 

educate program coordinators and APRN faculty about the rationale for change; 

research on clinical competency, including the experiences of other health 

professions, and the perspective of external stakeholders. All will be vital to 

obtaining buy-in. The level of understanding and engagement from those that will 

conduct much of the ground level transformation will translate into the level of 

creativity, aspiration, and positive energy to lead the transition. It is important to 

generate a community of supporters for change with a unified understanding of the 

desired outcome. 

 Recommendation number three calls for input from those with direct 

contact with students.  To address areas of concern brought forth by the IOM, role 

organizations might seek to strengthen curricular focus to decrease the number of 
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systems based and interprofessional communication errors in the delivery of health 

care. To address the concerns identified in the research about the MS entry level in 

APRN education, the AACN might consider the milestones to meet each 

competency as a developmental continuum. The MS milestones would precede 

those achieved by the DNP, allowing for a competency model to be applicable to 

MS and DNP programs. Once the nursing leadership completes the identification of 

competencies that transcend all four APRN roles, each role organization must 

coordinate the development of role specific competencies, and gain consensus of 

these track specific competencies among its members. This constructivist approach 

serves to ensure the product meets the needs of the universities and students, and 

generates buy in by allowing the voices of the faculty and program coordinators to 

be heard.  Role organizations must ensure each competency is mapped to 

observable milestones so that attainment of the competency can be objectively 

determined.   

 Recommendation number four draws on the existing work and 

achievements already happening in some programs. It would be best to draw 

examples from small, medium, and large programs, urban and rural, as well as 

online, hybrid, and ground programs to ensure alignment with various existing 

programs and avoid a ‘one size fits all’ approach. The variety of exemplars will 

ensure all programs will find an exemplar with which they identify, in terms of 

needs and resources. These exemplar models could become pilot programs at other 
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institutions. These exemplars would best be vetted by the nursing leadership, and 

then validated through the establishment of a pilot program.  

 Recommendation five calls for a repository for the sharing of ideas. Data 

suggests that a creation of an online library of resources of assessment tools, course 

design models, program of study exemplars, and assignment samples, all mapped 

to the established competencies, would support implementation of CBCE and 

increase validation of tools by promoting repeated use, which will accelerate and 

ease the transition to CBCE. The literature review discussed that few institutions 

comprehensively link theory to practice through evidenced based competency 

based assessment in the overall design of their curriculum (Davis & Harden, 2003; 

Saucier et al., 2012; Voorhees, 2001).  Currently assessment approaches are 

fragmented and primarily focused on summative testing.  A repository would 

provide validated resources for systematic integration of developmental 

competency across a program of study. Sharing course resources will support 

faculty who lack training in the discipline of education in curriculum design and 

ensure the integrity of the courses being offered.  Furthermore, these resources 

would reduce the strain of time constraints and cognitive space on all faculties to 

develop new course content to support CBCE.  

 Recommendation six calls for the AACN to fund and organize onsite 

coaching and mentoring from experienced faculty who developed the exemplar 

models to programs in transition upon request. Data from this study identified that 

this strategy would allow for individualized support to promote the success of 
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programs needing assistance in overcoming their challenges, many of which cannot 

be anticipated. Tailoring support to universities in need will reduce the frustration 

and increase the chance of successful educational reform. 

 Recommendation seven is in appreciation of the need for faculty with 

instruction in the discipline of education. While it behooves programs to have 

APRN faculty with specific training in the discipline of education, given the current 

faculty shortage, this is not always possible. Conference sessions, webinars, and 

videos with information regarding constructing curriculum design, demonstrating 

instructional design, preparing assessment and evaluation, establishing inter rater 

reliability, and applying the assessment tools will support faculty develop needs.  

Accessibility and availability across many platforms is needed in order to reach as 

many faculties as possible.  

 Recommendation eight calls for a workable timeline put forth by the AACN 

to break down the greater transition into achievable steps. The greater vision of 

transitioning to a CBCE model may feel overwhelming and result in paralysis, 

especially given the current stressors in APRN education. Creating a stepwise 

process, designed to cumulatively achieve this important outcome will help 

programs to focus on one segment at a time and realize that it will take years for 

full implementation.  

 Recommendation nine encourages the incorporation of evidenced based 

curricular models into APRN training. The exemplar models, validated and 

improved through the pilot process, will create a body of evidence in support of 
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specific curricular training models. Accreditation bodies may then require 

universities to adopt one of the evidenced based curricular training models in order 

to meet their criteria. This will allow for program flexibility while standardizing the 

rigor of programs nationally.  

 Finally, as with all transitions, it is important to monitor and evaluate the 

efficacy of the transitional process. Communication between faculty, program 

coordinators, and the nursing leadership must be open, available with ease, and 

constructive in order to resolve unforeseeable issues as they arise. Forums, surveys, 

and electronic gatherings made available for discourse and feedback would assist 

communication. Upon implementation of a CBCE model, ongoing evaluation 

research assessing the outcomes must be undertaken with rigor. 

 APRN education is designed to prepare students for independent practice. 

The ethical and legal responsibilities around this privilege cannot be taken lightly. 

The safety and wellbeing of the people served assume the profession is disciplined 

and vigilant in preparation for this role. It is the responsibility of the profession to 

ensure all graduates are trained to meet this expectation. This research validates 

that there are many reasons internal and external to the APRN profession that 

warrant re-envisioning how students are prepared for clinical practice. Integrating 

CBCE would be an improvement over the hours based, normative practice model 

currently in place even though it may increase costs to the institution initially. The 

greater good cannot be undermined by the influences of academic financial interest 

to grow programs beyond their ability to sustain academic rigor or to provide 
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online educational programs at student request while not ensuring clinical 

competency. Isolationism and turf battles among APRN role organizations need to 

end. Nursing leadership, program coordinators, academic administrators and APRN 

faculty need to coordinate efforts to support the responsibility of removing barriers 

to independent practice. To accomplish this, the view of the APRN role through the 

lens of external stakeholders, patients, payers of health care services, regulators, 

and other health disciplines need to be considered. Implementing the 10 

recommendations will help to achieve these greater duties and responsibilities of 

the profession.  Next, the limitations of this study are discussed.  

Limitations of study 

Limitations of this study include the perspective of the primary researcher, 

program coordinator response rate, percentage of teaching in faculty workloads 

among respondents, and focus group and individual interview sample size.  

Because the researcher developed the research tool used in this qualitative study, it 

is limited by scope of personal knowledge and experience, as well as the lens 

through which meaning of the information is made. A personal perspective is 

developed though the social systems, which shape the understanding of the data 

extracted in this study.  Further, prior interactions with the health care leaders Jody 

Frost, DPT, PhD, FNAP, Eric Holmboe, MD FACP, FRCP, and Laurie Lauzon 

Clabo, PhD, RN informed the personal perspective on CBCE and the culture of 

health professional clinical education.  
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Also, the response rate on the program coordinator survey was 27%, below 

the recognized desired rate of 35% for survey analysis. However, the distribution of 

respondents in APRN role, region of the country, size of program, size of 

university, and rural versus urban instills confidence in the suggestion that these 

results are representative of APRN educational programs nationally.  

Further, the AACN definition of program coordinator states that 

administrative duties cannot exceed 51% of the workload. The demographics 

question in the program coordinators survey addressed what percentage of their 

workload was teaching. Teaching responsibilities as a percentage of the total 

workload were obtained to ensure the respondents regularly had direct student 

contact and responsibility for student progression in the program.  Only two 

respondents, or 1.4%, noted that they had no teaching responsibilities in their 

workload. These surveys were excluded from the final data collection.  Fifty-two 

percent of respondents had greater than 51% of their workload assigned to 

teaching, while 37% had 25-50% of workload as teaching, and 9% had 1-15% of 

their workload as teaching. Larger institutions often include research allocations in 

workload contracts. The percentage of the research versus administrative duties for 

respondents who are teaching less than 50% of their workload is not clear. It is 

possible that some of the respondents exceed the ACEN definition of program 

coordinator restriction on administrative responsibilities of 51%. However, it was 

decided to include all surveys that had any defined role of teaching in their 

workload.  Two rationales support this decision: (1) Upon review of university 
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websites to obtain program coordinator emails, many larger institutions include 

research as a portion of the workload, often routinely reducing teaching workloads 

below 50%; thus removing the surveys with teaching workloads under 50% may 

favorably represent smaller universities, and (2) Due to the data collected 

establishing the short length of time program coordinators have been in their 

position, it was determined that the program coordinator had recent workloads with 

a higher teaching percentage. Sixty one percent of the program coordinators 

identified that they had less than four years’ experience in the position, 17% 

identified five to seven years’ experience, while 21% identified having greater than 

seven years’ experience (see figure 4-6).  Understanding entry-level work place 

expectations and having responsibility for student progression in their program of 

studies superseded impact from potentially having greater than 51% administrative 

responsibilities in workload contracts.  

Finally, there were twenty-five representatives from the participant agencies 

of the AACN APRN Consensus Work Group and Joint Dialogue Group (2008) that 

convened as the AACN Competency-Based Education for doctoral prepared 

APRNs Workgroup who were solicited for participation in focus groups. Forty-

eight percent of the group, or 12 nursing leaders, signed a consent form when 

presented with a review of the proposed research face to face. However, only seven 

participated, for a response rate of 28%. The data collected was rich and included 

members of the AACN organization, licensure organizations, and nurse practitioner 

and clinical nurse specialist role organizations. The remaining two roles 
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organizations for CNM and CRNA, as well as certification and accreditation bodies 

were not represented.  

Areas for further research 

 Two specific areas for further research became apparent through this 

research. One being comparative analyses of outcomes between ground or hybrid 

programs and online programs would be of interest, but not directly related to 

CBCE. Many program coordinators expressed concerns about the outcomes of 

online programs. Interviews with representatives from licensing bodies suggested 

these concerns might be mythical given the need for all programs, regardless of 

delivery method, to meet the same accreditation standards.  Outcomes research of 

online APRN programs would assure those skeptical of online delivery or uncover 

an area in need of improvement or revision in our educational processes. 

Comparative analyses of ground or hybrid program outcomes to online program 

outcomes would also inform the discourse among faculty about online educational 

programs for APRNs.  

 Secondly, more evidence on using simulation as an instructional and 

assessment method in APRN education would further inform best clinical 

education practices. Faculty site visits are affected observing students seeing 

patients of a different population than intended, patient no shows or cancelations, 

or a patient refusing a student. Additionally, students often pre-select and arrange 

for a particular patient visit, knowing the timing of the site visit, well in advance.  

This unrealistic preparation time is not the best indicator of actual clinical decision-
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making needed in the patient care setting. Also, standardized visits in the simulated 

clinical setting allow for the application of validated tools for assessment, inter 

rater reliability, and the opportunity for equal assessment of all students. Further 

research into the use of simulation in APRN clinical education will provide a body 

of evidence on which programs would be provided the opportunity to develop 

CBCE assessment methods. Finally, researching the pilot models selected for 

CBCE integration would be critical to ensuring that these clinical education models 

are founded in evidence. This research has strived to inform the decision to and 

process of contemporizing APRN clinical education model to meet current work 

place demands, advocate for the profession, and establish a standard level of 

performance upon APRN graduation.  

Conclusion 

 The AACN has an established history through the APRN Consensus Work 

Group and APRN Joint Dialogue Group (2008) and the Competency-Based 

Education for Doctoral-Prepared APRNs Work Group (2016) of attempting to 

build consensus on issues impacting the four APRN roles. The results of this study 

provide the evidence necessary for nursing leadership organizations, led by the 

AACN, to coordinate and support the integration of competency-based clinical 

education while maintaining the required hours component for APRN education. 

Program coordinators, the majority with four years’ experience or less, require 

significant support, excellent exemplars, and validated tools to be successful in the 

implementation of this model of clinical education.   
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 Coordinated efforts across the leadership in APRN role specialties have 

been thwarted in the past by discord. This is a call to the leadership of all advanced 

practice nursing professional organizations to unify and provide seamless 

coordination, foundational information and resources, and incentives to standardize 

the rigor and competencies in APRN programs across all four role specialties. 

Standardizing the integration of a competency based clinical education model with 

a clinical hours training component will strengthen professional advocacy efforts 

and health policy initiatives among external stakeholders and ultimately promote 

APRN practice to the full extent of training and ensure patient safety and quality of 

care. 
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Appendix A: Sample Codebook 

 
a Priori Codes                       Description 

Patient Care Provide patient-centered care that is compassionate, 
appropriate, and effective for the treatment of health 
problems and the promotion of health.  
 

Knowledge for Practice1 Demonstrate knowledge of established and evolving 
biomedical, clinical, epidemiological and social-
behavioral sciences, as well as the application of this 
knowledge to patient care.  
 

Practice-Based 
Learning and 
Improvement 

Demonstrate the ability to investigate and evaluate one’s 
care of patients, to appraise and assimilate scientific 
evidence, and to continuously improve patient care 
based on constant self-evaluation and life-long learning.  
 

Interpersonal and 
Communication Skills 

Demonstrate interpersonal and communication skills 
that result in the effective exchange of information and 
collaboration with patients, their families, and health 
professionals.  
 

Professionalism Demonstrate a commitment to carrying out professional 
responsibilities and an adherence to ethical principles.  
 

Systems-Based Practice Demonstrate an awareness of and responsiveness to the 
larger context and system of health care, as well as the 
ability to call effectively on other resources in the 
system to provide optimal health care.  
 

Interprofessional 
Collaboration 

Demonstrate the ability to engage in an interprofessional 
team in a manner that optimizes safe, effective patient- 
and population-centered care.  

Personal and 
Professional 
Development 

Demonstrate the qualities required to sustain lifelong 
personal and professional growth.  
 

1. This domain is titled ‘Medical Knowledge’ in the ACGME framework. The 
authors revised the domain name in this reference list to incorporate frameworks 
from other health professions.  
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The aPriori coding is adapted from the 8 Domains of Competence in the Reference 
List of General Physician Competencies. Englander et al. (2013). Toward a 
common taxonomy of competency domains for the health professions and 
competencies for physicians. Academic Medicine, 88, 1088-1094. 
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Appendix B 
Passive Consent Form for Survey 

 
 

You are receiving this survey because you have been identified through accreditation 
websites and your university website as having a decision making role in an APRN 
program(s) at your university. Your input is requested. The information you share 
will be kept confidential. If used in a research report, it will be combined with the 
responses of others and your name will not be revealed. 

 
We ask that you complete the survey questionnaire within one week of receipt.  It should 

take fewer than 20 minutes to complete. Your responses will be examined in 
conjunction with responses from APRN program coordinators nationally. 

 
There are no known or anticipated risks or personal benefits associated with 

participating in this study. You do not have to participate. If you begin participating, 
you may stop at any time with no penalty held against you. 

 
If you would like additional information about this study, or a printed copy of this 

consent form, please contact the lead researcher. Marcy Ainslie, EdD-c, MS, 
APRN; mainslie@plymouth.edu; (603) 562-8833 (c).  Information about Plymouth 
State University’s rules for research can be obtained from Dr. Stephen Flynn, 
Chair of the Institutional Review Board at Plymouth State University: 
knorris@mail.plymouth.edu. 

 
Are you willing to participate? 
 
______ Yes (survey begins) 
 
_______No (thank you screen) 
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Appendix C 

Program Coordinator Survey 

Thank you for participating in this national survey of Advanced Practice Registered 

Nurse (APRN) program coordinators.  This survey is voluntary.  No results or 

comments will be attributed to any individual.  All results will be presented as 

aggregate data.  This survey will take about 20 minutes to complete. 

• To ensure interpretation of the term competency, the following definition 

supported by American Association of Colleges of Nursing (AACN) is 

provided: 

An observable ability of a health professional, integrating multiple 

components such as knowledge, skills, values, and attitudes.  Since 

competencies are observable, they can be measured and assessed to 

ensure their acquisition.  Competencies can be assembled like 

building blocks to facilitate progressive development. (Frank et al., 

2010, p. 641) 

• The definition supported for competency domain by the ANCC is: 

 Broad distinguishable areas of competence that in the aggregate 

constitute a  general descriptive framework for a profession. (Englander 

et al., 2013, p. 1089) 

 

Regardless of which APRN role you direct, please note your level of agreement 

that the following competency domains are required elements of APRN training for 
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nurse practitioners, nurse midwives, nurse anesthetists, and clinical nurse specialist. 

The working definition of each domain is below the listing in italics.  

Competency Domains Common to all APRN roles Level of Agreement   

Key:  SA= strongly agree   A= agree   N= neutral   D= disagree    SD= strongly 

disagree 

Competency Domain           Level of Agreement 

Patient Care      SA A N D SD 
Provide patient-centered care that is compassionate, appropriate, and effective for the 
treatment of health problems and the promotion of health. 
  
Knowledge for Practice    SA A N D SD 
Demonstrate knowledge of established and evolving biomedical, clinical, 
epidemiological and social-behavioral sciences, as well as the application of this 
knowledge to patient care.  
  
Practice-Based Learning and Improvement SA A N D SD 
Demonstrate the ability to investigate and evaluate one’s care of patients, to appraise 
and assimilate scientific evidence, and to continuously improve patient care based on 
constant self-evaluation and life-long learning. 
 
Interpersonal and Communication Skills  SA A N D SD 
Demonstrate interpersonal and communication skills that result in the effective exchange 
of information and collaboration with patients, their families, and health professionals. 
 
Professionalism     SA A N D SD 
Demonstrate a commitment to carrying out professional responsibilities and an 
adherence to ethical principles. 
 
Systems Based Practice    SA A N D SD 
Demonstrate an awareness of and responsiveness to the larger context and system of 
health care, as well as the ability to call effectively on other resources in the system to 
provide optimal health care.  
 
Interprofessional Collaboration   SA A N D SD 
Demonstrate the ability to engage in an interprofessional team in a manner that 
optimizes safe, effective patient- and population-centered care.  
 
Personal and Professional Development  SA A N D SD 
Demonstrate the qualities required to sustain lifelong personal and professional growth. 
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(Following open coding of the source documents, any additional identified themes will be listed 

here) 

 

 

 

Please respond to the following 9 questions: 

1. Are you familiar with the ANCC White Paper titled Current Status 

of APRN Clinical Education (2015)?  Yes  or   No 

2. If you answered yes above, are you familiar with the clinical 

education recommendations made by the Task Force? 

3. Please describe your initial reaction to the term competency-based 

education. 

4. In reference to the 500 hours minimum clinical requirement, which 

statement most represents your belief? Please explain why. 

a. The hours based clinical requirement needs to be replaced 

by a system that is based on demonstration of competency.  

b. The hours based clinical requirement should be incorporated 

into a system that also requires demonstration of 

competency. 

c. The hours based requirement alone is an adequate 

requirement for APRN clinical education. 
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5. What do you perceive the advantages to be, if any, of a competency 

based clinical education model? Please explain why you believe 

this. 

6. What do you perceive the challenges to be, if any, of a competency 

based clinical education model? Please explain why you believe 

this. 

7. Would you support a transition to a competency based clinical 

education model? Why or why not?  

8. What types of support or resources would help you lead your 

program’s transition to a competency based clinical education 

framework? 

9. Please note any comments or thoughts triggered by this survey that 

were not captured in the questions above. 

 

Demographic Information about your program 

1. What APRN programs do you offer at your institution? Please check 

all that apply:  NP  ______ CNS ______ CRNA ______  CNM 

________ 

2. To which geographic region would you assign your institution:   

 Northeast _____ Mid-Atlantic _____   Southeast _____  Northwest 

_____ 
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 Midwest ______ South ______  Southwest _______ West 

______ 

3. Approximately how many APRN students were currently enrolled at 

your institution, academic year 2015-2016?  

4. Approximately how many APRN students were enrolled at your 

institution in academic year 2010-2011? 

5. Would you describe your school as: Small  Mid-sized Large 

6. Would you describe your school as: Urban Rural  

7. How long have you been the program coordinator?  

 < 2 years _____     2-4 years _____     5-7 years _____     >7 years 

_____ 

8. In what role are you trained as an APRN? 

 NP ________  CNS________ CRNA ________  CNM________ 
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Appendix D 

Informed Consent: Focus Group and Individual Interviews 

 

INVESTIGATOR(S) NAME:   Marcy Ainslie, EdD-c, MS, APRN, FNP-c 

 

STUDY TITLE: Transitioning APRN Education to a Competency Based Framework 

 

PURPOSE OF THE STUDY 

The purpose of this research study is to identify common competency domains and 

early clinical education competencies that transcend the four APRN roles. 

I am being asked to be a participant in the study because I am a member of the AACN 

Competency-Based Education for Doctoral-Prepared APRNs Work Group. 

 

DESCRIPTION OF THE STUDY 

This study uses a textual analysis, survey methods, and focus group to collect 

information about APRN competencies.  

The amount of time required to participate in this focus group is approximately 90 

minutes. There are no known costs to participating.  

 

RISKS AND DISCOMFORTS  

As a participant in this study, it is not anticipated that there will be any risk to me. 

Participation is voluntary. There is no consequence if I do not participate. If I start 

participating, I can stop any time without penalty. The focus group will be recorded in 

order to create a transcript for analysis. This transcript will only be viewed by the 

primary researcher and dissertation committee members, and will be held in a locked 

cabinet in a locked office. 

 

BENEFITS  
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There may be no direct benefits of participating in this study; however, the knowledge 

received may be of value in identifying common competencies and informing how 

APRN professional organizations may transition to a competency based clinical 

education model for all APRN programs. 

 

ALTERNATIVE PROCEDURES 

 I am free not to participate if I don’t wish to.  

 

CONFIDENTIALITY 

All documents and information pertaining to this research study will be kept 

confidential in accordance with all applicable federal, state, and local laws and 

regulations. I understand that data generated by the study may be reviewed by 

Plymouth State University's Institutional Review Board, which is the committee 

responsible for ensuring my welfare and rights as a research participant, to assure 

proper conduct of the study and compliance with university regulations.  If any 

presentations or publication result from this research, I will not be identified by name.   

 

My confidentiality will be also protected by not identifying me as a participant by 

name in research reports and restricting access to the raw data to those conducting the 

study. The recordings from the focus groups serve for transcription purposes only. 

Original recordings will be destroyed within six months. The transcripts and 

remaining information collected during my participation in this study will be kept for 

three years and then deleted.  

 

TERMINATION OF PARTICIPATION  

I may choose to withdraw from this study at any time and for any reason. If I choose 

to drop out of the study, I will simply not attend or participate in the focus group. 

 

COMPENSATION 
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I will not receive payment for being in this study. Participation in this study is strictly 

voluntary. There will be no cost to me for participating in this research. 

 

INJURY COMPENSATION 

Neither Plymouth State University nor any government or other agency funding this 

research project will provide special services, free care, or compensation for any 

injuries resulting from this research. I understand that treatment for such injuries will 

be at my expense and/or paid through my medical plan. 

 

QUESTIONS  

All of my questions have been answered to my satisfaction and if I have further 

questions about this study, I may contact Marcy Ainslie at mainslie@plymouth.edu. If 

I have any questions about the rights of research participants, now or in the future, I 

may contact the Chairperson of the Plymouth State University’s Institutional Review 

Board at 603-535-3221. 

 

VOLUNTARY PARTICIPATION 

I understand that my participation in this study is entirely voluntary, and that refusal to 

participate will involve no penalty or loss of benefits to me.  I am free to withdraw or 

refuse consent, or to discontinue my participation in this study at anytime without 

penalty or consequence.  

I am voluntarily giving my consent to participate in this research study. I understand 

that I will be given a copy of this consent form. 

 
Signatures: 
 
________________________ 
Participant’s Name (Print)     
     
________________________    ____________ 
Participant’s Signature     Date 
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I, the undersigned, certify that to the best of my knowledge, the subject signing this 

consent form has had the study fully and carefully explained by me and have been 

given an opportunity to ask any questions regarding the nature, risks, and benefits of 

participation in this research study.  

 
Marcy Ainslie, EdD-c, MS, FNP, APRN 
Investigator’s Name (Print)    
      
________________________    _____________ 
Investigator’s Signature     Date 

 

 

 

 

Plymouth State University’s IRB has approved the solicitation of participants for the 

study until Leave blank, a date will be assigned.one year from IRB approval. 
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Appendix E 

Focus Group and Individual Interview Questions 

To ensure consistency in interpretation of terminology, the following definitions 

will be provided: 

• To ensure interpretation of the term competency, the following definition 

supported by American Association of Colleges of Nursing (AACN) is 

provided: 

An observable ability of a health professional, integrating multiple 

components such as knowledge, skills, values, and attitudes.  Since 

competencies are observable, they can be measured and assessed to 

ensure their acquisition.  Competencies can be assembled like 

building blocks to facilitate progressive development. (Frank et al., 

2010, p. 641) 

• The term competency domain is used to identify a category under which 

specific observable, measurable competencies would be developed.    

 

QUESTIONS: 

1. Please describe your initial reaction to competency-based education. 

2. Do you believe the hours based clinical education requirement needs to be 

incorporated into or replaced by a competency based clinical education 

model, or is the current hours based system adequate for APRN students?  

Please explain why. 
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3. What do you perceive the advantages to be, if any, of a competency based 

clinical education model? Please explain why you believe this. 

4. What do you perceive the challenges to be, if any, of a competency based 

clinical education model? Please explain why you believe this. 

5. Should the national professional organizations and accrediting organizations 

work together to establish core competency domains and common 

competencies across early APRN training? Please explain.  

6. What are the perceived advantages or disadvantages for establishing 

competency domains across APRN roles, as opposed to four independent 

frameworks? 

7. What do you believe the role is for your organization in implementing and 

operationalizing the transition to a competency-based clinical training 

model?  Logistically, how could this be accomplished? Be specific.   

8. What do you believe the implications are of the program coordinator 

survey? 

9. What surprised you in the program coordinator survey findings? Why? 

10. Do you see APRN clinical education looking different in five years, ten 

years? If yes, how so?  

11. Please note any comments or thoughts triggered by this survey that were not 

captured in the questions above. 
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Appendix F 

Common Themes Arising from Program Coordinators and Nursing 

Leadership:  

Codes, Inclusions, Exemplars 

Codes Coding Parameters Exemplars 
Integration of competencies 
with hours for clinical 
requirements 

Comments indicative of 
competencies being used in 
combination with a required 
number of hours for clinical 
requirements and training 
 
Included: Participant comments 
in support of a continuation of 
our hours based system, 
replacement of the hours based 
system with one that is based 
solely in competency 
demonstration, and those 
seeking a blending of the two 
components.  

(+) Hours alone does not 
assure competency 
(+) Hours are vague and need 
to have defined outcomes 
(+) Clinical placements are 
variable and becoming too 
observational. 
(+) Simply demonstrating that 
you can perform an activity or 
action does not automatically 
mean that the student can do it 
in an unfamiliar environment.  
(+) Practicing APRNs are 
evaluated on their competency 
throughout their career. 
Introducing the concepts and 
demonstrating from the 
beginning of their training is 
essential.  
(-) Exposure and frame of 
reference provides a 
foundation; repetition of 
behaviors. 
(-) You need to spend time in 
clinical to develop an 
understanding of the APRN 
role. 
(-) Measuring competency 
attainment is difficult. I believe 
the minimal number of clinical 
hours should be increased for 
everyone to at least 1000 
hours. 

Clear, consistent student 
expectations 

Comments indicative of a need 
for clarification of student 
expectations for program 
completion. 
 
Included: Participant comments 
with regard to the accuracy of 
student and faculty 

(+) Direct comparison and 
documentation of skills, 
knowledge, and ability to apply 
(+) Competencies will 
motivate a student to focus 
their time in clinical and not 
just punch the clock. 
(+) Some students, despite 
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assessments, identify areas for 
remediation, and preceptor 
expectations. 

repeated hours and clinical 
rotations, still cannot practice 
at a level deemed safe for 
independent practice.  
(+) Having attended a nurse 
midwifery program that used 
competencies as well as 
clinical hours, I see the 
advantage of knowing what I 
need to learn more specifically 
and knowing when I have met 
that expectation.  
(+) This should not be left to 
rogue interpretation 
(+) Those assessing students 
need to be using the exact same 
criteria. Some instructors are 
very easy and some are very 
hard. 
(+/-) Standardized competency 
check offs can be over 
prescriptive, but on the other 
hand very helpful. 

Assessment tools Comments indicative of 
standardized assessment in 
demonstration of competency. 
 
Included: Participant comments 
calling for objective, valid, 
evidenced based, and 
measurable means of 
assessment. 

(+) Valid and reliable objective 
measures are needed to support 
student challenge when they 
aren’t making it 
(+) we have no evidence that 
any number of hours equates to 
a competent clinician 
(+) It is the responsibility of 
academic institutions to 
determine competency 
assessment, not preceptors,  
(-) ‘Softer skills’ of the APRN 
are hard to demonstrate, but 
that doesn’t mean they aren’t 
important 

Accountability Comments indicative of 
accountability to external 
stakeholders, by universities. 
 
Included: Participant comments 
on the need for increasing 
patient safety, student 
demonstration of readiness to 
practice, and a call for 
increased rigor in educational 
training. 

(+) New grads are now 
entering the career field with 
no clinical experience. It is not 
apparent now, but will be in 
the future with an increase in 
medical malpractice cases.  
 
(+) Tenacity of universities to 
fail students who cannot do it 
 
(+) Tenacity of accreditors to 
hold universities accountable 
for outcomes 

Promote profession Comments indicative of 
advancing perceptions of 

(+) Standardized benchmarks 
across programs would elevate 
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APRN profession. 
 
Included: Participant comments 
on the image, understanding 
and acceptance of the APRN as 
a profession. 

professional credibility and 
public safety. 
(+) Primary complaint about 
APRN training among 
physician colleagues is we 
have too few training hours. It 
is imperative we match their 
push for demonstration of 
competency in training by 
requiring the same. 
(+) It would help the AMA and 
the public in general to accept 
our profession as providing 
excellent care; it would allow 
us to weed out the weaker 
students as well.  
(+) Nurse-midwifery and nurse 
anesthesia have been 
competency-based clinical 
education programs for many 
years; these professions are 
well respected and set a nice 
example for what NP and CNS 
programs could aspire to.  

Inter-program standardization Comments indicative of 
standardization of curriculum 
across universities. 
 
Included: Participant comments 
addressing the setting of 
professional expectations and 
standards across all programs 
nationally. 

(+) Medical errors are getting 
worse and we have decreased 
control of placement sites and 
preceptors with all of the 
online programs 
(+) Many schools, particularly 
distance ed programs, allow 
students to direct their own 
clinical experiences and there 
is no direct supervision from 
the school 
(+) We are shooting ourselves 
in the foot by allowing for our 
educational programs to 
download to ‘self-study’ 
methods.  
(+) We have schools willing to 
sign off on ‘lit reviews’ as 
practicum hours and dual 
tracks where no one ever gets 
exposure to the right 
populations. 
(+) Standardization of APRN 
education with built in 
competency testing will ensure 
ALL programs are producing 
competent clinicians.  

Faculty training Comments indicative of faculty 
training and development 

(+) I would need training for 
me. 
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towards understanding and 
operationalization of 
competency based assessment.  
 
Included: Participant comments 
on the understanding, 
development, design, and 
implementation of competency 
assessment in clinical training 
across the curriculum.  

(+) Faculty workshops, 
curricular exemplars, time and 
resources to re-design 
curriculum 
(+) Framework for 
implementation and execution 
(+) A model to guide programs 
in transitioning to the 
framework, a workable 
timeline, practical measures 
and tools.  
(-) Evidenced based education 
is essential. I am concerned 
this will increase both work 
hours and cost for students and 
faculty. I am unaware of 
studies demonstrating 
improved patient outcomes.  

Agreement among nursing 
organizations 

Comments indicative of 
interactions between and 
among nursing organizations. 
 
Included: Participant comments 
with regard to the culture and 
communication practices 
among APRN roles and 
organizations.   

(+) LACE demonstrates we can 
do it. This served as a model of 
nursing organizations working 
well. 
(-) Nursing has trouble getting 
its act together. The leadership 
needs to set a better tone.  
(-) We need to stop the divide 
and conquer approach of our 
nursing professional 
organizations. We are stronger 
working together.  
(-) Incivility between APRN 
roles in academia and between 
professional organizations 
impedes our progress. There 
has been a decrease in 
professional, ethical behavior. 

(+) = in support of the code 
(-) = not in support of the code 
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