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Abstract
Access to health care in rural communities is challenged by workforce shortages. Nurse
practitioners (NPs) have been filling the gap created by physician migration into specialty
areas. Flex hospital legislation allows critical access hospitals (CAHs) to staff the
emergency department with NPs or physician assistants without on-site physicians. NP
education often lacks emergency and trauma curriculum, resulting in gaps in education
and practice expectations and leading to significant role transition stress and turnover.
The purpose of this project was to construct an evidence-based transition-to-practice
residency program to support NPs providing emergency department care in the CAH.
Theoretical frameworks used to guide the project include rural health theory, novice to
expert, and from limbo to legitimacy frameworks. Global outcomes include increased
quality of care, patient safety, NP job satisfaction, and decreased turnover. The quality
improvement initiative engaged an interprofessional team of institutional and community
stakeholders (n = 10) to develop primary products including the residency program,
curriculum modules, and the secondary products necessary to implement and evaluate the
project. Implementation will consist of a pilot followed by expansion throughout the rural
health network. Evaluation will involve the CAH dashboard to monitor patient outcomes,
Misener NP job satisfaction scale, and employee turnover rates. The project expands
understanding of the on-boarding needs of rural NPs. The results of this project will serve
as a guide to publish outcome data and collaborate with higher education to develop
programs to award academic credit for paid clinical experiences leading to academic

degrees.
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This project is dedicated in honor of all the nurse practitioners whose clinical
practice includes working in a critical access hospital setting. Your willingness to provide
healthcare in a rural community with limited resources is a reflection of your

commitment to improve healthcare access to a vulnerable population.
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Section 1: Overview of the Evidence-Based Project
Introduction

Access to routine medical care is vital to improve the health of all Americans.
Access to health services allows patients to prevent disease and disability, detect and treat
illnesses, increase quality of life, reduce likelihood of premature death, and increase life
expectancy (U.S. Department of Health and Human Services, 2014). Healthcare
workforce shortages create difficulties for people living in underserved areas to access
health services, limiting their ability to stay healthy (Grober et al., 2009). Unfortunately,
the primary care workforce shortage is more severe in economically-disadvantaged areas
that already disproportionately bear the highest overall rates of disease and premature
death in the country (China, Park, & Galloway-Gilliam, 2012). There are pockets of
health professional shortage areas (HPSA) within the United States, including the state of
Minnesota (National Health Service Corps, n.d.; Governor’s Workforce Development
Council, 2011). Rural areas with high poverty rates are especially vulnerable.

The rural United States is comprised of nearly 63 million people making up 19%
of the population living on 80% of the land (U.S. Census Bureau, 2012). Although people
living in rural areas experience many of the same issues as their urban counterparts, they
are often considered a more vulnerable population due to their economic disadvantage,
poorer health, and limited health care access (Choi, 2012). Unfortunately, only 10% of
physicians practice in the rural United States (National Rural Health Association, n.d.).
The physician shortage has not improved over the past 50 years and is not expected to

improve (Marsh, Diers, & Jenkens, 2012). In 2014, graduates from U.S. medical schools



matched only 45% of family practice and 48% of internal medicine residency positions
compared to 90% specialty slots reflecting ongoing preference toward specialization
(National Resident Matching Program, 2014). With few physicians entering primary care
and even fewer choosing rural practice locations, the shortage is getting worse. Access to
quality health services has been identified as the top Healthy People 2020 priority for the
rural United States (Brolin & Bellamy, 2012).

The role of the nurse practitioner (NP) was created in the 1960s in response to the
shortage of physicians to increase access to primary care in shortage areas. NPs are
educated in health promotion, disease prevention, and management of acute and chronic
disease with a focus on primary care. They have the ability to care for 85% of a family’s
primary health care needs (AANP, 2014). NPs have become mainstream healthcare
providers to a variety of populations (family, neonatal, pediatric, adult-gerontologic,
women’s health, and mental health) in a variety of practice settings (primary care and
acute care) in rural and urban locations (American Nurses Association, 2009; American
Academy Nurse Practitioners, 2014).

Educating the NP to meet the needs of a rural practice has been challenging. The
majority of NPs working in rural communities are employed in primary care clinic
settings. Some have expanded their practice into acute care settings including hospital
and emergency departments in response to the ongoing physician shortage. Although
most NP programs excel in their ability to provide the necessary education for the
beginning-level practitioner to enter population-specific roles, it has become increasingly

more difficult to prepare NPs to care for patients in multiple practice settings.



Universities also have difficulty recruiting qualified nursing faculty who must then keep
pace with the rapid changes in healthcare and arrange clinical experiences that do not
always reflect the knowledge and judgment taught in the classroom (Wallace, 2012).
Rural healthcare often requires providing care to vulnerable patients who have complex
physical and mental health problems. NPs working in a rural setting are expected to
function with a high degree of autonomy, make complicated decisions, and function as
“expert generalists” capable of handling a wide range of emergency situations (Hurme,
2007; MacLeod et al., 2004). Unfortunately, most NPs hired into a rural practice setting
are inadequately prepared for the expectations of their new role, and organizations often
fail to provide the necessary support for the new NP to assume responsibilities effectively
(Bahouth & Esposito-Herr, 2009).

Ineffective transition-to-practice causes stress, role dissatisfaction, and wastes
healthcare resources (Bahouth & Esposito-Herr, 2009; Cusson & Strange, 2008; Wallace,
2012; Yaeger, 2010). Rural practice settings often require the new practitioner to assume
many responsibilities in a short period of time due to workforce shortages. Fledgling NPs
often struggle with the challenge of providing safe and competent care while filling gaps
in knowledge. According to a study of 445 new NPs, transition-to-practice was so
traumatizing that 6% left their NP position within the first year and 38% were not
practicing in the role (Bahouth & Esposito-Herr, 2009). In contrast, physicians entering
practice after a residency training program experience less transition-to-practice stress
(Flinter, 2012). Therefore, NPs may also benefit from a formal transition-to-practice

program.



4

Educators and professionals have proposed a variety of programs to ease NPs into
their new role. Unfortunately, successful integration of NPs into practice settings
becomes increasingly challenging with limited models to provide guidance (Yaeger,
2010). Orientation programs are helpful but tend to be generalized, focus on
administrative tasks, and often lack formal structure. Very few rural employers offer an
orientation specific to the NP role as compared to those provided by large, education-
based organizations (Bahouth & Esposito-Herr, 2009). Many rural NP orientations are
similar to on-the-job training programs where the new NP fills out credentialing
paperwork, works with another provider for a short period of time, and gradually assumes
responsibilities over a few months. In some cases, mentorship programs have helped
support the transition-to-practice process (Chen & Mee-Fang, 2014). However,
mentorship offers limited benefit in the rural setting where NPs are often required to
work in isolated satellite locations. A longer transition-to-practice program such as a
residency may be the answer to the problem.

Employers have developed residency programs to assist the healthcare
professional transition into practice. Most healthcare workers do not enter the workforce
well-prepared to assume autonomous practice. Transition-to-practice programs are
required for many health specialties. For example, registered nurses (RNs) have
preceptorships, physical therapists (PTs) have internships, and physicians have
residencies. Although most NPs have many years of nursing experience prior to entering
an advanced practice program, the scope of practice changes creates a stressful transition

into the new role. The experienced RN becomes a novice NP. Residency programs, as



demonstrated by researchers, ease the trauma experienced during the first year the NP
transitions into the new role (Cusson & Strange, 2008; Flinter, 2012).
Problem Statement

The problem addressed in the project is the lack of resources needed to support
NPs so that they can deliver quality care, ensure patient safety, and experience job
satisfaction, thereby minimizing turnover of NPs. Access to care is a significant
population-based health issue that affects the NP’s ability to provide health promotion
and disease-prevention services. Severe primary care provider shortages exist in rural
areas, and trends are not changing enough to compensate for increased demand of health
services (U.S. Department of Health and Human Services, 2014). Rural communities
with critical access hospitals (CAHs) experience great difficulty recruiting physicians.
Many CAHs have been supplementing their medical staff with NPs to provide patient
care in the rural emergency department (ED). Working in the ED requires a new set of
skills that are not included in the entry-level Family Nurse Practitioner (FNP) curriculum.
New graduates and experienced NPs who are transitioning into such roles are often
expected to work in the clinic during the day and then provide on-call coverage in the
emergency department at night. These NPs experience significant role stress when
transitioning to this type of position. Burnout is common, resulting in cyclic turnover of
primary care providers. In the local study site for this project, cyclic turnover of 23 full-
time providers in 16 years has resulted in disruption of continuity of care with ED
responsibilities cited as the most challenging aspect of the job. Turnover disrupts

continuity of care, leaving patients with limited access to a primary care provider. The



Institute of Medicine (IOM, 2010) recommended nurses complete a residency program
after they have completed a prelicensure or advanced practice degree or when they
transition into new clinical practice area. The IOM recommendation highlights the
residency program as a potential solution to NP role transition stress. A taxonomy
commonly used to formulate evidence-based questions is PICO that identifies the patient
population (P), intervention (I), comparison (C), and outcome (O). The PICO problem
statement for this project is as follows:

P: CAHs staff NPs for ED on-call services.

I: Residency program.

C: Standard orientation.

O: Increased quality of care, increased patient safety, increased job satisfaction,

and decreased turnover.

Purpose Statement

The purpose of the project was to develop a transition-to-practice residency
program to support the NP working in the ED of a CAH of a rural healthcare network
located in the U.S. Midwest. In this project, I focused on developing a residency structure
and curriculum to meet the needs of the CAH, taking into consideration the detrimental
effect turnover has on patient outcomes. The National Database of Nursing Quality
Indictors (NDNQI) recognized job satisfaction and nurse retention as highly correlated to
quality of care and patient safety (DeMilt, Fitzpatrick, & McNulty, 2010; Joyce & Choi,
2013). CAHs are staffing their EDs with NPs with limited on-site physician backup.

There exists a gap between the needs of the CAH and the NP’s skill level. The residency



must allow organizations to create a desirable work environment with adequate support
allowing new practitioners to assume role responsibilities efficiently, maximize job
satisfaction, and promote retention. Turnover increases risk to patient safety, causes
disruption in staffing, and creates financial hardship to the organization (Marsh et al.,
2012). Preventive measures may not alter turnover all together, but they may extend staff
tenure, promote job satisfaction, increase quality of care, and improve patient safety.
Goals and Objectives

This quality improvement (QI) project focused on the development of a
transition-to-practice residency program for the NP in the ED of a CAH. The QI initiative
followed the IOM’s call for the development of formal residency programs for nurses
(IOM, 2010). Currently, the project site organization uses an informal, unstructured
orientation for new NPs consisting of credentialing, taking required emergency
management courses (Advanced Trauma Life Support or Comprehensive Advanced Life
Support), and working with another provider (J. Stromme, personal communication,
August 8, 2014). The project leader developed the residency to create a structured
program with specific learning objectives and focused clinical opportunities to allow NPs
to learn new skills and increase competency as they adjust to the new role and
expectations. Global outcomes include increased quality of care, increased patient safety,
increased NP satisfaction, and decreased NP turnover.

Metrics provide the basis for evaluation. Nursing-sensitive indicators have been
identified by researchers to reflect the structure, process, and outcomes of safe and

quality care (Montalvo, 2007). Health care organizations are required to collect data



related to specific metrics and many monitor progress on a dashboard as part of their
quality management plan. The outcomes related to quality care and patient safety are
monitored using the project site organization’s existing quality improvement program for
acute care and emergency services. Although the current dashboard does not reflect ED
care, each CAH must report data such as door-to-diagnostic evaluation by a qualified
medical professional, time to pain management for long bone fracture, admission to
discharge time, and decision time to discharge for inpatient admission (Casey,
Moscovice, Klingner, & Prasad, 2012). Metrics reflecting NP care should be included in
the dashboard.

Job satisfaction is also important to retain qualified staff. The outcome for job
satisfaction is directly related to turnover. NPs who are satisfied with their jobs are more
likely to remain in their positions. Factors known to enhance job satisfaction include
achievement, recognition, work itself, responsibility, and advancement while factors of
dissatisfaction include working conditions, interpersonal relationships, salary, security,
administration, and supervision (DeMilt et al., 2010). A valid instrument was selected by
the team to operationalize job satisfaction as a concept. The Misener Nurse Practitioner
Job Satisfaction Scale was targeted to be administered at specified intervals. Goals
related to turnover can be measured using human resource records that document length
of NP employment before and after implementation of the residency program. The

project team had significant input regarding the evaluation plan. Refer to Section 3.



Theoretical Foundation

The theoretical framework for the project provided contextual understanding and
guided the process. Rural health theory, as described by Long and Weinert (1989),
provided contextual understanding of the population. Benner’s (1984) novice to expert
framework provided understanding of the professional learning process. Brown and
Olshansky’s (1997) from limbo to legitimacy expanded on Benner’s mid-range theory
and provided a framework to understand NP role transition. Application of all three
theories provided a rich contextual foundation to support the need for the transition-to-
practice NP residency program. A detailed explanation of each theory is provided in
Section 2.

Significance of the Project

The IOM’s (2010) report, The Future of Nursing: Leading Change, Advancing

Health, recommended implementation of residency programs for new graduates and

those transitioning into new clinical practice areas. Rural communities frequently have

difficulty recruiting and retaining qualified NPs to work in their CAHs. The NP residency

program is aligned with IOM’s focus on rural and critical access areas. Implementation of

a residency program has great potential to increase quality of care, increase patient safety,

increase NP satisfaction, and reduce or slow the turnover rate.
Implications for Social Change
The Essentials of Doctoral Education for Advanced Nursing Practice identified
many benefits of the practice focused DNP program (AACN, 2006). Essential II is

focused on systems leadership for quality improvement. The DNP graduate must be
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prepared to improve patient and healthcare outcomes through initiatives that improve
healthcare delivery. Development of the transition-to-practice residency program
provides the structure to start a residency program, including a model curriculum along
with plans for implementation at a pilot site followed by expansion to additional sites
within the rural network. Plans for evaluation have also been included in the project and
may provide data for future research and publication. Successful implementation has
great potential to impact workforce stabilization, and the residency may become a model
for other rural organizations.

Definitions of Terms

The following definitions were used to guide the project.

Advanced practice registered nurses (APRNs): An APRN is an RN who has
completed an advanced graduate-level education program and has passed a national
certification examination in order to practice in one of four APRN roles (clinical nurse
specialist, nurse midwife, nurse practitioner, and registered nurse anesthetist). They have
acquired advanced clinical knowledge and skills to diagnose and treat health problems,
prescribe medications, perform procedures, order and interpret laboratory tests, counsel
patients about health promotion and prevention, coordinate care, refer patients to
physicians and other health care providers, and advocate for patients in the complex
health care environment (AANP, 2014).

Critical access hospital (CAH): A hospital designation created by the Rural
Hospital Flexibility Program of the Balanced Budget Act of 1997, which allocated funds

to assist rural areas in meeting the health care need of the population. The CAH is a 25-
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bed capacity hospital located in a rural setting which provides inpatient, skilled, and
emergency services (Hurme, 2007).

Healthcare reform: The term healthcare reform encompasses all the changes
related to healthcare that have been implemented, are currently being implemented or
will be implemented in the future as the results of legislation including but not limited to
the Patient Protection and Affordable Care Act of 2010 and the Healthcare and
Reconciliation Act of 2010.

Nurse practitioner (NP): An NP is an RN with advanced education and clinical
training who can provide a wide range of healthcare services, including assessment, order
and interpret diagnostic tests, make diagnoses and initiate and manage treatment
plans. NPs work autonomously and in conjunction with other professionals, including
physicians, to provide coordinated, comprehensive, quality health care (AANP, 2014).

Primary care: Primary care is the provision of entry level health care by a
clinician who is accountable for a majority of personal health care needs over a
sustainable period of time ideally in the clinic setting (HRSA, n.d.).

Registered nurse (RN): An RN is a nurse who has graduated from a nursing
program at a college or university, and has passed a national licensing exam to obtain a
nursing license. An RN's scope of practice is determined by the state of licensure. In
Minnesota, an RN is licensed by the board to practice professional nursing (Minnesota
Board of Nursing, 2014).

Residency program: A structured program that has clinical and educational

components, clinical rotations, and competency-based outcomes (Flinter, 2012).
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Rural: All nonmetro counties are considered rural if they are not located in the
same county as an urban area which is defined as a population 50,000 or more (HRSA,
n.d.). For purposes of this paper, rural will be defined as a town with a population of
2,500 or less consistent with the typical population of a community with a CAH.

Assumptions and Limitations

Assumptions

Assumptions are statements taken for granted or considered true, even though
they have not been scientifically tested (Grove, Burns, & Gray, 2013). The current
project included a few assumptions.

1. The transition-to-practice NP residency should be a positive process for
participating NPs and the sponsoring organization.

2. The transition-to-practice NP residency curriculum should be practical,
increasing confidence and competence of the NP participant working in the CAH setting.

3. The transition-to-practice NP residency should be cost effective, allowing the
sponsoring organization to expand to other sites.
Limitations

Limitations are theoretical and methodological restrictions or weaknesses in a
study that may decrease the generalizability of the findings (Grove, Burns, & Gray,
2013). The current project includes several limitations:

1. The curriculum developed in this QI project may not be generalizable to

another setting.
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2. The implementation plan in this QI project may not be generalizable to another
setting.

3. The evaluation plan in this QI project may not be generalizable to another
setting.

4. 1, the project developer, am employed at the CAH targeted for pilot
implementation. Therefore, NP leadership may influence participation in the pilot
program.

5. The lack of clear definition of the residency program (clinical practice, clinical
competencies, clinical education, or management expectations) may limit implementation
and evaluation plans.

Summary

This chapter presented a brief overview of the problem that rural health
organizations experience recruiting and retaining NPs to work in CAHs. Development of
a pilot transition-to-practice residency program that supports the NP working in the ED
of a rural CAH hospital was based on research and grounded in theory. Successful
implementation will contribute to the nursing knowledge base and increase likelihood of
expanding to other CAH sites. Creation of a high quality curriculum along with practical
implementation and evaluation plans will facilitate adoption, expansion and sustainability
of the residency program.

In Section 2, I will present a review of the literature and the theoretical framework
to support the NP residency model. Initial consideration will address the rural landscape

followed by the development of the NP role and healthcare reform, and the concluding



discussions will cover application of theoretical frameworks from the context of rural
health, novice to expert professional development, and limbo to legitimacy role

transition.

14



15
Section 2: Review of the Scholarly Literature
Introduction

The purpose of this QI project was the development of a residency program with a
model curriculum for a transition-to-practice NP residency that supports the NP in a CAH
along with plans for implementation and evaluation. I explored the scholarly literature to
justify the need to develop a program to stabilize the rural healthcare workforce with the
impact focused on recruitment and retention. In this section, I examine the scholarly
literature focused on the rural health landscape, NP role, healthcare reform, NP role
transition, and theoretical frameworks.

Literature Search Strategy

I searched for literature electronically in the following databases: CINAHL,
Medline, ProQuest, PubMed, and Cochrane Library. I discarded articles older than 10
years unless they were classic or landmark research publications. Terms used for the
search were: nurse practitioner, emergency department, residency, orientation, job
satisfaction, rural health, rural health theory, access to care, turnover, burnout, and
mentoring. In order to produce more targeted results, [ used Boolean operators and and or
between the search terms.

Rural Health Landscape

Rural Population

The rural landscape is affected by population demographics and health behaviors.
Rural residents tend to be older and poorer than those living in urban areas (Brolin &

Bellamy, 2012). Although the rural population grew by a modest amount between 2000
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and 2010, it continued to decline as a percentage of the total population from 21% to
19.3% (U.S. Census Bureau, 2012). According to the 2010 Census, more than 17% of
rural residents were 65 or older, compared with 13.7 % of the total U.S. population (U.S.
Census Bureau, 2012). Per capita income was also much lower in rural than urban areas
($35,324 for rural persons vs. $45,188 for urban persons) reflecting higher poverty rates
(18.4% rural, 15.5% urban, 15.9% U.S. average; United States Department of
Agriculture, 2014). Rural areas have also become more racially and ethnically diverse
with minorities contributing to 83% of rural population growth (Housing Assistance
Council, 2012; Ziller, Lenardson, & Coburn, 2012). Rural areas are comprised of 78%
white people, 9.3% Hispanic people, 8.2% Black people, 1.9% Native American people,
and 1% Asian people compared to a national average of 64% white, 16.3% Hispanic,
12.2% Black, 4.7% Asian, and 0.7% Native American (HAC, 2012). Demographic
diversity impacts local health care systems and may require adaptation to meet ongoing
needs.

Rural residents typically experience worse health than their urban counterparts. A
higher proportion of rural residents (19.5%) reported their overall health to be fair or poor
compared to urban residents (15.6%; Choi, 2012). Chronic conditions such as obesity,
diabetes, hypertension, heart disease, stroke, mental illness, and substance abuse are more
common in rural areas (Choi, 2012; NRHA, n.d.; Zillner et al., 2012). Rural residents are
twice as likely to use tobacco compared to urban residents (Shan, Jump, & Lancet, 2012).

They also experience a higher rate of death and serious injury rate from motor vehicle



17
accidents (60% rural vs. 48% urban; NRHA, n.d.). The gap between rural and urban
cancer death rates also continues to widen (AHRQ, 2012).

Rural residents also are less likely to have health insurance. Lack of health
insurance is associated with poorer health outcomes, delayed care, and negative
experiences with the health system (IOM, 2009). Rural residents are more likely to be
uninsured than urban residents (17.8% vs. 15.3%) with higher dependency on public
programs (Choi, 2012; Grantmakers in Health, 2009; Ziller et al., 2012). Rural residents
are also less likely to be covered by Medicaid benefits than their urban counterparts
(NRHA, n.d.). They are also less likely to have employer-sponsored healthcare coverage
due in part to employment characteristics such as part-time, seasonal, or self-employed
(Choi, 2012; Ziller et al., 2012). As a result, rural residents spend more on health care
out-of-pocket and a higher proportion of their income for health insurance coverage.
Unfortunately, the uninsured also tend to obtain care at the most expensive source, the
ED, likely related to decreased access to other sources of primary care, such as office-
based healthcare providers (Ziller et al., 2012). The Agency for Healthcare Research and
Quality (2008) conducted a study of ED visits in the United States and found: (a) 90%
higher rate of usage among those living in low-income areas compared with those living
in higher income areas (544 vs. 287 per 1,000); (b) 24% higher ED use among those aged
65 and older compared with those aged 18 to 44 (550 visits vs. 444 visits per 1,000); and
(c) 39% higher ED usage for those living in rural areas compared with urban (515 visits

vs. 372 visits per 1,000).
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Access to Care

Access to quality healthcare services has become a top-ranking priority among
rural health stakeholders (U.S. Department of Health and Human Services, n.d.). Some of
the most difficult obstacles to overcome in rural health are related to lack of healthcare
providers and lack of health insurance coverage. A higher portion of elderly live in rural
areas at the same time many healthcare professionals are retiring (Fordyce, Skillman, &
Doescher, 2013). Rural residents have greater need and limited access to health care
services often leading to delayed care and underuse of preventive health services (Choi,
2012). Although people living in rural areas experience many of the same issues as their
urban counterparts, they are often considered a more vulnerable population due to their
economic disadvantage, poorer health, and limited health care access (Choi, 2012).

The distribution of physicians is also problematic. Unfortunately, only 10% of
physicians practice in the rural United States, and new physicians are migrating toward
specialization despite the growing need in primary care (Alliance for Health Reform,
2012; National Rural Health Association, n.d.; National Resident Matching Program,
2014). In 2014, only 38.9% of U.S. graduates chose primary care residencies compared to
38% in 2013, and only 51% of primary care residencies were filled by U.S. graduate
medical students (NRMP, 2014; Pohl, Barksdale, & Werner, 2013). Foreign-trained
physicians were matched to the remaining slots. Unfortunately, physicians are not
choosing primary care specialties where the need is greater. As of June 19, 2014, there
were approximately 6,100 medical health professional shortage areas (HPSAs) within the

United States with 56,632 approved sites with 57% of those openings located in rural
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and frontier areas (HRSA, 2013). Sadly, few physicians will migrate to rural shortage
areas where the need is greatest. Upon review of all available data, researchers conclude
that U.S. trained physicians will have a significantly less visible role meeting the nation’s
primary care needs especially in rural areas (Pohl, Barksdale, & Werner, 2013).

Mental health providers are also in short supply. Sixty percent of rural residents
live in mental health shortage areas (Choi, 2012). The shortage of mental health
professionals places an additional burden on primary care providers working in rural
areas who must provide mental health services. Rural providers often care for patients
with multiple physical and mental health problems creating very challenging practice
expectations. With fewer physicians practicing in rural areas, NPs are filling the gaps and
providing care to increasingly complex patients.

Rural Staff, Recruitment, and Retention

Hospitals in rural communities experience challenges in hiring qualified staff to
provide health care services. Lower operating margins inhibit rural sites from offering
competitive wages and benefits compared to hospitals in urban settings (Nelson &
Gingerich, 2014). Researchers have shown most physicians practice where they train and
complete residency programs, and only 3% choose to practice in rural areas (U.S.
Department of Health and Human Services, n.d.). Since most residency programs are
located in urban areas, most physicians stay in similar practice locations. However,
physicians are more likely to practice in a rural area if they: (a) come from a rural
background, (b) specialize in family medicine, (c) participate in the National Health

Service Corps (NHSC), and (d) have medical training that exposes them to rural medicine
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(AAFP, as cited in Brolin & Bellamy, 2012). The ongoing physician shortage has created
gaps that have been filled by NPs and physician assistants (PAs). Approximately 50% of
NPs work in primary care compared to 33% of PAs, yet the desire to work in a rural
setting parallels that of physicians (Pohl et al., 2013). Therefore, providing educational
experiences and rotations in rural sites is very important for recruitment and retention.

The NHSC is a valuable recruitment and retention incentive. The program
provides financial assistance to students and loan repayment for qualified providers
willing to work in a health professional shortage area (HPSA). The program repays
educational loans ($50,000 tax-free money for a 2 year commitment, renewable up to
$140,000) and provides scholarships (tuition and living stipends) to students who are
willing to practice in areas of the country with greatest need after graduation (NHSC,
n.d). A 2012 retention survey found that 82% of NHSC clinicians who completed their
service commitment continue to practice in underserved communities up to one year after
completion of their service, and 55% remain after 10 years (NHSC, n.d.). The NHSC
(n.d.) had 8,900 clinicians in contracts in 2013 providing health care to over 9.3 million
people. Unfortunately, there are not enough willing or qualified applicants to fill the all
the open positions. The shortage of qualified physicians shifts increased responsibility
onto NPs.
Rural Nursing
Rural healthcare requires a specific set of skills for successful nursing. Providing

care in the rural setting requires nurses (including NPs) to function as “expert generalists”

with the ability to assume multiple roles (Bushy, 2006; Hurme, 2007). The rural nurse
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must provide care for all disciplines, acuity levels, and age groups simultaneously (Busby
& Bushy, 2001; Molanari, Jaiswal, & Hollinger-Forrest, 2011). Rural nurses are
considered the “best and the brightest” because they must have excellent critical care
skills, strong teaching abilities, and knowledge of respiratory therapy, pharmacy, and
nutritional services (Bigbee, 1993, p. 139). They function beyond protocol guides,
function autonomously, take more responsibility for decision-making, and possesses
excellent physical assessment and technical skills often functioning in situations without
a physician (Hurme, 2007). Unfortunately, nurses working in rural settings do not receive
the same professional respect given to nurses employed in large suburban hospitals where
nurses believe rural nurses are less intelligent, rural hospitals outdated, and rural
physicians “backwoods” with limited clinical expertise (Hurme, 2007). New nurses
working in rural areas also experience high rates of anxiety resulting in burnout within
the first 18 months of practice (Duschscher, as cited in Molanari et al., 2011). Despite the
challenges, many nurses find rural practice rewarding, and some reach out for
opportunities to pursue advanced practice roles.

Background of the Nurse Practitioner Role
The NP role began in the United States in the 1960s, and interest in the advanced
practice role has expanded around the world. In 1965, Loretta Ford and Dr. Henry
Silverman, a nurse—physician team, created the first program for NPs at the University of
Colorado (United States) in response to increased specialization in medicine leading large
numbers of physicians out of primary care (AANP, 2014). The migration from primary

care to specialty practice led to a large void in healthcare in rural medically underserved



22
areas. Provider shortages in rural areas provided the ideal circumstances allowing the NP
role to develop. The NP role was very successful, and programs were created in an
environment of informal training, lack of credentialing, increasing medical technology
sophistication, and opposition by physicians and nurses alike (O’Brien, 2003). However,
patients were very satisfied with the high quality care they received, and the numbers of
NPs began to grow. Mounting evidence documented the NP’s ability to provide high
quality, safe healthcare with satisfaction equivalent to physicians. By 1973, there were 63
formal NP programs with a curriculum focused on health promotion, disease prevention,
and acute and chronic disease management to meet the needs of the underserved
population in the country (AANP, 2014). Policy makers also took note of the popularity
and effectiveness of the NP role, passing healthcare laws promoting their use in shortage
areas.

Healthcare Reform Transforms the NP Role

Rural Health Clinics

The Rural Health Clinic Act of 1977 provided the legislation to establish rural
health clinics (RHCs) in response to health disparities noted in rural areas (Rural
Assistance Center, 2014). The legislation provided the first opportunity for NPs to be
reimbursed from government programs, such as Medicare and Medicaid. The RHC
model also provided the financial incentive of cost-based reimbursement for all-inclusive
services and mandated use of NPs, certified nurse midwives (CNMs), or PAs with
physician oversight (Crim, Wiley, & Clark, 2007). The law provided reimbursement for

nonphysician providers in rural areas only. Research continued to support the positive
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outcomes of the NP role. Sox (1979) reviewed 21 studies comparing the care provided by
NPs and physicians care and concluded the care to be indistinguishable. The
overwhelmingly positive studies fueled demand for NPs, and more rural clinics
converting to the RHC model of care. The NP role was so successful in the RHC that
interest developed in role expansion within other settings.

Critical Access Hospital

The Balanced Budget Act (BBA) of 1997 provided the legislation allowing states
to participate in the flex hospital program and creating the legal basis for the CAH
program (RAC, 2013). Designation as a CAH played an important role stabilizing rural
hospitals that had been closing at a higher rate than urban hospitals (10.4% vs. 5.2%) by
providing cost-based reimbursement (Marsh et al., 2012). CAHs were allowed to staff
their ED with NPs and PAs without requiring on-site physician presence (Marsh et al.,
2012; RAC, 2013). Researchers have continued to find support for positive outcomes of
NP services. Mundinger (1994) published a landmark study in the New England Journal
of Medicine providing evidence that NPs provide cost-effective and quality primary
health care. An additional provision of the BBA expanded Medicare and Medicaid
reimbursement to all APRNs regardless of geographical location (AANP, 2014).
Reimbursement has led to increased employment opportunities and more published data
supporting outcomes.

Federal legislation has promoted the use of NPs in shortage areas. NPs in safety
net locations such as RHCs and Federal Qualified Health Centers (FQHCs) were

becoming mainstream healthcare providers. A systematic review of 34 studies concluded
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that the availability of NPs in primary care has resulted in high level patient satisfaction
and high quality care (Horrocks, Anderson, & Salisbury, 2002). Research results have
provided the momentum for further NP role expansion as a means to improve healthcare
access and reduce skyrocketing health care costs. Outcome data fueled renewed interest
in contributions NPs could have in health care reform if scope of practice laws were
addressed.

Affordable Care Act

The Affordable Care Act (ACA) of 2010 introduced a new era of health care
reform. The legislation addressed access to care by providing expanded health insurance
coverage for an additional 32 million Americans (Brolin & Bellamy, 2012). There are
many rural implications of the new law. According to the National Advisory on Rural
Health and Human Services (2014), of the 41.3 million newly insured Americans, 7.8
million live in rural areas. The expansion creates a disproportionate burden on rural
healthcare organizations by adding even more users to an already understaffed rural
setting and creating additional access-to-care difficulties (Marsh et al., 2012). The ACA
anticipated the challenges facing rural shortage areas and responded with increased
funding for the NHSC program to expand scholarship and loan repayment programs. The
NHSC provides tax-free loan repayment to providers in exchange for a contract to work
in a qualified shortage area (NHSC, n.d.). Unfortunately, the physician shortage is
expected to worsen with declining interest in primary care, aging practitioners, and
increased demand (National Council of State Legislatures, 2011). As a result, recruiting,

training, and retaining NPs for rural practice will be critical to fill gaps in the workforce.
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NPs provide a significant portion of primary care in rural areas. Research
continued to support the quality, safety, and acceptance of healthcare services provided
by APRNSs (Laurant et al., 2014). Unfortunately, many NPs cannot legally practice what
they have been educated to do because of restrictive scope of practice laws. The IOM’s
(2010) report The Future of Nursing calls on nurses to work at the highest level of their
education, encouraging states to expand APRN scope of practice laws.
Scope of Practice

Although NP education is based on national standards, state scope of practice
laws determine the NP’s ability to provide patient care. Health care reform has triggered
increased pressure to expand APRN scope of practice. Degree of independence varies
because each state has jurisdiction to determine rules regarding the issue of collaboration
or supervision by physician within that state. Many physician groups vehemently object
(AAFP, 2011). The Federal Trade Commission (2014) urged state legislators to avoid
imposing restrictions on APRN scope of practice unless those restrictions are necessary
to address well-founded patient safety concerns. Many states have passed laws to expand
scope of practice and/or reduce practice barriers. Nineteen states (plus the District of
Columbia) allow independent practice, 19 allow reduced practice, and 12 allow
restrictive practice. Many states have introduced bills to expand APRN scope of practice
(AANP, 2014). Ironically, an interesting phenomenon has emerged: tethering expanded
scope of practice with a time specified collaborative practice.

The 2014 legislative session ushered in scope of practice gains associated with a

tethered collaborative practice requirement. Connecticut authorized independent practice
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but required at least 2,000 hours of collaborative practice during the first 3 years before
granting independent practice (CAPRNS, 2014). Minnesota expanded APRNSs scope of
practice, allowing independent practice with the stipulation that new NPs practice
collaboratively with another NP or physician for 2,080 hours before authorizing
independent practice (AANP, 2014; Minnesota Nurse Practice Act, 2014). New York
also relaxed restrictions, allowing NPs with over 3,600 hours of experience to transition
to a collaborative relationship and retiring written collaborative agreements (Modern
Healthcare, 2014). However, Nebraska APRNs did not fare as well. Despite a unanimous
legislative vote to allow APRN independent practice after completing a 2,000 hour
collaborative agreement, the governor vetoed the bill, citing patient safety concerns and
the need for a longer collaborative transition period of approximately 4,000 hours of
clinical experience (AANP, 2014). The trend toward tethering a time-specified
collaborative practice suggests safety concerns that new NPs would benefit from
additional support and guidance during the first few years of practice.

Restrictive scope of practice is problematic for a variety of reasons. States with
more restrictive scope-of-practice laws are associated with challenging practice
environments. For example, a collaborative agreement requires the NP to establish a
working relationship with a physician to prescribe medications, order tests, and order
durable medical equipment. Locating a physician who is willing to collaborate is often
difficult, particularly in rural areas. Fees paid to the physician, often thousands of dollars
a year, have no legal basis, and there are of no measureable benefits to the patient. Scope

of practice laws appear to have a substantial indirect impact on what services the NPs can



27
provide because requirements for physician supervision affect practice opportunities for
NPs and influence payer policies (Yee, Boukus, Cross, & Samuel, 2013). Interpretation
of collaboration by regulatory bodies is also subject to inconsistency, creating barriers
that prohibit the ability to order durable medical equipment, physical therapy or other
restorative services, home health care, and hospice services. Lastly, there are no data to
support the need for a restrictive scope of practice based on safety, quality, or patient
satisfaction (Fairman, Rowe, Hassmiller, & Shalala, 2011). The Federal Trade
Commission (2014) encouraged states to expand scope of practice laws citing physician
supervision requirements are unjustified and restricts competition.

Federal policy makers are also under mounting pressure to relax regulations
allowing APRNs to work at the top of their scope. Regulatory requirements mandating
physician supervision are imbedded in many federal laws and interpretive guidelines. For
example, the Centers for Medicare and Medicare (CMS) requires physicians to cosign NP
documentation of care provided in the hospital setting to show evidence of physician
supervision, allows only a physician to order diabetic shoes, and requires a physician to
be physically in-house while cardiac and pulmonary rehabilitation sessions occur (Lui,
2013). The restrictions limit the services a NP can provide in a rural hospital, considering
the NP is able to successfully manage the same potential cardiac arrest in the ED.

NP Role Transition and Residency Programs

The breadth and depth of a rural practice setting requires the NP to have extensive

knowledge and clinical experience to provide high quality, safe patient care. It is

unrealistic to expect an educational institution to prepare the NP to assume autonomous
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management of complex patient care in the rural setting upon graduation. Many NPs are
being hired to assume positions previously filled by physicians. Although most NPs have
extensive nursing experience before pursuing their APRN education, the NP education is
less robust than that of a physician. NP education consists of 2—-3 years at the
graduate/doctoral level compared to a physician’s 4-year medical education plus a 3-year
residency. However, they are often paid 50% of a physician’s salary and expected to
assume 85—100% of a physician’s responsibilities. NP education prepares students to
become entry-level NPs. Licensure by the state and certification by an accredited agency
do not measure clinical competence nor do they ensure that high quality, safe patient care
is being provided. Therefore, organizations that hire NPs must assume responsible to
provide transition-to-practice programs supporting a process whereby the NP can gain the
necessary skills to meet the needs of the patient population. Most organizations provide a
basic orientation and opportunity for informal preceptorship and mentorship experiences.
However, a longer term support program is often needed. To address this gap in
education and provide a more supportive transition-to-practice experience, residency
programs are being offered at leading healthcare organizations such as Mayo Clinic,
Johns Hopkins, and Emory (Boyar, 2012). The IOM (2010) has recommended residency
programs for nurses (including NPs) to support the transition to the new practice
environment. The IOM (2010) recommends implementation of nurse residency programs
as follows:

State boards of nursing, accrediting bodies, the federal government, and

health care organizations should take actions to support nurses’ completion of a



29

transition—to-practice program (nurse residency) after they have completed a

prelicensure or advanced practice degree program or when they are transitioning

into new clinical practice areas. The following actions should be taken to

implement and support nurse residency programs:

State bodies of nursing, in collaboration with accrediting bodies such as
the Joint Commission and the Community Health Accreditation Program,
should support nurses’ completion of a residency program after they have
completed a prelicensure or advanced practice degree or when they are
transitioning into new clinical practice areas.

The Secretary of health and Human Services should redirect all graduate
medical education funding from diploma nursing programs to support the
implementation of nurse residency programs in rural and critical access
areas.

Health care organizations, the Health Resources and Services
Administration and Centers for Medicare and Medicaid Services, and
philanthropic organizations should fund the development and
implementation of nurse residency programs across all practice settings.
Health care organizations that offer nurse residency programs and
foundations should evaluate the effectiveness of the residency programs in
improving the retention of nurses, expanding competencies and improving

patient outcomes.
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Organizations that have sponsored NP residencies have demonstrated
improvement in patient outcomes, improved NP job satisfaction and retention, reduced
turnover, cost reduction, and a positive impact on healthcare trends (Cussion & Strong,
2008; Dyess & Sherman, 2009; Flinter, 2012; Sullivan-Benz et al., 2010). CAHs may
similarly benefit by providing structured NP residency programs.

Theoretical Frameworks

Rural Nursing Theory

Rural nursing theory evolved from the need to differentiate the perceptions and
needs of rural residents from care provided to urban dwellers. Long and Weinert (1989)
identified three concepts unique to rural dwellers. The first relates to the concept of work
beliefs and health belief with the premise that “rural dwellers define health primarily as
the ability to work, be productive and do usual tasks” (Long & Weinert, 1989, p. 120).
The second concept is that “rural dwellers are self-reliant and resist accepting help or
services from those seen as ‘outsiders’ or from agencies seen as national or regional
‘welfare’ programs” (Long & Weinert, 1989, p. 120). They prefer to seek health care
from “insiders” with whom they are familiar. The third concept relates to the health care
provider in rural areas and the lack of anonymity they experience as compared to their
urban or suburban peers. This lack of anonymity also applies to the recipients of health
care in rural areas as they have a limited ability to have a private area in their lives.
Additional considerations raised by Long and Weinert (1989) include the need for
understanding healthcare-seeking behavior due to isolation and distance from health care

facilities (p. 119).
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Lee and Winters (2004) built on rural nursing theory, concurring with the themes
of insider, lack of anonymity, and familiarity. They identified four additional major
themes and added these themes to the theory:

1. Definition of health emerged related to quality of life and being physically,
mentally, and emotionally able to function.

2. Distance and access to resources emerged as areas of concern. Although
family practice access was typically available locally, the trade-off of living in a rural
area included having to drive to obtain care from a specialist was an expectation.
Availability of pharmacy services and/or hours of operation limited access for working
people increases reliance on mail order or neighbors to deliver medications. Emergency
care perceptions varied from absolute confidence in the volunteer emergency medical
technician (EMT) staff to less enthusiasm in quality of care compared to urban areas.
People had vague ideas about what kinds of emergency services were available in the
rural ED and expressed even less confidence in the services available.

3. The system-action-time-line (SALT) process involves recognition of symptomes,
the decision to act on that assessment, and the time taken to do so. SALT-illness response
was based on what worked in the past, access to health care, and the ability to miss work.
SALT-injury response was based on the ability to take the necessary self-care actions.
The further away from immediate health care access, the less likely they would access
care. Many drive themselves to the nearest emergency site because waiting for an

ambulance could double travel time.
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4. Choice was identified in two spheres: residence and health care provider. Those
who grew up in the community expressed a sense of familiarity while those who moved
in expressed appreciation for rural lifestyle. Healthcare provider choice often related to a
personal assessment of the severity of the problem. Local resources were usually the first
choice often dependent on weather, road conditions, or assessment of local resources or
severity of the condition.
Benner’s Novice to Expert Model

Benner’s (1984) novice to expert theory provides a framework that guides nurses
through a process of professional development. The theory draws heavily on Dreyfus’s
model of skill acquisition. According to both theories, there are five levels of professional
development that allow progress along a continuum from beginner to expert including:
novice, advanced beginner, competent, proficient, and expert (Benner, 1984). The basic
premise is that experience is the prerequisite for becoming an expert. Central concepts of
Benner’s model are those of competence, skill acquisition, experience, clinical
knowledge, and practical knowledge. The stages occur over time along a continuum
allowing the nurse to accumulate experience. Despite having expertise in one area, when
faced with a new role or new context, the nurse would once again be performing at a
novice level or higher based on the similarities or differences in the new role.

The five levels of nursing proficiency are:

1. Novice are beginners who have no experience of the situations in which they
perform. As a beginner, the novice nurse lacks the experience necessary to feel

competent and confident. The rule-governed behavior is extremely limited and inflexible
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suggesting novices have no life experience or work experience to draw on requiring
continual verbal and physical cues to practice safely.

2. Advanced Beginners demonstrate marginal acceptable performance because
knowledge level is building yet they have not coped with enough real situations to gain
experience. Prior experiences provide a foundation to apply in actual situations.
Principles are based on experience yet require occasional supportive cues.

3. Competent is the stage to describe the nurse who has been on the same job or
similar situation for two or three years. The nurse is able to demonstrate efficiency, is
coordinated and confident his or her actions. The competent nurse lacks the speed and
flexibility of the proficient nurse but has a feeling of mastery and ability to come with
and manage many of the contingencies of clinical practice. The competent nurse does not
have the experience to recognize an overall picture in terms of which aspects are most
important.

4. Proficient is characterized by the ability to perceive the whole rather than in
terms of chopped up parts or aspects because they perceive meaning in terms of long
term goals. The proficient nurse learns from experience what typical events to expect in a
given situation, and how to plan response to those events. They can recognize when the
expected normal picture does not materialize. This holistic understanding allows the
nurse to improve decision-making by understanding the importance of existing attributes
and aspects in the present situation.

5. Expert status allow the nurse to intuitively grasp each situation and zero in on

the source of the problem without wasteful consideration of a long range of unfruitful,
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alternative solution. The expert performer no longer relies on rules or guidelines to
understand and take the appropriate action. Highly skilled analytic ability is used for the
situations the nurse has no previous experience (Benner, 1984).

In addition, Benner describes seven domains that can be applied to nursing
practice and education. They are:

* Helping role,

* Teaching or coaching,

* Diagnostic client monitoring,

* Effective management of rapidly changing situations,

* Administering and monitoring therapeutic interventions and regiments,
*  Monitoring and ensuring quality health care practices, and

* Organizational and work-role competencies (Benner, 1984).

Residency programs should be created taking into consideration the stages of role
acquisition. Experienced NPs are also in a prime position to consider Benner’s model as
they assist fledgling NPs transition into their new roles. As NPs gain expertise and
confidence, they are increasingly capable of molding the next generation of NPs by
becoming mentors, preceptors, and educators. Other nurse educators and researchers
were inspired to develop theories based on Benner’s seminal work specific to NP role
transition.

From Limbo to Legitimacy
The from limbo to legitimacy (FLL) model built on Benner’s theory providing a

framework to explain NP role transition (Brown & Olshansky, 1997). The theory was
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developed by Marie Annette Brown, PhD, Professor of Nursing at the University of
Washington in Seattle, Washington and Ellen Olshansky, PhD, Associate Professor of
Nursing at Duquesne University in Pittsburg, Pennsylvania. In 1997, Brown and
Olshansky developed the FLL model to describe the NP’s first year transition period.
Their research involved following 35 new NPs after graduation to explore the transition
to practice experience. Four major themes emerged: laying the foundation, launching,
meeting the challenge, and broadening the perspective. The emerging themes and
subcategories are noted below:

1. Laying the foundation occurs between graduation and starting the initial NP
position. The initial state provides the groundwork for future development and includes
the following subcategories: recuperating from school, negotiating the bureaucracy,
looking for a job, and worrying.

2. Launching occurs when the first NP job has begun and continues for several
months. This part of the role transition is the most painful and includes the following
subcategories: feeling like an imposter, confronting anxiety, getting through the day, and
battling time.

3. Meeting the challenge occurs after the new NP has acquired some skills, and
feels more comfortable in the new role. A hallmark of this phase was the development of
a clear picture of themselves as a NP. Subcategories of this phase include: increasing
competence, gaining confidence, and acknowledging system problems.

4. Broadening the perspective occurs when the NP develops and affirms

capabilities within the larger system. The NP easily acknowledges strengths, and begins
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to add new challenges to their roles. Subcategories in this phase include: developing

system savvy, affirming oneself, and upping the ante (Brown & Olshansky, 1997).

Theoretical models can provide frameworks to develop NP residency programs.

The FLL model identifies many of the challenges encountered during the first year of

practice. Refer to Figure 1.
PROCESS CATEGORIES

Limbo to Legitimacy - Laying the Foundation

Launching

Meeting the Challenge

Broadening the Perspective

SUB-CATEGORIES

Recuperation from school
Negotiating the bureaucracy
Looking for a job

Worry

Feeling like an imposter
Confronting anxiety
Getting through the day
Battling time

Increasing competence
Gaining confidence
Acknowledging system
Problems

Developing system saavy
Affirming oneself
Upping the ante

Figure I. From limbo to legitimacy model. Adapted from “From limbo to legitimacy: A
theoretical model of the transition to the primary care nurse practitioner role,” by M.
Brown and E. Olschansky, E., 1997. Nursing Research, 46(1), Copyright 1997 by

Wolters Kluwer Health. Adapted with permission.

Background and Context

The CAH targeted for implementation of the pilot described in the QI project is

located in a rural community in northwestern Minnesota. The county ranks last in the

state for health factors and health outcomes (University of Wisconsin Public Health
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Institute, 2014). The CAH serves a significant Native American population that receives
a considerable portion of their primary healthcare through Indian Health Services. The
hospital was the first in the state of Minnesota to convert to the CAH model in 1998,
taking advantage of the provision to staff its ED with NPs and PAs without on-site
physician backup. The community has experienced great difficulty recruiting and
retaining physicians, NPs, and PAs to staff their facility where providers assume
responsibility for patient care in clinic, emergency room, hospital, and nursing homes
settings. The facility is owned by the county and city but managed by an integrated rural
health system with a Level 2 trauma center located 70 miles away. The regional health
system has a vested interest in the success of the organization as a significant portion of
referrals originate from the CAH.

My background is well suited to lead this project. I have lived in the community
for over 30 years, and work at the CAH providing ED coverage for over 16 years. [ am
employed by the regional health system with over 25 years’ experience in a variety of
positions including staff RN in the Pediatric Intensive Care Unit (PICU) and NP. I have
also witnessed job dissatisfaction leading to turnover while working at the rural CAH.

Summary

This literature review focused on the rural health landscape, the changing role of
the NP in response to healthcare reform, and transition to practice issues. I discussed
three theoretical frameworks (rural health, novice to expert, and FLL) to provide
contextual understanding of the population and professional role development. However,

the role expectations of the NP in a CAH setting have not been specifically addressed.
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Research supports the unique differences between urban and rural residents as well as the
difficulties NPs have transitioning to practice. Yet, a significant gap still remains in the
literature related to a residency program that supports the NP role in the rural setting
including the CAH.

A variety of solutions have been identified in a retrospective review of the
literature. Orientation and mentoring programs have been proposed and may be helpful.
However, the skill and competency level of NPs cannot be addressed when solo practice
is required in a rural setting. Many states recognize the importance of additional support
in the early transition-to-practice years by requiring a collaborative or supervised practice
before granting independent practice. I, the project facilitator, have worked in the CAH
identified for pilot implementation for the past 16 years and have witnessed the
challenges new staff experienced transitioning to role expectations. Healthcare leaders
are taking responsibility for NP onboarding needs by exploring the residency concept as a
potential intervention to stabilization its rural health workforce. NP residency programs
are supported by the literature and offer great potential to stabilize workforce shortages in
rural areas.

I am well positioned to the take the lead in current project. I live in the
community and work at the CAH. I am employed by the regional health system and have
a strong rural health background. Education at the doctoral level has provided an
opportunity to develop the project with the cooperation from the administrator for the

local CAH and senior management from the regional health system.
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In Section 3, I will describe the approach taken to develop the QI project. I will
present the process, interdisciplinary team, review of evidence, development of

curriculum, and delivery modalities along with plans for implementation and evaluation.



40
Section 3: Approach
Introduction

CAHs often lack the resources needed to support NPs to deliver quality care,
ensure patient safety, experience job satisfaction, and minimize turnover. The purpose of
this QI project was to develop a transition-to-practice residency program to support the
NP in the CAH accompanied by curriculum modules along with plans for implementation
and evaluation. [ assumed a leadership role in the project and directed the activities
involved in the process.

In this section, I outline the process followed to create the NP residency program,
develop the curriculum modules, and plan for implementation and evaluation. I collected
no data. No participants were involved as the project only involved creating the NP
residency and curriculum modules with plans for implementation and evaluation. Actual
implementation and evaluation are expected to take place after completion of the project.
The steps are noted below. Refer to the Gantt chart time table (see Figure 2):

1. Assemble an interdisciplinary project team of stakeholders.

2. Guide the project team in reviewing relevant evidence and literature.

3. Obtain Internal Review Board (IRB) approval.

4. Develop the NP residency program and curriculum modules.

N

. Obtain program and content validation.

~

. Develop an implementation plan.

(o)

. Develop an evaluation plan.



41

1-Jul 31-Jul  30-Aug 29-Sep 29-Oct 28-Nov 28-Dec 27-Jan 26-Feb
Summer 2014
IRB Approval
SH Survey
Review Orientation
Review survey results
Interview NP-PAs
Develop Curriculum modules
Develop Implementation plan
Expanded Hybrid Model
Stakeholder Updates
Complete Curriculum Modules
Complete Evaluation Plan

Submit Project to Walden

Figure 2. Gantt chart with project time line.

Interdisciplinary Project Team

I invited individuals to join the team based on their knowledge, expertise, ability,
and interest in advancing the project within the organization. Understanding the system
structure helped me as the DNP project leader better understand the organization,
navigate the system to get things done, and apply strategies to “get below the waterline”
(Kelly, 2013, pp. 34-38). Healthcare reform transitioned the organization from a
physician-dominated organization to a physician-participating organization where
physicians exert less influence in the decision-making process than in the past. Therefore,
knowledge of who has the most influence in the decision process was essential, with
careful attention to those customers and stakeholder interests to garner their support.

The effective team was thoughtfully and purposefully designed with careful

attention to membership. Rogers’s theory of diffusion of innovation provided insight
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about how different team members adopt new ideas and helped to understand responses
and guided effective responses (White & Dudley-Brown, 2012, p. 30). For example,
some team members were labeled “early adopters™ as they were more open to change
while others considered “laggards” as they appeared more resistant to change. The DNP
team leader purposefully included a variety of team members to ensure preservation of
creative tension (Kelly, 2013, p. 154). Team members for this QI project were:

1. I, as the DNP student, team leader, and writer of this project functioned as the
facilitator.

2. Administrator/CEO of the CAH where pilot implementation will take place at a
future time.

3. Network chief operating officer (COO) of the managing organization
representing a 9-state, 37 rural hospital network was responsible for promotion,
organizational policy change, budget, and implementation throughout the rural network.

4. Network chief nursing officer (CNO) of the managing organization
representing a 9-state, 37 rural hospital network worked with the COO on promotion,
policy change, budget, and implementation of the residency throughout the network.

5. Executive vice president of learning and development of the managing
organization who assisted with the education component.

6. Network chief medical officer (CMO) of in-patient services of the regional
network was responsible to promote the project among physician colleagues.

7. Network chief medical officer (CMO) of out-patient services of the regional

network was also responsible to promote the project among physician colleagues.
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8. NPs and PAs who work in CAHs provided input and guidance on curriculum.

9. Local clinic manager provided input regarding the orientation process and
organizational policy.

10. A Minnesota Department of Health contact served as the liaison between the
sponsoring organization and state interests.

Review Evidence

Aligning the QI project with the organization’s mission was important. The
interdisciplinary team was updated regarding the latest research and trends specific to the
QI project. A concise summary of the literature and theoretical framework was provided
to all team members. Team members were not allowed to bring supplemental raw data to
meetings as that would have required supplemental IRB approval. Only summary
evidence was allowed for discussion during meetings. The interdisciplinary team was
assembled from a multitude of stakeholders including representation from the Level 2
trauma center located in the Midwest encompassing a 9-state rural network consisting of
Minnesota, North Dakota, South Dakota, lowa, Nebraska, and Montana. The organization
is recognized as the largest rural health network in the United States. The pilot setting
was identified as an 18-bed Critical Access Hospital located within the boundaries of the
White Earth Indian Reservation and managed by the larger health system.

An adapted version of the logic model served as the framework for the project
design. A plan to inform policy and decision-makers who invested resources into the
programs was developed allowing a mechanism to report outcomes including whether

interventions work, why they work, and under what context (CDC, 2011). The
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conceptual framework has been used to guide managers, policy-makers, and evaluators in
the program planning process allowing the team leader to differentiate between inputs,
outputs, outcomes, and impact (Kettner, Moroney & Martin, 2013). The logic model
framework was adapted by the World Health Organization to address the problem to
increase health workers in underserved areas. The conceptual framework had two aims:
(1) to guide the thinking in evaluating an intervention to increase access to health workers
in underserved areas from project inception/design phase through to its results, by
suggesting key questions about the relevance, efficacy, efficiency, effectiveness and
sustainability of the interventions; and (2) to guide the monitoring of interventions,
through a focus on a routine collection of a set of indicators, applicable to the specific

context (Huicho et al., 2010). See Figure 3.
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Context:
Social determinants, pofitical situation, stakehalders power and interests,
economic issues (fiscal space, fiscal decentralization), individual level factors (marital status, gender)

Design Implemen- | | gythuts Outcomes Impact
tation
Situation Interventions Attractiveness p:f'fu;r:;::e Improved
analysis Education Intentions to come, | | 5 o ity performance
Labour market Regulatory stay, leave Competence health
Organization and Financial incentives Productivity service
management Management and Responsiveness delivery
& ||capacity social support E
=]
-2 ||Reguiatory systems Engagement Accessibility contribuiting to
£ Resources needs Coverage of
§ Criteria for choosing Deployment interventions
B2 ||interventions Effective Improved
Feasibility analysis contracting and Productivity health status
posting Service utilization
Retention Responsiveness
Duration in service | | Fatient satisfaction
Job safisfaction
- Total graduates - Policies on education - Intention to - Staff ratios - Millznnium
'ﬁ' - Total health workers{ | and recruftment stayfleave - Waiting lists Development Goal
E'E. - Budget for human | |- Career pathways - Number of health| | - Absence rates indicators
B E || resources for heatth| |- Requlatory frame- workers recruited - Coverage rates - Health status
= E stralegy/plans works - Funded positions | | patient satisfaction - MMR / IMR
—— - Typeicosts - Stability index
of incentives = "Sunvival” rates

Figure 3. Logic model. From “Increasing access to health workers in underserved areas:
A conceptual framework for measuring results,” by L. Huicho, M. Dieleman, J.
Campbell, L. Codija, D. Balabanova, G. Dussault, & C, Dolea, 2010, Bulletin World
Health Organization, 88, p. 358. Reprinted with permission.
Ethical Considerations

I submitted the necessary paperwork to obtain approval from Walden University
and the sponsoring health system’s Internal Review Boards (IRBs) prior to developing
the project deliverables. Walden University IRB served as the “IRB of Record” for the
project. Permission to use FLL model, WHO adapted logic model, and Misener NP Job

Satisfaction Scale were requested and approved. The project included development of the

NP residency program, curriculum modules, and plans for implementation and
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evaluation. Data was not collected. No participants were involved thereby eliminating the
need for informed consent. Data analysis was not included in any aspect of the project.
All implementation and evaluation was targeted to occur at a future date after completion
of the project.

Products of the DNP Project
Residency Program and Curriculum Modules.

The capstone project was focused on developing a model transition-to-practice
residency program to support the NP in the CAH. Primary products of the project
included the NP residency program and curriculum modules.

The residency program was developed utilizing structure and program elements
from the Practice Transition Accreditation Program (ANCC, 2014b). An online search
of established NP residency programs was conducted regardless of specialty to establish
commonalities in program structure. Residency programs specific to NPs were identified
at FQHCs and organizations such as Emory, Mayo, Johns Hopkins, and Carolina Health
(Boyar, 2012). Residencies were located that focused on primary care, cardiology,
gastrointestinal, urology, psychiatry, palliative care, emergency, critical and trauma care.
A refined search then focused on rural or critical access hospital residencies.
Unfortunately, no residency programs meeting this criteria were identified. PA
emergency medicine residencies sponsored by Level 1 trauma centers were the closest
match.

Established residency programs provided guidance for the creation of the new

program. Many postgraduate residency programs were available for health professions
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including physicians, pharmacists, and nurses. A wealth of information describing the
process to start a residency program was located (Cappel, Hoak & Karo, 2013; Nelson,
2013). Although neither resource focused exclusively on NP residency programs, most
elements can be universally applied. Addition resources included ANCCs accreditation
program, emergency NP competencies, and skills identified by the organization (ANCC,
2014b; ENA, 2008).

The NP residency program was then developed for the rural health network.
Consideration was given to the organization’s mission, structural elements of established
programs, accreditation requirements, and ENP competencies. I attended the 2"¢ Annual
NP Postgraduate Education Summit allowing me the opportunity to represent the
organization, network with national NP residency leaders, and gain insight on the NP
postgraduate education movement. Resources were identified within the sponsoring
organization including an RN residency program, mobile simulation lab, preceptor
training program, and supportive senior management team.

Curriculum modules were also developed using established national standards and
competencies. Sixty entry-level competencies identified in Competencies for Nurse
Practitioners in Emergency Care (ENA, 2008) provided the basis for the curriculum.
Similarities competencies were required for emergency medicine PA certification
(SEMPA, 2014). Competencies were also required by ANCC’s accreditation program
related to critical thinking, clinical reasoning, evidence-based practice, interprofessional
collaboration, and stress management (ANCC, 2014b). Additional competencies reflected

the unique needs of the CAH such as telehealth and regulatory requirements of the CAH.
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The competencies were then organized into eighteen curriculum modules. Refer to
Section 4.

Content validation. The residency program structure was reviewed by national
experts to ensure validity. Initially, no NP residency programs could be located that
focused exclusively on rural health or CAHs. Therefore, contacts were made with
directors of two NP residency or fellowship programs to review the project. Dr. Margaret
Flinter, originator of the first NP residency program agreed to validate the residency
structure and program. Marci Snow- Farquhar, Mayo Clinic cardiology nurse practitioner
fellowship director, agreed to consult on the project. Unfortunately, I realized the
limitations of a specialty focus. Therefore, an alternative expert was located. Dr. Kathy
Morris, program director for the University of Nebraska new post-master’s certificate
Advanced Rural Emergency Acute Care program agreed to review to project (University
of Nebraska Medical Center, 2014).

Implementation Plan

I consulted with the interdisciplinary team to develop an implementation plan.
The plan for implementation was a secondary product of the DNP project and will be
implemented by the stakeholder team after completion of the project. Objectives provided
a starting point to operationalize the residency program and develop the curriculum
before implementation. Baseline data was collected to determine inputs, outputs,
outcomes, and impact according to the logic model (Huichio et al., 2010).

Inputs were explored. The organization recognized a changing labor market

whereby physician recruitment into rural practice will become increasingly more
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challenging with increased reliance on NPs. A competitive labor market may place a
premium on NPs capable to working in the ED. Favorable APRN scope of practice laws
in the Midwest recognize independent practice in Minnesota, North Dakota, and lowa
with reduced practice in South Dakota and Nebraska (AANP, 2014). Support from senior
management within the CAH and rural health network prompted development of a new
onboarding emergency care boot camp program with tentative plan to implement the 12-
month NP residency program.

Organizational resources were identified. As a DNP student, I volunteered time to
develop the project. The sponsoring rural health system contributed access to the
simulation lab, preceptor training program, and learning center to convert curriculum
onto a digital platform. A foundation expressed interest in funding the program.

Implementation processes were also considered. According to Kettner and
colleagues (2013), processes are activities that use inputs to achieve objectives with raw
materials. The transition-to-practice NP residency program is the intervention that will be
implemented. The deliverables of this project include the residency program, curriculum
modules, and plans for implementation and evaluation.

Outputs were another aspect of the logic model. Organizations must remain
competitive to attract and retain qualified staff. Recruitment involves consideration of
attractiveness of the CAH 