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TThe Health Resources and Services Administration 
(HRSA) projects nursing workforce shortages across the 
United States. through 2036. By this date, there will be a 
shortage of more than 300,000 registered nurses and nearly 
100,000 licensed practical nurses (HRSA, 2022). If these 
numbers alone are not frightening, consider the implications 
to patient care and the healthcare delivery system at large. 
While there is much debate about whether there is an actual 
shortage or if nurses are leaving the profession due to unfa-
vorable working conditions, one thing is clear – the underval-
uation of nurses, both financially and professionally, con-
tributes to this significant workforce crisis.  

The current nursing reimbursement model, in place since 
the 1930s, fails to recognize the actual value of nursing care 
and is the crux of the current nursing crisis plaguing our 
country. Two nursing leaders, Rebecca Love and Sharon 

Pearce, tackled this problem directly in early 2023, launching 
the Commission for Nurse Reimbursement, a nonprofit 
organization aiming to modernize the economic model for 
nursing services. This article illuminates the historical context 
of nursing reimbursement, its current shortcomings, and 
potential solutions to ensure a sustainable nursing workforce 
and improved patient care.  

History of Nursing Reimbursement  
Before the 1930s, nursing was women’s most prominent 

economic vehicle, creating jobs, independence, and profes-
sional opportunities. Nurses were often self-employed and 
directly compensated for their services, seeing patients in 
their homes. However, the passage of the Social Security Act 
in 1935 led to the inclusion of nursing costs within hospital 
room and board rates.  

continued on page 18
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You Have Something to Offer: 
Put Yourself Forward! 

The main takeaway from my experience serving as the 
AAACN Emerging Professional Board Fellow to date is to put 
yourself forward. We all have something to contribute, even 
when we are “new” to the group/specialty/organization. Your 
previous experience is transferrable. I personally have grappled 
with imposter syndrome my whole career, resulting in me feel-
ing like an “outsider.” AAACN is the most welcoming profession-
al organization I have been part of.  

I was introduced to AAACN by my colleagues, Charlene 
Platon and Sierra Kane, a few months after starting my day job 

as a nurse scientist supporting ambulatory care. I joined AAACN in February 
2023 to learn a lot quickly about ambulatory care. I wanted to know the key prior-
ities for ambulatory care nursing and the universal opportunities for improve-
ment. My previous ambulatory care nursing experience was limited to COVID-19 
parking lot swab and vaccination nursing. I was amazed at how much I learned 
from the forums; a community daily digest email was a quick 5-minute educa-
tional read for me every morning. The AAACN community freely shared their 
ideas, policies, and problem solving in ways that I had not previously encoun-
tered in a professional organization.  

I attended the AAACN Annual Conference in April 2023 where I met the previ-
ous three Fellows, several members of the Board of Directors, and Research 
Committee members. Throughout the conference, I heard over and over: “Join a 
Special Interest Group! Get involved!” I found myself lurking in the AAACN online 
communities and forwarding daily digests to folks I knew who were working on a 
particular topic or could answer a particular question. When I saw the call for 
Board Fellow applications, I hesitated to the point I almost missed the deadline. 
My imposter syndrome suggested that I did not have anything to contribute. I 
grappled with feeling like I was “too new” to ambulatory care and not “enough” of 
an ambulatory care nurse since I was not a frontline nurse or nurse manager. But 
I re-read the call for applications and fixated on the statement, “Must have 5 
years or less experience in ambulatory nursing at the time of appointment.” I was 
astonished when I was selected for an interview and when my interviewers 
remembered meeting me at the conference the prior April.  

My Board mentor is Rachel Start, AAACN Immediate Past-President and an 
experienced nurse executive. Our mentorship relationship has a nice give and 
take. We are both learning from each other. I also regularly talk to the previous 
AAACN Board Fellow, Na Lim Heo. I did not realize when I started my Board 
Fellowship journey how much I had to offer to AAACN, the Board of Directors, 
and my mentor.  

My experience over the past 7 months proved to me that we all have some-
thing to contribute. There is a lot of exciting work going on in AAACN. I encour-
age everyone to put yourself forward for what fits for you. There are numerous 
opportunities: join a Special Interest Group (SIG), join a committee, register as a 
subject matter expert, write for the Core Curriculum, etc. I also learned most 
Board members previously received AAACN Above and Beyond awards for work 
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Ambulatory Care Nurse-Sensitive Indicator Industry 
Report: Meaningful Measurement of Nursing in the 
Ambulatory Patient Care Environment, Second Edition

Editors: Rachel Start, MSN, NEA-BC, RN, FAAN, Rebecca Dellefave, BSN, RN, MS, 
Ann Marie Matlock, DNP, RN, NE-BC, Stephanie Witwer, PhD, RN, NEA-BC, FAAN

Far expanded from the first edition, the updated report contains many added tools and 
supports, as well as expanded measure sets and statements of advocacy. This timely 
report includes a description of current state of healthcare industry, quality measure-
ment, ambulatory nursing specific practice and meaningful measurement of ambula-
tory nurse contribution to patient and quality outcomes, as well as a compilation of 
tools and resources for ambulatory care nurses and other healthcare professionals. 

Value to Your Practice: 
The second edition NSI Industry Report offers essential insights for ambulatory care nurses, providing 
valuable information specific to the setting. It highlights how nursing care directly impacts outcomes, 
helping nurses demonstrate improved quality and reduced costs. Additionally, it assists in identifying 
optimal staffing models to enhance patient outcomes, making it an indispensable resource for advancing 
your practice. 
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they did for SIGs or committees before they were elected to 
the AAACN Board of Directors. The AAACN Board is aware 
of and appreciates all the work the SIGs and committees 
do. Through the fellowship experience, I learned AAACN is 
receiving increased requests to talk to nurses who work in 
certain fields. Some of these requests are quite specific, and 
AAACN looks to the subject matter expert database to iden-
tify a member in that field; that could be you! I also encour-
age you to talk to and network with Board members at the 
annual conference. These seemingly minor interactions are 
key interactions for Board members.  

When I was appointed to the AAACN Board Fellow posi-
tion, I thought I would be an observer of the Board process. 
However, I am routinely participating in (not just observing) 
Board meetings, Research Committee meetings, and mem-
bership engagement meetings. The AAACN Board Fellow 
experience demonstrated to me the amount of commitment 
it takes to be an elected officer on a board. I already have 
found ways to continue to be engaged with AAACN when 
my Board Fellow experience concludes. I encourage every-
one to put yourself forward and find the type of engagement 
in AAACN that works for you.  l 

Chrystal Lewis, PhD, RN, is AAACN Emerging Professional Board Fellow and 
Nurse Scientist, Stanford Health Care, Palo Alto, CA. She may be contacted at 
aaacn@aaacn.org.

Win a Free 
Session in the  
Online Library 

New this year! Go to https://forms.office.com/
r/k480gGafsz and answer five questions 
drawn from articles in this issue of ViewPoint. 
All participants will be entered in a drawing for 
a free session in the AAACN Online Library. 
Enter for your chance to win by submitting 
your answers by March 10.

Hard copies are $75 for members, $150 for non-members 

ebook is $65 for members, $135 for non-members

https://forms.office.com/r/k480gGafsz
https://forms.office.com/r/k480gGafsz
https://aaacn.org
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DDiabetes, a widespread health 
concern, affects individuals across var-
ious ethnic groups. In 2023, the 
American Diabetes Association (ADA) 
reported that over 38 million 
Americans live with diabetes and 
approximately 98 million adults have 
prediabetes. It is crucial to educate 
patients on diabetes management to 
prevent associated complications. 
Diabetes is a complicated disease 
process that causes kidney disease, 
heart disease, gum disease, and slow 
healing wounds and amputations, and 
impacts patients across the lifespan 
and continuum of care. Depending on 
the practice setting, nurses may 
encounter diabetes in different capaci-
ties. Inpatient nurses often focus on 
treatment of acute complications, 
while ambulatory care nurses often 
focus on educating patients about 
self-management and prevention of 
complications. 

Transitioning from the inpatient to 
the outpatient care setting can be 
challenging for nurses. Inpatient nurs-
es may find their knowledge of chronic 
diseases such as diabetes is inade-
quate for the patient teaching neces-
sary in ambulatory care. It is impera-
tive that nurses seek information to 

help them provide the care and educa-
tion patients need in the ambulatory 
care setting, particularly for complex 
chronic disease populations. 

Nurses who practice in the outpa-
tient setting can impact patients and 
be advocates for preventive care. As a 
result of improved patient education, 
patients can be more involved in their 
own care, improving their health and 
preventing complications. Ambulatory 
care nurses must be equipped with the 
skills needed to effectively educate and 
advocate for patients. To advance the 
skill set and knowledge of the ambula-
tory care nurse, a clinical nurse educa-
tor developed a class to empower 
nurses with the skills and knowledge 
necessary to assist patients in manag-
ing diabetes. 

One in four veterans lives with type 
2 diabetes, more than double the rate 
in the general population, making dia-
betes care particularly important for 
ambulatory care nurses working in the 
Veterans Affairs (VA) system 
(Wooldridge et al., 2023). The class 
was implemented at a large south-
eastern VA facility that serves more 
than 110,000 veterans yearly. This 
facility has 134 inpatient beds, a 120-
bed community living center, and a 60-

bed residential rehabilitation program 
domiciliary. The facility provides acute 
care, complex specialty care, advanced 
diagnostic services, and a large multi-
specialty outpatient clinic. Specialty 
health services include mental health, 
dental services, vision care (ophthal-
mology and optometry), neurology, 
nutrition counseling, foot care (podia-
try), orthopedics, endocrinology, cardi-
ology and more. Primary care services 
are offered at eight ambulatory care 
locations.  

Literature Review  
Albagawi and colleagues 

(2023) conducted a cross-sectional 
study in Saudi Arabia, surveying nurses 
from four public hospitals. The study 
assessed nurses’ perceived knowledge 
about diabetes and their actual knowl-
edge using the Diabetes Self-Report 
Tool (DSRT) and the Diabetes Basic 
Knowledge Tool (DBKT). Results 
revealed nurses’ perceived knowledge 
was higher than their actual knowl-
edge, with perceived knowledge aver-
aging 60% and actual knowledge aver-
aging 47.3%. Knowledge deficits were 
identified in areas such as complica-
tions, pathology symptoms and man-
agement, diabetes medications, and 
diet or nutrition related to diabetes. 

Equipping Nurses with Essential 
Skills for Diabetes Patient 
Education

Jicel Espinosa-Williams

AAACN members receive 

FREENCPD 
nursing continuing professional development

Keywords: diabetes, nurse, patient, education, training/class 

Learning Outcome: After completing this education activity, the learner will be able to discuss the impact and 
the implementation of a specialized diabetes education class that equips nurses with knowledge to effectively 
navigate the multifaceted landscape of diabetes management.

NCPD – Nursing Continuing Professional Development

Accreditation Statement 
This educational activity is jointly provided by Anthony J. Jannetti, Inc., and the American Academy of Ambulatory Care Nursing (AAACN). 
Anthony J. Jannetti, Inc., is accredited as a provider of nursing continuing professional development by the American Nurses Credentialing Center’s Commission on 
Accreditation. 
AAACN is an approved provider of continuing nursing education by the California Board of Registered Nursing, Provider Number CEP 5366. 
Statement of Disclosure 
The author, editor, content reviewers, and education director have no relevant financial relationships to disclose.
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One reason for this deficiency was lack 
of attendance at diabetes education 
trainings, since nurses perceived 
themselves as already knowledgeable. 
Albagawi and co-authors (2023) also 
highlighted that inadequate diabetes 
knowledge levels have been observed 
in other developed countries, such as 
the United States and the United 
Kingdom. 

Gucciardi and colleagues 
(2020) conducted a randomized con-
trolled trial in which teams consisting 
of a nurse and a dietitian provided edu-
cation to patients with type 2 diabetes 
at primary care sites in Ontario, 
Canada. The study included 771 total 
patients, divided into a control group 
and an intervention group, with 487 
patients receiving the intervention. 
Study outcomes showed a significant 
decrease in A1C levels among the 
intervention group, which helped 
patients meet their A1C targets. 

Sechabe and co-authors (2020) 
conducted a mixed methods study of 
nurses’ knowledge about diabetes, 
incorporating both quantitative and 
qualitative data. This study employed a 
practice-based, learner-centered 
approach, focusing on identifying what 
nurses needed to develop a diabetes 
education program. The program 
focused on management of type 2 dia-
betes in adults within a primary care 
setting, covering medication manage-
ment, principles of primary care, and 
guidelines for managing type 2 dia-
betes. Challenges included a lack of 
knowledge regarding initial assess-
ment and treatment management as 
well as uncertainty about where and 
why to refer patients. The study 
revealed nurses had not attended any 
diabetes training since being hired, 
highlighting the importance of addi-
tional training to improve nurses’ abili-
ty to provide high-quality diabetes 
care. 

Uguru (2023) conducted a quality 
improvement project focusing on equi-
table care for patients with lower social 

determinants of health, such as having 
limited education, living below the 
poverty line, lacking access to healthy 
foods and effective health care, being 
uninsured, being unhoused, or having a 
history of incarceration. Nurses imple-
mented targeted interventions, includ-
ing patient education on home blood 
glucose monitoring, development of 
care plans, monthly outreach through 
telehealth visits, and referrals. Results 
indicated 66% of participating patients 
achieved an A1C reduction below 7% 
after 6 months. Uguru (2023) high-
lighted the crucial role of nurses in 
improving chronic disease manage-
ment, such as diabetes. The article 
emphasized how nurses are uniquely 
positioned to engage patients in man-
aging their chronic diseases, thereby 
reducing complications.  

The literature review identified the 
value of nurse education on diabetes 
management and specific elements to 
include in education. 

Methods  
A class to provide education for 

nurses was created in collaboration 
with certified diabetes educators at the 
VA to ensure up-to-date information 
was used and the course was not 
duplicative with existing training mate-
rial in use at this VA. The foundation 
for creating a comprehensive class to 
equip nurses with critical knowledge 
involved using the latest guidelines 
from the ADA, the Department of 
Defense (DOD), and other evidence-
based sources. Recognizing diabetes 
as a specialized field was essential. 
Guidelines  

According to ADA guidelines, dia-
betes can be diagnosed if a patient has 
an A1C level above 6.5% and fasting 
blood sugar levels of 126 mg/dL or 
higher. The DOD guidance (2023) 
states that diabetes can be diagnosed 
with two fasting plasma glucose tests 
showing levels higher than 126 mg/dL 
on two separate occasions, an A1C 
level above 6.5%, or a 2-hour plasma 

glucose level higher than 200 mg/dL 
on a 75g oral glucose tolerance test 
(OGTT). However, the OGTT is not 
commonly used. 

The VA nutrition guidelines for dia-
betes self-management (2023) recom-
mend the “rule of 15” as the standard 
of care for treating low blood sugar. If a 
patient’s blood sugar is less than 70, 
the nurse should administer 15 grams 
of fast-acting sugar, recheck the blood 
sugar in 15 minutes, and if the glucose 
level remains below 70 mg/dL, repeat 
the treatment with another 15 grams 
of fast-acting sugar. In cases where 
the blood sugar is less than 55 mg/dL, 
the nurse should administer 30 grams 
of fast-acting sugar. The rule of 15 
treatment guidelines have been instru-
mental within the VA to help patients 
with hypoglycemia recover rapidly. 
Class Development  

To provide nurses with diabetes 
management skills, the Sugar and 
Spice Diabetes Education for Nurses 
class was developed. Sugar and Spice 
is a 1.5-hour session centered around 
two patient scenarios and emphasiz-
ing fundamental diabetes knowledge. 
The topics covered in the class include 
differentiating between types of dia-
betes, recognizing signs and symp-
toms of hypoglycemia and hyper-
glycemia, providing diabetes education 
for newly diagnosed individuals, and 
addressing basic nutrition principles 
such as using the nutrition plate and 
reading labels. Furthermore, the class 
delves into the treatment of hypo-
glycemic episodes and explores dia-
betes complications. 

Each class began with a pre-sur-
vey to evaluate nurses’ existing knowl-
edge and comfort levels with various 
diabetes-related topics. A game-based 
online learning platform was used as a 
fun and competitive way to evaluate 
participants’ comprehension at the end 
of the class, along with a post-survey. 
The game was displayed on a screen 
for all participants to view questions 
and responses, and participants could 
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respond using their phones to earn 
points. The post-survey results illus-
trated participants enjoyed playing this 
game as it helped them recall all the 
information learned from the class. To 
gauge the application of gained knowl-
edge in current practice, a 3-month 
follow-up survey also was completed. 
This collaborative approach helped 
equip nurses with the tools necessary 
for successful diabetes patient educa-
tion.  

Outcomes  
Sugar and Spice was piloted at the 

author’s VA facility in January 2022. 
Since then, the class has been offered 
bimonthly to all nurses in the inpatient 
and outpatient settings. Using 
Kirkpatrick’s training evaluation model, 
we evaluated participant reaction (level 
1), learning (level 2), and behavior (level 
3). The Kirkpatrick Model (Kirkpatrick 
Partners, n.d.) describes reaction as 
participant feedback on the training 
received. Learning refers to acquired 
confidence and knowledge, while 
behavior refers to participant ability to 
apply knowledge to practice.  

Since the first class in 2022, 509 
clinical employees have attended the 
class. Of these attendees, 266 
responded to the survey. Participants 
were asked to rate the class using a 
rating scale with five stars. The aver-
age rating was 4.92. The survey also 
asked participants to rate their confi-
dence in providing patient education 
(see Figure 1). Of the 266 survey 
respondents, 254 indicated very confi-
dent or confident. The data collected 
from this question showed an 
increased confidence in 95% of partici-
pants.  

On the pre-course survey, 73 of 
266 respondents (27%) indicated they 
were not confident in one or more of 
the following topics: knowing the dif-
ferences between type 1 and type 2 
diabetes, reading nutritional labels, 
treating a hypoglyemic episode, and 
knowing the differences between car-
bohydrates and proteins. In the post-

survey, only 7 of 266 respondents 
(2.6%) indicated they still had a knowl-
edge deficit. At the end of the class, 
97.4% of all respondents indicated they 
were very confident or confident in 
educating patients in all the topics 
covered. Finally, respondents were 
invited to provide free text responses 
to questions requesting feedback 
about the course (see Table 1). 

To evaluate whether the course 
ultimately affected nursing practice, 

participants also were sent a post-sur-
vey 3 months after the class. Of 504 
participants, 49 completed the survey. 
As illustrated in Figure 2, 44 respon-
dents (89%) indicated they had applied 
the new knowledge to their practice. 
The survey also invited those who had 
applied knowledge from the class to 
their practice to explain how their clini-
cal practice improved as a result of the 
class. A sample of participant replies 
are shown in Table 2.  

NCPD – Nursing Continuing Professional Development

Figure 1.  
Course Participants’ Confidence in Providing Patient Education

Table 1.  
Course Benefits and Feedback

What part of the training was most beneficial to you?

Discussing hypo- and hyperglycemia •

Explaining how blood sugars and insulin work in your body •

How to treat episodes of hypoglycemia and reading food labels •

I love the game! The entire course was beneficial and a nice refresher.  •

This course could be improved by: 

Class was excellent. •

Copy of presentation and handouts •

Example of a meal or two we can advise our patients about. I have trouble with that. •

I think it was the best class I’ve taken in a while. Very interesting.•
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Discussion  
The results of this project highlight 

an opportunity for improvement in the 
basic skills needed for diabetes educa-
tion among nurses. Although they play 
a crucial role in managing and educat-
ing patients with diabetes, nurses may 
have opportunities to enhance their 
essential knowledge and skills. 
Knowledge deficits may go unrecog-
nized by the nurses themselves. 

The implementation of a special-
ized diabetes education class has 
shown promising results, enhancing 
the care provided by participating 
nurses. The positive impact of the 
Sugar and Spice Diabetes Education 
for Nurses class underscores the need 
for such educational programs. Nurses 
who completed the class demonstrat-
ed improved confidence in diabetes 
management. 

Providing diabetes education 
classes for nurses caring for patients 
with diabetes in the outpatient setting 
could be a pivotal step toward 
addressing knowledge gaps. Such pro-
grams would ensure nurses are 
equipped with the necessary knowl-
edge and skills to educate and manage 
patients with diabetes effectively. 
Diabetes education for nurses may 
lead to improved patient outcomes, 
reduced complications, and overall 
better management of diabetes in 
healthcare settings. 

It is crucial that nurses ask for 
additional training when they recognize 
a need for it. Encouraging a culture 
where continuous learning is valued 
and where nurses seek further educa-
tion is essential. When nurses are con-
fident in their knowledge and skills, 
they are better positioned to provide 
comprehensive and effective care. As 
health care continues to evolve, ensur-
ing nurses are well prepared to handle 
chronic conditions like diabetes is 
essential. This article highlights the 
importance of continued education 
and the positive impact it can have on 
both nurses and patients. 

Limitations  
There are several limitations to the 

transferability of this initiative to other 
practice settings. First, not all partici-
pants responded to the survey, which 
means the experiences and perspec-
tives of those who did not respond are 
unknown. Additionally, the study was 
conducted in a single VA healthcare 
system, which may not reflect the 
experiences and outcomes of nurses 
in other healthcare settings or regions. 
Consequently, results may not be 
applicable to different populations or 
healthcare environments. Future stud-
ies should consider a more diverse and 
broader sample to enhance the appli-
cability of the findings. 

Figure 2.  
Application of Course Education to Practice

The training gave me more knowledge to be able to correctly and effectively educate my patients.•

The ability to thoroughly explain to the veteran what changes need to be made and why.•

I feel more confident educating patients about carbohydrates in their meals, also about •
hypoglycemia/hyperglycemia and their medications.

This training impacted me because I learned how to apply benefits and healthy diets for my patients •
and what I should do in emergency situations.

Many of the inpatient veterans have diabetes, so it was effective to apply the practice from day to day. •
Educating patients about their disease process and supplying them with the resources needed to 
better manage their diabetes is a win-win!

Table 2.  
Examples of Applying Course Education to Practice

continued on page 12
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WWith a strategic goal of workforce 
development to improve employee 
performance and ensure consistency, 
a Federally Qualified Healthcare Center 
(FQHC) began its journey to develop a 
preceptor corps to support the nurses 
and medical assistants at its 30 
diverse ambulatory clinics. The goal of 
the corps was to develop a team of 
trained preceptors capable of assisting 
in the onboarding of new nurses and 
medical assistants, ensuring continuity 
across all sites.  

A preceptorship is a short-term 
relationship between a student or 
novice and an experienced clinician. 
During this relationship, the clinician 
provides individual attention to the stu-
dent’s/novice’s learning needs within a 
safe learning environment. Preceptors 
use a different skill set than a clinical 
nurse to support students and new 
employees (American Academy of 
Ambulatory Care Nursing [AAACN], 
2017). As there is a unique skill set in 
use during the preceptorship, the clini-
cian should receive training on a vari-
ety of topics (Hugo-Van Dyk & Botma, 
2021). This training should support the 
clinician in a manner that reduces 
stress and improves their ability to pro-
vide coaching and feedback, set goals, 

and resolve conflict while creating a 
learning environment tailored to indi-
vidual learning needs. A novice who is 
paired with a trained preceptor devel-
ops self-confidence in their skill set to 
provide the best care for patients 
(Hugo-Van Dyk & Botma, 2021).  

Program Development  
The program was developed with 

a quality improvement (QI) method 
focused on reducing variation and 
improving workflow processes and 
using the Preceptor Guide for 
Ambulatory Care Nursing (AAACN, 
2017) as a foundation. Literature was 
searched to identify the application of 
precepting programs in the ambulatory 
care setting. Nursing administration 
identified stakeholders, including the 
organization president, chief financial 
officer, nursing director, charge nurses, 
and nursing educators. Stakeholders 
were interviewed to inform the pro-
gram creation and identify potential 
barriers to implementation. Interviews 
also identified the structure of the QI 
process by identifying the organiza-
tional infrastructure: the human, facili-
ty, and financial resources to be allo-
cated to program development and 
sustainment. The Nursing Education 
and Workforce Coordinator completed 

the program development with the 
assistance of the nursing administra-
tion team for program content review. 
The Nursing Education and Workforce 
Coordinator was responsible for creat-
ing the preceptor program, developing 
training materials, and managing the 
program. 

The preceptor program included 
medical assistants and nurses. An 
email was sent to the site leadership to 
nominate one medical assistant and 
one nurse from each office site. The 
charge nurse completed an evaluation 
of employees nominated using a 5-
point Likert scale. Evaluation sections 
included: leadership, enthusiasm, 
teaching ability, work ethic, clinical 
experience, role-specific evaluation, 
and familiarity with corporate policies. 
Evaluation criteria were influenced by 
the seven competencies/roles of the 
preceptor: teacher/coach, role model, 
leader/influencer, facilitator, socializa-
tion agent, evaluator, and protector 
(Harper et al., 2021; Ryan et al., 
2024). To be eligible, an employee had 
to have 1 year of experience with the 
corporation. Medical assistants had to 
have current certification or registra-
tion, and nurses had to have unen-
cumbered nursing licenses. The 

Student to Staff: The Development 
of a Preceptor Corps

Stephanie Stewart

AAACN members receive 

FREENCPD 
nursing continuing professional development

Keywords: preceptor, emotional intelligence, staff training, toolkit 

Learning Outcome: After completing this education activity, the learner will be able to discuss the preceptor 
corps as a workforce development tool that can be used to improve employee performance and ensure con-
sistency in the onboarding process of new employees.

Accreditation Statement 
This educational activity is jointly provided by Anthony J. Jannetti, Inc., and the American Academy of Ambulatory Care Nursing (AAACN). 
Anthony J. Jannetti, Inc., is accredited as a provider of nursing continuing professional development by the American Nurses Credentialing Center’s Commission on 
Accreditation. 
AAACN is an approved provider of continuing nursing education by the California Board of Registered Nursing, Provider Number CEP 5366. 
Statement of Disclosure 
The author, editor, content reviewers, and education director have no relevant financial relationships to disclose.



www.aaacn.org        9

employee had to be in good standing 
with no write-ups or counseling issues 
within the previous 6 months.  

The final step in the selection 
process was review and approval by 
the Director of Nursing and Assistant 
Director of Nursing. Employees who 
had received excellent reviews and 
held the required licensing were 
reviewed by the Nursing Director, 
Assistant Director, and Workforce 
Coordinator. During the final review, the 
candidate’s attendance record and 
employee file were reviewed to ensure 
that all qualification criteria were met.  

Participants were notified of selec-
tion and scheduled for a 5-hour train-
ing class. The course agenda was 
developed using the guidelines identi-
fied in the Nurse Preceptor Toolkit 
(Advisory Board, 2023) and vetted with 
key stakeholders. The course included 
didactic education with interactive 
exercises, such as role-playing and 
feedback, which have been demon-
strated to promote positive outcomes 
(Advisory Board, 2023; Peters et al., 
2023). The class was divided into three 
focus areas. The first portion of the 
class focused on self-reflection and 
the introduction and development of 
emotional intelligence. The second 
portion addressed the primary roles of 
the preceptor. The third focused on 
building a toolkit for precepting.  
Focus One: Self-Reflection  

Emotional intelligence is the ability 
to manage your emotions and 
empathize with the emotions of those 
around you (Turjuman & Alilyyani, 
2023). The seven signs of emotional 
intelligence are emotional resilience, 
emotional regulation, self-awareness, 
social awareness, communication, 
interpersonal skills, and conflict man-
agement. Emotional intelligence devel-
opment is a continual process that 
advances with ongoing practice and 
cannot be attained in one class. 
However, the goal of the class was to 
create awareness of the concept, as 
there is a positive relationship between 

emotional intelligence and working 
quality (Turjuman & Alilyyani, 2023).  

Class activities focused on con-
cepts of self-awareness, communica-
tion, interpersonal skills, and conflict 
management. Participants completed 
a visual, auditory, reading, and kines-
thetic (VARK) questionnaire to identify 
learning preference and discussed 
methods to teach skills using multiple 
modalities (VARK, n.d.). Class partici-
pants also engaged in discussions 
about generational differences and the 
increase of digital natives in the work-
force. Role-playing was used to prac-
tice conversations related to conflict 
with technology, such as the use of cell 
phones and other smart technologies 
in the work area. Finally, all class par-
ticipants completed Myers-Briggs 
assessment (Myers, 1962). This 
assessment, which was selected 
because of budget limitations and 
ease of use, is a simple tool to encour-
age self-reflection and recognition of 
interpersonal differences.  
Focus Two: Roles of the Preceptor  

The AAACN Preceptor Guide for 
Ambulatory Care Nursing (2017) 
describes three roles of the preceptor, 
including role model, socializer and 
educator. The role of the evaluator also 
was included in the program, as it is 
important to have a method to gauge 
students’ performance. Roles were 
clearly defined to avoid role confusion 
and ambiguity.  

The preceptor is a role model. As 
such, a preceptor exemplifies the skills 
and behaviors that should be emulated 
by the person being precepted. The 
Workforce Coordinator facilitated a 
group discussion to provide participants 
with an opportunity to collaborate on 
skills and behaviors they should be dis-
playing. Through this discussion, pre-
ceptors identified the top behaviors they 
felt were important for them all to 
model. Top behaviors were identified as 
being on time, dressing appropriately, 
not using cellphones outside of the 
breakroom, using professional language 

during communication with providers 
and patients, and displaying a positive 
attitude. 

Socialization is not limited to inter-
actions among people, but also 
includes the organization’s culture. New 
team members and students should be 
introduced to their peers and their new 
role. Socialization plays an important 
part in the dynamic of the preceptor-
student relationship, as the preceptor 
shares some of the values and beliefs 
of the profession and organizational 
culture (McCloughen et al., 2020).  

The third role of the preceptor is an 
educator. Preceptors may be identified 
first by their ability to meet and exceed 
role expectations. Preceptors cannot 
just be competent at their job; they also 
must be able to teach the required 
skills. These may be soft skills such as 
communication, or hard skills such as 
sterile technique. Preceptors are 
responsible for guiding team members 
through their skills competency sheets 
and must be capable of assessing 
learning needs and setting goals to 
attain them.  

Finally, preceptors must be evalua-
tors. Without evaluation, there is no 
guidance for improvement. Preceptors 
must have the skills to provide feedback 
and coaching. This is especially impor-
tant for novice team members who are 
learning a role with the goal of perform-
ing the role independently. Preceptors 
should complete ongoing evaluations 
as well as skills validation during the 
preceptorship period, with a final sum-
mative evaluation to verify overall per-
formance (Failla & Stichler, 2023).  

Five evaluation tools were 
reviewed with preceptors. The first was 
a general preceptor form to be used for 
all newly hired team members. The 
second was for medical assistant 
extern students. The third was for 
nursing student clinical rotations. The 
fourth was an evaluation for the novice 
to complete about their preceptor. The 
final form was a chart audit to be com-
pleted on everyone except nursing stu-
dents since they do not document in 
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the electronic medical record. The 
chart audit was included as an objec-
tive measure of work completed.  
Focus Three: Building a Toolkit  

The last portion of the training 
focused on preceptors building a 
department-specific toolkit to be refer-
enced during the precepting process. 
Preceptors play a key role in the new 
employee’s transition into the practice 
setting. It is important they provide 
structure with a standardized process 
to support this transition (Failla & 
Stichler, 2023). The creation of a toolkit 
was a proactive approach to meeting 
learners’ needs with the purpose of 
promoting training structure and stan-
dardization. As specialty departments 
within the organization varied, includ-
ing pediatrics to obstetrics, behavioral 
health, and family practice, there was 
too much variety to create a standard 
product. Instead, participants were 
separated into similar practice sites to 
work on this group activity. 

The first form the groups were 
challenged to complete was a list of 
common diagnoses specific to their 
patients. Each diagnosis had standing 
orders associated with it and any 
resources (internal or external) the 
patient may need. For example, a com-
mon diagnosis for Family Practice may 
be diabetes. The associated standing 
order would be the frequency of hemo-
globin A1C checks, point-of-care finger 
sticks, etc. The resources include the 
diabetic educators if the hemoglobin 
A1C is above a specific level.  

Other forms included Commonly 
Used Medications (specific to depart-
ment), Treatments and Procedures, 
Lab Tests and Diagnostics, and Daily 
Procedures. The form for commonly 
ordered medications encouraged the 
preceptor to focus on special insur-
ance considerations (Vaccines for 
Children Program) and required docu-
mentation related to the medication. 
Other forms encouraged preceptors to 
review standing orders and provider-
specific expectations, such as supplies 

for a specific procedure. The daily pro-
cedures form focused on environmen-
tal and workflow items that need to be 
completed with daily, weekly, or 
monthly frequency. An example of 
information on this form is monitoring 
refrigerator temperatures or cleaning 
schedules for exam rooms. The devel-
opment of this site-specific toolkit 
empowered preceptors to provide 
long-term dissemination of best prac-
tices and standing orders. The toolkit 
acts as a living document for precep-
tors that can be modified to meet the 
evolving needs of the clinical site. 
Treating the toolkit forms as living doc-
uments that can evolve to meet the 
changing needs of the site allows this 
resource to grow and remain relevant 
within the organization.  

Program Maintenance  
The maintenance plan for the pre-

ceptor program included scheduled fol-
low-up meetings with the Workforce 
Coordinator to review evaluations and 
discuss feedback and any needs. Emails 
were to be sent quarterly to remind 
everyone of the evaluations form pur-
pose and to submit the evaluations. 
Charge nurses were to be engaged early 
for onsite leadership support.  

A stipend plan was developed in 
conjunction with the preceptor project 
to compensate participants for the 
time involved in precepting. 
Participants also were required to 
complete a designated number of 
hours based on role to qualify for pay-
ment: 120 hours for nurses and 320 
hours for medical assistants. The time 
requirement for medical assistants 
was higher because they are responsi-
ble for precepting all new nursing and 
medical assistant staff. Additionally, 
the organization regularly hosts med-
ical assistant externs who need to 
complete around 120 hours of practi-
cal experience during their externship. 
In contrast, nurses spend 40-80 hours 
precepting new nursing staff and pre-
cept nursing students approximately 
20 hours per semester.  

The Workforce Coordinator sent 
monthly emails for the first 4 months to 
engage preceptors and get a status 
check from participants. The first fol-
low-up meeting was scheduled at the 4-
month mark, and a second meeting was 
scheduled at 8 months. Meetings were 
scheduled before office hours to avoid 
interruption in patient care activities. The 
response rate to emails and the engage-
ment in meetings was low, with less 
than half of participants attending and 
even fewer actively participating. Due to 
low participation, additional virtual 
meetings were not scheduled.  

Further follow-up to identify barri-
ers or questions for the preceptors 
was completed via email. Emails 
included copies of all evaluation forms 
and a reminder of each form’s pur-
pose. Submitted evaluations were 
reviewed and follow-up information 
was requested from the preceptor for 
any rating below a 3. Emails also noti-
fied preceptors if they had met the 
required number of hours for the pre-
ceptor stipend. The response rate for 
emails was better than virtual meet-
ings but was still lower than desired.  

In the first month of the program, 
the charge nurses received a briefing 
on program objectives and the impor-
tance of their support in the program’s 
success. Acknowledging charge nurs-
es as the nursing leaders on site, they 
received education on the various 
forms and were encouraged to actively 
follow up with new team members to 
complete preceptor evaluations. 
Charge nurses were engaged regularly 
for support and assistance in identify-
ing potential issues.  

Findings  
The preceptor corps has been 

functioning for over 18 months. The 
original training included 10 nurses 
and 19 medical assistants represent-
ing 15 sites. Two additional training 
courses were held to account for attri-
tion. The additional training included 
three nurses and eight medical assis-
tants. Currently, there are seven nurses 
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and 17 medical assistants trained as 
preceptors representing 17 sites, 
including the float pool. During the 18-
month timeframe, more than 9,000 
hours of precepting were reported. 
This includes 67 new employees and 
more than 100 nursing students and 
medical assistant student externs.  

Throughout the 18-month pro-
gram, three nurses and five medical 
assistants did not take on precepting 
responsibilities. Three sites are located 
in rural areas and experienced no 
turnover. Two sites experienced lead-
ership turnover and lacked a charge 
nurse to assign the precepting respon-
sibility to the appropriate staff. In both 
instances, an office manager who was 
unaware of the preceptor program 
assigned the new personnel to be pre-
cepted by other staff members. The 
onsite preceptors did not escalate the 
issue until much later. The other three 
preceptors did not participate in the 
program because their site leadership 
declined to host nursing students or 
medical assistant externs.  

Retrospectively, the data for a 6-
month period was reviewed to evaluate 
if the number of team members who 
had completed new hire orientation 
corresponded to the number of pre-
ceptor evaluations submitted. It was 
discovered that there were many new 
personnel who had not completed a 
preceptor evaluation. When a review of 
missing evaluations was completed, it 
was found that some team members 
had never been paired with a precep-
tor. In some cases, this was the result 
of there being no preceptor assigned 
to that office site, while in other cases, 
the new hire was paired with someone 
other than the preceptor. Some pre-
ceptors also forgot to complete the 
evaluation.  

A review of the evaluations that 
were submitted suggested there may 
have been a bias toward subjective 
positivity rather than objective accura-
cy. This was found in comparisons 
among reported performance of med-
ical assistants during their externship 

period, new hire orientation evalua-
tions, and job performance. In some 
cases, evaluations were requested 
from the Nursing Director related to 
concerns that were elevated by the site 
leadership. The submissions were 
largely missing the chart audit docu-
mentation form, with notes on the 
evaluation that stated there were no 
issues when charts were reviewed. For 
example, during the time of medical 
assistant X’s externship, she was rated 
as competent and exceeding expecta-
tions in all areas. Meetings with the 
school program director at the site 
indicated no performance issues. 
However, after medical assistant X 
was hired as a full-time employee, she 
was consistently unable to perform 
basic tasks independently that she 
was rated as having completed com-
petently during the externship. These 
findings indicated preceptors required 
additional training in how to complete 
formative and summative evaluations.  

Next Steps  
These findings caused a shift in 

management of the preceptor corps. 
The original plan was that all sites 
would have a nurse and medical assis-
tant preceptor. However, not all sites 
had staff qualified or desiring to pre-
cept. The first change initiated was to 
require preceptors to travel to other 
sites as needed to complete the 
onboarding of new staff. This step was 
initiated in the program’s first year 
because of turnover and site needs. 
Stakeholders did not request a change 
in the number of preceptors at this 
point. The nursing administration and 
workforce coordinator decided to 
focus on retaining the currently trained 
preceptors, focusing on having at least 
one preceptor in the larger sites and 
having a medical assistant in the float 
pool that could be assigned to a site 
based on staffing needs.  

A significant change, emphasizing 
early communication on a routine 
schedule, was initiated following the 
audit. In conjunction with nurse educa-

tors, a strategy to identify struggling 
employees early in the onboarding 
process was devised. This strategy 
was an adaptation of the 30-60-90-
day plan of follow-up typically used by 
human resources (Leonard, 2023). The 
30-60-90-day plan serves as a struc-
tured timeline with specific goals and 
objectives. This structure was used to 
provide a clear set of expectations for 
the purpose of the follow-up meeting 
and the goal of each interaction.  

A tracking system was developed 
so all nurse educators and the precep-
tor corps manager could see the sta-
tus of newly hired team members. 
During new hire orientation, nurse edu-
cators scheduled a 30-day follow-up 
meeting with new medical assistants 
and nurses. The purpose of the 30-day 
meeting was to verify the completion 
status of the skills competency check-
list, identify any practice issues, and 
collect completed evaluations if the 
new hire had been deemed competent. 
If the employee was not deemed com-
petent at the 30-day meeting, they 
were placed on a performance 
improvement plan with additional 
training directed by the nurse educa-
tors. At the time of this meeting, the 
preceptor should have completed 10 
chart audits on the new hire. The chart 
audit is an objective measure of job 
performance. Preceptors were 
instructed not to complete the audits 
in 1 day. Instead, audits should be 
completed over the course of 30 days 
to allow for coaching opportunities and 
demonstration of documentation profi-
ciency. The goal of the meeting was to 
identify at-risk team members and 
provide support.  

The 60-day follow-up was com-
pleted by the preceptor corps manager. 
The purpose of this meeting was to 
allow employees to express their feel-
ings about their relationship with their 
peers and integration into the work 
culture. The meeting goal was to 
gauge the employee’s socialization 
within the site and the organization.  



The 90-day meeting was complet-
ed virtually by nurse educators. The 
purpose was the resolution of all previ-
ously identified gaps in practice. 
Additionally, the meeting provided a 
safe platform for the employee to voice 
any new concerns or questions related 
to practice. The goal of this meeting 
was to verify the team member had 
successfully integrated into the work 
environment. The 30-60-90-day plan 
has met with early success and 
improved reporting of challenges of the 
newly hired staff and preceptors. 
Additional follow-up will be needed to 
determine if this process can be main-
tained over time in an ever-changing 
healthcare system.  

Conclusion  
The preceptor corps was created 

with a strategic goal of workforce 
development to improve employee 
performance and ensure consistency. 
The QI process framework was 
employed to address the organiza-
tion’s structure, process, and out-
comes. The primary goal of the pre-
ceptor corps was to cultivate a team of 

trained preceptors capable of assisting 
in onboarding new nurses and medical 
assistants, ensuring continuity across 
all sites. Outcomes indicated a need 
for a more structured formative and 
summative evaluation, resulting in the 
creation of the 30-60-90-day plan. 
This plan is undergoing rapid cycle 
improvement to further improve out-
comes for the organization. 
Continuous evaluation and adaptation 
will be key to ensuring the preceptor 
corps effectively supports the 
onboarding process and contributes to 
overall organizational success.  l 
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Conclusion  
The provision of basic diabetes 

education to nurses is an investment in 
quality patient care and outcomes. A 
well-informed nursing workforce is 
essential for delivering patient-centered 
education, support, and guidance to 
individuals with diabetes. As we strive 
for excellence in healthcare, prioritizing 
basic diabetes education for ambulato-
ry care nurses is imperative. Nurses 
must be equipped with the knowledge 
to navigate the multifaceted landscape 
of diabetes management.  l 
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AA diabetes educator, also known as a Certified Diabetes 
Care & Education Specialist (CDCES), is a healthcare profes-
sional who teaches people with diabetes how to independ-
ently care for and manage this chronic condition. Many 
licensed and certified professionals are eligible to become a 
CDCES, including nurses, dietitians, pharmacists, physicians, 
and occupational and physical therapists. To become a 
CDCES, professionals must have a minimum of 2 years pro-
fessional experience in their primary discipline. Additionally, 
applicants must have at least 1,000 hours of experience pro-
viding diabetes care and education. Finally, individuals pursu-
ing a CDCES certification must obtain a minimum of 15 
hours of continuing education specific to diabetes. Once 
these requirements are met, applicants are eligible to sit for 
an extensive exam to earn the CDCES credential (Certification 
Board for Diabetes Care and Education, n.d.). The credential 
must be renewed every 5 years, through continuing educa-
tion or exam recertification, to ensure diabetes educators are 
staying informed regarding the latest updates and break-
throughs in diabetes medications, supplies, and technologies.  

Patient Education  
Diabetes educators play a crucial role in diabetes educa-

tion by providing relevant and evidence-based education that 
fosters self-management strategies and promotes lifestyle 
changes for people living with diabetes. They facilitate educa-
tion and support people with prediabetes or diabetes to man-
age the condition through a patient-centered approach, while 
offering individualized support. Diabetes is a complex condi-
tion requiring ongoing learning and understanding. A CDCES 
can help a person and their family learn the ins and outs of 
diabetes to help encourage self-management through 
behavior and lifestyle changes. 

Diabetes educators support people with diabetes in set-
ting individualized goals to improve diabetes management as 
well as overall health outcomes. These goals might include 
behavior modifications such as medication adherence, regu-

lar glucose monitoring, and following a carbohydrate consis-
tent diet. Ideally, these behaviors will lead to a reduction in 
hemoglobin A1C as well as fewer complications related to 
diabetes. Complications from diabetes can affect a person’s 
heart, kidneys, eyes, nerves, and more.  

When seeing a CDCES, individuals will learn about dia-
betes, how to administer medications, and how to use dia-
betes supplies like blood glucose meters and continuous glu-
cose monitoring systems. There are seven key self-care 
behavior areas of diabetes self-management education and 
support (DSMES): healthy coping, healthy eating, being active, 
taking medication, monitoring, reducing risks, and problem 
solving (Powers et al., 2020). As a person’s life changes, so 
does their care management plan, which is why it is crucial 
for a person with diabetes to receive ongoing education and 
support from a CDCES. Additionally, diabetes educators can 
address lifestyle questions regarding the day-to-day chal-
lenges a person living with diabetes may experience.  

Along with key self-care behavior areas, there are also 
four key times when a person with diabetes should be 
referred to an educator for DSMES: at diagnosis, annually 
and/or when treatment targets are not being met, when com-
plicating factors develop, and finally, when transitions in life 
and care occur (Powers et al., 2020). Consultation with a 
CDCES, education, resources, and ongoing support are key 
tools for a person living with diabetes to have in their dia-
betes toolbox.  

Interprofessional Collaboration  
Diabetes educators are an integral part of the collabora-

tive care team for a person with diabetes. They work in part-
nership with the person with diabetes, their family, and a myr-
iad of healthcare professionals, including primary care 
providers, dietitians, care managers, social workers, behav-
ioral health professionals, clinical pharmacists, as well as 
specialty care providers, to provide optimal patient-centered 
care. A CDCES assesses, educates, advocates for, and collab-
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orates with the person with diabetes 
and their healthcare providers to ensure 
individualized care and education is 
provided.  

Diabetes educators collaborate 
with other members of the healthcare 
team in several ways. They help edu-
cate or train staff or other healthcare 
professionals. They communicate with 
referring providers about the patient’s 
care plan, progress, and needs. They 
also work with other team members to 
ensure recommendations and medical 
orders are followed up in a timely man-
ner as well as address any barriers, 
such as physical, emotional, environ-
mental, psychological, or social barriers. 
Finally, CDCESs help coordinate care by 
entering referrals to other specialties 
and assisting with scheduling appoint-
ments as needed.  

Role Opportunities  
As with many industries, there has 

been a shift toward virtual care in the 
post-COVID era. This has allowed 
greater flexibility for diabetes educators 
as well as their patients and clients. With 
advancements in telehealth, diabetes 
educators are no longer confined to 
working in clinic settings. While some 
positions do require educators to be 
completely on-site, other positions offer 
hybrid schedules (partially on-site, par-
tially remote) or fully remote work. The 
ability to provide virtual visits through 
telehealth is also beneficial for patients 
in helping them maintain consistent 
appointments with a diabetes educator. 
This is essential, especially when busy 
schedules are commonly perceived as a 
barrier for proper diabetes management.  

Advancements in technology over 
the years also has allowed for greater 
opportunities for diabetes educators. 
While CDCESs largely are employed 
within healthcare systems, educators 
are starting to find opportunities outside 
traditional roles in places such as pri-
vate practice or diabetes technology 
companies, which manufacture dia-
betes supplies such as insulin pumps 
and continuous glucose monitors. For 
example, insulin pumps became more 
widely available in the 1980s, approxi-
mately 20 years after the first one was 
initially developed in the 1960s 
(Kesavadev et al., 2020). However, they 
largely have increased in popularity 
since the late 1990s to early 2000s; the 
first continuous glucose monitor was 
approved for professional use in 1999 
(Hirsch, 2018). Collectively, these 
advancements helped propel the 
CDCES profession to its current state.  

Diabetes educators aim to have a 
positive impact for the person living 
with diabetes, their families, and the 
healthcare system overall. Some of the 
benefits of diabetes self-management 
education and support include 
improved quality of life, promotion of 
healthy behavior changes, reduction of 
diabetes-related complications, and 
greater cost-effectiveness. Research 
has shown the benefits of DSMES and 
medical nutrition therapy are as effec-
tive as the oral diabetes medication 
metformin, but without the potential for 
side effects. People who utilize these 
services also are more likely to have 
lower healthcare costs (Powers et al., 
2020). 

Ongoing diabetes care and educa-
tion from a CDCES can help support 
people with diabetes through their jour-
ney from initial diagnosis to ongoing 
maintenance. By working together, dia-
betes educators can help make day-to-
day life with diabetes more manageable 
for those living with it as well as foster 
the skills needed to support self-man-
agement and goal setting. Due to the 
progressive nature of diabetes, it is 
imperative that people with diabetes 
seek out support and education from a 
CDCES in an effort to successfully 
manage their diabetes.  l 

Leila Salic-Davidson, BSN, RN, CDCES, is a Nurse 
Care Manager and Certified Diabetes Care & 
Education Specialist, Wisconsin Virtual Care 
Management SSM Health Care of Wisconsin. She 
may be contacted at leila.salic-davidson
@ssmhealth.com. 

Ellen Rippl, MS, RDN, CD, CDCES, is a Registered 
Dietitian & Diabetes Care and Education Specialist, 
Wisconsin Virtual Care Management SSM Health 
Care of Wisconsin. She may be contacted at 
ellen.rippl@ssmhealth.com. 
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This article describes how ambu-
latory care nurses at a large Veterans 
Health Administration (VHA) outpatient 
clinic located in Florida identified 
nurse-sensitive indicators (NSIs) to 
help overcome challenges and create 
success. This Florida clinic serves 
approximately 16,000 patients, of 
which 78% are 65 years or older. 
Primary care nurses (PCNs) work in 
teams with each assigned as many as 
1,200 patients. PCNs using care coor-
dination methods and tools play a key 
role in reducing costs, improving care 
and quality of life, and strengthening 
collaboration across disciplines. 

The Challenge  
Prior to this initiative, the role of the 

registered nurse (RN) in VHA clinics 
had not been standardized, which con-
tributed to barriers such as lack of time 
and resources. For patients, barriers 
include limited access to care. 
Additionally, RNs had difficulty quanti-
fying roles in care coordination transi-
tion management (CCTM) in terms of 
patient outcomes. No specific measure 
for patient engagement existed.  

The Improvement Journey  
Utilizing Six Sigma quality 

improvement methods and the plan-
do-check-act cycle, multiple small iter-
ative projects allowed PCNs to make 

changes on their road to sustained 
success. Starting with standardization 
of a PCN appointment grid, they were 
able to shift from a reactive model to a 
proactive care model focused on 
chronic disease management, post-
discharge contact, wellness, and pre-
vention. Next, over a 90-day period, 
PCNs identified and reviewed the top 
5% of high-risk panel patients. This 
step tested a defined electronic med-
ical record (EMR) template to increase 
patient engagement and add several 
NSIs, including nursing care interven-
tions for diabetes mellitus (DM), hyper-
tension (HTN), cardiovascular risk, 
tobacco usage, and women’s health. 
PCNs assessed how and when to 
apply preventive measures such as 
mammograms, colonoscopies, vacci-
nation types, teaching opportunities for 
chronic obstructive pulmonary disease 
(COPD), and screening for behavioral 
health needs. Results from this pilot 
showed an increase of 97% in care 
coordination documentation within the 
first 45 days and an increase of 215% 
over the next 30 days.  

Following the pilot, leaders created 
two separate training academies, one 
for RNs and one for licensed practical 
nurses (LPNs), to integrate new prac-
tices and allow each role to function at 
the top of their license and competen-
cies. Expanded improvement goals 

included standardizing the role of 
PCNs, pursuing a rate of 25% RN 
bookable hours weekly to increase 
patient contact and access, increasing 
patient awareness and engagement in 
chronic disease management, using 
motivational interviewing techniques, 
spreading the use of the EMR tem-
plate, increasing RNs’ ability to man-
age complex chronic conditions, and 
standardizing CCTM documentation 
and population health processes.  

As staffing levels stabilized, and 
with the intensified training academy, 
leaders reviewed each team’s baseline 
metrics. Telework was established and 
implemented for those completing the 
program. Training consisted of three 
segments and used case studies to 
build discussion skills: 

CCTM basics, eliminating silos, 1)
targeting high utilizers, integrating 
population health into daily prac-
tice, adjusting daily schedules to 
manage competing priorities while 
achieving 25% RN bookability and 
patient education.  
Understanding how to use patient 2)
data to evaluate the progress of 
individuals with DM, COPD, HTN, 
and congestive heart failure (CHF). 
Case study practice sessions and 3)
review and implementation of new 
telework practices. 
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Sustaining and Measuring 
Change  

The RN Academy is offered for 
new PCNs, followed by orientation 
support in their new roles. A population 
health audit tool measures outcomes 
from the CCTM EMR note, verifying 
how the RN encompassed whole 
patient care. Additional work aids 
include a visual aid template for whole 
person systems review during the 
nursing visit to aid nursing documen-
tation, and a Microsoft Teams tool for 
communication and resource sharing.  

Prior to the pilot and new acade-
my, a baseline measure of nursing 
turnover was 28%. Over the first year 
after training, the turnover rate 
declined to 4%. RN feedback during 
this period indicated the change in 
structure and process improved nurse 
satisfaction. RNs indicated they learn 
from each other and now use new 
sources of data, schedule nurse fol-
low-up visits and patient teaching, and 
are better prepared to navigate popula-
tion health management. 

Clinical News

Villages DX COPD-CHF FY22 FY24 Difference % 
Difference

Uniques with DX 518 680 162 31%

Uniques with inpatient admit for DX 43 31 -12 -28%

Admissions for DX 91 41 -50 -55%

Readmissions 48 10 -38 -79%

Readmit Rate 53% 24% -28% -54%

Table 1.  
Congestive Heart Failure Outcomes

Total Admissions 
FY24 Total LOS Total Cost Average Cost 

per Admit
Average LOS 

per Admit
Cost 

Avoidance
BDOC 

Avoidance

41 194 $913,165 $22,272.32 4.7 $846,348.05 179.8

Table 2.  
Cost Avoidance for Congestive Heart Failure

CHF=congestive heart failure, COPD=chronic obstructive pulmonary disease, DX=diagnosis, FY=fiscal year

BDOC=bed day of care, FY=fiscal year, LOS=length of stay

high-risk population changed. 
Outcomes from HTN RN visits stabi-
lized blood pressure readings, reducing 
office visits and hospitalizations, and 
resulting in 4% improvement in HTN 
sustained for more than 17 months. 
These results are above the VHA 
regional and national benchmarks. 

PCNs also focus on reducing 
readmissions for patients with CHF, the 
group with the highest readmission 
rates. Stoplight education is used for 
CHF patients to guide symptomology 
and advise patients when to contact 
primary care or seek urgent care. PCNs 
now collaborate with primary care 
pharmacists during nursing visits for 
medication adjustments and educa-
tion, and with the social worker and 
nutritionist to assist with education or 
support for social needs like food inse-
curity. Tables 1 and 2 show CHF out-
comes and cost avoidance, respective-

ly. Outcomes included a reduction in 
readmissions by 29%, with a cost 
avoidance of $846,348 and bed days 
of care avoidance of 179.8. The 2-day 
discharge phone call metric improved 
by 18%. 

The Value of NSIs  
NSIs measure tasks and interven-

tions that only RNs can perform within 
their scope of practice. NSIs are meas-
urable signs demonstrating the out-
comes of nursing care. This evidence 
shows the quantifiable value of a nurse 
and, in the ambulatory care setting, 
helps drive change, measure quality of 
nursing care, and generate reimburse-
ment. The NSIs used in this initiative 
are nurse turnover rate, CCTM nursing 
notes entry, HTN, CHF, 2-day dis-

Nurse-sensitive indicators measure tasks 
and interventions that only RNs can 

perform within their scope of practice. 

Post-pilot patient data also 
revealed success. Metrics are moni-
tored every 30 days, allowing leaders 
and teams to adjust the new interpro-
fessional practices. High-risk veterans 
are provided education, instructions, 
and support from an RN by face-to-
face appointment, phone, or video con-
tact through the Virtual Visit platform 
(VVC). As PCNs have used new tools 
and provided disease-specific educa-
tion, such as proper techniques for 
taking blood pressure, which medica-
tions and how and when to take them, 
use of breathing and mindfulness 
techniques, use of HTN, COPD, DM, or 
CHF stoplight calendars (red-yellow-
green), and prompting patients to keep 
daily documentation, the data for this 
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charges, pharmacy algorithm RN deci-
sion tree for identifiable issues, patient 
engagement with the EMR template, 
RN and LPN Training Academy, 
redesigned workflow, and telework pol-
icy and procedure. 

Summary  
The redesign of nursing standard 

work requires improved processes, 
resources, and tools that impact quali-
tative and quantitative results. 
Leadership buy-in is critical, as is the 
support of all stakeholders. Enlisting 
the interprofessional team and service 
line supervisors helps to shift the roles 
of the PCN and the nursing care team. 
The goals of the pilot initiative were 
demonstrated, and the new nursing 
practices have become standard nurs-

ing work. Leaders and teams are 
spreading this practice across North 
Florida/South Georgia VA primary care 
clinics, a system covering 40,000 
square miles across 50 counties with 
136,000 patients enrolled in primary 
care. Standardized nursing visit grids 
and the new CCTM practices pave the 
way to more access and better care.  

We recommend the following 
actions for other ambulatory care 
nurses who wish to use this exemplar 
as a model. Review the clinic setting to 
determine which factors from this 
exemplar are similar. Start small and 
continue to iterate process improve-
ments over time. Identify ways nursing 
practice and patient care are impacted 
at each location and define a measure 
for each practice. Finally, organize how 

information will be structured and 
entered and how reports will be ana-
lyzed and communicated.  l 

Amy Fulwood, MSN, RN, AMB-BC, VHA-CM, is a 
member of the AAACN NSI Special Interest Group 
(SIG) Advisory Group and Chief Nurse, Primary 
Care and Outpatient Clinics, North Florida/South 
Georgia VA, Gainesville, FL. She may be con tacted 
at amy.fulwood@va.gov. 

Marcia Potter, MA, BS, RN, is a member of the 
AAACN NSI SIG Advisory Group; Healthcare 
Services Consultant, Syntact Solutions; and Quality 
Improvement Advisor, Licensing and Accreditation,  
Claremont, CA. 

Elizabeth Anderson, MSN, RN, is a member of the 
AAACN NSI SIG Advisory Group and Health Care 
Surveyor, Accreditation Association for Ambulatory 
Health Care, Skokie, IL.
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While needing nurses to improve 
the deplorable conditions that plagued 
the system at this time, hospital lead-
ers strived to remove the economic 
power from nurses, who were predom-
inantly women. Leaders looked to the 
hotel industry and adopted a model 
similar to housekeeping services in 
hotels. The cost of these services was 
rolled into the rate the customer paid 
for the room. This new reimbursement 
model marked the beginning of the 
inclusion of nursing services in the 
room rate, removing nurses’ economic 
power and making them an invisible 
part of the healthcare delivery system 
(Welch, 1975).  

In 1983, another change in health 
care further exacerbated reimburse-
ment issues for nurses. The passage 
of the Medicare Prospective Payment 
Systems incentivized shorter hospital 
stays and moved much of the care 
healthcare professionals delivered in 
hospitals into the community. This 
reimbursement method worsened 
hospital patient acuity, increased work-
loads for hospital nurses, and created 
a system that further decimated nurs-
es’ perceived value as highly skilled 
and educated healthcare professionals 
(Guterman & Dobson, 1986).  

Despite the efforts and early 
research of influential nursing leaders 
like Cathryne Welch, Carole Jennings, 
and Claire Fagin, who advocated for 
reimbursement reform as early as the 
1970s, the current system has 
remained essentially unchanged for 
nearly 100 years (Fagin, 1982; 
Jennings & Jennings, 1977; Welch, 
1975). Nursing care continues to be 
treated as a fixed cost, bundled into 
room rates, and charged the same for 
similar nursing units regardless of the 
actual nursing care required. This out-
dated model fails to recognize the 
complexities and value of nursing care, 
contributing to the undervaluation of 

nurses and the ongoing workforce 
sustainability crisis. 

Current State of Nursing 
Reimbursement  

Regardless of the industry, busi-
nesses cut costs to increase revenue. 
Like any other company, hospitals 
must evaluate their bottom line or 
profitability after all expenses are 
deducted from revenues. The current 
reimbursement system views nurses 
as an expense. So, when the hospital’s 
net profits fall below targets, the 
administration looks to cut costs. In 
nursing care, this means fewer nurses, 
higher nurse-to-patient ratios, poorer 
patient outcomes, and increased nurse 
stress and burnout (Gutsan et al., 
2018). These symptoms of an inade-
quate nursing economic model led 
nurses to leave the bedside. While 
some might think this is related to 
executives wanting to line their pock-
ets and increase revenue, it is more a 
product of the healthcare reimburse-
ment system itself.  

This perverse nursing reimburse-
ment model incentivizes hospitals to 
cut their nursing workforce and 
increase workloads. It creates a “do 
more with less” system without reduc-
ing administrations’ expectations of 
nursing services or the level of their 
skilled and life-saving care. This mis-
alignment of incentives has dire con-
sequences for nurses’ job satisfaction 
and patient outcomes. Due to exces-
sive workloads, nurses experience 
burnout, job dissatisfaction, and an 
increased risk of nursing care errors, 
such as incorrect medication adminis-
tration. Patients suffer from reduced 
quality of care, higher morbidity, and 
increased mortality rates. 

The current system’s lack of 
transparency also hinders hospitals’ 
ability to accurately assess nurses’ 
economic value. By bundling nursing 
costs into room rates, the system fails 
to recognize the direct impact of nurs-
ing care on patient outcomes and 

overall healthcare costs. This lack of 
awareness perpetuates the undervalu-
ation of nurses and undermines efforts 
to improve nurse staffing and working 
conditions. 

Reforming Nursing 
Reimbursement  

This 100-year-old problem 
requires a fundamental shift in the 
nursing reimbursement model to 
address the nursing shortage and 
ensure the sustainability of the nursing 
workforce (Welton, 2024). This shift 
involves recognizing nursing care as a 
billable service, separate from room 
and board costs. By billing based on 
the actual nursing care provided, hos-
pitals can better understand the cost 
and benefits of nursing care. This 
transparency can incentivize hospitals 
to invest in adequate nurse staffing, 
thereby improving working conditions, 
the nursing workforce’s stability and 
sustainability, and better patient out-
comes (Welton, 2024). 

Several potential avenues for 
reforming nursing reimbursement 
exist, and researchers who sit on the 
board of the Commission for Nurse 
Reimbursement are leading the way. 
One option is to utilize current proce-
dural terminology (CPT) codes to bill 
for nursing care in outpatient settings. 
Another option is to adjust diagnosis 
related group (DRG) codes for inpatient 
care to account for nursing time and 
complexity. The Commission recog-
nizes there are many ways to address 
the need for alternative payment mod-
els for nursing care and strives to bring 
together experts from across the 
country to continue researching poten-
tial solutions. The Commission’s pri-
mary goal is to spur conversation, 
problem-solving, and innovation to ini-
tiate reform, allowing for a more accu-
rate reflection of the value of nursing 
care in the reimbursement process 
(Longyear & Mills, 2024). 

Reforming Nursing Reimbursement 
continued from page 1
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Nurses: The Time Now for Advocacy and Change 
Is Now  

The Commission for Nurse Reimbursement (commission
fornursereimbursement.com), founded and led by nurses and 
healthcare executives, sees nurses as the sole leaders in this 
monumental change. Nurses have a powerful collective voice 
that can drive reimbursement reform. By uniting and advo-
cating for change, nurses can raise awareness of the under-
valuation of nursing services and its impact on the workforce 
and patient care. Nurses must engage with hospital leader-
ship, policymakers, legislators, and the public to promote the 
importance of reimbursement reform and educate them on 
the current state of the nursing workforce. 

While many nurses view themselves as only a single 
person with limited power, the Commission brings them 
together as a powerful group of nurse volunteers to amplify 
and unify their voices and to provide a platform for collec-
tive action. Through Legislative Summits, Legislative Task 
Force events, membership, and other grassroots initiatives, 
the Commission cultivates and culminates the power of 
nurses to modernize the reimbursement structure and heal 
the broken system.  

Preparing for the Future  
Reforming nursing reimbursement is a critical step 

toward addressing the nursing shortage and ensuring the 
sustainability of the nursing workforce. Hospitals can better 
understand nursing’s true value by recognizing nursing care 
as a billable service, separate from room and board costs. 
This transparency will incentivize hospitals to invest in ade-
quate nurse staffing and improve working conditions, lead-
ing to better patient outcomes and a more sustainable 
workforce.  l 

Melissa Mills, MHA, BSN, RN, is Executive Director, Commission for Nurse 
Reimbursement, Cincinnati, OH. She may be contacted at melissa@commis 
sionfornursereimbursement.com. 
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AAACN is a welcoming, unifying community for registered nurses in all ambulatory care settings. 
Our mission is to shape care where life happens.

Congratulations to New AAACN Leaders 
Andrea Petrovanie-Green, MSN, RN, 

AMB-BC, Magnet®, ANA Consultant, will 
serve as the next President-Elect of 
AAACN. She will serve as President-Elect 
for 2025-2026 before assuming the role 
of AAACN President in spring 2026. The 
AAACN Board of Directors (BOD) 
appoints the President-Elect, ensuring 

selection of the most qualified member to lead AAACN.  
A member for 25 years, Ms. Petrovanie-Green has 

served in numerous leadership roles, including Director and 
Secretary on the BOD, elected member of the Leadership 
Development and Nominating Committee, Special Interest 
Group (SIG) Co-Chair, and reviewer for the Scope and 
Standards of Practice for Professional Telehealth Nursing. 
She also has been an active participant in many AAACN 
conferences. 

Mary Blankson, DNP, APRN, FNP-C, 
FAAN, Chief Nursing Officer at 
Community Health Center, Inc., has been 
elected to the AAACN BOD for a 3-year 
term. A member since 2016, Mary has 
served as an appointed Board member 
and contributed in roles such as Co-Chair 
of the Future Volunteer Leadership Task 

Force and as part of the team that developed the Nurse 
Executive Toolkit. An active participant in AAACN confer-
ences, Mary also has shared her expertise as a presenter. 

Amy Cadoret, MHA, MSN, NEA-BC, 
AMB-BC, Associate Nursing Officer at 
Vanderbilt University Medical Center, has 
been elected to the BOD for a 3-year 
term. A member since 2017, Amy is a 
passionate advocate for diversity, equity, 
inclusion, and belonging, and has served 
as Chair of the Inclusion and Belonging 

Committee for 3 years. She has been an active AAACN con-
ference attendee and presenter and was the recipient of the 
2022 Administrative Excellence Award.

Gregory Kopp, MN, MHA, RN, AMB-
BC, CENP, National Program Manager for 
Nursing Clinical Practice at the 
Department of Veterans Affairs, Office of 
Integrated Veterans Care, has been elect-
ed to serve a 3-year term on the BOD. He 
has been a dedicated volunteer leader 
over the past decade, holding leadership 

roles such as Co-Chair of the AAACN/Academy of Medical-
Surgical Nurses Handoff Toolkit Task Force, Chair of the 
Advocacy Committee, where he championed the impor-
tance of advocacy, and most recently, Chair of the 2024 
Program Planning Committee. 

Jessica Polk, DrPH, MPH, BSN, RN, 
Director of Clinical Integration Programs 
at Wellstar Clinical Partners, has been 
elected to serve a 2-year term on the 
Leadership Development and Nominating 
Committee, which identifies qualified 
AAACN members to run for elected 
offices and oversees the annual election 

and awards/scholarships process. She has been active 
since joining AAACN in 2019, serving as the inaugural 
Emerging Fellow Board Member and as a member of the 
Care Coordination and Transition Management Course 
Evaluation Assessment Task Force. 

Patrick Turpin, MSN, CNS, RN, 
Primary Care Manager for the Veterans 
Administration, was elected to the 
Leadership Development and Nominating 
Committee for a 2-year term. A member 
since 2018, he has attended several con-
ferences and held multiple leadership 
roles, including Chair of the RN 

Residency White Paper Review and Update Task Force and 
Co-Chair of the newly created Federal Nursing SIG.  

Congratulations to our incoming leaders!

Andrea Petrovanie-Green

Patrick Turpin

Gregory Kopp

Jessica Polk

Amy Cadoret

Mary Blankson

How Did You Celebrate Ambulatory Care Nurses Week? 
Ambulatory care nurses celebrated national Ambulatory Care Nurses Week February 3-7, 

2025, with appreciation posts flooding social media platforms in recognition of this dynamic, 
diverse, and inspiring nursing specialty. Visit www.aaacn.org/events/ambulatory-care-
nurses-week for a recap of the activities and celebrations held during this special week.  
We celebrate and congratulate ambulatory care nurses everywhere, all year long!


