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PREFACE

In 1995, the National Association of Clinical Nurse Specialists (NACNS) was formed to be
the national organization specifically dedicated to clinical nurse specialist (CNS) issues and
to promote the unique practice of CNSs. Almost 25 years later, the association continues
to support the CNS role.

NACNS Mission
To advance the unique expertise and value the clinical nurse specialist
contributes to healthcare.

NACNS Goals

The NACNS will:

B Promote the full scope of practice of the CNS;
I Serve as the national leader for CNS education;

B Promote the benefit the CNS brings to evidenced-based quality care, patient
safety, and cost savings in healthcare delivery; and

B Promote research that evaluates the efficacy and value of CNS interventions
and practice.

History of the Statement on Clinical Nurse Specialist
Practice and Education

The NACNS has engaged in strategies to articulate CNS practice competencies, educational
guidelines, and credentialing requirements since 1998. Following the founding of NACNS, the
organization’s Board of Directors and members identified an urgent need for a national state-
ment that would define CNS competencies and contributions to the healthcare of society. The
NACNS’s entry into the national dialogue offered the content needed to assist in differentiating
the practice and education of the CNS role from the other three advanced practice roles.

The First Edition of the Statement on Clinical Nurse Specialist Practice and Education (1998)
represented an effort to articulate the competencies and educational outcomes of the CNS role.
This edition contained a comprehensive review of the CNS role including a historical perspective,
a conceptual model of CNS practice, CNS competencies and outcomes, and CNS educational
recommendations as well as a comprehensive reference list. This original statement was widely
vetted by CNS students, practicing CNSs, CNS employers, schools of nursing, nursing associa-
tions, boards of nursing, and other interested parties. This document is the NACNS’s foundational
work on the CNS role.

The Second Edition of the Statement on Clinical Nurse Specialist Practice and Education
(2004) updated the original and was designed to meet four goals:

B Articulate competencies for CNS practice and associated outcomes;

B Make explicit the contributions of CNSs in meeting societal healthcare needs;

I Provide a foundation for core CNS credentialing including certification examination, portfolio
or other mechanisms; and

B Provide a standardized framework for CNS education at the graduate level.

The 2010 CNS Core Competency Revision

In 2006, as the nursing profession moved toward a consensus-based model for a cohesive
and collaborative approach to licensure, accreditation, certification, and education of Advanced
Practice Registered Nurses (APRNS) (i.e., CNS, certified nurse practitioner [CNP], certified
nurse midwife [CNM], and certified registered nurse anesthetist [CRNA]), NACNS and the APRN
Consensus Workgroup requested that the American Board of Nursing Specialties (ABNS) and
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the American Nurses Association (ANA) convene and facilitate the work of a National CNS
Competency Task Force, using the National Consensus-Building Process to Develop Nationally
Recognized Education Standards and Role/Specialty Competencies identified by the APRN
Consensus Workgroup in its early work together.

Representatives from CNS stakeholder groups were convened in May 2006 to participate in a
national project to identify, validate, and achieve consensus on core CNS competencies relevant
to the entry-level CNS, regardless of specialty, population, or setting. Twenty-seven individuals
representing 22 organizations participated on the Task Force to identify and validate core CNS
competencies. These individuals represented those most familiar with CNS practice and certifi-
cation, and included practicing CNSs, educators, managers, staff of organizations offering CNS
certification, and members of the NACNS.

The final product of this work was the Clinical Nurse Specialist Core Competencies (2010).This
document, after wide discussion and debate, was intended to serve as a replacement for the
CNS core competencies published in the earlier editions of the Statement on Clinical Nurse
Specialist Practice and Education. This work was endorsed by 20 national nursing organizations.

The Third Edition and Its Focus

The following content represents the third edition of the Statement on Clinical Nurse Specialist
Practice and Education (2019). The intent of this revision is to again combine into a single docu-
ment, all components of the original Statement on Clinical Nurse Specialist Practice and Education.

This document is the result of diligent expert authorship, review, and input from NACNS mem-
bers, professional associations, and other entities that represent, educate, and/or employ the
CNS. The Task Force for the Revision of the Statement on Clinical Nurse Specialist Practice and
Education was appointed at the end of 2015. The Task Force members determined that with 20
years of experience since the 1998 original statement in relation to education and employment
of CNSs, it was important to revisit the original Clinical Nurse Specialist Statement and the 2004
Statement revision to update key sections. Readers will note:

B An updated conceptual model of the CNS;
I A change in terminology from spheres of influence, to spheres of impact;

I A refined approach to the presentation of the CNS competencies that consolidates and
refines the competencies under the three spheres of impact;

M An enhanced discussion of the social mandate of the CNS;

M A discussion of the Consensus Model for APRN Licensure, Accreditation, Certification,
and Education, and

B An expanded reference list.

The Development Process for the Third Edition

While appointed at the end of 2015, the Task Force work encompassed a significant part of 2016
and 2017. During this time, the group analyzed the key components of the document, deter-
mined their approach to revision, conducted and analyzed the available literature on the CNS
role, and wrote their revision.

Feedback was solicited from NACNS members throughout the stages of the revision by hold-
ing open forums at the 2016, 2017, and 2018 annual NACNS meetings where feedback was
solicited and incorporated into the document. The Task Force sought input from the Board

of Directors on the initial concepts and then proceeded with the first of two public comment
periods. Because of the reconceptualization and presentation of the CNS core competencies,
this section of the document was published for member and public comment on November
2017-January 2018. Over 200 comments were received and these responses were individually
analyzed to further refine the CNS core competencies.

Third Edition | STATEMENT ON Clinical Nurse Specialist Practice and Education



The revisions to other sections of the CNS Statement soon followed, which allowed for the
publication of the entire document for public comment in May 2018. This comment period was
open first to members and then the public in order to provide for comprehensive feedback. These
comments were integrated into the next review of the document.

On July 19, 2018, NACNS held a content validation panel meeting to provide structured partner
input to the draft Third Edition Statement on Clinical Nurse Specialist Practice and Education’.
The content validation panel process integrated the public comments from the May 2018 com-
ment period and perspectives from CNS experts across the nation identified by the Task Force,
as well as input from representatives of over 20 organizations that were invited to participate

in the content validation process at the July 19, 2018 meeting. A list of organizations and CNS
expert and association participants is included in Appendix C.

The content validation process utilized a content validation tool (Lynn, 1986). The Task Force felt

it was imperative to have CNS experts and nursing association representatives provide a com-
parative review in addition to their expert opinion. Therefore, each participant was asked to rate
the different sections of the draft Third Edition Statement on Clinical Nurse Specialist Practice and
Education according to Lynn’s content validation tool.

An important finding was that using the content validation tool, all sections of the draft Third
Edition Statement on Clinical Nurse Specialist Practice and Education received scores on the
Lynn tool that indicated the reviewers rated this document as having content validation. The
survey requested of the CNS experts and content validation team prior to the July 19th meeting
included five separate documents that comprised the draft Third Edition Statement on Clinical
Nurse Specialist Practice and Education. Using the Lynn scale, this survey found that all areas

of focus included in the content validation survey scored a mean greater than 3.00, indicating
their content validity using Lynn’s scale. None scored a mean of 4.00, the highest possible score,
suggesting they could all benefit from some level of discussion and modification by the content
validation panel. Areas of the document that had lower validation scores were prioritized for
deeper discussion. Over the course of the meeting, participants identified the specific issues and
content gaps that existed in the document. The Content Validation Panel report was presented
to the NACNS Board of Directors and a final review team comprised of representatives from the
Board of Directors and Task Force was appointed to review the recommendations and finalize the
document.

The NACNS is proud to publish the Third Edition of the Statement on Clinical Nurse Specialist
Practice and Education. This document reflects the expertise of a wide representation of nursing
and CNS leaders in the United States (U.S.).This document is intended to be a foundation for all

CNSs regardless of practice environment, educational preparation, and specialty.

"Purcell . Workbook for NACNS core documents content validation process. Cardinal Waypoint LLG July 18, 2018. The workbook includes
the results of the second survey, text excerpts of the Six focus areas, content validation related comments derived from both the public and the
content valication team surveys, and editorial comments to the five documents as a whole.
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CHAPTER 1

Clinical nurse specialists (CNSs) are a group of over 70,000 advanced practice reg-
istered nurses (APRN) (NACNS, 2017). In 1995, the National Association of Clinical
Nurse Specialists (NACNS) was formed as the national organization dedicated to CNS
issues and promoting the unique practice of CNSs. NACNS has since been a leader
in articulating CNS practice competencies, educational guidelines, and credentialing
requirements. As the only association that represents solely the CNS, we are uniquely
positioned to revise and publish this key role-defining document.This document again
combines the CNS core competencies and expected outcomes that define CNS prac-
tice with recommendations for graduate preparation for the CNS in this Third Edition
Statement on Clinical Nurse Specialist Practice and Education.

Much has changed since this document was first published in 2004 and the core com-
petencies were revised in 2010. Implementation of healthcare reform is continuously
occurring as evidenced by the passage of the Patient Protection and Affordable Care
Act and the 2008 release of the Consensus Model of APRN Licensure, Accreditation,
Certification, and Education (APRN Consensus Model) (APRN Joint Dialogue Group,
2008).This revised Statement reflects those changes. The NACNS recognizes that
nursing and APRN practice environments are constantly changing; therefore, by defi-
nition, this Statement is an evolving document and will continue to be shaped over
time. However, the Statement will always reflect NACNS’s commitment to ensuring that
society benefits from the full range of nursing services and competencies characteristic
of CNS practice. This document attempts to capture the full scope of practice for the
CNS, though this scope of practice will be guided by local, state, and national laws and
regulations.

As the preface outlines, NACNS incorporated national consensus on CNS competencies
and outcomes in this statement. Content validation was used to best articulate the con-
tributions the CNS brings to the forefront of healthcare in helping to shape the national
agenda for education, public policy, professional practice, and performance standards.

Chapter 2 of this Statement defines the CNS and describes CNS practice in an effort to
capture the significant changes in our profession in light of today’s evolving healthcare
environment. Chapter 2 provides a conceptual model of CNS practice and describes the
social mandate for CNS practice; the relationship between CNS practice, specialty knowl-
edge, and practice standards; and the regulation and validation of CNS practice. Chapters
3 and 4 focus on the competencies and outcomes of CNS practice across the three
spheres of impact. Chapter 5 explains the recommendations for graduate preparation of
CNSs to achieve the core competencies described in Chapter 3. Chapter 6 provides cri-
teria for evaluating CNS programs. Appendix A is a glossary of key terms used throughout
the document. Appendix B contains the 2008 Consensus Model for APRN Legislation,
Accreditation, Certification and Education (APRN Consensus Model, 2008).
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Parameters of the Statement
Clinical expertise in a specialty is the hallmark of CNS practice. For the CNS, entry into
practice occurs at the level of the master’s or doctoral nursing degree. This Statement
describes core baseline competencies for CNS entry into practice regardless of popula-
tion foci, specialty, or education level of CNS preparation. Mastery of the competencies
is achieved with experience and continuing education.

In 2004, a conceptual model was outlined that described the CNS competencies using
three spheres of influence as the framework (NACNS, 2004). Clinical nurse specialist prac-
tice was defined to include the patient sphere, the nurses/nursing practice sphere, and the
organizations/systems sphere. This Statement contains an important revision: the original
model is updated and the three spheres are renamed the “three spheres of impact.”

The NACNS recognizes that, depending on population foci, specialty, settings, and
other factors, actualization of individual CNS practice may vary. This document
describes the competencies for the entire framework for the full scope of practice of the
CNS. A philosophical underpinning of this work is the concept that the primary focus of
the CNS role is to improve care to optimize the health of the patient/family in the con-
text of their communities.

The competencies required for specific CNS specialty practice are not addressed in this
document. Individual CNSs are expected to define their practice using this Statement with
other relevant competencies related to their population foci and specialty standards from
specific specialty organizations. By defining core competencies, this Statement has impli-
cations for legislation, accreditation, certification, and education as well as laws, regulation,
and credentialing. It articulates the unique competencies of CNS practice and the educa-
tion necessary to support that practice. This Statement does not and is not intended to
compare CNS practice with the practice of other advanced practice nursing roles.

Goals of the Statement
The purpose of the Statement is to describe entry-level competencies and associated
outcomes for CNS practice regardless of population foci and/or specialty across the
three spheres of impact. Population foci and/or specialty competencies should overlay
the entry-level competencies to provide more specification or emphasis among the com-
petencies across the three spheres.

The three Statement goals are to:
| Make explicit the contributions of the CNS in meeting societal healthcare needs.
W Articulate core competencies for CNS practice and associated outcomes.
m Provide a standard framework for CNS education at the graduate level.
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CHAPTER 2
Clinical Nurse Specialist Practice

Definition of the Clinical Nurse Specialist
The CNS is one of the four APRN categories recognized by the authors of the APRN
Consensus Model, the National Council of State Boards of Nursing (NCSBN), individual
state boards of nursing, the American Nurses Association (ANA), and the International
Council of Nurses (ICN). Clinical nurse specialists are licensed registered nurses (RN)
who have graduate preparation (master’s or doctorate) in nursing as a CNS. They have
unique and advanced level competencies that meet the increased needs of improving
quality and reducing costs in our healthcare system. They provide direct patient care
including assessment, diagnosis, and management of patient healthcare issues. Clinical
nurse specialists are recognized for Part B participation in Medicare, Title 18 and may
independently bill for those services. They also are recognized as eligible for Medicare'’s
Primary Care Incentive Program in the Patient Protection and Affordable Care Act.
Clinical nurse specialists have prescriptive privileges in 39 states (NACNS, 2016).

Clinical nurse specialists are one of four categories of APRNs, each role with distinc-
tively different practice characteristics. While all four groups—CNSs, CNPs, CNMs, and
CRNAs—have their origins in professional and statutory definitions of nursing, each
group’s practice has expanded and evolved in diverse ways beyond required APRN
core competencies to meet different aspects of the health needs of individuals, fami-
lies, populations, and communities. Each category of advanced practice nursing has a
knowledge base unique to its practice to support its distinctive contributions.

The essence of CNS practice is advanced clinical expertise in diagnosis and intervention
to prevent, remediate, or alleviate illness and promote health with a defined specialty
population—be that specialty broad or narrow, well established or emerging. The totality
of CNS expert clinical practice is manifest in the advanced care of patients (for exam-
ple, individuals and families) and impacts populations and communities. This advanced
practice role includes the autonomous authority to assess, diagnose, and initiate orders
for treatment and therapy to include prescriptive authority for pharmacologic and non-
pharmacologic therapies (APRN Consensus Work Group, 2008).

The CNS role builds on the nursing scope of practice to also include expansion of the
nursing role in the development of those advanced skills. This practice is based on the
CNS'’s direct care expertise and advanced knowledge and skills as expressed in the
CNS core competencies in this Statement. The work of the CNS includes, but is not
limited to, diagnosis and treatment of acute or chronic illness in an identified population
with emphasis on specialist care for at-risk patients and/or populations. That work is
achieved independently or in collaboration with the interprofessional healthcare team.

Clinical nurse specialists, in the implementation of their role, are leaders and facilita-
tors of change, coordinators of specialized care, and implementers of evidence-based
care within/between organizations to facilitate quality improvement, patient safety, and
lower healthcare costs. While CNSs vary in their direct care role, their scope of practice
includes the ability to prescribe medications, durable medical equipment, and medical
supplies. They may also order, perform, and/or interpret diagnostic tests including lab
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work and X-rays. Clinical nurse specialist practice extends from wellness to iliness and
from acute to primary care. As such, the CNS may provide health promotion, health
teaching, and disease prevention to a range of patients, from primary care to the acute
and/or chronically ill. The CNS is engaged in improving and role-modeling expert nursing
practice and teaches RNs and other healthcare professionals working in clinical settings
(NACNS, 2016).

The knowledge the CNS gains in direct practice with patients and families is frequently
translated into improvements in entire patient populations, though the focus of CNS
care is at the patient/family level. CNS practice is the translation of advanced clinical
expertise, expert knowledge, complex decision-making skills, and clinical competencies
necessary for expanded practice to directly provide and influence care and outcomes of
individuals, categories of patients, and/or communities.

Clinical nurse specialist practice also transforms systems (such as healthcare institutions
and systems, political systems, and public and professional organizations) to mobilize
and change through expertly desighed and implemented nursing interventions. Clinical
nurse specialists are uniguely qualified to improve healthcare in the achievement of all
six aims of the Institute of Medicine (IOM) report: having healthcare that is safe, effec-
tive, patient-centered, timely, efficient, and equitable (IOM, 2001). Thus, CNS practice is
consistently directed toward achieving quality, cost-effective, patient-focused outcomes
across all three spheres of impact. lliness may occur whether or not a patient has a
disease (see Appendix A for the glossary with definitions of illness and patient). Clinical
nurse specialists who care for patients experiencing illness with disease etiologies are
also experts in assisting with disease-related diagnoses and interventions.

In addition to the direct care role of all APRNs, CNSs are leaders of change in healthcare
organizations, developers of scientific evidence-based programs to prevent avoidable
complications, and coaches of those with chronic diseases to prevent hospital read-
missions. Clinical nurse specialists are facilitators of interprofessional teams in acute

and chronic care facilities to improve the quality and safety of care including preventing
hospital-acquired infections, reducing lengths of stay, and preventing hospital readmis-
sions. The CNS uses system-level knowledge to lead improvements in patient care and
outcomes.

Clinical nurse specialists practice in all states and there are licensed independent CNS
practitioners in 24 states (NACNS, 2015b). As licensed independent practitioners, CNSs
are expected to practice under standards established or recognized by a licensing body
(i.e., a state board of nursing). As recognized APRNs, CNSs are accountable to patients,
the nursing profession, and the licensing board to comply with the requirements of the
state nurse practice act and related advanced practice nursing rules and regulations.
Advanced practice registered nurses are expected to recognize the limits of their knowl-
edge and expertise, and refer patients or consult as needed to provide appropriate
quality patient care.

The CNS must be a graduate of an accredited graduate-level education program that
specifically prepares the individual for the CNS role (such as acquiring advanced clini-
cal knowledge and skills to provide direct and indirect care to patients). The core CNS
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competencies associated with accredited CNS academic programs demonstrate a
greater depth and breadth of knowledge, greater synthesis of data, increased complexity
of skills and interventions, and greater role autonomy than those identified for the RN. In
some states, the CNS must pass a national certification examination that measures both
CNS role and population-focused competencies. Certified CNSs in those states must
maintain continued competence through recertification by a national certification program.

Social and Professional Mandate for CNS Practice
The role of the CNS was created to meet the increasingly complex and evolving needs
of patients and communities. For all nursing roles, and specifically APRN roles, this
evolution is based in efforts of the nursing profession to meet their social mandate. A
definitive exploration of nursing’s ethical framework and social mandate is found in the
ANA Code of Ethics for Nurses with Interpretive Statements (ANA, 2015). The social
mandate for CNS practice is built on this comprehensive and vital social mandate for
nursing. The Code is a directive for the profession to engage and evolve to meet the
demands of society. The CNS role has emerged to meet an important aspect of nurs-
ing’s obligation to serve society by contributing that for which we are best suited. The
growth of nursing’s social mandate to include APRN roles is seen internationally.

As a profession, nursing has a social mandate to evolve its practice to meet the needs
of the society which creates and supports it. The profession is responsible for helping
shape statutes and regulations that impact the role of healthcare delivery and the health
of patients and families. Professions are responsible for self-interpretation and self-
regulation; therefore, it is imperative that nursing continues to critically self-appraise in
the context of contemporary social needs.

Over the past few decades, there have been vast changes in healthcare delivery in the
U.S.: the emergence and continued growth of healthcare technologies, changes in reim-
bursement, and passage of policies that drive reimbursement for healthcare services.
Also, we have seen the enduring challenges of providing quality healthcare services to
rural and urban underserved populations, the aging and disabled, and patients with
multiple chronic conditions. The acuity of patients, the trajectory of hospitalizations,
and access to tertiary care services have changed. Over the past few decades there
have been healthcare workforce shortages. Numerous national healthcare strategies
have attempted to address these issues. The result of these many forces converging
on healthcare has resulted in a significant role for APRNs and specifically the role of the
CNS in our U.S. healthcare system.

Patients, families, and communities experience societal changes beyond physical health
and well-being. Social determinants of health such as employment, safe housing, clean
water and air, and adequate nutrition are considered under nursing’s social mandate.
Assessment and evaluation of those factors on a patient/family or community is a critical
aspect of nursing care. Advocacy for societal issues is part of the CNS social mandate.

The CNS role has evolved to provide patients/families and communities with access to
certified licensed nursing professionals who have extended and expanded direct patient
care skills including extensive experience and knowledge in assessment, planning,
implementation, diagnosis, and evaluation. The CNS adds to this expertise through
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mentoring, teaching, assessing, and communicating with nurses and other healthcare
professionals within their system of care, and integrates their knowledge and skills into
system-level change that is based on research and available evidence. The CNS role
meets the societal needs for a provider with this high degree of healthcare knowledge,
skill, and experience that facilitates optimal outcomes through their critical analysis,
problem solving, and evidence-based decision-making.

Another complexity facing the CNS is the increasing diversity and ever-changing cultural
backgrounds in our communities. That diversity brings both strengths and challenges.
The increase in diversity and cultural backgrounds makes it necessary for CNSs to
approach each patient and family as unique and distinct, without assumptions of any
cultural or diversity categorization. Through a relationship-centered care foundation,
CNSs provide expert care to patients with complex conditions. The relationship with
patients and families in the context of their communities is of primary importance, while
recognizing that additional relationships, such as those with the interprofessional health-
care team, support a comprehensive approach to optimizing health through reciprocal
influences. Clinical nurse specialists advance the health and wellness of these patients
by designing innovative evidence-based interventions, setting practice standards, influ-
encing the practice of other nurses, and leading within the healthcare system to improve
patient care and support quality outcomes.

Regulatory agencies are mandating that healthcare institutions demonstrate qual-

ity outcomes to receive reimbursement for care provided. Concurrently, patients are
increasingly aware of the outcomes of individual providers and healthcare institutions.
They demand safe, high-quality, individualized, and cost-effective care. This expected
evolution and the increased complexity of care is part of the rationale behind the empha-
sis on the Doctor of Nursing Practice (DNP) degree for all APRNSs, including CNSs, to
prepare nurses at the highest level of practice to provide advanced care (American
Association of Colleges of Nursing [ACCN], 2006). The NACNS has called for DNP
entry-into-practice for all CNSs by 2030 (NACNS, 2015a). Because CNSs demonstrate
mastery in the translation of evidence into nursing practice, CNS leadership in advancing
nursing practice as a profession is critically important.

The ANA recognizes CNSs as advanced clinical experts in nursing with attributes dis-
tinguishing them from other APRNSs; the primary role of the CNS is to continuously
improve the nursing care of patients, resulting in improved patient outcomes (ANA,
2010). The ANA acknowledges that while there is an overlap of knowledge and skills
among the advanced practice groups, the scope of practice of CNSs is distinguishable
from the other APRN groups. Clinical nurse specialists bring a different level of analysis
and implementation of emerging nursing science and evidence to the range of care in
the wellness-illness continuum including facilitating maintenance of health, prevention,
and early detection of illness; diagnosis and treatment of acute illness; management of
chronic illness; and optimization of transitions of care.

Clinical nurse specialists integrate scientific evidence to design new interventions

that treat symptoms, functional problems, and complications of disease treatment.
Regardless of the setting, complications and failure to recover from disease and medical
treatment may be prevented by appropriate diagnosis and treatment of iliness. Clinical
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nurse specialists are skilled at advanced individual patient assessment and development
of a treatment plan, but also use their assessment skills to identify overall trends and
patterns, using the information to lead quality improvement changes for patients/families
and communities as needed. Innovation in illness diagnosis and treatment is one of the
hallmarks of CNS practice. Clinical nurse specialists have in-depth advanced knowledge
of evidence-based nursing practice within a specialty that results in competencies to:

Expand the boundaries of nursing practice by focusing on illness management.

Provide essential, direct care services and therefore reduce the need for additional
patient interactions with the healthcare system.

Advance the practice of other nurses and nursing personnel.

Develop organizational/system maodifications to support and improve patient
outcomes and the practice of nursing.

Clinical Nurse Specialists in Relation to Other APRN Roles
Clinical nurse specialists are one of the four APRN groups. This category includes the
CNS, CNP, CNM, and CRNA. Clinical nurse specialists are prepared as advanced clinical
experts in the diagnosis and treatment of illness, and the delivery of evidence-based
nursing interventions (AACN, 2006). They have advanced knowledge of the science of
nursing and apply that knowledge to the assessment, diagnoses, interventions, evalua-
tion, and the design of innovations. They function independently to provide theory and
evidence-based care to patients in their attainment of health goals.

As noted earlier, the scope of the CNS role ranges from wellness to illness and acute

to chronic care. The ICN definition of an advanced practice nurse is a “registered nurse
with the expert knowledge, complex decision-making skills, and clinical competencies
necessary for expanded practice. This differentiates APRNs from registered nurses (RNs)
in that they are capable of taking on more complex casework and handling those cases
with greater independence and discretion...” (ICN, 2008). All APRN roles have emerged
from a rich tradition of holistic, patient-centered nursing care. In addition, all APRN roles
must define how the individual APRN role optimizes advanced nursing expertise while
offering the advanced healthcare assessment, diagnosis, and decision-making skills to
provide healthcare services, within the scope of practice, that historically may have been
provided by physicians.

Taking into consideration the CNS conceptual model that outlines three spheres of
impact (see Figure 1), the CNS role is not exclusively focused on the direct patient
interface. While the patient/family and community are the key beneficiaries of CNS

care, CNSs practice from both an expanded and specialized area of expertise. From an
expanded nursing practice perspective, CNSs are skilled at systems thinking to enhance
patient/family and community care by identifying gaps, forging and leading collaborative
relationships, leading quality improvement efforts, and creating innovative workflows.
They work in interprofessional teams and with other nurses to advance nursing practice,
including clinical and outcome improvement interventions, and provide clinical expertise
to affect system-wide health changes to improve programs of care.

In addition, CNSs are particularly prepared to care for complex and vulnerable patient
populations. Consultations with CNSs, when focused on complex and vulnerable
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patients, can result in shorter hospital stays and a personalized, multi-focused plan of
care that can allow the patient/family to reach healthcare goals. Additionally, addressing
the needs of these complex and vulnerable patients/families provides a frame of refer-
ence for the CNS to use as a template to intervene and improve nursing and system
healthcare for future complex patients and minimize avoidable complications. Because
of their expertise in advanced direct patient care, CNSs are in an ideal position to cre-
ate and implement delivery models to lessen the risks that can occur with transitions

of complex patients among multiple specialty and primary care providers and between
healthcare settings and home.

APRN Consensus Model and the Clinical Nurse Specialist
Published in 2008 by a group of nursing organization representatives known as
the APRN Consensus Work Group, the Consensus Model for APRN Legislation,
Accreditation, Certification and Education was introduced (APRN Consensus Work
Group, 2008). This policy guidance document identifies the four APRN roles—CNS,
CNP, CRNA, and CNM—and outlines the core elements that are minimum requirements
to be considered an APRN.

The APRN Consensus Model defines a number of terms, including the CNS (see
Appendix B for full text of the APRN Consensus Model). This definition is for regulatory
purposes and to be considered a starting point in discussing the CNS role.

“The Clinical Nurse Specialist. The CNS has a unique APRN role to integrate care
across the continuum and through three spheres of influence? (patient, nurse, sys-
tem). The three spheres are overlapping and interrelated, but each sphere possesses
a distinctive focus. In each of the spheres of influence, the primary goal of the CNS

is continuous improvement of patient outcomes and nursing care. Key elements of
CNS practice are to create environments through mentoring and system changes that
empower nurses to develop caring, evidence-based practices to alleviate patient dis-
tress, facilitate ethical decision-making, and respond to diversity. The CNS is responsible
and accountable for diagnosis and treatment of health/illness states, disease manage-
ment, health promotion, and prevention of illness and risk behaviors among individuals,
families, groups, and communities” (APRN Consensus Work Group, pp. 8-9, 2008).

This document also provides the key policy foundations for defining any one of the
APRN roles including CNSs.

The core criteria required to be considered an APRN are:
Education in one of the four identified APRN roles.

Education in at least one of six identified population foci (family/individual across
the lifespan, adult-gerontology, pediatrics, neonatal, women'’s health/gender-
related, psych/mental health).

Education that includes the “3 Ps”: advanced physiology/pathophysiology,
advanced health/physical assessment, advanced pharmacology.

Certification in at least one of the roles and at least one of the population foci
through a nationally-accredited program.

Licensed at the APRN level in at least one of the roles and at least one of the
population foci (APRN Consensus Work Group, 2008).

2 With the publication of the Third Ediition CNS Statement, this phrase Is updated to "spheres of impact.”
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Specialty Practice and Licensure for the Clinical Nurse Specialist
Consistent with the APRN Consensus Model criteria, CNSs are licensed registered
professional nurses with graduate preparation (earned master’s or doctorate) from an
accredited program that prepares CNSs. They may also be prepared in a post-master’s
certificate program that is recognized by a national nursing accrediting body as prepar-
ing graduates to practice as a CNS. State licensure for the CNS is based on successful
completion of a population-foci certification examination.

The NACNS was an active participant in developing the APRN Consensus Model. This
regulatory model, endorsed by 48 national nursing organizations, establishes a frame-
work for state licensure and addresses the structured requirements for accreditation,
certification, and educational preparation for all four APRN roles. This document was
presented by a group of professional nursing membership organizations, accreditors,
credentialers, and educators as a new model for APRN licensure that was based on
population-level certification. The population-foci identified in the APRN Consensus
Model are Family/Individual Across the Lifespan, Adult/Gerontology, Neonatal, Pediatric,
Women'’s Health/Gender-Related, and Psychiatric/Mental Health. At the writing of this
document, the APRN Consensus Model was not yet adopted by all states. However,
significant changes have been made in accreditation, certification, and education to
pave the way for each state to adopt this regulatory model. The National Council on
State Boards of Nursing has an initiative to support adoption of the APRN Consensus
Model. It posts information on the APRN Consensus Model and maintains maps that
articulate the specific progress in adoption of this model by all states (https://www.
ncsbn.org/aprn-consensus.htm).

One of the hallmarks of CNS practice is the opportunity to specialize in a delimited area
of practice based on evidence-based competencies associated with that specialty. This
specialization is beyond the population foci certification for licensure. APRN specialties
are defined as “a focus of practice beyond role and population focus linked to health-
care needs (examples include but are not limited to oncology, older adults, orthopedics,
nephrology, palliative care)” (APRN Consensus Work Group, p.10, 2008). Under this
model, the CNS would have to obtain state licensure through certification in one of the
population foci (for example, Adult/Gerontology, Neonatal, or Pediatric) and then is free
to additionally specialize within that population foci (such as oncology, diabetes, cardiol-
ogy).For example, a CNS would graduate from a program that has national accreditation
and offers the core courses as identified above. Graduates select a certification exam-
ination (currently there are three options for the CNS): Adult/Gerontology, Neonatal, or
Pediatric. Once certified, certificants are eligible for licensure as APRNs in their states

(if the state has adopted the APRN Consensus Model).

As noted, one of the changes with the most significant impact on the CNS role is the
shift from state licensure based on specialty to state licensure based on population
foci. While this is problematic where there are no population-foci certification exams,
this approach results in CNSs having more flexibility to expand, enhance, and mod-
ify their specialty focus over time. Clinical nurse specialists who practice in states that
have adopted the APRN Consensus Model prepare to specialize in additional spe-
cialty areas within the population foci. For example, a CNS who begins a career as an

Third Edition | STATEMENT ON Clinical Nurse Specialist Practice and Education



Adult-Gerontology licensed CNS with a specialty in cardiac acute care may evolve his or
her practice to a different specialty under the broader population foci umbrella. The CNS
might decide to certify in Adult/Gerontology pain management or Adult/Gerontology pul-
monary disease management. The CNS will not need to obtain a new license but should
pursue and maintain the available specialty credentials for any new practice. While not
specified by state license, professional ethics require CNSs to ensure that they engage
in the education, certification, and continuing education needed to achieve and maintain
proficiency in a specialty.

Specialty areas are developing as the science of healthcare progresses. Typically, a
specialty can be identified in terms of the population being cared for, type of patient
problem, setting, type of care, and/or disease or medical specialty. Specialties usually
address more than a single population, may or may not have practice certifications for
basic RN or advanced practice, and can be identified by a national organization or a
single entity (such as clinic or hospital grouping). It is important to emphasize that spe-
cialty certification exams are to verify one’s abilities within a specialty area. They are not
considered certification examinations for licensure.

Clinical Nurse Specialists in Relation to Other Nurses with

Master’s and Doctoral Degrees
The APRN Consensus Model is a significant step in clearly delineating who can be
considered an APRN. There continues to be confusion about level of education and
preparation required to be considered an APRN. Master’s and doctoral degrees are
granted for several nursing leadership roles. Those degrees do not necessarily prepare
nurses to practice as APRNs. The DNP is a degree, not a role. Only APRNs who obtain
a DNP with an APRN role focus can certify and obtain licensure as APRNSs.

It is imperative for all nurses and nurse leaders to understand these core elements

to accurately appreciate who can practice as an APRN. Some of the expert skills

CNSs are prepared for and expected to exhibit (for example, leadership, collaboration,
consultation, quality improvement and evidence-based practice, systems thinking,
professionalism, and ethical conduct) may be exhibited by other nurses and nurse
leaders. Clinical nurse specialists, however, are unique in that they are also prepared

in advanced patient care. Therefore, CNSs are prepared and expected to consistently
utilize those expert skills within a framework of an advanced direct patient care perspec-
tive. This distinctive combination is what distinguishes CNS practice from that of nurse
executives, quality improvement specialists, clinical nurse leaders, nurses with a DNP in
leadership, or an experienced staff nurse, for example. Therefore, while many registered
nurses and nurse leaders may have skill and expertise in some of the competencies
outlined in Chapter 3 of this statement, through formal education and clinical experience,
it is expected that CNSs are uniquely prepared by higher education to function at this
advanced level of nursing practice in all competencies outlined in this document.

Employers should be clear on the advantages of hiring a CNS compared to other nursing
leadership roles. The CNS has a nationally recognized, state-specified scope of practice
that cannot be replaced by the scope of practice of other APRNs or nurse leaders.
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Relationships between Clinical Nurse Specialist Practice, Specialty
Knowledge, and Practice Standards
This Statement describes the core CNS practice competencies organized by the three
spheres of impact and is described in an updated model (Figure 1). In this model, the
core competencies are consistent across all CNS practice areas and actualized in pop-
ulation foci and specialty practice. From this point forward, when we refer to “specialty”
we are identifying the CNS practice specialty within the selected population foci.

The model in Figure 1 illustrates the relationship of CNS practice, specialty knowledge,
and practice standards. The essence of CNS practice is advanced clinical expertise
based on advanced knowledge of nursing science; therefore, the patient direct care
sphere is depicted as the largest and all-encompassing. Clinical nurse specialist clinical
expertise, directed by the specialty, is the basis for competencies in the nurses/nursing
practice sphere and the organizations/systems sphere. The context for CNS practice
is the specialty. The specialty directs specific knowledge and skill acquisition; thus, the
specialty area competencies build on the core CNS competencies in an in-depth area
of clinical expertise.

Because CNSs are prepared at an advanced level in all three spheres, activities in

one sphere interact with, impact, and enhance activities in the other spheres. Optimal
results are achieved when CNS knowledge and function in each sphere synergistically
augments the overall outcome. The full impact of the role is exhibited when the CNS
functions in and across all three spheres. The unique nature of this APRN role is the abil-
ity to be flexible and evolutionary in meeting the healthcare needs of patients in all three
spheres. The work, therefore, fluctuates at any given time, depending on the needs of
the healthcare system, patient care unit, patient/family, or community. While the spheres
intersect and overlap, the direct care sphere is the all-encompassing, overarching focus
of the CNS role.
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Figure 1.

CNS practice conceptualized as the core
competencies in three interacting spheres.
The spheres are actualized in specialty prac-
tice (population foci/specialty), and guided
by specialty knowleage, skills/competencies,
and standaras of practice. This is within the
context of the ever-changing healthcare envi-
ronment, healthcare policy, interprofessional
collaboration, and societal needs. The core
competencies are the foundation upon which
to build specialty competencies.
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Conceptual Model of Clinical Nurse Specialist Practice
Historically, the broad scope of CNS practice was described in terms of sub-roles
including expert clinician, educator, researcher, change agent, administrator, and consul-
tant (ANA Council, 1986; Hamric, 1989; Sparacino, 2000). These sub-roles were created
at a time when schools of nursing were seeking ways to organize concepts and activities
to direct curricula. However, defining CNS practice by sub-roles partitions the skills and
activities rather than integrating them. It is the integration and aggregation of those activ-
ities that makes CNS practice effective. The CNS role reflects all these sub-roles and is
fluid from moment to moment.

While CNS advanced competencies are integrated across the three spheres of impact
(patient/family direct care, nurses/nursing practice, and organizations/systems), expert
nursing practice in the patient/family sphere provides the underpinnings for advanced
practice. Thus, the model for CNS practice, as articulated in this and the original
Statement (NACNS, 2004) is based on the position that CNS practice is consistently
targeted at achieving quality, evidence-based, and cost-effective outcomes through
advanced, specialized patient care. In addition, the CNS also influences the practice

of other nurses and healthcare personnel and the healthcare organization/system

to support nursing practice through advanced specialty clinical expertise, advocacy,
consultation, collaboration, scholarship, and leadership. Clinical nurse specialists are
effective advocates due to their advanced knowledge and expertise in all three spheres
of impact. The CNS is a consultant for complex patient problems, staff knowledge, per-
formance assessment and enhancement, program development, professional practice
and best-practice model development and implementation, system change strategies,
and professional development. As a content expert, the CNS suggests a wide range of
alternative and innovative approaches to clinical or systems problems.

Elements of the model are interactive and collectively determine the scope or breadth of
practice activities within and across the spheres. It is important to keep in mind that the
scope of the CNS role ranges from wellness to illness and acute to chronic care. The
experience a CNS has with expert direct patient interactions provides a frame of refer-
ence and credibility for expert practice in the other spheres of practice. This allows the
CNS to optimize patient outcomes in all CNS Practice Spheres. The core competencies
for each sphere of impact and associated outcomes are presented in Chapters 3 and 4.

Clinical Nurse Specialist Practice: Patient Direct Care Sphere
Clinical nurse specialists have advanced knowledge and skills beyond the RN role to
assess, diagnose, and treat illness (ICN, 2008). The CNS performs evidence-based
assessment and treatment of illness including symptoms, functional problems, and
risk behaviors. The CNS is educated and skilled in comprehensive assessment, differ-
ential diagnosis, and interventions to prevent or treat iliness. Clinical nurse specialists
use advanced communication skills in complex situations and conversations that might
be unpredictable while caring for patients throughout the health continuum. Patients
may seek or need the care of CNSs to prevent, alleviate, or minimize iliness or alter
risk behaviors. The CNS may intervene to educate, guide, and coach the patient in
modifying risk behaviors, and emphasizing health-promoting lifestyles. The CNS leads
discovery of innovations in patient care using nursing science, theory, and knowledge
generated by nursing and related disciplines.
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Box 1. Patient Direct Care Sphere Examples

Because the individual CNS works in different clinical situations, examples of
direct care have been identified below for clarity. This is not intended to be an
exhaustive list, but instead to highlight examples of various patient direct care
sphere activities that require the expert knowledge, complex decision-making
skills, and clinical competencies necessary for expanded practice as a CNS.

Depending on how the CNS works in private practice, primary and/or ambu-
latory care, or as a healthcare system employee, these direct care interactions
may be eligible for direct reimbursement to the CNS provider. Clinical nurse spe-
cialists are encouraged to explore direct reimbursement opportunities that may
be available in states, facilities, and from federal and private insurers.

Perform consultation with nurses related to complex patient care involving
advanced assessment and interaction with the patient.

Prepare and coordinate care transitions for complex patients that include
direct assessment of the patients and families’ preferences, needs, and
resources.

Lead development of care plans for complex chronically ill patients who
have frequent hospital readmissions in collaboration with patients, families,
healthcare providers, and appropriate community resources.

Coordinate care among multiple healthcare providers and assure that there
is clear communication with patients/families/healthcare team.

Teach parents how to care for and manage their child’s complex (e.g.,
cystic fibrosis and diabetes) medication regimen and enteral feeding plan,
and assess placement and operation of a feeding tube.

Assess and provide skin markings for ostomy placement before a

patient’s surgery.

Order physical restraints for a patient based on advanced assessment skills
and prescriptive authority.

Lead conversation with a patient and family regarding disease education,
goals of care, and end-of-life and advance directive decision-making.

Provide well-child assessments, school physicals, and interventions
in primary care clinics.

Assess and provide complementary therapies for an adult or child who has
had adverse responses to pain medications and is experiencing significant
post-operative pain.

Order laboratory tests and X-rays for diagnostic interpretation after
assessment of a new patient who arrives at the Emergency Department.

Facilitate a meeting among a patient, family, and healthcare providers for
decision-making to address complex ethical care components.
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Prescribe appropriate medications and treatments for a complex patient
with diabetes.

Perform home visits to palliative care patients and assess the effectiveness of their
home care plan and the safety of the home care environment. Prescribe pharmacologic
and non-pharmacologic measures to improve the patient’s and family’s comfort.

Clinical Nurse Specialist Practice:

Nurses and Nursing Practice Sphere
The CNS advances nursing practice and improves patient outcomes by ensuring that
nurses and nursing personnel utilize evidence-based practices to support patients
and families during acute care and in transitions from acute care settings to home and
community environments. The CNS develops population profiles and conducts clinical
inquiries to determine the need to change practice. The CNS exerts influence through
role modeling, consultation, and education with other nurses and healthcare providers
to improve nursing practice and patient outcomes. The CNS is a skilled communicator
and educator with expert skills. The CNS listens, validates, reflects, provides construc-
tive feedback, and supports the nurse and nursing team. The CNS creates and develops
evidence-based policies, procedures, and protocols, and best practice models/guide-
lines using advanced clinical and specialty knowledge. The CNS assists nurses and
the interprofessional team to evaluate and change practice standards and ensure that
nursing practice is evidence-based.

Box 2. Nurses and Nursing Practice Sphere Examples

Because CNSs work in different healthcare systems and have varied job
responsibilities, the following nurse and nursing practice sphere activities are
provided as examples. This is not intended to be an exhaustive list, but rather
to highlight ways the CNS'’s expert knowledge, complex decision-making
skills, and clinical competencies support the expanded practice role of the
CNS in relation to the nurse and nursing practice sphere.

Depending on how the CNS works in private practice or as an employee in
tertiary care facilities, these nurse and nursing practice sphere interactions
may directly affect staff nurse acquisition of knowledge and skills that would
impact the quality and outcomes of care of different patient populations.

Consult to review a unit’s issues related to a newly implemented program
to prevent patient falls. Identify, plan, and implement a program to assist
staff nurse engagement individualized to their specific needs.

Collaborate with the clinical educator to develop orientation for newly-
hired nurses to specific patient care units.

Serve as a preceptor for CNS students in the role of primary care
provider for cardiac patients in community clinics.
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Assess, plan, and develop an education plan specific to new technology
adoption in a specialty that takes into account the learning styles of the
clinical nursing staff.

Role model how to conduct an effective patient palliative care conference
to provide nursing staff the resources needed to assist their patients
and families.

Present at local, state, and national conferences to articulate
specialty knowledge.

In collaboration with community disaster planning experts, plan a disas-
ter drill for their facility with a specific emphasis on the contribution of
nurses.

Conduct clinical consultation, including coaching with bedside nurses,
regarding performance of complex patient care interventions.

Lead a nursing evidence-based practice committee to facilitate the pro-
cess of translating evidence into practice.

Mentor nurses in their professional development through experiences
available at the healthcare facility, school of nursing, and/or community.

Clinical Nurse Specialist Practice: Organizations/Systems Sphere
The third sphere of CNS impact—the organization and system level—is critically import-
ant because of the evolving complexity of healthcare. The CNS is positioned to articulate
the value of the nurse’s contribution to healthcare outcomes at the organizational and/
or decision-making level, and advocates for professional nursing. The CNS influences
the trajectory of care, from admission through discharge to home, to assist the patient in
achieving desired outcomes after discharge and minimize recidivism and readmission. In
some situations, the CNS works system-wide across multiple facilities in a healthcare sys-
tem. The CNS’s advanced assessment, diagnostic, and collaboration skills coupled with
advanced knowledge of systems, safety, research, and quality allow the CNS to facilitate
projects and policy changes, and enhance patient outcomes as they transition across care
settings. To enhance the abilities of patients and their families to manage care at home, the
CNS leads nursing and interprofessional groups to implement innovative patient-centered
care programs that address patient needs across the continuum of care.

The CNS leads systematic quality improvement and safety initiatives based on gap
assessments and data analysis to improve nursing practice for safe, high-quality, and
cost-effective patient outcomes. The CNS drives translation of best evidence into prac-
tice and facilitates integration of multiple programs and disciplines across the healthcare
system to ensure positive patient outcomes. The CNS collects and analyzes patient data
to document the impact of nursing practice on outcomes, efficiency, and cost-effective-
ness. The CNS has proficiency in collaborative systems thinking to determine what is
working well, and what requires intervention to best predict and achieve quality, cost-ef-
fective patient care and outcomes. The CNS interacts with government and regulatory
agencies, healthcare insurers, community leaders, and consumers to assure access

to healthcare services and safe, competent nursing care. The CNS is concerned with
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creating healthy communities and works to enhance the culture of health beyond the
healthcare system. In addition, CNSs use their expert leadership skills individually and
through their professional organizations to influence policymakers and advocate for equi-
table healthcare. It is suggested that CNSs participate as members and leaders in their
state nurses’ associations, specialty nursing/healthcare associations, and NACNS.

Box 3. Organizations/Systems Sphere Examples

Because the individual CNS works in different healthcare systems and has
varied job responsibilities, these activities in the organizations/systems sphere
are provided below as examples. This is not intended to be an exhaustive list,
but instead to highlight how the CNS'’s expert knowledge, complex decision-
making skills, and clinical competencies support the expanded practice role
of the CNS in relation to the organizations/systems sphere.

Depending on the CNS practice setting and advocacy work, these organi-
zational and system sphere activities may directly or indirectly affect change
at a clinic, hospital, or health system level and/or at local, state or federal
policy levels.

Lead a quality improvement initiative for the identification and treatment
of patients with c. difficile infection across a healthcare system.

Lead a team to pursue a healthcare facility’s Magnet® journey.

Assess, plan, and implement team-based strategies to reduce the
average length of stay of lumbar spine trauma patients based on current
benchmarks and best evidence.

Lead and/or collaborate with an interprofessional team to implement a
new adult malnutrition assessment throughout the system.

Design a model of professional nursing care visits in collaboration with
the home healthcare team.

Innovate and implement a crisis psychiatric/mental health CNS team to
optimize best practices for unplanned hospitalizations of psychiatric/
mental health patients.

Collaborate with interprofessional team members to implement new
evidence-based guidelines related to the treatment of patients with
diabetes in the primary care setting.

Lead an initiative to determine the cost-benefit analyses of newly
available patient care technology considering the clinical benefit
of the decision.

Lead an initiative to reduce noise in the patient care environment while
maintaining high safety standards for individual patients.

Advocate to state and federal legislators about the need for telehealth to
manage the ongoing cardiac care needs of chronic heart failure patients
in rural and frontier areas.
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Advocate to legislators and regulators for the importance of the CNS full
scope of practice to improve healthcare access for patients/families and
communities.

Collaborate with community housing advocacy groups and state and
local government to improve housing options for pregnant women in
the community.

Legislative and Regulatory Issues Related to Clinical

Nurse Specialist Practice
Clinical nurse specialists are licensed registered professional nurses who are educated
at the graduate level as CNSs to practice nursing at an advanced level. Regulation of
CNS practice includes title protection explicated in law and scope of practice delineated
in regulations. The RN license authorizes autonomy in the diagnosis and treatment of
health-related problems amenable to nursing interventions and the authority to exe-
cute medical regimens. The CNS role builds on the nursing scope of practice and also
includes expansion of the nursing role in the development of those skills. The advanced
practice role includes the autonomous authority to assess, diagnose, and initiate
orders for treatment and therapy to include prescriptive authority for pharmacologic
and non-pharmacologic therapies (APRN Consensus Work Group, 2008). That prac-
tice is based on the CNS’s direct care expertise and advanced knowledge and skills as
expressed in the CNS core competencies in this Statement.

Clinical nurse specialist education prepares graduates to expand the practice of nursing
through application of knowledge and development of advanced clinical competen-
cies. Clinical nurse specialists are also responsible for certain medical interventions

as they apply knowledge and develop skills related to the methods, techniques, and
management of certain patient care therapies. To optimize access to healthcare for all
U.S. residents, CNSs should be allowed to work at the full scope of their practice. In
the direct care realm that includes, but is not limited to, prescriptive authority; signature
authority; and prescribing of laboratory, X-ray, and durable medical equipment. Clinical
nurse specialists will vary in their need to utilize all aspects of this scope of practice
depending on their employment settings, reimbursement expectations, and specialties.

To achieve full scope of practice for the CNS, CNSs may have to engage in advocacy at
the state level to change laws and/or regulations. One key initiative is to seek title pro-
tection for CNSs. A statute granting title protection should specify that those who use

the CNS title must meet the APRN Consensus Model definition of an APRN. Lack of title
protection in a state can result in misuse of the title by those without graduate preparation
and can be misleading to the public. Clinical nurse specialists must be legally designated
for regulation by the state boards of nursing. State practice acts should also specify the
full scope of practice of the CNS and defer the regulation of this aspect of practice to the
boards of nursing.

Many states are pursuing changes in their scope of practice to allow the state to imple-
ment aspects of the APRN Consensus Model. If implemented fully, it includes title
protection, prescriptive authority, grandfathering, and other privileges. Because of the
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changes in licensure that comes with the APRN Consensus Model implementation, it is
critical that state legislators recognize the contribution of practicing CNSs and include
appropriate grandfathering language in legislation where needed.

The scope of CNS practice should be explicated in legislation and regulation written by
state or federal entities. The CNS scope of practice should reflect that CNSs are rec-
ognized and held accountable for their advanced clinical knowledge. Requirements for
entry into practice, grandfathering of CNSs, title protection parameters, and prescriptive
and signature authority conditions may be defined in regulation. Requirements for licen-
sure for practice will also be articulated in either or both legislation and regulation. In the
case of implementation of the APRN Consensus Model, states will identify certification
examinations at the population foci level for licensure.

Other legislative and regulatory priorities involve creating statutes that allow for full scope
of practice of the CNS. States vary in how they approach what practice activities are
included in legal statutes and which ones are under regulation. While an individual can
make progress in setting the stage for such changes, most CNSs find that a coalition

of APRNs and patient advocacy groups is more successful in promoting legislative and
regulatory changes. Information on current and impending legislative and regulatory
issues can be identified through your state nurses’ association, specialty association, or
NACNS and its affiliate organizations.

Professional Validation of Clinical Nurse Specialist Competencies
Validation of practice competency and expertise is the responsibility of professional
organizations. Validation should be consistent with the specialty focus of the professional
organization. The NACNS supports a wide variety of initiatives by professional organi-
zations to validate practice competencies of CNSs. Professional validation must include
the core competencies for CNS practice as actualized in population foci and specialty
practice. The NACNS supports various methods for validating competencies. This com-
petency validation may occur at various time points in a CNS’s career, including entry
into practice and periodic re-evaluation through certification or other measures of contin-
ued competence. Evidence used for validation of continuing competencies may include
continuing education, psychometric examination, portfolio review, publication, research
activities, or other evidence or combinations of evidence determined appropriate for the
specialty by the professional organization.

Validation of competencies should match the population foci and specialty focus of CNS
practice. Validation of broad competencies or competencies in related content or prac-
tice areas do not attest to specialty competency.
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CHAPTER 3
Clinical Nurse Specialist Core Competencies

The core CNS competencies are the foundation of CNS practice in a complex and
evolving healthcare system. They are the comprehensive, entry-level competencies

and behaviors expected of graduates of all programs (master’s or DNP level) that pre-
pare CNSs. Because of the wide range of specialties in which CNSs practice, the core
competencies reflect CNS practice across all population foci, specialties, and settings.
Fundamental to the competencies is that the CNS maintains state licensure and/or des-
ignation as an APRN, is certified as a CNS in one of the six approved population foci, and
has completed a course of education as a CNS in an accredited program (NACNS, 2010).

Domains of the Core Competencies
The core competencies in this statement align with the domains or categories used in
the preparation of the 2010 Clinical Nurse Specialist Core Competencies (NACNS, 2010)
and the domains used in the 2017 Common APRN Doctoral-Level Competencies and
Progression Indicators (AACN, 2017). The latter adopted the Common Taxonomy for
Competency Domains in the Health Professions (Englander et al., 2013). For example,
within the patient direct care sphere of impact, the first competency is: Uses relation-
ship-building communication to promote health and wellness, healing, self-care, and
peaceful end-of-life. This aligns with Direct Care from the 2010 document and with the
Domain of Interpersonal and Communication Skills in correlation with the Common
APRN Doctoral-Level Competencies. The Task Force ensured these resources were
reviewed to confirm that the competencies reflect relevant domains used in the past and
contemporary domains that promote interprofessional practice.

Conceptual Framework: Core Competencies by Spheres of Impact
The three spheres of impact provide an organizing framework to describe core CNS com-
petencies. The competencies represent essential skills used to achieve desired outcomes
in CNS practice. A CNS may focus on any one or all of the three spheres of CNS practice,
but clinical expertise in the patient direct care sphere remains the core of CNS practice for
each of the other two spheres. The competencies are used in other spheres to influence
nurses, nursing practice, and organizations and systems to improve patient outcomes,
provide cost-effective care, and advance clinical practice. Deliberative CNS practice, part-
nering with colleagues from other disciplines, ensures that desired patient outcomes will
be attained.
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Patient:
Repres

Table 1
CORE CLINICAL NURSE SPECIALIST COMPETENCIES

ents patient, family, healthcare surrogate, community, and population.

Direct Care:

Direct i

nteraction with patients, families, and groups of patients to promote health and/

or well-being and improve quality of life. Characterized by a holistic perspective in the
advanced nursing management of health, illness, and disease states.

COMPETENCIES - PATIENT DIRECT CARE SPHERE

P.1 Uses relationship-building communication to promote health and wellness,
healing, self-care, and peaceful end-of-life.

P.2 Conducts a comprehensive health assessment in diverse care settings
including psychosocial, functional, physical, and environmental factors.

P.3 Synthesizes assessment findings using advanced knowledge, expertise,
critical thinking, and clinical judgment to formulate differential diagnoses.

P.4 Designs evidence-based, cost-effective interventions, including advanced
nursing therapies, to meet the multifaceted needs of complex patients.

P.5 Implements customized evidence-based advanced nursing interventions,
including the provision of direct care.

P.6 Prescribes medications, therapeutics, diagnostic studies, equipment, and
procedures to manage the health issues of patients.

P.7 Designs and employs educational strategies that consider readiness to learn,
individual preferences, and other social determinants of health.

P.8 Uses advanced communication skills in complex situations and difficult
conversations.

P.9 Provides expert consultation based on a broad range of theories and evidence
for patients with complex healthcare needs.

P.10 Provides education and coaching to patients with complex learning needs
and atypical responses.

P.11 Evaluates impact of nursing interventions on patients’ aggregate outcomes
using a scientific approach.

P.12 Leads and facilitates coordinated care and transitions in collaboration with
the patient and interprofessional team.

P.13 Facilitates patient and family understanding of the risks, benefits, and
outcomes of proposed healthcare regimens to promote informed, shared
decision-making.

P.14 Facilitates resolution of ethical conflicts in complex patient care situations.

P.15 Analyzes the ethical impact of scientific advances, including cost and clinical
effectiveness, on patient and family values and preferences.

P.16 Advocates for patient’s preferences and rights.
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Nurses and Nursing Practice:
The CNS advances nursing practice to achieve optimal outcomes by ensuring that
nurses and nursing personnel utilize evidence-based practices to meet the multifaceted
needs of patients and/or populations.

COMPETENCIES - NURSES AND NURSING PRACTICE SPHERE

N.1 Provides expert specialty consultation to nurses related to complex patient
care needs.

N.2 Promotes interventions that prevent the impact of implicit bias on relationship
building and outcomes.

N.3 Advocates for nurses to practice to the full extent of their role in the delivery
of healthcare.

N.4 Leads efforts to resolve ethical conflict and moral distress experienced by
nurses and nursing staff.

N.5 Fosters a healthy work environment by exhibiting positive regard, conveying
mutual respect, and acknowledging the contributions of others.

N.6 Employs conflict management and negotiation skills to promote a healthy
work environment.

N.7 Assesses the nursing practice environment and processes for improvement
opportunities.

N.8 Uses evidence-based knowledge as a foundation for nursing practice to
achieve optimal nurse-sensitive outcomes.

N.9 Mentors nurses and nursing staff in using evidence-based practice principles.

N.10 | Leads nurses in the process of planning, implementing, and evaluating change
considering intended and unintended consequences.

N.11 Evaluates the outcomes of nursing practice using methods that provide
valid data.

N.12 | Facilitates opportunities for nurses, students, and other staff to acquire
knowledge and skills that foster professional development.

N.13 | Engages nurses in reflective practice activities that promote self-awareness
and invite peer feedback to improve the practice of nursing.

N.14 | Mentors nurses to analyze legislative, regulatory, and fiscal policies that affect
nursing practice and patient outcomes.
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Organizations/Systems:
The CNS articulates the value of nursing care at the organizational, decision-making
level; influences system changes that facilitate improvement of quality, cost-effective
patient outcomes; and advocates for professional nursing.

COMPETENCIES - ORGANIZATIONS/SYSTEMS SPHERE

0.1 Cultivates a practice environment in which mutual respect, communication,
and collaboration contribute to safe, quality outcomes.
0.2 Uses leadership, team building, negotiation, collaboration, and conflict resolution

to build partnerships within and across systems and/or communities.

0.3 Consults with healthcare team members to integrate the needs, preferences,
and strengths of a population into the healthcare plan to optimize health
outcomes and patient experience within a healthcare system.

0.4 Leads and participates in systematic quality improvement and safety initiatives
based on precise problem/etiology identification, gap analysis, and process
evaluation.

0.5 Provides leadership for the interprofessional team in identifying,

developing, implementing, and evaluating evidence-based practices
and research opportunities.

0.6 Partners with research-focused, doctorally-prepared (i.e., PhD) colleagues
to translate, conduct, and disseminate research that addresses gaps and
improves clinical knowledge and practice.

0.7 Leads and participates in the process of selecting, integrating, managing,

and evaluating technology and products to promote safety, quality, efficiency,
and optimal health outcomes.

0.8 Leads and facilitates change in response to organizational and community
needs in a dynamic healthcare environment.
0.9 Evaluates system level interventions, programs, and outcomes based

on the analysis of information from relevant sources.
0.10 | Demonstrates stewardship of human and fiscal resources in decision-making.

O.11 Disseminates CNS practice and fiscal outcomes to internal stakeholders
and the public.

0.12 | Promotes nursing’s unique contributions to advancing health to stakeholders
(e.g., the organization, community, public, and policymakers).

0.13 | Advocates for equitable healthcare by participating in professional
organizations and public policy activities.

0.14 | Advocates for ethical principles in protecting the dignity, uniqueness,

and safety of all.
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CHAPTER 4
Outcomes of Clinical Nurse Specialists

The outcomes of CNSs’ practice were first published in the 2004 statement (NACNS,
2004).The extensive annotated bibliography of research studies and articles about CNS
practice and outcomes by Kathleen Baldwin, PhD, RN, FAAN and NACNS has been
archived with NACNS. In 2015, a descriptive study was conducted by Fulton et al. “to
assess CNSs’ perceptions of the ongoing validity of outcomes published by the National
Association of Clinical Nurse Specialists” (Fulton, Mayo, Walker, & Urden, 2016). The
findings of the study demonstrated agreement with identified outcomes and current
CNS practice.

Conceptual Framework: Outcomes of Clinical Nurse Specialists

by Spheres of Impact
The validated outcomes of CNS practice have been reviewed by the Task Force to
ensure alignment with the core competencies. Each competency within each sphere has
an associated outcome. That provides for confidence in the relevance and importance of
the individual competencies within the framework of the spheres of impact.

Table 2
OUTCOMES OF CLINICAL NURSE SPECIALISTS
Definitions

PO = Patient Outcome | NO = Nurse Outcome | 00 = Organization Outcome

OUTCOMES - PATIENT DIRECT CARE SPHERE

PO.1 Phenomena of concern requiring nursing interventions are identified.
PO.2 | Diagnoses are accurately aligned with assessment data and etiologies.

PO.3 |Plans of care are appropriate for meeting patient needs with available
resources, reflecting patient/family treatment preferences and shared
decision-making.

PO.4 | Nursing interventions target specified etiologies.

PO.5 | Programs of care are designed for specific populations (e.g., oncology, specific
ethnic groups, end-of-life).

PO.6 | Prevention, alleviation, and/or reduction of symptoms, functional problems,

or risk behaviors are achieved.

PO.7 | Nursing interventions, in combination with interventions by members of other
disciplines, result in synergistic patient outcomes.

PO.8 | Unintended consequences and errors are prevented.

PO.9 | Predicted and measurable nurse-sensitive patient outcomes are attained
through evidence-based practice.
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PO.10

Interventions have measurable outcomes that are incorporated into guidelines
for practice with deletion of inappropriate interventions.

PO.11

Collaboration with patients/families, nursing staff, physicians, and other
healthcare professionals occurs as appropriate.

PO.12

Desired measurable patient outcomes are achieved. (Desired outcomes

of care may include improved clinical status, quality of life, functional status,
alleviation or remediation of symptoms, patient/family satisfaction, and
cost-effective care.)

PO.13

Innovative educational programs for patients, families, and groups are
developed, implemented, and evaluated.

PO.14

Transitions of patients are fully integrated across the continuum of care to
decrease fragmentation.

PO.15

Reports of new clinical phenomena and/or interventions are disseminated
through presentations and publications.

PO.16

Interventions that are effective in achieving nurse-sensitive outcomes are
incorporated into guidelines and policies.

OUTCOMES - NURSES AND NURSING PRACTICE SPHERE

NO.1

Knowledge and skill development needs of nurses are delineated.

NO.2

Evidence-based practices are used by nurses.

NO.3

The research and scientific base for innovations is articulated, understandable,
and accessible.

NO.4

Nurses can articulate their unique contributions to patient care and nurse-
sensitive outcomes.

NO.5

Nurses are empowered to solve patient care problems at the point of service.

NO.6

Desired patient outcomes are achieved through the synergistic effects of
collaborative practice.

NO.7

Nurses’ career enhancement programs are ongoing, accessible, innovative
and effective.

NO.8

Nurses experience job satisfaction.

NO.9

Nurses engage in learning experiences to advance or maintain competence.

NO.10

Nurses use resources judiciously to reduce overall costs of care and enhance
the quality of patient care.

NO.11

Competent nursing personnel are retained because of increased job
satisfaction and career enhancement.

NO.12

The impact of implicit bias on relationships and outcomes is recognized
and minimized.

NO.13

Educational programs that advance the practice of nursing are developed,
implemented, evaluated, and linked to evidence-based practice and effects
on clinical and fiscal outcomes.

NO.14

Nurses have an effective voice in decision-making about patient care.
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OUTCOMES - ORGANIZATIONS/SYSTEMS SPHERE

00.1 Clinical problems are articulated in the context of the organization/system
structure, mission, culture, policies, and resources.

00.2 | Patient care processes reflect continuous improvements that benefit
the system.

00.3 | Change strategies are integrated throughout the system.

00.4 | Policies enhance the practice of nurses individually as members of
multidisciplinary teams.

00.5 Innovative models of practice are developed, piloted, evaluated, and
incorporated across the continuum of care.

00.6 | Evidence-based, best practice models are developed and implemented.

00.7 | Nursing care and outcomes are articulated at organizational/system
decision-making levels.

00.8 | Stakeholders (nurses, other healthcare professionals, and management)
share a common vision of practice outcomes.

00.9 | Decision-makers within the institution are informed about practice problems,
factors contributing to the problems, and the significance of those problems
with respect to outcomes and costs.

00.10 | Patient care initiatives reflect knowledge of cost management and revenue
enhancement strategies.

00.11 | Patient care programs are aligned with the organization’s strategic imperatives,
mission, vision, philosophy, and values.

00.12 | Staff comply with policies, protocols, and standards of care that reflect
regulatory requirements and standards.

00.13 | Policy-making bodies are influenced to develop regulations/procedures

to improve patient care and health services.
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CHAPTER 5

Recommendations for Graduate Preparation
of Clinical Nurse Specialists

This section presents recommendations for graduate preparation of CNSs necessary for
the acquisition of CNS core competencies. The curricular content areas were derived

from a review of the literature, feedback from practicing CNSs, and review of educa-

tional standards (AACN, 2006; AACN, 2011). It is important to note that curriculum for
population-specific and specialty practice competencies is beyond the scope of these rec-
ommendations. For both, national standards articulated by specialty organizations should
be used to develop additional courses, content areas, or educational learning threads as
needed. The recommendations in this section are designed to provide guidance to CNS
educators as they evaluate, revise, or develop CNS programs. They may also be used to
guide current CNSs in practice as they continue their professional development.

History and Evolution of Clinical Nurse Specialist Education
In direct response to the National League for Nursing’s recommendations for universities
to develop master’s level nursing curricula, Peplau and Reiter proposed the psychi-
atric CNS role in the 1940s as a model of advanced clinical nursing (Fulton, 2014;
Peplau, 1965/2003; Reiter, 1966). The first CNS program began at Rutgers University
in 1954, heralding a fundamental shift in education for nurses away from the culture of
hospital-based diploma education to university-based education leading to specialty
practice knowledge through the integration of theory and science (Fulton, 2014; Mick &
Ackerman, 2002). Clinical nurse specialist education was developed to prepare CNSs as
expert clinical nurses, providing specialized nursing care directly to patients, and indi-
rectly improving care by focusing on nursing staff education and system analysis (Boyd
et al., 1991; Fenton, 1985; Page & Arena, 1994).

By 1980, there were multiple programs for CNS education, and early evaluation research
validated the innovative contributions of CNS care (Bigbee & Amidi-Nouri, 2000;
Georgopoulous & Christman, 1970; Georgopoulos & Jackson, 1970). In the 1980s,
some nursing leaders suggested that reconfiguring the curricula and coalescing the
CNS, NP, and CNM roles into a single advanced practice nursing role was a way to gain
political clout and position nurses as a major provider of primary care (Schroer, 1991).
The proposal for a single title, however, generated significant debate within the profes-
sion (Sparacino, 2000) and was abandoned because the unique contributions of each
group were lost.

In the 1990s, there was variability in CNS education requirements across the country
(Fulton, 2014; Walker et al., 2003). Surveys of graduate nursing programs that pre-
pared CNSs, NPs, and CNMs in the U.S. revealed significant variations in the length of
programs, number of courses in the major, specialty titling, and competencies (AACN,
1994; Burns et al., 1993; Walker et al., 2003). Those findings, with changes in the
healthcare system and debate within the nursing community concerning the requisite
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knowledge for nursing at the advanced level, led to the publication of several position
statements. The statements provided direction for advanced preparation by recom-
mending changes in the regulation of health professionals (Pew Health Professions
Commission, 1995), delineating the scope and standards of advanced practice nursing
(ANA, 1996; ANA, 2004), and providing guidelines for graduate preparation of advanced
practice nurses (AACN, 1996).

The AACN'’s Essentials of Master’s Education for Advanced Practice Nursing (1996) filled
a gap by offering guidance for curricular development in graduate programs. The doc-
ument said graduates of master’s programs in nursing must have “critical thinking and
decision-making skKills... ability to critically and accurately assess, plan, intervene, and
evaluate the health and illness experiences of clients... ability to communicate effec-
tively... (and) the ability to analyze, synthesize, and utilize knowledge” (p. 6).

The NACNS has published two documents to provide additional guidance for CNS
education. In 1998, NACNS published its first statement on CNS practice and educa-
tion. After just three years, 56 percent of CNS education programs were using the 1998
NACNS recommendations to guide their curricula (Walker et al., 2003). The NACNS
published a second edition of education recommendations in 2004. The recommenda-
tions in that document build on the two previously published statements.

In 2008, CNS education was further standardized by publication of the Consensus
Model for APRN Licensure, Accreditation, Certification, and Education (APRN
Consensus Work Group, 2008). That document has since been used by certification
bodies to guide certification eligibility criteria and by state boards of nursing to regulate
advanced practice. Because the document outlined requirements for three separate
courses focused on advanced pathophysiology, pharmacology, and physical assess-
ment, these courses are now standard in all CNS programs. Additionally, the document
included National Council of State Boards of Nursing (NCSBN) criteria that certification
bodies require at least 500 supervised practicum hours. Therefore, to ensure that CNS
graduates were eligible to take post-graduation certification examinations, CNS pro-
grams had to include at least 500 precepted practicum hours regardless of specialty.
The requirements in the Consensus Model continue to drive regulation and certification
requirements.

The Consensus Model (APRN Consensus Work Group, 2008) provided clarity related to
the four roles of advanced practice: CNS, CNP, CNM, and CRNA. The document estab-
lished that APRN education would lead to preparation in one of those four roles, with
further preparation in a population, of which there are six. They include “family/individual
across the lifespan, adult-gerontology, pediatrics, neonatal, women’s health/gender-re-
lated or psych/mental health” (APRN Consensus Work Group, 2008, p. 5). Unfortunately,
there are not CNS certification exams for all populations. As of 2018, the American
Nurses Credentialing Center (ANCC) offers one CNS-specific certification examination:
Adult-Gerontology (ANCC, 2018). The American Association of Critical Care Nurses
offers CNS certification exams in adult-gerontology, pediatrics, and neonatal (American
Association of Critical-Care Nurses, 2018). Because certification exams are not available
for all populations, CNS education programs will need to focus on those areas in which
certification exams exist.
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As stated in Chapter 1 of this document, competencies listed in Chapter 2 are role-based
and do not address population foci or specialties. Similarly, the education recommen-
dations in this section are also CNS role-based. Additional population foci and specialty
education recommendations will need to be built on population foci and specialty
competencies.

These national documents provide a general framework for preparing nurses at a mas-
ter’s or an advanced practice level. The Essentials documents are broad and include
core content and learning outcomes that apply across roles and specialties (AACN,
2006; AACN, 2011). It is therefore important to outline CNS-specific content that
ensures achievement of core competencies upon graduation from master’s or practice
doctorate CNS programs.

Curricular Recommendations
As previously stated in Chapter 1 of this document, the competencies contained in
Chapter 2 apply to two levels of entry for CNS practice: Master’s and DNP. We recog-
nize that multiple competency sets exist that can also be used to create CNS curricula;
for example, Interprofessional Education Collaborative (IPEC) (IPEC, 2016) and Quality
and Safety Education for Nurses (QSEN) (AACN & QSEN, 2012). In this document, our
discussion is limited to commonly used curriculum statements, as opposed to com-
petencies. For an example of QSEN curriculum alignment in the practice setting, see
Altmiller (2011). For curriculum alignment with IPEC, see Mayo and colleagues (2016).

The NACNS recommends the following curricula content for CNS education:

1. Use AACN’s Essentials for Master’s (2011) and Doctoral Education for Nursing
Practice (2006) to address core education requirements. As previously stated, neither
document is specific to CNS practice.

2. Required courses in advanced pathophysiology and pharmacology should include
the following content for CNS education:

a. Advanced physiology/pathophysiology should also include advanced science
content such as epidemiology, psychobiology, and genetics. Advanced science
content should include concepts and principles relevant for CNS practice, reflect
a balance between illness and disease etiologies, and be integrated throughout
the curriculum.

b. In addition to performing advanced physical assessment, coursework must
emphasize the evaluation of the continuum of wellness to illness (including health
promotion and disease prevention); psychosocial, functional, and environmental
factors; and risk behaviors to support the ability to make differential diagnoses.

c. Advanced pharmacology should include principles of pharmacodynamics,
pharmacokinetics, pharmacotherapeutics, pharmacogenomics, and drug-drug
and drug-food interactions. Where a state may require additional preparation
for prescriptive authority, the advanced pharmacology course(s) should meet
statute requirements.
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3. The NACNS recommends the following additional core content specific to CNS
practice (a description of each content area follows):

B Theoretical and empirical foundations for CNS practice.

B Theoretical and empirical knowledge of phenomena of concern that forms the
basis for assessment, diagnosis, and treatment of iliness and wellness within the
CNS population and specialty.

W Theoretical and scientific base for the design and development of innovative
evidence-based nursing interventions and programs of care.

| Clinical inquiry/critical thinking with advanced knowledge.
| Selection, use, and evaluation of healthcare technology/products/devices.

m Theories of teaching, mentoring, and coaching for use in all three spheres
of impact.

M Influencing change.

m Systems thinking regarding the organizational culture.
W Leadership for interprofessional collaboration.

m Consultation theory.

B Quality improvement and safety.

B Measurement and outcome evaluation methods.

I Evidence-based practice and knowledge translation.
B Interpersonal communication and leadership.

 Advocacy and ethical decision-making.

The following table shows the alignment of the core CNS competencies with CNS
outcomes, and curriculum content recommendations.
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Table 3

ALIGNMENT OF COMPETENCIES, OUTCOMES,
AND CURRICULAR RECOMMENDATIONS

Definitions

PO = Patient Outcome | NO = Nurse Outcome | 00 = Organization Outcome

Patient:
Represents patient, family, healthcare surrogate, community, and population.

Direct Care:
Direct interaction with patients, families, and groups of patients to promote health or
well-being and improve quality of life. Characterized by a holistic perspective in the
advanced nursing management of health, illness, and disease states.

Nurses and Nursing Practice:
The CNS advances nursing practice to achieve optimal outcomes by ensuring nurses
and nursing personnel utilize evidence-based practices to meet the multifaceted needs
of patients and/or populations.

Organizations/Systems:
The CNS articulates the value of nursing care at the organizational, decision-making
level, influences system changes that facilitate improvement of quality, cost-effective
patient outcomes, and advocates for professional nursing.

CNS Core CNS Outcomes Related to Core Essential Core Content Areas
Competencies Competencies* for Developing CNS Competencies

PATIENT DIRECT CARE SPHERE OF IMPACT

P.1 PO.11 Theoretical foundations for CNS

Uses relationship- Collaboration with patients/families, nursing staff, practice include theories, conceptual
building communication | physicians, and other healthcare professionals models, and research-based evidence
to promote health occurs as appropriate. that shape the CNS perspective.

and wellness, healing, Content includes theories of health,
self-care, and peaceful illness, wellness, learning, stress, and
end-of-life. palliative care.

Relationship-based communication,
conflict management, crucial
conversations, peer feedback,
awareness of implicit bias, embracing
diversity, and shared decision-making
with patients and significant others.

In addition to performing advanced
physical assessment, coursework must
emphasize the evaluation of wellness,

P.2 PO.1
Conducts a comprehen- | Phenomena of concern requiring nursing
sive health assessment | interventions are identified.

in diverse care settings
including psychosocial,
functional, physical, and
environmental factors.

illness, psychosocial, functional and
environmental factors as well as risk
behaviors to support the ability to
make differential diagnoses.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

P.3

Synthesizes assessment
findings using advanced
knowledge, expertise,
critical thinking, and
clinical judgment to
formulate differential
diagnoses.

PO.1
Phenomena of concern requiring nursing
interventions are identified.

PO.2
Diagnoses are accurately aligned with assessment
data and etiologies.

PO.8
Unintended consequences and errors are
prevented.

Critical thinking, diagnostic reasoning,
pattern identification, clinical decision-
making, and problem-solving strategies.

P.4

Designs evidence-
based, cost-effective
interventions, including
advanced nursing
therapies, to meet the
multifaceted needs of

PO.3

Plans of care are appropriate for meeting patient
needs with available resources, reflecting
patient/family treatment preferences and shared
decision-making.

PO.5
Programs of care are designed for specific

Theoretical and empirical knowledge
of iliness and wellness phenomena
with non-disease and disease-based
etiologies. Examples of phenomena
include symptoms (e.g., nausea,
fatigue, pain, dyspnea), cognitive
impairment, dementia, iatrogenesis,

complex patients. populations (e.g., oncology, specific ethnic groups, developmental delay, end-of-life/
end-of-life). dying, environmental hazards,
impaired mobility, ineffective coping,
impaired wound healing, safety, sleep
disturbances, unsafe workplace, and
workplace violence.
PO.8 The design and development of
Unintended consequences and errors are prevented. | nursing assessments, evidence-
PO.16 based intervention;, and prog_ram_s of
Interventions that are effective in achieving care. The content includes validating
nurse-sensitive outcomes are incorporated into existing practices and identifying the
quidelines and policies. need for |rjnovat|ons. This knoyvledge
area also includes the theoretical and
scientific basis for the selection and
use of specific nursing assessment
instruments and interventions and is
the basis for nursing innovation.
P.5 PO.4 Theoretical and empirical knowledge
Implements custom- Nursing interventions target specified etiologies. of illness and wellness phenomena
ized evidence-based PO.8 with non-disease and disease-based
advanced nursing | {jnintended consequences and errors are prevented. | €10I0gi€s.
interventions, including PO.16 The design and development of

the provision of
direct care.

Interventions that are effective in achieving nurse-
sensitive outcomes are incorporated into guidelines
and policies.

nursing assessments, evidence-
based interventions, and programs of
care. The content includes validating
existing practices and identifying the
need for innovations. This knowledge
area also includes the theoretical and
scientific basis for the selection and
use of specific nursing assessment
instruments and interventions and is
the basis for nursing innovation.
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CNS Core

CNS Outcomes Related to Gore

Essential Core Content Areas

Competencies Competencies* for Developing CNS Competencies
P.6 PO.4 Advanced pharmacology that includes
Prescribes medications, | Nursing interventions target specified etiologies. principles of pharmacodynamics,
therapeutics, diagnostic PO.7 pharmacokinetics, pharmacogenom-

studies, equipment, and
procedures to manage
the health issues of

Nursing interventions, in combination with interven-
tions by members of other disciplines, result
in synergistic patient outcomes.

ics, and, drug-drug, and drug-food
interactions pertinent to the specialty.
In situations in which the CNS desires

patients. prescriptive authority, an advanced
pharmacology course should meet
statute requirements.

P.7 PO.3 Theories and evidence about the

Designs and employs
educational strategies
that consider readiness
to learn, individual
preferences, and other
social determinants

Plans of care are appropriate for meeting patient
needs with available resources, reflecting
patient/family treatment preferences and shared
decision-making.

PO.13
Innovative educational programs for patients,

factors that influence learning, health
behaviors, and the teaching and
coaching of learners who are patients
and their significant others. Examples
of content include assessing learning
needs, designing health messages and

of health. families, and groups are developed, implemented, | Néalth education materials to match
and evaluated. I|terqcy ability, .clulturall dlversrtyl, and

physical capability; using theories and
evidence to design teaching strategies
to enhance learning.

P.8 PO.8 Relationship-based communication,

Uses advanced com- Unintended consequences and errors are prevented. | conflict management, crucial conver-

munication skills in PO.11 sations, peer feedback, awareness of

complex situations and

Collaboration with patients/families, nursing staff,

implicit bias, embracing diversity, and

difficult conversations. physicians, and other healthcare professionals shareq dlelcision—making with patients
oceurs as appropriate. and significant others.
P.© PO.11 Consultation theory and research, and

Provides expert consul-
tation based on a broad
range of theories and
evidence for patients
with complex healthcare
needs.

Collaboration with patients/families, nursing staff,
physicians, and other healthcare professionals
occurs as appropriate.

the associated process skills of serving
as a clinical expert consultant.

P.10

Provides education and
coaching to patients
with complex learning
needs and atypical
responses.

PO.13

Innovative educational programs for patients,
families, and groups are developed, implemented,
and evaluated.

Opportunities to provide education and
coaching using strategies grounded in
theory and evidence.
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CNS Core CNS Outcomes Related to Gore Essential Core Gontent Areas
Competencies Competencies* for Developing CNS Competencies
P.11 PO.5 Clinical considerations of measure-

Evaluates impact of
nursing interventions
on patients’ aggregate
outcomes using a
scientific approach.

Programs of care are designed for specific
populations (e.g., oncology, specific ethnic groups,
end-of-life).

PO.6

Prevention, alleviation, and/or reduction of symp-
toms, functional problems, or risk behaviors are
achieved.

PO.7

Nursing interventions, in combination with inter-
ventions by members of other disciplines, result in
synergistic patient outcomes.

PO.8
Unintended consequences and errors are prevented.

PO.9

Predicted and measurable nurse-sensitive patient
outcomes are attained through evidence-based
practice.

PO.10

Interventions have measurable outcomes that
are incorporated into guidelines for practice with
deletion of inappropriate interventions.

PO.12

Desired measurable patient outcomes are achieved.
Desired outcomes of care may include improved
clinical status, quality of life, functional status, alle-
viation or remediation of symptoms, patient/family
satisfaction, and cost effective care.

PO.16

Interventions that are effective in achieving nurse-
sensitive outcomes are incorporated into guidelines
and policies.

ments (e.g., physiological, behavioral,
psychosocial) to evaluate the effect
of interventions on patient outcomes.
Examples include selecting mea-
surement instruments for evaluation
of interventions at the individual,
population, and system level, and
critiquing the validity, reliability, and
clinical applicability of measurement
instruments.

In relation to aggregate outcomes,
theories and evidence related to
quality improvement and safety must
be considered. Skills related to health
informatics and database management
and manipulation are also relevant.

P.12

Leads and facilitates
coordinated care and
transitions in collabora-
tion with the patient and
inter-professional team.

PO.5

Programs of care are designed for specific
populations (e.g., oncology, specific ethnic groups,
end-of-life).

PO.11

Collaboration with patients/families, nursing staff,
physicians and other healthcare professionals
occurs as appropriate.

PO.14
Transitions of patients are fully integrated across
the continuum of care to decrease fragmentation.

NO.6
Desired patient outcomes are achieved through the
synergistic effects of collaborative practice.

Development of leadership skills to
create a collaborative environment for
interprofessional teams. The content
encompasses interpersonal qualities
(e.g., respectful or relationship-based
communication) needed to ensure a
healthy work environment and shared
goals of the organization. This content
area also includes care coordination
and transition management.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

P.13

Facilitates patient

and family under-
standing of the risks,
benefits, and outcomes
of proposed healthcare
regimens to promote
informed, shared
decision-making.

PO.3

Plans of care are appropriate for meeting patient
needs with available resources, reflecting
patient/family treatment preferences and shared
decision-making.

Theoretical foundations for CNS
practice includes theories, concep-
tual models, and research-based
evidence that shape the CNS per-
spective. Content includes theories
of health, iliness, wellness, learning,
stress, palliative care, and shared
decision-making.

Relationship-based communication,
conflict management, crucial conver-
sations, peer feedback, awareness of
implicit bias, embracing diversity, and
shared decision-making with patients
and significant others.

P.14

Facilitates resolution
of ethical conflicts in
complex patient care

PO.11

Collaboration with patients/families, nursing staff,
physicians, and other healthcare professionals
occurs as appropriate.

The use of ethical decision-making
frameworks as a basis for advocating
for patients/families, nurses, other
healthcare providers, populations, and

situations. the community as a whole. Examples
of content include analysis of ethical
dilemmas and opportunities to advo-
cate on behalf of others.

CNS Core CNS Outcomes Related to Core Essential Core Content Areas

Competencies Competencies* for Developing CNS Competencies

P.15 PO.8 The use of ethical decision-making

Analyzes the ethical Unintended consequences and errors are prevented. | frameworks as a basis for advocating

impact of scientific for patients/families, nurses, other

advances, including
cost and clinical effec-
tiveness, on patient
and family values and

healthcare providers, populations, and
the community as a whole. Examples
of content include analysis of ethical
dilemmas and opportunities to advo-

preferences. cate on behalf of others.
P.16 PO.3 The use of ethical decision-making
Advocates for patient’s | Plans of care are appropriate for meeting patient frameworks as a basis for advocating

preferences and rights.

needs with available resources, reflecting
patient/family treatment preferences and shared
decision-making.

NO.14
Nurses have an effective voice in decision-making
about patient care.

for patients/families, nurses, other
healthcare providers, populations, and
the community as a whole. Examples
of content include analysis of ethical
dilemmas and opportunities to advo-
cate on behalf of others.
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CNS Core
Competencies

Nurses and Nursing Practice Sphere of Impact

N.1

Provides expert specialty
consultation to nurses
related to complex
patient care needs.

CNS Outcomes Related to Gore
Competencies*

PO.11

Collaboration with patients/families, nursing staff,
physicians, and other healthcare professionals
occurs as appropriate.

NO.3
The research and scientific base for innovations is
articulated, understandable, and accessible.

NO.6
Desired patient outcomes are achieved through the
synergistic effects of collaborative practice.

NO.9
Nurses engage in learning experiences to advance
or maintain competence.

Essential Core Gontent Areas
for Developing CNS Competencies

Consultation theory and research,

and the associated process skills of
serving as a clinical expert consul-
tant. Learning activities may include
identifying a problem for which a
consultant is appropriate, clarifying the
role of a consultant in problem-solv-
ing, developing alternative strategies
for a patient/consultee to consider,
understanding revenue-generating
processes, and using clinical expertise
as a power base.

Theoretical and empirical knowledge
of illness and wellness phenomena
with non-disease and disease-based
etiologies.

N.2

Promotes interventions
that prevent the impact
of implicit bias on
relationship building and
outcomes.

NO.12
The impact of implicit bias on relationships and
outcomes is recognized and minimized.

Development of intellectual skills that
underpin the essential characteris-
tics and competencies of the CNS.
These skills are used to determine the
appropriate application of evidence to
individuals or population groups. This
content also includes the ability to
reframe and hold biases and stereo-
types in abeyance.

Relationship-based communication,
conflict management, crucial conver-
sations, peer feedback, awareness of
implicit bias, embracing diversity, and
shared decision-making with patients
and significant others.

N.3

Advocates for nurses

to practice to the full
extent of their role in the
delivery of healthcare.

NO.5
Nurses are empowered to solve patient care prob-
lems at the point of service.

NO.14
Nurses have an effective voice in decision-making
about patient care.

The use of ethical decision-making
frameworks as a basis for advocating
for patients/families, nurses, other
healthcare providers, populations, and
the community as a whole. Examples
of content include analysis of ethical
dilemmas and opportunities to advo-
cate on behalf of others.

N.4

Leads efforts to resolve
ethical conflict and
moral distress experi-
enced by nurses and
nursing staff.

NO.8
Nurses experience job satisfaction.

The use of ethical decision-making
frameworks as a basis for advocating
for patients/families, nurses, other
healthcare providers, populations, and
the community as a whole. Examples
of content include analysis of ethical
dilemmas and opportunities to advo-
cate on behalf of others.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

N.5

Fosters a healthy work
environment by exhib-
iting positive regard,
conveying mutual

PO.11

Collaboration with patients/families, nursing staff,
physicians, and other healthcare professionals
occurs as appropriate.

The focus is on expert interpersonal
communication with patients/families,
nurses and nursing personnel, and
representatives from other disciplines
at all levels within the system.

NO.8
respect, and ackpovyl- Nurses experience job satisfaction.
edging the contributions
of others. NO.11

Competent nursing personnel are retained

because of increased job satisfaction and career

enhancement.
N.6 NO.8 Relationship-based communication,
Employs conflict Nurses experience job satisfaction. conflict management, crucial conver-
management and NO.11 sations, peer feedback, awareness of

negotiation skills to
promote a healthy work
environment.

Competent nursing personnel are retained
because of increased job satisfaction and career
enhancement.

implicit bias, embracing diversity, and
shared decision-making with patients
and significant others.

N.7

Assesses the nursing
practice environment
and processes for

NO.1
Knowledge and skill development needs of nurses
are delineated.

NO.11

Quality improvement theories and
models, quality improvement pro-
Cesses, process mapping and
evaluation, root cause analysis, moni-

improvemgnt Competent nursing personnel are retained .toring of iqdicators, data gna}ysis and
opportunities. because of increased job satisfaction and career | INterpretation from a quality improve-
E R menlt pgrspeotn(e, communlcan_ng

quality information, understanding and
measuring a culture of safety, complex
adaptive systems and human factors
theory and evidence.

N.8 PO.6 Theoretical foundations for CNS

Uses evidence-based
knowledge as a
foundation for nursing
practice to achieve
optimal nurse-sensitive

Prevention, alleviation, and/or reduction of
symptoms, functional problems, or risk behaviors
are achieved.

PO.9
Predicted and measurable nurse-sensitive patient

practice includes theories, concep-
tual models, and research-based
evidence that shape the CNS per-
spective. Content includes theories
of health, illness, wellness, learning,

outcomes. outcomes are attained through evidence-based stress, palliative care, and shared
practice. decision-making.
PO.10 Designing and developing nursing
Interventions have measurable outcomes that assgssmentz, ewdence—b?sed m}(;r—
are incorporated into guidelines for practice with vent|onsl, aT dprogr%ns.o oarle.. &
deletion of inappropriate interventions. content includes validating existing

practices and identifying the need for
P°-16 o o innovations. This knowledge area also
Interygntlons that are effectlve in achllevmg nurse- | includes the theoretical and scientific
sen3|t|v§ 'outcomes are incorporated into guidelines | pagis for the selection and use of spe-
and policies. cific nursing assessment instruments
NO.2 and interventions and is the basis for
Evidence-based practices are used by nurses. nursing innovation.
NO.3
The research and scientific base for innovations
is articulated, understandable, and accessible.
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CNS Core CNS Outcomes Related to Core Essential Core Content Areas
Competencies Competencies* for Developing CNS Competencies
N.9 NO.2 Evidence-based practice processes for

Mentors nurses and
nursing staff in using
evidence-based practice
principles.

Evidence-based practices are used by nurses.

the purpose of translating knowledge
into nursing practice. Examples of
content include identifying problems
and examining the evidence base of
current practice, creating PICO ques-
tions, understanding and leveraging
evidence hierarchies, creating effective
search strategies, appraising evidence
using reliable and valid tools, selecting
best practices, using project manage-
ment skills and knowledge translation
theory to apply evidence in practice,
evaluating the outcomes of new evi-
dence-based practices, and planning
for sustaining gains.

N.10

Leads nurses in the
process of planning,
implementing, and
evaluating change
considering intended
and unintended

PO.8
Unintended consequences and errors are prevented.

NO.13

Educational programs that advance the practice of
nursing are developed, implemented, evaluated,
and linked to evidence-based practice and effects
on clinical and fiscal outcomes.

Use of theory and evidence to imple-
ment change in the practice setting.
Examples of experiences and content
may include relationship development,
empowerment, persuasion, negotia-
tion, and collaboration. Experiences
should include project management

consequences. and knowledge translation. The focus
of change strategies includes all three
spheres of impact.

N.11 PO.6 Selecting measurement instruments

Evaluates the outcomes
of nursing practice
using methods that
provide valid data.

Prevention, alleviation, and/or reduction of
symptoms, functional problems, or risk behaviors
are achieved.

PO.8
Unintended consequences and errors are prevented.

PO.9

Predicted and measurable nurse-sensitive patient
outcomes are attained through evidence-based
practice.

PO.12

Desired measurable patient outcomes are achieved.
Desired outcomes of care may include improved
clinical status, quality of life, functional status, alle-
viation or remediation of symptoms, patient/family
satisfaction, and cost effective care.

NO.6
Desired patient outcomes are achieved through the
synergistic effects of collaborative practice.

for evaluation of interventions at the
individual, population, and system
level, and critiquing their validity,
reliability, and clinical applicability.
Additional content includes consid-
eration of system characteristics,
resources, and variance; and methods
of selecting outcomes of interest. Other
content includes informatics.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

N.12

Facilitates oppor-
tunities for nurses,
students, and other
staff to acquire new
knowledge and skills
that foster professional

NO.1
Knowledge and skill development needs of nurses
are delineated.

NO.7
Nurses’ career enhancement programs are ongo-
ing, accessible, innovative, and effective.

NO.9

Theories and evidence about the
factors that influence learning, health
behaviors, and the teaching and
coaching of learners who are patients
and their significant others, nurses,
and other healthcare professionals.
Learning activities may include the

development. process of conducting needs assess-
Nurse_s engage in learning experiences to advance ments: designing health messages and
or maintain competence. health education materials to match
NO.11 literacy ability, cultural diversity, and
Competent nursing personnel are retained physical capability; using theories and
because of increased job satisfaction and career | evidence to design teaching strate-
enhancement. gies to enhance learning; mentoring;
and developing professional growth
strategies.
N.13 NO.1 Designing strategies related to

Engages nurses in
reflective practice
activities that promote
self-awareness and
invite peer feedback to
improve the practice of
nursing.

Knowledge and skill development needs of nurses
are delineated.

NO.3
The research and scientific base for innovations is
articulated, understandable, and accessible.

NO.4
Nurses are able to articulate their unique contribu-

tions to patient care and nurse-sensitive outcomes.

NO.9
Nurses engage in learning experiences to advance
or maintain competence.

mentoring and developing professional
growth.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

N.14

Mentors nurses to
analyze legislative,
regulatory, and fiscal
policies that impact
nursing practice and
patient outcomes.

Organizations/Systems Sphere of Impact

O.1

Cultivates a prac-

tice environment in
which mutual respect,
communication, and
collaboration contrib-
ute to safe, quality
outcomes.

NO.10

Nurses use resources judiciously to reduce
overall costs of care and enhance the quality of
patient care.

NO.13

Educational programs that advance the practice of
nursing are developed, implemented, evaluated,
and linked to evidence-based practice and effects
on clinical and fiscal outcomes.

NO.14
Nurses have an effective voice in decision-making
about patient care.

00.9

Decision-makers within the institution are informed
about practice problems, factors contributing to the
problems, and the significance of those problems
with respect to outcomes and costs.

00.12

Staff comply with policies, protocols, and standards
of care that reflect regulatory requirements and
standards.

00.13

Policy-making bodies are influenced to develop
regulations/procedures to improve patient care
and health services.

PO.11

Collaboration with patients/families, nursing staff,
physicians, and other healthcare professionals
occurs as appropriate.

NO.5
Nurses are empowered to solve patient care
problems at the point of service.

NO.6
Desired patient outcomes are achieved through
the synergistic effects of collaborative practice.

NO.8
Nurses experience job satisfaction.

NO.14
Nurses have an effective voice in decision-making
about patient care.

00.11

Patient care programs are aligned with the
organization’s strategic imperatives, mission,
vision, philosophy, and values.

CNS participation in advocacy with

an emphasis on the CNS role in policy
development, influence, and action

as well as mentoring nurses in this
process.

The focus is on expert interpersonal
communication with patients/families,
nurses and nursing personnel, and
representatives from other disci-
plines at all levels within the system.
Examples include relationship-based
communication, conflict management,
crucial conversations, peer feedback,
awareness of implicit bias, embracing
diversity, and shared decision-making
with patients and significant others.
Additional examples include leadership
theory, development of leadership
skills, team building, and the ability to
convey a shared vision for practice.

Developing skills to create a collabora-
tive environment for interprofessional
teams. The content encompasses
interpersonal qualities (e.g., respectful
or relationship-based communication)
needed to ensure a healthy work
environment and shared goals of the
organization.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

0.2

Uses leadership, team
building, negotiation,
collaboration, and con-
flict resolution skills to
build partnerships within
and across systems
and/or communities.

PO.11

Collaboration with patients/families, nursing staff,
physicians, and other healthcare professionals
occurs as appropriate.

NO.6
Desired patient outcomes are achieved through the
synergistic effects of collaborative practice.

NO.14
Nurses have an effective voice in decision-making
about patient care.

00.4
Policies enhance the practice of nurses individually
as members of multidisciplinary teams.

The focus is on expert interpersonal
communication with patients/families,
nurses and nursing personnel, and
representatives from other disci-
plines at all levels within the system.
Examples include relationship-based
communication, conflict management,
crucial conversations, peer feedback,
awareness of implicit bias, embracing
diversity, and shared decision-making
with patients and significant others.
Additional examples include leadership
theory, development of leadership
skills, team building, and the ability to
convey a shared vision for practice.

Developing skills to create a collabora-
tive environment for interprofessional
teams. The content encompasses
interpersonal qualities (e.g., respectful
or relationship-based communication)
needed to ensure a healthy work
environment and shared goals of the
organization.

0.3

Consults with health-
care team members
to integrate the needs,
preferences, and
strengths of a popula-
tion into the healthcare
plan to optimize health
outcomes and patient
experience within a
healthcare system.

PO.11

Collaboration with patients/families, nursing staff,
physicians, and other healthcare professionals
occurs as appropriate.

00.5

Innovative models of practice are developed, piloted,
evaluated, and incorporated across the continuum
of care.

00.8

Stakeholders (nurses, other healthcare profession-
als, and management) share a common vision of
practice outcomes.

00.11

Patient care programs are aligned with the orga-
nization’s strategic imperatives, mission, vision,
philosophy, and values.

Consultation theory and research, and
the associated process skills of serving
as a clinical expert consultant. The
process includes identifying a problem
for which a consultant is appropriate,
clarifying the role of a consultant in
problem-solving, developing alternative
strategies for a patient/consultee to
consider, understanding revenue-gen-
erating processes, and using clinical
expertise as a power base.

System theory and research to under-
stand, evaluate, and predict individual,
group, and organizational behaviors.
The content includes skills in partic-
ipating in change and policy-setting
that influence the quality of care within
a system.
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CNS Core CNS Outcomes Related to Core Essential Core Content Areas
Competencies Competencies* for Developing CNS Competencies
0.4 PO.12 Quality improvement theories and

Leads and participates
in systematic quality
improvement and safety
initiatives based on
precise problem/etiol-
ogy identification, gap
analysis, and process
evaluation.

Desired measurable patient outcomes are achieved.

Desired outcomes of care may include improved
clinical status, quality of life, functional status, alle-
viation or remediation of symptoms, patient/family
satisfaction, and cost effective care.

NO.6
Desired patient outcomes are achieved through the
synergistic effects of collaborative practice.

00.1

Clinical problems are articulated within the
context of the organization/system structure,
mission, culture, policies, and resources.

00.11

Patient care programs are aligned with the
organization’s strategic imperatives, mission,
vision, philosophy and values.

models, quality improvement pro-
Cesses, process mapping and
evaluation, root cause analysis, moni-
toring of indicators, data analysis and
interpretation from a quality improve-
ment perspective, communicating
quality information, understanding and
measuring a culture of safety, complex
adaptive systems, and human factors
theory and evidence.

0.5

Provides leadership for
the interprofessional
team in identifying,
developing, implement-
ing, and evaluating
evidence-based prac-
tices and research
opportunities.

PO.8
Unintended consequences and errors are prevented.

00.1

Clinical problems are articulated within the context
of the organization/system structure, mission,
culture, policies, and resources.

00.2
Patient care processes reflect continuous
improvements that benefit the system.

00.3
Change strategies are integrated throughout
the system.

00.5

Innovative models of practice are developed,
piloted, evaluated, and incorporated across the
continuum of care.

00.9

Decision-makers within the institution are informed
about practice problems, factors contributing to the
problems, and the significance of those problems
with respect to outcomes and costs.

00.12

Staff comply with policies, protocols, and standards
of care that reflect regulatory requirements, and
standards.

Evidence-based practice processes for
the purpose of translating knowledge
into nursing practice. Examples of
content include identifying problems
and examining the evidence base of
current practice, creating PICO ques-
tions, understanding and leveraging
evidence hierarchies, creating effective
search strategies, appraising evidence
using reliable and valid tools, selecting
best practices, using project manage-
ment skills and knowledge translation
theory to apply evidence in practice,
evaluating the outcomes of new evi-
dence-based practices, and planning
for sustaining gains.

Designing and developing nursing
assessments, evidence-based inter-
ventions, and programs of care. The
content includes validating existing
practices and identifying the need for
innovations. This knowledge area also
includes the theoretical and scientific
basis for the selection and use of spe-
cific nursing assessment instruments
and interventions and is the basis for
nursing innovation.
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CNS Core CNS Outcomes Related to Core Essential Core Content Areas
Competencies Competencies* for Developing CNS Competencies
0.6 NO.3 Designing and developing nursing

Partners with
research-focused,
doctorally-prepared
(e.g., PhD) colleagues to
translate, conduct, and
disseminate research
that addresses gaps
and improves clinical
knowledge and practice.

The research and scientific base for innovations
is articulated, understandable, and accessible.

assessments, evidence-based inter-
ventions, and programs of care. The
content includes validating existing
practices and identifying the need for
innovations. This knowledge area also
includes the theoretical and scientific
basis for the selection and use of spe-
cific nursing assessment instruments
and interventions and is the basis for
nursing innovation.

0.7

Leads and participates
in the process of
selecting, integrating,
managing, and evalu-
ating technology and
products to promote
safety, quality, efficiency,
and optimal health

PO.7

Programs of care are designed for specific
populations (e.g., oncology, specific ethnic groups,
end-of-life).

00.4

Policies enhance the practice of nurses individually
as members of multidisciplinary teams.

00.5
Innovative models of practice are developed,

The evaluation, selection, and use

of existing technology, products,

and devices that support nursing
practice and contribute to improved
outcomes. Content may also focus on
the development of new technology,
products, and devices. Examples of
learning activities include evaluating
patient education products; using and

outcomes. : . optimizing informatics; evaluating the
piloted, evaluated, and incorporated across the sensitivity and specificity of a device
continuum of care. to monitor a body function; using
00.6 strategies to evaluate technology,
Evidence-based, best practice models are devel- products, apps, and devices from
oped and implemented. the perspectives of utility, cost-ben-
00.12 efit analysis, ease of use, safety,.a.nd
. . effects on patient outcomes; utilizing
Staff comply with policies, protocols, and standards ;
. technology and products to improve
of care that reflect regulatory requirements and ) ) . :
patient safety; and evaluating ethical
standards. . : "
considerations. In addition, content
may include consideration of strategies
for standardization of products across
a system so that errors and variance
are reduced.
0.8 PO.8 Use of theory and evidence to imple-
Leads and facilitates Unintended consequences and errors are prevented. | ment change in the practice setting.
change in response 00.5 Examples of experiences and content

to organizational and
community needs in
a dynamic healthcare

Innovative models of practice are developed,
piloted, evaluated, and incorporated across the
continuum of care.

may include relationship development,
empowerment, persuasion, negotia-
tion, and collaboration. Experiences

environment. should include project management

00.9 and knowledge translation. The focus
Decision-makers within the institution are informed | of change strategies includes all three
about practice problems, factors contributing to the | gpheres of impact.
problems, and the significance of those problems
with respect to outcomes and costs.
00.12
Staff comply with policies, protocols, and standards
of care that reflect regulatory requirements and
standards.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

0.9

Evaluates system-level
interventions, programs,
and outcomes based

on the analysis of
information from

00.3
Change strategies are integrated throughout
the system.

00.5
Innovative models of practice are developed,
piloted, evaluated, and incorporated across the

Selecting measurement instruments
for evaluation of interventions at the
individual, population, and system
level, and critiquing their validity,
reliability, and clinical applicability.
Additional content includes consid-

relevant sources. continuum of care. eration of system gharacteristics,
resources, and variance; and methods
of selecting outcomes of interest. Other
content includes informatics.

0.10 PO.8 Systems theory and research to under-

Demonstrates stew- Unintended consequences and errors are prevented. | stand, evaluate, and predict individual,

ardship of human and PO.10 group, and organizational behaviors.

fiscal resources in
decision-making.

Interventions have measurable outcomes that
are incorporated into guidelines for practice with
deletion of inappropriate interventions.

00.2
Patient care processes reflect continuous improve-
ments that benefit the system.

00.5

Innovative models of practice are developed,
piloted, evaluated, and incorporated across the
continuum of care.

The content includes skills in partic-
ipating in change and policy-setting

that influence the quality and cost of
care within a system.

O.11

Disseminates CNS prac-
tice and fiscal outcomes
to internal stakeholders

and the public.

PO.7

Programs of care are designed for specific
populations (e.g., oncology, specific ethnic groups,
end-of-life).

NO.10

Nurses use resources judiciously to reduce overall
costs of care and enhance the quality of patient care.

00.10
Patient care initiatives reflect knowledge of cost
management and revenue enhancement strategies.

Knowledge of cost-effectiveness eval-
uation, opportunities to evaluate CNS
practice, and participate in the process
of disseminating CNS outcomes.
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CNS Core
Competencies

CNS Outcomes Related to Gore
Competencies*

Essential Core Gontent Areas
for Developing CNS Competencies

NO.12

Promotes nursing’s
unique contributions
to advancing health to
stakeholders (e.g., the
organization, commu-
nity, public, and policy
makers).

PO.15

Reports of new clinical phenomena and/or interven-
tions are disseminated through presentations and
publications.

NO.13

Educational programs that advance the practice of
nursing are developed, implemented, evaluated,
and linked to evidence-based practice and effects
on clinical and fiscal outcomes.

00.7
Nursing care and outcomes are articulated at
organizational/system decision-making levels.

00.8

Stakeholders (nurses, other healthcare profession-
als, and management) share a common vision of
practice outcomes.

00.9

Decision-makers within the institution are informed
about practice problems, factors contributing to the
problems, and the significance of those problems
with respect to outcomes and costs.

CNS role in policy development, influ-
ence, and action as well as mentoring
nurses in this process. Learning
activities include opportunities to
advocate on behalf of others, partici-
pate in forming health policy, interact
with policy makers, take action, and
promote nursing’s contributions toward
advancing health.

0.13

Advocates for equitable
healthcare by partici-
pating in professional
organizations and public
policy activities.

PO.15

Reports of new clinical phenomena and/or interven-
tions are disseminated through presentations and
publications.

NO.4
Nurses are able to articulate their unique contribu-
tions to patient care and nurse-sensitive outcomes.

NO.14
Nurses have an effective voice in decision-making
about patient care.

00.4
Policies enhance the practice of nurses individually
as members of multidisciplinary teams.

00.7
Nursing care and outcomes are articulated
at organizational/system decision-making levels.

00.8

Stakeholders (nurses, other healthcare profession-
als, and management) share a common vision of
practice outcomes.

The use of ethical decision-making
frameworks as a basis for advocating
for patients/families, nurses, other
healthcare providers, populations, and
the community as a whole. Examples
of content include analysis of ethical
dilemmas and opportunities to advo-
cate on behalf of others, health policy
formulation, processes of influencing
policy makers, and taking action.
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0.14 00.13 The use of ethical decision-making
Advocates for ethical Policy-making bodies are influenced to develop frameworks as a basis for advocating
principles in protecting | regulations/procedures to improve patient care for patients/families, nurses, other
the dignity, uniqueness, | and health services. healthcare providers, populations, and
and safety of all. the community as a whole. Examples

of content include analysis of ethical
dilemmas and opportunities to advo-
cate on behalf of others.

Essential Core Content Areas for Developing Clinical

Nurse Specialist Competencies
A content area identifies the subject-matter focus. Content areas do not specify courses
because any content area may be represented by integrated threads throughout a
CNS curriculum, or may be reflected in a discrete course. Content areas encompass all
pertinent learning experiences in the acquisition and application of knowledge to CNS
practice. The following areas of content are recommended for inclusion in CNS curricula:

1. Theoretical and empirical foundations for Clinical Nurse Specialist practice.

Description: This content area focuses on theories, conceptual models, empirical
knowledge, and research that shape the CNS perspective.

Examples: Theories of health, illness, and wellness; health behavior (including
self-care) and health behavior change; and theories of learning, stress, leadership,
consultation, collaboration, and organizational development.

Rationale: Theoretical foundations and empirical knowledge are the basis for
CNS practice.

2. Phenomena of concern.

Description: This content area focuses on theoretical and empirical knowledge
of iliness and wellness phenomena with non-disease and disease-based etiolo-
gies. Phenomena from all three spheres of impact should be incorporated in the
curriculum.

Examples: Symptoms (e.g., nausea, fatigue, pain, dyspnea), cognitive
impairment, dementia, iatrogenesis, developmental delay, end-of-life/dying, envi-
ronmental hazards, impaired mobility, ineffective coping, impaired wound healing,
safety, sleep disturbances, unsafe workplace, and workplace violence.

Rationale: Mastery of knowledge of the phenomena of concern to nursing pre-
pares the CNS to differentially diagnose problems that are amenable to existing
or innovative interventions, particularly in patients with complex and multifactorial
health conditions. This knowledge also enables the CNS to articulate nursing’s
unique contributions to patient care, collaborate with other healthcare profession-
als, and identify outcomes of care reflective of CNS interventions.

3. Design and development of evidence-based innovative nursing interventions.

Description: This content area focuses on the design and development of nursing
assessments, evidence-based interventions, and programs of care. The content
includes validating existing practices and identifying the need for innovations. This
knowledge area also includes the theoretical and scientific basis for the selection
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and use of specific nursing assessment instruments and interventions, and is the
basis for nursing innovation. Innovations are focused on cost-effectiveness and
quality patient care.

Examples: Implementing innovative evidence-based, cost-effective interventions
to decrease medication errors; designing a program for parents of dying children;
creating an innovative community-based screening and education program for
patients at high risk for chronic obstructive lung disease; and applying innovative
interventions to decrease risk.

Rationale: This content is critical for CNSs because it requires graduate-level
analysis and synthesis of theory and evidence. Clinical nurse specialists develop
innovative assessments and interventions with cost-effective outcomes, thus
advancing the practice of nursing.

4.. Clinical inquiry/critical thinking using advanced knowledge.

Description: This content area focuses on the development of intellectual skills
that underpin the essential characteristics and competencies of the CNS. Those
cognitive skills are applied by questioning current practice in order to advance
practice for nursing, recognizing the nuances of patient experiences, and identify-
ing the commonalties and uniqueness among population groups. Those skills are
used to determine the appropriate application of evidence to individuals or popu-
lation groups. This content also includes the ability to reframe and hold biases and
stereotypes in abeyance.

Examples: Critical thinking, diagnostic reasoning, pattern identification, clinical
decision making, and problem-solving strategies.

Rationale: Clinical nurse specialist practice requires the ability to understand and
synthesize multiple perspectives, be aware of personal thinking patterns, and
make effective decisions that enhance nursing practice and improve quality and
cost-effectiveness.

5. Healthcare technology, products, and devices.
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Description: This content area focuses on the evaluation, selection, and use of
existing technology, products, and devices that support nursing practice and con-
tribute to improved outcomes. Content may also focus on the development of new
technology, products, and devices.

Examples: Evaluating patient education products; using and optimizing informat-
ics; evaluating the sensitivity and specificity of a device to monitor a body function;
using strategies to evaluate technology, products, apps, and devices from the
perspectives of utility; cost-benefit analysis, ease of use, safety, and effects on
patient outcomes; using technology and products to improve patient safety; and
evaluating ethical considerations. In addition, content includes consideration of
strategies for standardization of products across a system so errors and variance
are reduced.

Rationale: Clinical nurse specialists are experts on technology, products, and
devices in their respective specialty areas. Clinical nurse specialists are coaches
to patients, family members, nursing personnel, and consultants to purchasing
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departments and technology development companies. In an increasingly complex
healthcare system, technology, products, and devices play a large role in support-
iNg nursing practice.

6. Teaching and coaching.

Description: This content area focuses on theories and evidence about the
factors that influence learning, health behaviors, and the teaching and coaching of
learners including patients, families, nurses, and other healthcare professionals.

Examples: Conducting needs assessments; designhing health messages and
health education materials to match literacy ability, cultural diversity, and physical
capability; using theories and evidence to design teaching strategies to enhance
learning; mentoring; and developing professional growth strategies.

Rationale: The CNS is responsible for developing innovative educational pro-
grams for patients, families, nurses, and other healthcare personnel. A continuing
focus of CNS practice is teaching and coaching, particularly in the patient/client
and nursing personnel spheres of impact. Approaches must be theory and evi-
dence-based, accessible, learner-friendly, cost-effective, and patient-centered.
They must lead to meaningful outcomes.

7 . Influencing change.

Description: This content area focuses on theory and evidence-based
approaches to implementing change in the practice setting.

Examples: Using theory and evidence to develop and use strategies to create
change in the practice setting. Change strategies may involve developing rela-
tionships, empowerment, persuasion, negotiation, and collaboration. Experiences
should include project management and knowledge translation. The focus of
change strategies includes all three spheres of impact.

Rationale: Changes in healthcare delivery require more egalitarian and empow-
ering relationships with patients; require nurses to change how they interact with
patients and others; and necessitate that systems expand their services to include
health promotion, prevention, and interprofessional practice groups to achieve
desired outcomes and consumer satisfaction. Those shifts require increased use
of collaborative and mutually derived approaches that depend on influence, per-
suasion, and negotiation between CNSs and patients, nurses, and other providers.
Knowing how to influence organizational change through skillful negotiation is an
essential part of CNS practice.

8. Systems thinking.

Description: This content area focuses on system theory and research to under-
stand, evaluate, and predict individual, group, and organizational behaviors. The
content includes skills in participating in change and policy setting that influence
the quality and cost of care in a system.

Examples: Assessing organizational culture, including formal and informal power
bases; understanding how a change in one unit may create unintended adverse
outcomes in another unit; engaging informal leaders in a planned change strategy;
being able to constructively use system-level feedback to influence policies and
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standards of care; creating and evaluating organizational policy; and helping orga-
nizations respond proactively to outside influences requiring regulatory or other
change. In addition, theories and evidence related to healthy work environments,
organizational behavior, and change related to organizational learning and develop-
ment should be included.

Rationale: Healthcare is delivered in a complex system. Clinical nurse specialists
need to understand the context in which nursing care is delivered, and develop
strategies for influencing change and creating innovation.

9. Leadership for interprofessional collaboration.

Description: This content area focuses on developing leadership skills to create a
collaborative environment for interprofessional teams. The content encompasses
interpersonal qualities (e.g., respectful or relationship-based communication)
needed to ensure a healthy work environment and shared goals of the organiza-
tion. This content area also includes care coordination and transition management.

Examples: Developing facilitators and removing barriers to collaboration, working
within the organizational culture, articulating nursing’s unique contributions in the
context of interprofessional teams, describing shared risks and benefits of col-
laboration, communicating with respect, engaging in risk-taking behaviors, and
promoting the organization’s vision.

Rationale: Successful nursing-care delivery depends on the quality of interprofes-
sional collaboration and is essential to improve the quality of care and ensure that
care is safe and patient-centered (IPEC, 2016).

10. Consultation theory.

Description: This content area focuses on consultation theory and research, and
the associated process skills of being a clinical expert consultant.

Examples: Identifying a problem for which a consultant is appropriate, clarifying
the role of a consultant in problem solving, developing alternative strategies for a
patient/consultee to consider, understanding revenue-generating processes, and
using clinical expertise as a power base.

Rationale: Consultation skills are essential when working with patients, nurses, or
other healthcare providers. Consultation activities promote collaboration with other
healthcare professionals, and lead to resolving complex patient problems, develop-
ing best practice models, and improving systems of care.

11. Quality improvement and safety.
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Description: This content area focuses on theories and evidence related to quality
improvement and safety. Understanding the science of quality improvement and
patient safety is essential for CNSs to be effective in the practice setting.

Examples: Quality improvement theories and models, quality improvement pro-
cesses, process mapping and evaluation, root cause analysis, monitoring of
indicators, data analysis and interpretation from a quality improvement perspec-
tive, communicating quality information, understanding and measuring a culture
of safety as well as knowledge of a safety culture, complex adaptive systems, and
human factors theory and evidence.
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Rationale: A hallmark of CNS practice is ensuring patient safety and quality.
To be effective, practicing CNSs must understand quality improvement models
and processes.

12. Measurement and outcome evaluation methods.

Description: This content area focuses on clinical considerations of measure-
ments (e.g., physiological, behavioral, psychosocial) required to assess and
diagnose problems, and research methods and techniques to evaluate nurse-
sensitive outcomes consistent with the organization’s mission and goals. Those
methods are also important in the development of databases relevant to evaluation
of CNS practice outcomes, and efficacy of treatment at the patient and population
level. Evaluation methods include various units of analysis in the system, the gener-
ation of cost-effectiveness/cost-benefit data, and monitoring of outcome indicators
over time.

Examples: Selecting measurement instruments for evaluation of interventions at
the individual, population, and system level; and critiquing their validity, reliabil-

ity, and clinical applicability. Additional content includes consideration of system
characteristics, resources, and variance; methods of selecting outcomes of inter-
est; dissemination of nurse-sensitive and CNS outcomes both within and external
to the organization; and communicating the fiscal implication of the outcomes
measured.

Rationale: Clinical nurse specialists use instruments to measure phenomena

of concern to nursing and monitor indicators of quality pertinent to mak-

ing system-level changes. Clinical nurse specialist decision-making must be

based on data and compared with benchmarks to achieve optimal outcomes.
Understanding measurement is critical to CNS leadership in assuring quality,
cost-effective outcomes. Clinical nurse specialists must also provide evidence of
dependable, cost-effective, and high-quality care as outlined by NACNS (2013).
Clinical nurse specialists must continue to use evaluation strategies to demonstrate
cost-effectiveness of programs. Program and outcome evaluation are necessary to
enhance organizational performance.

13. Evidence-based practice and knowledge translation.

Description: This content area focuses on the evidence-based practice process
for translating knowledge into nursing practice.

Examples: Identifying problems and examining the evidence base of current prac-
tice; creating Problem/Patient/Population, Intervention, Comparison or Control,
Outcome (PICO) questions (see Appendix A); understanding and leveraging evi-
dence hierarchies; creating effective search strategies; appraising evidence using
reliable and valid tools; determining best practices; using project management
skills and knowledge translation theory to apply evidence in practice; evaluating
the outcomes of new evidence-based practices; planning for sustaining gains; and
disseminating the outcomes of evidence implementation.

Rationale: Evidence-based practice and knowledge translation are important
competencies for CNSs.The ability to conduct an analysis and synthesis

of evidence is necessary to develop practice guidelines that will improve quality
outcomes (IOM, 2001).
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14. Interpersonal communication and leadership.

Description: This content area focuses on expert interpersonal communication
with patients/families, nurses and nursing personnel, and representatives from
other disciplines at all levels within the system.

Examples: Relationship-based communication, conflict management, crucial
conversations, peer feedback, awareness of implicit bias, embracing diversity, and
shared decision-making with patients and significant others. Additional examples
include leadership theory, development of leadership skills, team building, and the
ability to convey a shared vision for practice.

Rationale: The ability to effectively communicate is essential for CNS prac-
tice. Clinical nurse specialists must learn how to build trust and use that trust to
improve practice. The process of building trust relies on effective interpersonal
communication and leadership skills.

15. Advocacy and ethical decision-making.

Description: This content area focuses on the use of ethical decision-making
frameworks as a basis to advocate for patients/families, nurses, other healthcare
providers, populations, and the community. This area also focuses on the CNS role
in policy development, influence, and action; and mentoring nurses in this process.
As advocates, CNSs have a responsibility to promote nursing’s unique contribu-
tions to advancing health to key stakeholders.

Examples: Ethical frameworks, analysis of ethical dilemmas, opportunities to
advocate on behalf of others, health policy formulation, processes of influencing
policymakers, taking action, and promoting nursing’s contributions to advancing
health.

Rationale: Clinical nurse specialists are voices for their patients and families, and
advocate for them to ensure quality care. They also advocate on behalf of nurses
and are liaisons between nurses at the unit level and upper administration, provid-
ing a voice for nursing concerns. Finally, CNSs bring their voice to the policy arena,
advocating for nurses and patient/nursing issues.

Additional Educational Preparation
In addition to the core content areas, the practice and socialization experiences of CNS
students are shaped by the following:

1. Opportunities for students to develop competencies in the three spheres
of impact through preceptorships with Clinical Nurse Specialists.

Third Edition

Preceptorships provide continuing experiences with peer review and establish a
network of CNS colleagues who can be resources for continuing development
and professional collaboration. Clinical nurse specialist students may augment
clinical experiences by working with other healthcare providers appropriate to the
specialty. However, the emphasis of CNS student clinical experiences must be
on learning the CNS role and practice competencies under the guidance of an
experienced CNS preceptor.
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2. Opportunities to individualize the program of study to meet personal career
goals and competencies related to the Clinical Nurse Specialist’s specialty.

Educational programs need to provide content on both CNS core competencies
and give students opportunities to pursue specialty competencies if the education
program purports to prepare students for practice in a specialty area. Faculty in
many schools preparing CNSs report use of the NACNS Statement as required
reading for their students to assist in learning about CNS core competencies.
Other documents will be needed to supplement this and provide information
about specialty competencies.

3. Socialization experiences for full and part-time students as a continuing
process from the time of matriculation to graduation.

Clinical nurse specialist educational preparation is more than the sum of com-
pleted courses. To become a clinical and professional leader, a CNS must
integrate acquired knowledge and competencies with activities that enable the
CNS to build a network with other CNSs and nursing and policy leaders.

Recommendations for graduate education of the CNS address core competencies
and outcomes of CNS practice in the three spheres of impact. The recommendations
for curricula focus on essential content areas and threads, using some of the recom-
mendations of the AACN with NACNS-recommended additions, to produce specific
competencies of the CNS. For preparation in a specialty area, schools of nursing may
provide additional courses and experiences beyond these recommendations.

In addition to the core content, CNS students should have opportunities to individualize
their programs of study to meet personal career goals and develop specialty area com-
petencies. Students should be precepted by CNSs who exemplify competencies and
can facilitate students’ socialization into their roles.

It is recognized that some schools of nursing and their CNS programs and curricula do
not address the recommendations of this document. It is recommended that faculty
teaching in or planning to teach in a CNS program use this Statement to develop new
programs or to revise curricula.
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CHAPTER 6

Criteria for the Evaluation of Clinical Nurse
Specialist Master’s, Practice Doctorate, and
Postgraduate Certificate Educational Programs

The original document outlining criteria for evaluating CNS master’s, practice doctorate,
and postgraduate certificate educational programs was created by a national task force
in 2009-2010. The document was validated in 2010-2011 by a large panel representing
diverse professional nursing organizations. The final document was published in 2011 by
NACNS (Validation Panel of the National Association of Clinical Nurse Specialists, 2011).
The development and validation processes used at that time are published in the 2011
document.The criteria contained in this statement have been updated to reflect current
competencies and practice.

Recommendations for using the criteria indicated they were to be used to evaluate
CNS master’s, practice doctorate, and postgraduate certificate educational programs
and to serve as an adjunct to existing national accreditation standards. In addition, the
standards could be used to guide development of new CNS programs and conduct
self-evaluation of new and existing CNS programs. This stated purpose of the criteria
has not changed, and the criteria can continue to be used as stated above.

This section of the statement includes two main components: 1) criteria for the evalua-
tion of CNS master’s, practice doctorate, and postgraduate certificate programs; and
2) required and recommended documentation for evaluating CNS education programs.

Evaluation Criteria
The criteria for evaluating CNS master’s and practice doctorate educational pro-
grams follow. These are organized into five (5) sections—Program Organization and
Administration; Program Resources including faculty, clinical, and institutional; Student
Admission, Progression, and Graduation Requirements; Curriculum; and Program
Evaluation. Each criterion is explained in greater depth in an elaboration section, and the
required/recommended documentation for each criterion is specified.

CRITERION 1.
Clinical Nurse Specialist Program Organization and Administration

1-1. The Clinical Nurse Specialist program operates within, or is affiliated with,
an institution of higher education. The program is accredited by a nursing
accrediting body recognized by the U.S. Department of Education.

Elaboration:

The CNS program must exist within an academic nursing unit that operates within
or is affiliated with an institution of higher education. The program must be at the
graduate level and accredited by a nationally-recognized nursing accrediting body
(e.g., Accreditation Commission for Education in Nursing [ACEN], Commission
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on Collegiate Nursing Education [CCNE], and Commission for Nursing Education
Accreditation [CNEA)).

Documentation (Required):

M Description of program’s relationship with the institution of higher education.
M Evidence that the program is at the graduate level.

I Evidence of current accreditation from a nationally-recognized nursing
accrediting body.

1-2. The purpose of the Clinical Nurse Specialist program is clear, and the
program outcomes are clearly aligned with the mission of the parent
institution and the mission/goals of the nursing unit.

Elaboration:
The purpose of the CNS program must clearly define the population focus area
and any additional specialty preparations. The program outcomes/competencies

should reflect preparation at the graduate level and be congruent with the mission
of the parent institution and the nursing unit.

Throughout these criteria, “population” and “specialty” are used in accord with the
definitions outlined in the APRN Consensus Work Group (2008) document.

Documentation (Required):

M Evidence of congruence among the purpose of the CNS program, the mission
of the parent institution, and the mission/goals of the nursing unit.

M Evidence of congruence among the program outcomes/competencies, mission
of the parent institution, and mission/goals of the nursing unit.

1-3. The individual who has responsibility for the overall leadership or
oversight of the Clinical Nurse Specialist program:

M Has educational and/or experiential preparation for the CNS role.
M Holds a master’s or doctoral degree in nursing.
B Documents experience in graduate education.

M Is recognized/licensed by the Board of Nursing of the state(s) in which the
program is based.

M Has responsibility for ensuring that the program adheres to national CNS
educational standards.

Elaboration:

There must be a full-time faculty member designated to provide overall leadership
or oversight of the CNS program. That individual must have educational and/

or experiential preparation for the CNS role in a population focus area congruent
with a focus of the program. Lead faculty must also meet state/territorial regula-
tory requirements regarding education preparation, licensure, and certification.
Based on the type of accreditation held by the nursing program, it may be neces-
sary that lead CNS faculty have national certification in role and population even

if it is not required by state/territorial regulations. The faculty member designated
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to lead the CNS program is expected to keep abreast of current standards and
trends in CNS education and practice, and ensure adherence to national CNS
standards. Although not required, it is strongly recommended that the individual
who has responsibility for the overall leadership or oversight of the CNS program
be prepared at the doctoral level.

Documentation (Required):

I Description of the duties and responsibilities of the faculty member designated
to lead the CNS program.

M Evidence of how the faculty member designated to lead the CNS program
advances the purpose, mission, goals, and outcomes of the program.

M Curriculum vitae of the faculty member designated to lead the CNS program,
which documents educational preparation and/or national certification as a
CNS in a population focus area congruent with one of the foci of the program.

M Current credential as an APRN in the state/territory in which the program exists.
Documentation (Recommended):
M List of publications and other scholarly activities relevant to CNS practice/

education and membership/leadership in professional organization(s) that focus
on advancing or documenting the impact of CNS practice/education.

B Throughout these criteria, “doctorate” refers to a practice or research doctorate.

CRITERION 2.
Clinical Nurse Specialist Program Resources: Faculty, Clinical, and
Institutional —-FACULTY

2-1a. Faculty who teach in the Clinical Nurse Specialist program have
appropriate credentials, education, and experience that prepares them
for such teaching responsibilities.

2-1b. Faculty who teach Clinical Nurse Specialist role and clinical practice
courses have master’s, postgraduate, or practice doctorate preparation
as a Clinical Nurse Specialist.

Elaboration:

Faculty teaching CNS role or clinical practice courses in the CNS program must
hold the academic credentials, qualifications, and experience needed for such
teaching responsibilities. It is strongly recommended that faculty teaching in the
practice doctorate CNS program hold earned practice or research doctorates
or have a clearly outlined plan for attaining such preparation.

Documentation (Required):

Il Profile table of all faculty teaching in the CNS program documenting every-
one’s credentials, education, certification(s), experience, and courses taught
for the past two years.

M Curriculum vitae of all faculty members teaching in the CNS program.
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M Plan to attain doctoral preparation for each master’s-prepared faculty mem-
ber teaching in the practice doctorate CNS program who does not currently
hold that degree.

2-2. Faculty who teach in the Clinical Nurse Specialist program maintain
expertise in their areas of specialization and contribute to the field by
engaging in scholarly projects and professional leadership activities
that promote evidence-based practice and improve health outcomes,
or through other activities in one or more of the three spheres of impact
(patient direct care, nurses/nursing practice, organizations/systems).

Elaboration:

Faculty members teaching in the CNS program demonstrate expertise in at least
one of the three spheres of impact through some form of faculty practice, which

may include clinical care, scholarly projects (including evidence-based practice),

consultation, or research with clinical implications.

Documentation (Required):

Il Evidence of the practice or contributions made by each faculty member
teaching in the CNS program as they relate to one or more of the spheres
of impact.

B Examples of the leadership activities of faculty members teaching in the CNS
program, including national/state/regional service in professional associations.

M Evidence of the professional development activities of faculty members
teaching in the CNS program that help maintain expertise in the area of
specialization and the area(s) of teaching responsibility.

B Examples of the scholarly activities of faculty members teaching in the CNS
program such as publications, grants, presentations, evidence-based practice
contributions, and so forth.

2-3. Faculty who teach in the Clinical Nurse Specialist program must be
sufficient in number and expertise to teach all courses, support the
professional role development of students, implement essential clinical
learning experiences, develop policies, advise students, and engage in
ongoing curriculum development and evaluation.

Elaboration:

It is essential to have an adequate cadre of full-time and part-time faculty teaching
in the CNS program to provide quality learning experiences for students, engage
in ongoing curriculum review and refinement, mentor students and junior faculty,
guide preceptors, and provide continuity regarding implementation of the program.

Documentation (Required):

Il Copies of teaching assignments for all faculty teaching in the CNS program for
the past two years.

B Plan to develop and/or maintain a cadre of qualified full-time faculty to teach
and maintain the quality and stability of the program.
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CRITERION 2.
Clinical Nurse Specialist Program Resources: Faculty, Clinical, and
Institutional —CLINICAL

2-4. Sufficient number of faculty and clinical preceptors are available to
ensure quality clinical experiences for Clinical Nurse Specialist students
and provide adequate direct and indirect supervision and evaluation of
students enrolled in clinical practice courses. Faculty/student ratios must
conform to any state boards of nursing requirements.

Elaboration:

Adequate and appropriately credentialed faculty and clinical preceptors to teach
the clinical components of the CNS program are essential for effective program
implementation. The recommended ratio for direct supervision (by the faculty
member or clinical preceptor) is 1:1 or 1:2. The recommended ratio for indirect
supervision (by the faculty member) is 1:6 to 1:8. Such ratios ensure quality
clinical learning experiences for students, and effective evaluation of student
performance.

Documentation (Required):

I List of all full-time and part-time faculty, including credentials, involved in
teaching clinical CNS courses during the past two years, indicating whether
each provided direct or indirect supervision.

I List of faculty-student and preceptor-student ratios for all CNS clinical courses
taught during the past two years, indicating whether each was direct or indi-
rect supervision.

W Description of mechanisms for determining faculty-student and preceptor-
student ratios and evaluating whether they provide quality outcomes.

B Explanation of any variations in the recommended faculty-student or precep-
tor-student ratios noted in the elaboration section.

B Documentation of state Board of Nursing requirements (when available)
regarding faculty-student and/or preceptor-student ratios, and how the CNS
program meets those requirements.

2-5. When preceptors are involved in the clinical supervision of students, the
faculty who teach in the Clinical Nurse Specialist program retain ultimate
responsibility for evaluating student performance and the quality of the
clinical experiences.

Elaboration:

When preceptors are used by the CNS program, they are expected to provide
evaluative feedback to students and faculty regarding students’ clinical perfor-
mance. The criteria for those evaluations are to be provided by faculty members
teaching in the program, and they have ultimate responsibility for evaluating
student performance and evaluating the quality of students’ clinical experiences.
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Documentation (Required):
M Criteria for selection/appointment of clinical preceptors.

B Methods of communication between faculty and clinical preceptors regarding
student performance and the adequacy of the clinical experience.

B Evaluation criteria used to assess student performance in each CNS
clinical course.

2-6. Preceptors, who are authorized to practice in the Clinical Nurse Specialist
role through educational preparation and/or Clinical Nurse Specialist
certification, supervise students in clinical practice experiences through
direct or virtual interactions. Other professionals also may be preceptors
for clinical experiences.

Elaboration:

Clinical preceptors must be educationally and experientially-prepared to men-
tor students in the CNS role. If CNS preceptors are not available or additional
professional expertise is deemed essential for the student’s education, other
professionals (for example, master’s- or doctorally-prepared nurse practitioners,
physicians, nutritionists, social workers, psychologists, nurses, or other health
professionals with advanced preparation and specialized expertise) may precept
CNS students for circumscribed experiences.

Documentation (Required):

Il Evidence that student clinical practice experiences are supervised by CNS
preceptors or CNS faculty members.

I Copies of agreements/contracts with all preceptors involved in the CNS
program during the past two years.

B Evidence that all preceptors hold the appropriate professional degrees
and credentials.

B Documentation of verification of all preceptors’ credentials, educational
or experiential preparation, and unencumbered professional licenses.

I Description of a plan to increase the number of educationally and experiential-
ly-prepared preceptors is provided when CNS preceptors are not available for
essential supervision of students.

2-7. Preceptors who supervise Clinical Nurse Specialist students in clinical
settings are oriented to curriculum requirements, practice course objec-
tives, and expectations regarding student supervision and evaluation.

Elaboration:

Preceptors are better able to supervise CNS students when they receive enough
information about the specific courses in which the students are enrolled and
how the experience they share with students relates to the overall program out-
comes/competencies. The preceptor’s role in supervision and evaluation should
be evident to all concerned —preceptor, student, and faculty.
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Documentation (Required):

I Description of how preceptors are oriented to the CNS program outcomes/
competencies, specific course objectives, and their responsibilities related to
the supervision and evaluation of students.

Il Copies of orientation documents provided to preceptors.

2-8. Clinical facilities are sufficient in quality and number to provide experi-
ences that give Clinical Nurse Specialist students ample opportunities
for role development, implementation of nationally-validated Clinical
Nurse Specialist competencies in the three spheres of impact (patient
direct care, nurses/nursing practice, organizations/systems), and meeting
Clinical Nurse Specialist/Advanced Practice Registered Nurse certifica-
tion/licensure requirements.

Elaboration:

Sufficient clinical facilities are essential to support student practice experiences
in all three spheres of impact to enhance role development and prepare students
to meet certification/licensure requirements in the role and population focus.
Student experiences in all three spheres of impact help them develop skills in

all of the nationally validated CNS competencies and expand their

career opportunities.

Documentation (Required):

Il Description of clinical facilities available and used for student practice
experiences in the past two years.

B Examples of the experiences available in clinical facilities regarding each
sphere of impact.

B Examples of student practice experiences related to each sphere of impact.

B Examples of current agreements/contracts with facilities used for CNS clinical
practice experiences (all agreements/contracts must be on file).

CRITERION 2.
Clinical Nurse Specialist Program Resources: Faculty, Clinical, and
Institutional —INSTITUTIONAL

2-9. Resources are sufficient to support the ongoing professional develop-
ment, scholarly activities, and practice of faculty who teach in the Clinical
Nurse Specialist program.

Elaboration:

Faculty members are expected to engage in professional development and
scholarly activities, and continue their practice to remain current. Such activities
must be supported, at least in part, by the program.

Documentation (Required):

I Description of the support provided to faculty who teach in the CNS program
that allows them to enhance their professional development, engage in schol-
arly activities, and engage in practice.
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2-10a. Learning resources and support services for on-campus/face-to-face
and online/distance environments are sufficient to ensure educational
quality in the Clinical Nurse Specialist program.

2-10b. Institutional resources, facilities, and services needed to support the
development, implementation, and evaluation of the Clinical Nurse
Specialist program are available to faculty and students.

Elaboration:

Technology, library, faculty development, support systems, and other
resources are essential to support faculty in designing and implementing
teaching and evaluation methods in all courses in the CNS program, and to
ensure a quality educational experience. The institution therefore must provide
resources, facilities, and services sufficient in number and quality to support
faculty and students in all aspects of the CNS program.

Documentation (Required):

Il Description of resources and support systems in place to support faculty
in designing and implementing effective teaching and evaluation methods.

M Description of how the institution supports faculty and students in the
CNS program with resources, facilities, and support services (including
technology support for distance education) to ensure program quality
and student success.

CRITERION 3.
Student Admission, Progression, and Graduation Requirements

3-1. The Clinical Nurse Specialist program builds on baccalaureate level
nursing competencies and culminates in a master’s degree, postgraduate
certificate, or doctorate.

Elaboration:

Since CNSs are APRNSs, their education must be at the graduate level and build
upon baccalaureate nursing competencies. In light of the many paths for the
educational preparation of nurses, graduate preparation for the CNS role may be
at the master’s level, through a postgraduate certificate program, or through a
practice doctorate program.

Documentation (Required):

I Evidence that the CNS program meets appropriate expectations outlined by
national organizations for graduate and APRN programs.

B Documentation that the CNS program builds on baccalaureate nursing
competencies and, as appropriate to the degree being awarded, on nationally-
recognized graduate level nursing competencies.

Third Edition | STATEMENT ON Clinical Nurse Specialist Practice and Education



3-2. Faculty who teach in the Clinical Nurse Specialist program participate
in developing, approving, and revising the admission, progression, and
graduation criteria for the program.

Elaboration:

The role of faculty teaching in the CNS program in developing and implementing
admission, progression, and graduation criteria related to that program must be
clear. Such faculty must have the authority and responsibility to make decisions
regarding student admissions and progression through the program.

Documentation (Required):

I Description of the admission and progression criteria for students in the
CNS program.

I Evidence of how faculty teaching in the CNS program are involved in making
decisions about admissions to that program.

I Evidence of how faculty teaching in the CNS program are involved in
establishing progression guidelines and making decisions related to student
progression through that program.

B Aggregate data about qualifications of students admitted to the CNS program,
their progression through it, graduation rates, graduates’ success on national
certification exams (if available), and state licensure/recognition as a CNS/
APRN.

3-3. All students in the Clinical Nurse Specialist program must hold unen-
cumbered licensure as a registered nurse before and throughout their
enrollment in Clinical Nurse Specialist clinical courses.

Elaboration:

Since the CNS program prepares students for an advanced practice role in
nursing and requires their involvement in patient care during clinical courses,
students must meet legal requirements to practice as a RN.

Documentation:

I Description of how the current RN license of all students in the CNS program
is verified.

B Documentation that files are maintained showing evidence of licensure
validation.
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CRITERION 4.
Clinical Nurse Specialist Curriculum

4-1. The curriculum is congruent with state requirements, national standards
for graduate APRN programs, and nationally-recognized master’s level or
DNP Clinical Nurse Specialist competencies.

Elaboration:

The CNS curriculum should incorporate appropriate theory and clinical courses
consistent with state requirements and nationally endorsed standards, guide-
lines, and competencies for graduate, APRN, and CNS programs. Graduates of
the program should be prepared to practice in the CNS role and pass a national
certification exam appropriate to the population-focused area. Preparation for
meeting graduate-level CNS competencies and effectiveness within the three
CNS spheres of impact should be reflected in the curriculum. Postgraduate cer-
tificate program graduates are expected to meet the same CNS competencies
as master’s or practice doctorate program graduates.

Documentation (Required):

Il Copy of the program of study showing core, role, population and, if appro-
priate, specialty courses for each track or where core, role, and population
competencies are integrated.

I Syllabus for each course in the CNS program, including course descriptions,
objectives, credits, didactic/clinical allocations, and relationship to national-
ly-recognized graduate core, APRN core, CNS role/population-focused core
standards, and the three spheres of impact.

I Description of how the program uses state requirements, nationally-endorsed
standards and guidelines, and each of the following to develop and refine the
curriculum:

— Nationally-endorsed CNS master’s and/or practice doctorate competencies.
— AACN Master’s Essentials (2011) and/or DNP Essentials (2006).

— Consensus Model for APRN Regulation: Licensure, Accreditation,
Certification and Education (2008).

Il Evidence that the curriculum prepares students to meet the criteria for eligi-
bility to take the appropriate national certification examination (when available)
and for state licensure/recognition as a CNS/APRN.

4-2. The Clinical Nurse Specialist program requires a minimum of 500
supervised clinical (clock) hours for master’s and postgraduate
preparation. A minimum of 1,000 supervised clinical (clock) hours are
required for post-baccalaureate practice doctorate preparation.

Elaboration:

Clinical Nurse Specialist students must have an opportunity to practice the
CNS role in settings related to the population/focus area and, if appropriate, the
specialty of the program under the supervision of a CNS faculty member and/
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or a qualified CNS preceptor. “Clinical (clock) hours” refers to hours in which the
student implements the CNS role in one or more of the three spheres of impact.
(Skills lab hours and physical assessment practice sessions are not included in
the calculation of clinical [clock] hours).

Combined CNS/NP programs must include clinical experiences in both the
CNS and NP roles and population/focus area, and must prepare students to be
eligible for certification as a CNS. A minimum of 500 clinical (clock) hours must
be spent in postgraduate programs preparing for the CNS role and population/
focus area of practice. A minimum of 1,000 clinical (clock) hours must be spent
in post-baccalaureate programs preparing nurses for the CNS role at the
practice doctorate level.

Clinical nurse specialist programs preparing graduates for practice in a specialty
area of practice in addition to the population/focus area must document how
clinical experiences address both. It is expected that the number of required
clinical hours will be higher for a program that prepares students for CNS
practice in a specialty area in addition to the population/focus area.

Documentation (Required):

B Evidence that validates a minimum of 500 clinical (clock) hours in the master’s
and postgraduate certificate CNS program.

Il Evidence that validates a minimum of 1,000 clinical (clock) hours in the
post-baccalaureate practice doctorate program.

CRITERION 5.
Clinical Nurse Specialist Program Evaluation

5-1. There is a comprehensive evaluation plan for the Clinical Nurse Specialist
program that addresses the curriculum, faculty resources, student out-
comes, clinical sites, preceptors, and program resources.

Elaboration:

A comprehensive plan for evaluating the CNS program that specifies the what,
who, when, and how of data collection is essential to ensure continued program
quality. The plan must provide for regular reviews (for example, every five years
or more frequently as certification or national standards are updated/revised),
document how results of the evaluation are used for program improvement, and
describe how faculty determine that program outcomes/competencies are met.

Documentation (Required):

I Copy of the comprehensive evaluation plan that describes systematic eval-
uation of the didactic and clinical experiences, preceptors, clinical sites, and
faculty involved in the CNS program.

Il Evidence that the evaluation of the CNS program is integral to the nursing
unit’s overall evaluation plan.

B Documentation of how evaluation results have been used for program
improvement.
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Il Timeline for the ongoing, systematic evaluation of the CNS curriculum.

B Documentation of regular, formal reviews of the CNS curriculum by faculty
teaching in that program.

5-2. The Clinical Nurse Specialist program collects and aggregates data from
a variety of sources to evaluate achievement of program outcomes.

Elaboration:

The CNS program must develop and implement a plan to evaluate the extent

to which program outcomes/competencies have been achieved, incorporating
the perspective of students, alumni, graduates’ employers, clinical partners/
preceptors, and other significant stakeholders. Aggregate data from program
evaluations should be reviewed regularly by faculty teaching in the CNS program
and used for ongoing improvement of the program.

Documentation (Required):

B Instruments/methods/measures used to collect data needed for a compre-
hensive program evaluation. Such measures may include: graduate/alumni
satisfaction, employment after program completion, employer satisfaction, certi-
fication pass rates, and program retention and graduation rates, among others.

I Aggregate data (such as average time to complete the program, graduation
rates, pass rates on national certification exam, and state licensure/approval
as a CNS/APRN) from students, alumni, graduates’ employers, and other
stakeholders for the past two years.

Il Reports of analyses of data that document CNS program strengths, areas
needing improvement or refinement, and strategies designed to address areas
of concern.

B Examples of program changes made based on findings from the program
evaluation.

Documentation (Recommended):

B Minutes of curriculum meetings where program outcome data were analyzed
and recommendations for program improvement were formulated.

5-3. Faculty who teach and students who are enrolled in the Clinical Nurse
Specialist program have input in the ongoing development, evaluation,
and revision of the program.

Elaboration:

Faculty who teach in the CNS program are knowledgeable about national prac-
tice standards, guidelines for graduate nursing education, and guidelines for
CNS education. They also understand the curriculum structure and content,
and the learning experiences necessary to adequately prepare CNSs for their
evolving role. Students also have a vested interest in the program since they are
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the ones who experience it and who desire to be exceptionally well-prepared
to assume the CNS role upon graduation. Therefore, both students and faculty
should participate in designing, evaluating, and revising the CNS program.

Documentation (Required):
I Description of processes in place that provide for faculty and student input in
the development, evaluation, and refinement of the CNS curriculum.

B Examples of how students and faculty have been engaged in curriculum
development, evaluation, and refinement.

Documentation (Recommended):

B Minutes from CNS faculty and/or graduate program meetings that illustrate
curriculum development and decision-making by faculty.

B Minutes from CNS faculty meetings that illustrate how student input is incor-
porated in decisions related to curriculum design and implementation.

5-4. The Clinical Nurse Specialist curriculum is evaluated on an ongoing basis,
using relevant data to inform revisions.

Elaboration:

To ensure that it remains current and relevant, the CNS program must be for-
mally evaluated regularly (e.g., every 5 years, or more frequently as certification
or national standards are updated/revised, or as major changes in the program/
curriculum occur). Data from such evaluations, and the need to be responsive
to changes in certification or national standards, are essential to guide decisions
on refinements that may be needed to provide quality education that prepares
graduates for effective practice in the CNS role.

Documentation (Required):
B Sample reports of data collection activities.
B Examples of how outcome data have been used to revise/refine the
CNS program.
5-5. Faculty who teach in the Clinical Nurse Specialist program are evaluated
regularly, according to parent institution or nursing unit policies.
Elaboration:

To ensure that faculty continues to be appropriately credentialed effective teach-
ers, current in their knowledge of CNS practice, and contributing professionals,
there must be a plan for when, how, and by whom regular evaluations of all
faculty who teach in the CNS program are conducted.

Documentation (Required):

B Methods used to evaluate faculty who teach in the CNS program (for example,
annual activity reports, student evaluations of teaching effectiveness, and peer
evaluations of teaching and scholarship).
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I Description of when faculty teaching in the CNS program are evaluated, by
whom, and how data from those evaluations are used to promote ongoing
faculty development and program quality.

I Tools/instruments used to gather evaluative data about faculty who teach in
the CNS program.

5-6. The clinical agencies and preceptors utilized for the Clinical Nurse
Specialist program are evaluated annually by faculty members
and students.

Elaboration:

There must be clearly defined processes and methods to evaluate the
effectiveness and appropriateness of clinical sites, and the qualifications and
effectiveness of preceptors engaged in supervising and evaluating

CNS students.

Documentation (Required):

Il Description of procedures and methods used by students enrolled and faculty
teaching in the CNS program to evaluate clinical facilities used in the program.

I Description of how clinical facilities, including those in locations for distance-
education students, are selected and evaluated.

Il Description of procedures and methods used by students enrolled in and
faculty teaching in the CNS program to evaluate the preceptors involved in
supervising and evaluating students.

Il Tools/instruments used to gather evaluative data about clinical facilities used
and preceptors who supervise and evaluate CNS students.

5-7. Evaluation of students is cumulative, multi-method, and incorporates
clinical observation of performance by faculty who teach in the Clinical
Nurse Specialist program and preceptors who supervise students in
practice experiences.

Elaboration:

Student performance must be evaluated overall and should include an evaluation
in each clinical course according to a defined evaluation plan. Such evaluations
should be comprehensive, use multiple means to gather data about perfor-
mance, and include observations (in-person, virtually, or through the use of
various technologies) of students’ performance by the faculty member teaching
the CNS clinical course and the preceptor who provides ongoing supervision of
the student in the clinical facility.
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Documentation (Required):

I Description of the plan for evaluating student performance, including the
methods used to evaluate clinical performance, the frequency of evaluations,
and the responsibilities of faculty and preceptors in the evaluation process.

Il Description of how feedback is provided to students by faculty and precep-
tors regarding their performance, and their progress in meeting program
outcomes/competencies.

Documentation (Recommended):

m Examples of the tools/instruments used to evaluate students’ performance in
the CNS program, including didactic and clinical courses.
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APPENDIX A

Glossary of Key Terms

Clinical Nurse Specialist:
The Clinical Nurse Specialist (CNS) is an advanced practice registered nurse (APRN) with clinical
expertise in a population focus with specialty expertise. “The CNS has a unique APRN role to integrate
care across the continuum and through three spheres of impact: patient direct care, nurses/nursing
personnel, organizations/systems. The three spheres are overlapping and interrelated, but each sphere
has a distinctive focus. In each of the spheres of impact, the primary goal of the CNS is continuous
improvement of patient outcomes and nursing care. Key elements of CNS practice are to create
environments through mentoring and system changes that empower nurses to develop caring, evidence-
based practices to alleviate patient distress, facilitate ethical decision-making, and respond to diversity.
The CNS is responsible and accountable for diagnosis and treatment of health/iliness states, disease
management, health promotion, and prevention of iliness and risk behaviors among individuals, families,
groups, and communities” p. 8-9. (APRN Joint Dialogue Group Report, 2008).

Coaching:
Skillful guidance and teaching to influence behavioral changes by patients, families, and staff to improve
outcomes.

Collaboration:
A dynamic-interpersonal process in which two or more individuals share responsibility and commit to
accomplishing a shared goal through open, honest, and trustworthy interactions (Hansen & Carter, 2014).

Competency:
An expected level of performance that integrates knowledge, skills, abilities, and judgment (ANA, 2014).

Consultation:
Patient, nurse/healthcare professional, or system level problem-focused interactions between a CNS
possessing specialized knowledge and expertise, and a consultee seeking expert recommendations.

Direct Care Sphere:
Direct interaction with patients, families, and groups of patients to promote health and well-being and
improve quality of life. It is characterized by a holistic perspective in the advanced nursing management of
health, illness, and disease states.

Diversity:
Identifies, acknowledges, and respects the unique differences among individuals and integrates this in
tailoring the plan of care.

Ethical Decision-Making, Moral Agency, and Advocacy:
Ethical and advocacy concerns at the patient, family, healthcare professional, system, community, and
public policy levels.

Evidence-Based Practice:
A decision-making and/or problem-solving process in which evidence, theory, clinical expertise, and
patient preferences are critically evaluated and considered to provide delivery of optimum care and improve
outcomes (Scott & McSherry, 2009).

Grandfathering/Grandfathering Clause:
This is a legal concept. It is a provision in law that allows an old rule’s parameters to continue for a certain
group (in certain situations) while a new rule is applied to all future cases. The grandfathered clause has no
time limit or may be limited by time or circumstance.

Healthcare Policy:
Integrating knowledge of regulations, standards, and economics of healthcare to promote positive outcomes
across the three spheres.

Leadership:
The ability to envision the need for change, influence, and encourage others to create change in clinical
practice processes, policies, and outcomes within and across systems.

Nurses and Nursing Practice Sphere:
In this sphere, the CNS advances nursing practice to achieve optimal outcomes by ensuring that nurses
and nursing personnel use evidence-based practices to meet the multifaceted needs of patients and/or
populations.
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Patient:
Represents patient, family, healthcare surrogate, community, and population.

PICO:
An acronym for a system of questioning. It is often used to develop evidence-based clinical questions or
to assist in performing a focused literature search. The “P” stands for patient or problem; the “I” stands for
intervention; the “C” stands for comparison, and the “O” stands for outcome. Some refer to it as PICOT or
PICOTT where the first “T” stands for type of question and the second “T” stands for type of study.

Organizations/Systems Sphere:
In this sphere, the CNS articulates the value of nursing care at the organizational decision-making level,
influences system changes that facilitate improvement of quality, cost-effective patient outcomes, and
advocates for professional nursing.

Quality Improvement and Safety:
Promoting, participating, and planning care services for individuals and populations that are clinically
effective, efficient, safe, and outcome-driven.

Relationship-Centered Communication:
Communication strategies and behaviors that promote mutuality, shared understandings, and shared
decision-making in healthcare encounters (Koloroutis & Trout, 2012).

Research:
The work of thorough and systematic inquiry.Includes the search for, interpretation, and use of evidence in
clinical practice and quality improvement, and active participation in the conduct of research.The generation
and dissemination of new knowledge through formal, systematic, and rigorous inquiry and methods.

Specialty Competency:
Clinical nurse specialist specialty practice builds on core competencies and represents an interpretation and
integration of them in the knowledge and skills of the specialty (Baldwin et al, 2007).

Sphere of Impact:
A domain or area of CNS practice that reflects the pertinent stakeholders or consumers of CNS services. A
particular sphere of impact includes the scope of practice, activities, and parameters of targeted outcomes.

Wellness:
Wellness is a subjective experience and is characterized by pleasant sensations and a perception of
comfort. It can be experienced in the presence or absence of disease.

Consensus Model for APRN Licensure, Accreditation, Certification, and Education

The NACNS was involved in the nursing community’s development of the 2008 Consensus Model of APRN
Legislation, Accreditation, Certification, and Education (APRN Consensus Work Group, 2008). The NACNS was
one of the original signing organizations in support of the landmark regulatory guidance document. The drafting
organizations understood that the document was based on consensus and the best understanding of the
healthcare system and restraints for full practice authority for the APRN. There was an understanding that the
power of bringing the entire APRN nursing community together to develop and support implementation of the
document was powerful, and efforts were made to maintain the originally agreed-upon language through initial
implementation.

As with any sweeping change, there are a number of unintended consequences with this document and issues
in full adoption across the states. The NACNS continues to advocate for:

Title protection for the CNS.
Grandfathering of established CNSs when states implement the APRN Consensus Model.
Modifications to the regulatory model that offer a method of licensure for CNSs under all population foci.

An environment that allows the evolution of new or changed population foci and/or roles in the future.

To provide for full understanding of the issues addressed in the APRN Consensus Model, pages 7-11 of the
model, as published in 2008, is included below.
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APPENDIX B
APRN REGULATORY MODEL

APRN Regulation includes the essential elements: licensure, accreditation, certification, and education (LACE).
Licensure is the granting of authority to practice.

Accreditation is the formal review and approval by a recognized agency of educational degree or
certification programs in nursing or nursing-related programs.

Certification is the formal recognition of the knowledge, skills, and experience demonstrated by the
achievement of standards identified by the profession.

Education is the formal preparation of APRNs in graduate degree-granting or post-graduate certificate
programs.

The APRN Regulatory Model applies to all elements of LACE. Each of these elements plays an essential part in
the implementation of the model.

Definition of Advanced Practice Registered Nurse

Characteristics of the advanced practice registered nurse (APRN) were identified and several definitions of an
APRN were considered, including the NCSBN and the American Nurses Association (ANA) definitions, as well
as others. The characteristics identified aligned closely with these existing definitions. The definition of an APRN,
delineated in this document, includes language that addresses responsibility and accountability for health
promotion and the assessment, diagnosis, and management of patient problems, which includes the use and
prescription of pharmacologic and non-pharmacologic interventions.

The definition of an Advanced Practice Registered Nurse (APRN) is a nurse:

1. who has completed an accredited graduate-level education program preparing him/her for one of the four
recognized APRN roles;

2. who has passed a national certification examination that measures APRN, role and population-focused
competencies and who maintains continued competence as evidenced by recertification in the role, and
population through the national certification program;

3. who has acquired advanced clinical knowledge and skills preparing him/her to provide direct care to
patients, as well as a component of indirect care; however, the defining factor for
all APRNs is that a significant component of the education and practice focuses on direct care of
individuals;

4. whose practice builds on the competencies of registered nurses (RNs) by demonstrating a greater depth
and breadth of knowledge, a greater synthesis of data, increased complexity of skills and interventions,
and greater role autonomy;

5. who is educationally prepared to assume responsibility and accountability for health promotion and/
or maintenance as well as the assessment, diagnosis, and management of patient problems, which
includes the use and prescription of pharmacologic and non-pharmacologic interventions;

o

. who has clinical experience of sufficient depth and breadth to reflect the intended license; and

7. who has obtained a license to practice as an APRN in one of the four APRN roles: certified registered
nurse anesthetist (CRNA), certified nurse-midwife (CNM), clinical nurse specialist (CNS), or certified nurse
practitioner (CNP).

Advanced practice registered nurses are licensed independent practitioners who are expected to practice within
standards established or recognized by a licensing body. Each APRN is accountable to patients, the nursing
profession, and the licensing board to comply with the requirements of the state nurse practice act and the
quality of advanced nursing care rendered; for recognizing limits of knowledge and experience, planning for the
management of situations beyond the APRN'’s expertise; and for consulting with or referring patients to other
healthcare providers as appropriate.

All APRNs are educationally prepared to provide a scope of services across the health wellness-illness
continuum to at least one population focus as defined by nationally recognized role and population-focused
competencies; however, the emphasis and implementation within each APRN role varies. The services or
care provided by APRNSs is not defined or limited by setting but rather by patient care needs. The continuum
encompasses the range of health states from homeostasis (or wellness) to a disruption in the state of health in
which basic needs are not met or maintained (illness), with health problems of varying acuity occurring along
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the continuum that must be prevented or resolved to maintain wellness or an optimal level of functioning (WHO,
2006). Although all APRNs are educationally prepared to provide care to patients across the health wellness-
illness continuum, the emphasis and how implemented within each APRN role varies.

The Certified Registered Nurse Anesthetist

The Certified Registered Nurse Anesthetist is prepared to provide the full spectrum of patients’ anesthesia care
and anesthesia-related care for individuals across the lifespan, whose health status may range from healthy
through all recognized levels of acuity, including persons with immediate, severe, or life-threatening illnesses or
injury. This care is provided in diverse settings, including hospital surgical suites and obstetrical delivery rooms;
critical access hospitals; acute care; pain management centers; ambulatory surgical centers; and the offices of
dentists, podiatrists, ophthalmologists, and plastic surgeons.

The Certified Nurse-Midwife

The certified nurse-midwife provides a full range of primary health care services to women throughout the
lifespan, including gynecologic care, family planning services, preconception care, prenatal and postpartum
care, childbirth, and care of the newborn. The practice includes treating the male partner of their female clients
for sexually transmitted disease and reproductive health. This care is provided in diverse settings, which may
include home, hospital, birth center, and a variety of ambulatory care settings including private offices and
community and public health clinics.

The Clinical Nurse Specialist

The CNS has a unique APRN role to integrate care across the continuum and through three spheres of
influence: patient, nurse, system. The three spheres are overlapping and interrelated but each sphere
possesses a distinctive focus. In each of the spheres of influence, the primary goal of the CNS is continuous
improvement of patient outcomes and nursing care. Key elements of CNS practice are to create environments
through mentoring and system changes that empower nurses to develop caring, evidence-based practices to
alleviate patient distress, facilitate ethical decision-making, and respond to diversity. The CNS is responsible and
accountable for diagnosis and treatment of health/iliness states, disease management, health promotion, and
prevention of illness and risk behaviors among individuals, families, groups, and communities.

The Certified Nurse Practitioner

For the certified nurse practitioner (CNP), care along the wellness-illness continuum is a dynamic process in
which direct primary and acute care is provided across settings. CNPs are members of the health delivery
system, practicing autonomously in areas as diverse as family practice, pediatrics, internal medicine, geriatrics,
and women'’s health care. CNPs are prepared to diagnose and treat patients with undifferentiated symptoms
as well as those with established diagnoses. Both primary and acute care CNPs provide initial, ongoing, and
comprehensive care, includes taking comprehensive histories, providing physical examinations and other health
assessment and screening activities, and diagnosing, treating, and managing patients with acute and chronic
illnesses and diseases. This includes ordering, performing, supervising, and interpreting laboratory and imaging
studies; prescribing medication and durable medical equipment; and making appropriate referrals for patients
and families. Clinical CNP care includes health promotion, disease prevention, health education, and counseling
as well as the diagnosis and management of acute and chronic diseases.

Certified nurse practitioners are prepared to practice as primary care CNPs and acute care CNPs, which have
separate national consensus-based competencies and separate certification processes.
TITLING

The title Advanced Practice Registered Nurse (APRN) is the licensing title to be used for the subset of nurses
prepared with advanced, graduate-level nursing knowledge to provide direct patient care in four roles: certified
registered nurse anesthetist, certified nurse-midwife, clinical nurse specialist, and certified nurse practitioner.*
This title, APRN, is a legally protected title. Licensure and scope of practice are based on graduate education in
one of the four roles and in a defined population.

Verification of licensure, whether hard copy or electronic, will indicate the role and population for which the
APRN has been licensed.

At a minimum, an individual must legally represent themselves, including in a legal signature, as an APRN and
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DIAGRAM 1:
APRN REGULATORY MODEL

APRN SPECIALTIES
Focus of practice beyond role and populstion focus
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Examples include but are not limited fo: Oncology, Clder Aduls, Orthopedics,
Nephrology, Palliafive Care
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< Related

APRN ROLES

Murse Nurse- Clinical Nurse Nurse
Anesthetist Midwife Practitioner +

+The certified nurse practitioner (CNP) 1s prepared with the acute care CNP competencies and/or the
primary care CNP competencies. At this point in time the acute care and primary care CNP delineation
applies only to the pediatric and adult-gerontology CNP population foci. Scope of practice of the
primary care or acute care CNP 1s not setting specific but 1s based on patient care needs. Programs may
prepare individuals across both the primary care and acute care CNP competencies. If programs prepare
graduates across both sets of roles, the graduate must be prepared with the consensus-based
competencies for both roles and must successfully obtain certification in both the acute and the primary
care CNP roles. CNP certification in the acute care or primary care roles must match the educational
preparation for CNPs in these roles.

Licensure occurs at Levels of
Role & Population Foci

by the role. He/she may indicate the population as well. No one, except those who are licensed to practice as
an APRN, may use the APRN title or any of the APRN role titles. An individual also may add the specialty title in
which they are professionally recognized in addition to the legal title of APRN and role.

Diagram 1: APRN Regulatory Model (above)

Under this APRN Regulatory Model, there are four roles: certified registered nurse anesthetist (CRNA), certified
nurse-midwife (CNM), clinical nurse specialist (CNS), and certified nurse practitioner (CNP). These four roles are
given the title of advanced practice registered nurse (APRN). APRNs are educated in one of the four roles and
in at least one of six population foci: family/individual across the lifespan, adult-gerontology, neonatal, pediatrics,
women’s health/gender-related or psych/mental health. Individuals will be licensed as independent practitioners
for practice at the level of one of the four APRN roles within at least one of the six identified population foci.
Education, certification, and licensure of an individual must be congruent in terms of role and population foci.
APRNs may specialize but they can not be licensed solely within a specialty area. Specialties can provide depth
in one’s practice within the established population foci.

* The population focus, adult-gerontology, encompasses the young adult to the older adult, including the frail
elderly. APRNs educated and certified in the adult-gerontology population are educated and certified across
both areas of practice and will be titled Adult-Gerontology CNP or CNS. In addition, all APRNs in any of the
four roles providing care to the adult population, e.g., family or gender specific, must be prepared to meet
the growing needs of the older adult population. Therefore, the education program should include didactic
and clinical education experiences necessary to prepare APRNs with these enhanced skills and knowledge.

** The population focus, psychiatric/mental health, encompasses education and practice across the
lifespan.

++ The Clinical Nurse Specialist (CNS) is educated and assessed through national certification processes
across the continuum from wellness through acute care.

“ Nurses with advanced graduate nursing preparation practicing in roles and Specialties that do not provide direct care to individuals and, there-
fore, whose practice does not require regulatory recognition beyond the Registered Nurse license granted by State boards of nursing may not
use any term or title which may confuse the public, including advanced practice nurse or advanced practice registered nurse. The term advanced
oublic health nursing however, may be used to identify nurses practicing in this advanced specially area of nursing.
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Broad-based APRN Education
For entry into APRN practice and for regulatory purposes, APRN education must:

be formal education with a graduate degree or post-graduate certificate (either post- master’s or post-
doctoral) that is awarded by an academic institution and accredited by a nursing or nursing-related
accrediting organization recognized by the U.S. Department of Education (USDE) and/or the Council for
Higher Education Accreditation (CHEA);

be awarded pre-approval, pre-accreditation, or accreditation status prior to admitting students;
be comprehensive and at the graduate level;
prepare the graduate to practice in one of the four identified APRN roles;

prepare the graduate with the core competencies for one of the APRN roles across at least one of the six
population foci;

include at a minimum, three separate comprehensive graduate-level courses (the APRN Core) in:
—Advanced physiology/pathophysiology, including general principles that apply across the lifespan;

—Advanced health assessment, which includes assessment of all human systems, advanced assessment
techniques, concepts and approaches; and

—Advanced pharmacology, which includes pharmacodynamics, pharmacokinetics and
pharmacotherapeutics of all broad categories
of agents.

Additional content, specific to the role and population, in these three APRN core areas should be integrated
throughout the other role and population didactic and clinical courses;

Provide a basic understanding of the principles for decision making in the identified role;

Prepare the graduate to assume responsibility and accountability for health promotion and/or maintenance
as well as the assessment, diagnosis, and management of patient problems, which includes the use and
prescription of pharmacologic and non-pharmacologic interventions; and

Ensure clinical and didactic coursework is comprehensive and sufficient to prepare the graduate to practice in
the APRN role and population focus.

Preparation in a specialty area of practice is optional but if included must build on the APRN role/population-
focus competencies. Clinical and didactic coursework must be comprehensive and sufficient to prepare the
graduate to obtain certification for licensure in and to practice in the APRN role and population focus.

As part of the accreditation process, all APRN education programs must undergo a pre- approval, pre-
accreditation, or accreditation process prior to admitting students. The purpose of the pre-approval process

is twofold: 1) to ensure that students graduating from the program will be able to meet the education criteria
necessary for national certification in the role and population-focus and if successfully certified, are eligible for
licensure to practice in the APRN role/population-focus; and 2) to ensure that programs will meet all educational
standards prior to starting the program. The pre-approval, pre-accreditation or accreditation processes may
vary across APRN roles.
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APPENDIX C

Content Validation Participants

American Association of Colleges of Nursing
Joan Stanley, PhD

American Association of Critical-Care Nurses
Elizabeth Scruth, PhD, MPH, CCRN, CCNS, FCCM

AACN Certification Corporation
Laura McNamara, RN, MSN, CCNS, CCRN-K

Academy of Medical-Surgical Nurses
Elizabeth Thomas, MSN, RN, ACNS-BC

American Nurses Association
Seun Ross, DNP, MSN, CRNP-F, NP-C, NEA-BC

American Nursing Credentialing Center
Diane Tompkins, MS, RN

American Pediatric Nurses Association
Carolyn Ross, MPRN, PN-BC

American Psychiatric Nurses Association
Gail R. Stern, RN, MSN, PMHCNS-BC

Association of Pediatric Hematology/Oncology Nurses
Kathy Patterson Kelly, PhD, APRN, PCNS-BC, CPON

Association of periOperative Registered Nurses
Laila Shibaro Bailey, DNP, MSN, RN, CNS, CNOR,
ACNS-BC

Association of Women’s Health, Obstetric and
Neonatal Nurses

Major Amber Barker, MSN, APRN, WHNP-BC,
RNC-0OB

Commission on Collegiate Nursing Education
Mary Jane S. Hanson, PhD, CRNP, CNS, FNP-BC,
ACNS-BC, FAANP
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Einstein Healthcare Network
Charlene Griffith, MSN, APRN, ACNS-BC

Emergency Nurses Association
Carla Brim, MN, RN, CNS, CEN, PHCNS-BC, FAEN

Ft. Belvoir Community Hospital
Jacqueline Williams, RN

Hospice and Palliative Nurses Association
Bob Parker, DNP, RN, CENP, CHPN, CHP

National Association of Clinical Nurse Specialists
Ann Busch, MS, RN, CWOCN, ACNS-BC, CNS-PP,
FCNS, FAAN

National Association of Clinical Nurse Specialists
Angela Clark, PhD, RN, CNS, FAAN, FAHA

National Association of Clinical Nurse Specialists
Sheron Y. Campbell, LCDR, NC, USN, MS, BSN,
CCNS

National Association of Neonatal Nurses
Lori Brittingham, MSN, RN, CNS, ACCNS-N

National League for Nursing
Linda Moneyham, PhD, RN, FAAN

National League for Nursing CNEA
Judy Halstead, PhD, RN, ANEF, FAAN

Preventive Cardiovascular Nurses Association
Lola Coke, PhD, ACNS-BC, FAHA, FPCNA, FAAN

Oncology Nurses Society
Chelsea Backler, MSN, APRN, AGCNS-BC, AOCNS
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