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Abstract: With the implementation of the Affordable Care Act, elevated roles for nurses of
care coordinator, clinical nurse leader, and advanced practice registered nurse have come to
the forefront. Because change occurs so fast, matching development and education to job
requirements is a challenging forecasting endeavor. The purpose of this article is to envision clini-
cal leadership development and education opportunities for three emerging roles. The adoption of
a common framework for intentional leadership development is proposed for clinical leadership
development across the continuum of care. Solutions of innovation and interdependency are
framed as core concepts that serve as an opportunity to better inform clinical leadership devel-
opment and education. Additionally, strategies are proposed to advance knowledge, skills, and
abilities for crucial implementation of improvements and new solutions at the point of care.
Keywords: clinical leadership, nursing leadership, CNL, care coordination, innovation,
interdependency

Clinical leadership development and education

for nurses: prospects and opportunities

Complexity, chaos, high rates of change, serious safety and quality issues, and
workforce shortages in health care are some of the reasons why clinical leadership
is important. Although the future may be difficult to predict exactly, history has
taught us that it is crucial to prepare nurses for key roles in the health care delivery
system, both for present jobs and for potential future opportunities. The challenge
for clinical leadership is how to structure the knowledge, skills, and abilities required
so that nurses are positioned to step into roles that are needed, yet, for which there
may not yet be formal jobs. One example is expanding and elevating the registered
nurse (RN) role from traditional care delivery to integrating care, where they are
working with autonomy, authority, and accountability in managing and coordinating
care across disciplines and settings.' Smolowitz et al® studied 16 primary health care
practices that used RNs to the full extent of their scope of practice in team-based
care and found that episodic and preventive care, chronic disease management, and
practice operations were the three main aspects of RN activities. They noted that
there is a compelling need to expand the contributions and optimize the scope of
practice of RNs in primary health care for leadership in interprofessional teams. The
purpose of this article is to envision clinical leadership opportunities for three nurs-
ing roles: specifically, care coordinator, clinical nurse leader (CNL), and advanced
practice RN (APRN), and discuss a common framework for leadership development
and education.
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The changing face of health care
The Patient Protection and Affordable Care Act (ACA)
was passed and signed into law in 2010. Subsequent imple-
mentation has contributed to reconfiguration in health care
delivery, accelerated the demand for health care along with
a shortage of key health care professionals, and opened up
new and expanded roles for nurses under new care delivery
models. Aimed at extending health insurance coverage, there
are many provisions of the ACA, including those designed
to emphasize prevention and wellness, improve quality and
system performance, and curb costs. Notable among these
aspects are the creation of health homes and integration of
care for persons with chronic illnesses, improvements in
care coordination, emphasis on prevention and primary care,
investment in health information technology, and testing of
new delivery and payment systems. Authorized under the
ACA for Medicare reimbursement, the Centers for Medi-
care and Medicaid Services (CMS) has implemented an
initiative to reward acute care hospitals with quality-of-care
incentive payments for the quality of care delivered to
Medicare patients. Called Hospital Value-Based Purchasing
(VBP), this program bases payment (or nonpayment) to
hospitals on how closely they follow best clinical practices
and how well they enhance patients’ experience of care. The
goal is to link payment to a value-based system that improves
quality of care and is not just based on volume of services.
These changes in the context of health care delivery have
driven the need to supercharge RNs’ leadership knowledge,
skills, and abilities and develop targeted care coordination
and integration competencies for a more robust skill set that is
matched to changing clinical leadership imperatives. Because
of ACA and VBP, there is an urgent need for innovation and
better management of reciprocal interdependence. Nurses
hold the central ground for quality, safety, and improving the
patient experience. For example, having quick care clinics
affiliated with a hospital can decrease nonemergent patients
seeking health care on weekends and nights in the emergency
department and increase patient satisfaction with not having
to wait. However, to run smoothly, nurse clinical leadership
is needed to coordinate and integrate care with affiliated sites
such as laboratories, imaging centers, and pharmacies.

What is clinical leadership

in nursing?

Leadership in nursing is highly valued. The Institute of Medi-
cine® noted that nurses need to be prepared to lead in all
aspects of health care. Leadership is defined as “the process
of influencing people to accomplish goals. Key concepts

related to leadership are influence, communication, group
process, goal attainment, and motivation”.* In order to
understand clinical leadership, it needs to be defined. Clinical
leadership is defined here as the process of influencing point-
of-care innovation and improvement in both organizational
processes and individual care practices to achieve quality
and safety of care outcomes. McCausland® noted that new
interdisciplinary models of care that cross traditional bound-
aries of ambulatory, inpatient, and community settings need
credible clinical leaders. Thomas and Roussel® noted that
clinical leadership is about clinicians augmenting care for
safety and quality by using innovation and improvement.
This places the opportunity for health care leadership at
the clinical level within the realm of each direct provider of
care, especially nurses who are at the direct care level. They
stated “There is a need for a more programmatic, strategic
approach to clinical leadership, because the United States’
ailing health care system is in urgent need of reform”.¢ Thus,
clinical leadership needs targeted preparation.

Clinical leadership uses the skills of the RN and adds
components of general leadership skills, skills in management
of care delivery at the point of care, and focused skills in using
evidence-based practice for problem solving and outcomes
management. There is clearly a need for clinical leadership in
nursing because of the many and varied point-of-care imple-
mentation problems that arise. For example, patient safety may
be compromised if there is poor team communication. When
nurses are busy or short-staffed, hand-off communications may
be compromised, creating gaps in care (Huber et al, unpub-
lished data, 2015). Discharge transitions may not be smooth
if both sending and receiving areas do not communicate well.
Medication administration may be less than smooth when mul-
tiple disciplines caring for a patient do not coordinate prescribing
and transcribing practices. This is true in acute care and across
the continuum. Resolving ongoing care gaps requires energetic
actions based on best practices, teamwork, care coordination,
and clinical leadership competencies at the point of care.

Evidence base for clinical leadership

There is a body of evidence demonstrating the relationship
between nursing leadership and patient outcomes.” Wong et al’
found 19 patient outcome variables were related to leadership
in the 5 categories of patient satisfaction: patient mortality,
patient safety outcomes, adverse events, complications, and
patient health care use. Their systematic review of 20 studies
from 2005 to 2012 on the relationship of nursing leadership
practices and patient outcomes demonstrated a positive rela-
tionship between relational leadership and multiple patient
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outcomes. A connection between supportive leadership
styles and positive patient safety outcomes was noted. They
concluded that “the current evidence suggests a clear relation-
ship between relational leadership styles and lower patient
mortality and reduced medication errors, restraint use, and
hospital-acquired infections”.” Relational leadership styles
were also positively and indirectly related to improved work
environments and outcomes for nurses.® This suggests that
it is important for leaders to understand the patient care pro-
cesses and the role of nurses in promoting better outcomes.
Among the 20 studies reviewed, transformational leadership
was the most frequently used leadership theory.

Transformational leadership is an evidence-based theory
used as a strategy and manifested as a style for working within
the complexity of care and the use of interdisciplinary teams.’
It is a relational leadership style and an evidence-based
management practice that can form the basis of practical
clinical leadership development and education. For example,
the American Organization of Nurse Executives (AONE)!?
has identified five core nurse executive competencies:
leadership, communication and relationship-building,
business skills, knowledge of the health care environment,
and professionalism. Transformational leadership directly
addresses some of the competencies in the first category
of leadership. There is a solid body of evidence that trans-
formational leadership is related to effectiveness,’ !> which
is especially important for working with interprofessional
teams, managing the coordination of care, and innovating
roles and functions as structures are changing.

Clinical leadership roles

Clinical leadership roles are often thought of as targeted to
the development of nurse managers and executives. Given
the need for clinical leadership development at all levels, the
focus here is on the development and education of nurses
as leaders who are prepared to lead at the unit, program, or
microsystem level and across the continuum of care. This is
the “cutting edge” where the operations of care delivery occur.
Nurses in direct care roles deliver care to and coordinate the
care of patients and clients. Yet, there are organizational
and systems imperatives for quality and safety initiatives
and innovations designed and executed by nurses. Thus, to
fully enact the direct care role, nurses must be prepared to
address all situations that arise at the intersection of clinical
practice (provider with patient and family) with the context
and environment of care (organizations and groups of mul-
tiple care providers and disciplines). This is the imperative
of clinical leadership. For example, the leadership and

management of care transitions, both within and across
settings and sites of care, is a crucial function under imple-
mentation of the ACA and its VBP financial aspects. The
traditional preparation of nurses has not emphasized these
roles and functions, but rather mastery of the psychomotor
and conceptual skills needed to deliver entry-level care as
an RN. The US health care system has been predominantly
acute care driven. Thus, there has been heavy emphasis on
learning directed to acute care practice and disease-specific
knowledge rather than management of populations, chronic
conditions management, care integration, and care coordi-
nation among multiple disciplines and in multidisciplinary
team care delivery models. A near-term acceleration of care
delivery reconfigured to outpatient and primary care will
change nurses’ practice settings and job requirements, includ-
ing expanding roles and levels of autonomy. These changes
will impact nurses’ development and educational needs. In
studying new and elevated roles for nurses as care integra-
tors, Joynt and Kimball' identified the following examples:
serving as team leaders, CNLs serving as unit-based care
managers, nurse practitioners serving as primary care provid-
ers in clinics, and nurse coaches managing transitions across
settings. Three major clinical leadership roles for nurses that
are positioned to enable the expectations of the ACA are
care coordinator, CNL, and APRN. Since these emerging
roles support the ACA, we will discuss the preparation and
developmental opportunities for these roles.

Care coordinator role

As the health care environment has been changing and care
is shifting to population management and outpatient settings,
the care coordinator role has emerged as a new twist on
case management and a new model of professional nursing
practice. Nurses are often responsible for coordinating care
for a group or population of patients.'* However, this has been
housed within the context of acute care delivery in the past.
For example, nurses may manage populations of patients
with diabetes or cardiovascular disease in acute care. In the
new and emerging models, nurses are and will be managing
many types of carved out populations with chronic illnesses
or behavioral health conditions across settings and sites and
for long time frames. New roles and jobs have been the natu-
ral result. Contemporary names are care coordinators, health
coaches, navigators, or care managers. These roles have
arisen in conjunction with shifts to patient-centered medical
homes and accountable care organizations under the ACA and
reimbursement shifts that have put renewed emphasis on care
coordination, care management, and prevention strategies
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related to VBP aspects.'* Care coordinators often serve as
case managers, and care coordination is at the core of case
management practice.

Case managers have a long and distinguished history of
service delivery in nursing and social work. Education for the
care coordinator role arises from education within the disci-
pline (eg, nursing or social work) and often includes specialty
knowledge and experience in case or population health man-
agement. There is no generally acknowledged curriculum for
education and training of care coordinators or case managers,
but there is a text that is a core curriculum for addressing the
case manager certification exam.'® At this point, development
and education for nurses in care coordination roles tend to
be outside of formal graduate education. The professional
organization, the Case Management Society of America
(CMSA), is the major body representing case managers.
It issues standards of practice and links with transitions
of care organizations. CMSA’s annual conference is a key
educational event.

Case managers practice within a variety of profes-
sional disciplines. The top two work settings for case
managers are health plans (28.8%) and hospitals (22.8%);
most case managers are RNs (88.6%).!° Certification
is not universally mandatory; however, about 40% of
employers require board certification.'® There are many
certifications available. The Commission for Case Man-
ager Certification (CCMC) is the oldest, largest, and most
recognized of the certifications. They use field-tested role
and function studies as the basis of their certification,

qualifications, and test plan. CCMC has identified eight
essential activities of case management: assessment,
planning, implementation, coordination, monitoring,
evaluation, outcomes, and general aspects. The six core
components of case management are: 1) psychosocial
aspects; 2) health care reimbursement; 3) rehabilitation;
4) health care management and delivery; 5) principles of
practice; and 6) case management concepts.!” These six
domains form the knowledge content areas for the exam’s
test plan. They can be used to guide studying for the exam.
In addition, CCMC offers many other resources for case
management practice, such as a code of ethics called the
code of professional conduct. The California Institute for
Nursing and Healthcare (CINH) conducted a nurse role
exploration project. These authors call for new settings
and contexts for experiential learning activities for care
coordinators to enable collaboration and skill development
across the continuum of care versus traditional settings
and approaches.'® That being said, intentional leadership
development will be required for current and future care
coordinators roles (Figure 1).

Clinical nurse leader

Specific to nursing, the CNL role was conceptualized and
developed by the American Association of Colleges of
Nursing (AACN) and nursing leaders in 2003.' It was a new
role in nursing, with preparation as an advanced generalist
focused on transforming care at the unit of service or point
of care.?” The CNL role is especially suited to collaborative

New curricula
and additional

Enable
innovation

Reflective
narratives about
roles

Figure | Framework for intentional clinical leadership development.

Abbreviations: CNL, clinical nurse leader; APRN, advanced practice registered nurse.
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work with interprofessional teams and in the coordination of
care. Prepared at the Master’s level, CNLs acquire the knowl-
edge, skills, and abilities for evidence-based practice, care
coordination, teamwork, quality and safety, outcomes man-
agement, and operational management of a complex micro-
system. The CNL has been described as a front-line innovator.
One of the ultimate aims of the CNL is to improve patient care
outcomes, costs, and satisfaction in the microsystem through
the development of eight competencies, which include those
of clinician, educator, advocate, outcomes manager, informa-
tion manager, team manager, system analyst/risk anticipation,
and member of the profession.

CNL education helps prepare nurses for opportunities
to make improvements in systems at the point of care,
where changes closely impact patients and families. The
CNL curriculum framework centers on the domains of
nursing leadership, clinical outcomes management, and
care environment management.'” AACN has promulgated
the core curriculum essentials for the CNL.?' Under the
nursing leadership domain, major areas of emphasis are
horizontal leadership, effective use of self, advocacy,
the CNL role, and lateral integration of care. Under the
clinical outcomes management domain, major areas of
emphasis are illness/disease management, knowledge
management, health promotion and disease, and evidence-
based practice. Under the care environment management
domain, major areas of emphasis are team coordination,
health care finance/economics, health care systems and
organizations, health care policy, quality management/
risk reduction/patient safety, and informatics. This CNL
curriculum framework outlines the needed development
and education to be integrated with ten threads of critical
thinking, communication, ethics, human diversity/cultural
competence, global health care, professional development,
accountability, assessment, nursing technology, and pro-
fessional values in both didactic and clinical experiences
within the educational program.' The formal program of
study for the CNL culminates with a certification exam
administered by AACN. CNL education prepares nurses
to focus on transforming care at the point of care. CNLs
have advanced knowledge, skills, and abilities in quality
improvement, outcomes measurement and management,
systems management, and changing leadership to bring
to bear on transforming care. According to Binder,? little
is known about structures and processes that influence
successful integration, and components that influence
or hinder effectiveness and sustainability of the CNL
role. Therefore, the intentional framework serves to

provide enabling education to influence role effectiveness
(Figure 1).

Advanced practice

registered nurses

APRN are RNs educated at the master’s or post-master’s
level (DNP [doctor of nursing practice] or PhD [doctor
of philosophy]) in a specific role and patient population.
APRN s are prepared, by education and certification, to assess,
diagnose, and manage patient problems, to order diagnostic
tests, and to prescribe medications.”> APRNSs include certi-
fied nurse practitioners, clinical nurse specialists, certified
registered nurse anesthetists, and certified nurse-midwives.
State licensing laws define the permissible scope of practice
for RN, as promulgated by state Boards of Nursing. All states
regulate advanced practice nurses in some manner. Some
license nurse practitioners; some grant authority to practice
through certificates, recognition, or registration. In granting
authority to practice beyond the RN’s scope of practice,
boards rely upon conventional authority mechanisms. These
include graduation from approved educational programs and
certification examinations. Many states rely on national cer-
tification programs to measure competency. APRNs typically
are educated at the graduate level with in-depth preparation
for a specialty practice, then take a certification exam, then
comply with individual state licensing requirements. The
National Council of State Boards of Nursing’s** “Consen-
sus Model for APRN Regulation: Licensure, Accreditation,
Certification and Education” provides guidance for states to
adopt uniformity in the regulation of APRN roles. However,
considerable variation remains from state to state. Under
the consensus model, all APRNs must pass a national cer-
tification exam. APRN practice is seen as building on the
competencies of RNs, demonstrating a greater depth and
breadth of knowledge, greater synthesis of data, increased
complexity of skills and interventions, and having greater
role autonomy.

APRNSs have found jobs in acute care hospitals, manag-
ing care for specialty populations. They are also embedded
in primary care as primary care providers. For example,
rural health clinics in Iowa rely on senior clinical person-
nel such as physicians, physician assistants, and nurse
practitioners to provide care coordination, care and case
management, and identification of high-risk patients.?
APRNs also are seeing a renaissance in other expanded
roles. For example, unit-based APRNs working in collabo-
ration with a physician-hospitalist to manage patients on a
general medicine unit in an academic medical center was
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the focus of a new unit-based role for APRNs at Vanderbilt
University Medical Center.?® They noted that using APRNs
in this way provided an opportunity for advanced practice
nursing to assume a leadership role. Team effectiveness was
a major focus. There has been considerable research done
to compare patient outcomes of care provided by APRNs
and physicians. The conclusion is that outcomes of care by
APRNS in collaboration with physicians are comparable, and
in some instances better, than care by a physician alone. A
systematic review concluded that APRN care is safe, cost-
effective, and results in similar clinical outcomes and patient
satisfaction as compared to care by physicians alone for the
populations and in the settings of the reviewed studies.”’
According to M Lofgren (personal communication, March
15,2014), APRNs are in great need of business skills for col-
laboration and role effectiveness in organizations. That being
said, intentional leadership development will be required for
current and future APRNs (Figure 1).

Clinical leadership opportunities

Health care systems and organizations must constantly gauge
environmental forces and trends in patient care delivery to
determine competency gaps within the workforce. Strategic
and intentional development of clinical leaders can occur
through education and training. The evidence base from
business management research proves that leadership
knowledge, skill, and abilities can be taught. Now it is clear
that they should be taught in health care. The AACN’s BSN
(Bachelor of Science in Nursing), CNL, and DNP Essentials
all require this. The Agency for Healthcare Research and
Quality’s (AHRQ) TeamSTEPPS initiative is an example of
ways to address common clinical leadership challenges such
as creating and maintaining high-functioning interdisciplin-
ary teams. Thus, intentional leadership development is an
important opportunity. Wilmoth and Shapiro®® have called
for the adoption of a common framework for intentional
leadership development that will enable nurses to lead at
any level in any health care organization. Intentional leader-
ship development can be conceptualized as new curricula,
additional education, enabling innovation, use of reflective
narratives about leadership roles, engaging in research on
interdependency, and trialing of thinking strategies (Figure
1). This call is in synchronicity with national initiatives such
as the AACN’s DNP competencies,” as seen in AACN Essen-
tial #2 Organizations and Systems Leadership for Quality
Improvement and Systems Thinking, and many professional
nursing organizations. Intentional leadership development
needs to be designed based on perceived educational needs

and practice gaps to enable clinical leadership development
at the point of care.

Core concepts for clinical leadership

development and education

It is exciting to see new roles emerge for nurses as the US
health care delivery system reconfigures to address cost,
quality, and access issues. Nursing has been a profession rich
in opportunities to grow and enrich the delivery of patient care
services. Nurses find many practice settings and sites need the
unique skills of an RN. The emergence of care coordination,
CNL, and APRN roles has occurred in part because of the
need for continuity of care and management of care transitions
that were not well addressed in an acute care focused, episodic
delivery system. Care was disconnected, chronic diseases were
not well managed, and patients experienced gaps when only
acute medical episodes were the focus. Care coordination has
been demonstrated to be an important solution, common to all
three roles. However, there are challenges to enabling creativ-
ity, problem solving, and innovation at the clinical leadership
level for care coordination. These challenges arise in part
because of the nature of knowledge acquisition in science-
based professions, training in psychomotor skills that focus
on repetitive task learning, and the use of structured clinical
practice protocols, all of which tend not to expand and enable
creativity and innovation.

As health care professions focus on their ever-expanding
discipline-specific knowledge base, there is less time to
teach and learn interdependence-based skills and have
creative think time. The need to reduce variation through
evidence-based practice and standardized protocols and the
countervailing need to rapidly solve complex practice issues,
such as when a serious event occurs like a fatal medication
error due to a flaw in the process or poor communication, will
cause a dynamic tension at the point of care. With a complex
and rapidly changing health care environment, clearly the
interconnection of evidence-based practice with ingenuity
is essential to address and solve clinical practice problems,
especially within multidisciplinary teams. Innovation and
interdependency are two core concepts that serve as an
opportunity to better inform clinical leadership development,
education, and practice.

Innovation

Innovation is defined as use of a new mindset in a different
context to enable creative linkages that will generate a solution
or adaptation to a practice problem. Innovation requires that
there be a wrap-around support system or environment
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that incubates innovativeness. The leader’s role is to create
supportive environments for inquiry, new mindsets, and
contexts to foster innovation.’® This requires a differently
developed set of clinical leadership competencies. Solutions
for the practice environment are evolving toward evidence-
based practice as the standard. Evidence-based practice,
defined as unifying research evidence with clinical expertise
and patient values and preferences,’ is being adopted by
nurses and used as a marker of excellence. However, when
implementing evidence-based practice, contexts will differ
and best solutions may need to arise from innovation. This
will require that leaders use a new mindset to successfully
adapt recommendations for implementation. For example,
under VBP, prevention of readmissions is an imperative.
Thus the implementation of enhanced discharge planning
is an evidence-based response. However, contexts differ,
such as the degree to which electronic health records systems
are compatible with each other and across settings and are
adapted to discharge communication effectiveness. If poorly
implemented, crucial medication administration informa-
tion, such as discontinuing a medication when going home,
may be lost between acute care and home care systems. The
potential for catastrophic outcomes is significant. Clinical
leadership is needed to generate innovative solutions. Another
example is the use of a smartphone application for weight
loss in overweight primary care patients.> This shows how
health care is changing with regard to how patient care
issues are managed using home management augmented
by technology.

Innovation enriches clinical leadership development and
training because it enlarges the nurse’s repertoire of strategies
for problem solving in complex situations. As new issues
emerge, creative solutions are needed. There may not be
enough time to use incremental change strategies, such as
in situations of sentinel events or serious safety near misses.
If there is adequate time, the solution still may be complex.
For example, technology solutions to access issues include
implementation of telehealth. Opening a telehealth clinic
at an employer’s work site offers better access, but also
involves complex infrastructure (secure video feed), equip-
ment (telehealth carts with monitors, cameras, and diagnostic
equipment), and staff (new roles for RNs and APRNS).

Use of strategies to enable creativity and problem solving
will be critical (Huber et al, unpublished data, 2015). Accord-
ing to Berrett,* there are various types of thinking approaches
to enable problem solving for creativity and innovation. The
key to problem solving is making unique connections. He
discussed two thinking concepts that, if used intentionally,

may support clinical leadership development. These include
divergent thinking, which allows the clinical leader to come
up with alternative ideas and theories to solve problems
(generating creative ideas by exploring many possible
solutions), and abductive logic, which relies on inference
when information is incomplete (a medical diagnosis is an
example). These two forms of scientific reasoning offer the
clinical leader a novel way to reflect on and analyze problems,
situations, and the context for implementation of strategies
to achieve outcomes. Use of expanded thinking allows the
individual to yield a large number of possible answers and
make creative leaps in situations.

Developing a workplace context to support and enable
a mindset for innovation will be essential. According to
Joseph,* a culture and climate for innovativeness is needed
to spark and sustain the inquiry needed for innovation.
Seven organizational antecedents are required to enable
a culture and climate, so workers can innovate. These
include organizational identification, organizational sup-
port, organizational values, relational leadership, nurse—
nurse relationships, and nurse—nurse leader relationships.
These findings illustrate that the work environment must be
conducive to enabling innovation as an important element
to reduce serious safety and quality issues and workforce
shortages in health care. The author presented unit-level,
interdepartmental-level, and system-level actions for all
levels of leadership to enable innovation. When change is
considered as either incremental change or revolutionary
disruptive change, innovation is targeted at revolutionary
disruptive change. Disruptive change is often needed for suc-
cessful use of clinical leadership when multiple disciplines
are interdependent or during rapid change in complex situ-
ations. This is because of the inertia or resistance to change
commonly encountered when making planned changes in
practice. Intentional leadership development in innovation
is a clinical leadership opportunity.

Interdependency

Interdependency is defined as the extent to which each worker’s
performance and patient outcomes are dependent, controlled,
or determined by other workers (Joseph et al, unpublished data,
2015). Interdependency enriches clinical leadership develop-
ment and training because it focuses attention on the basic fact
that, just like General Systems Theory pointed out how a change
in one part of a system affects all parts of a system, so too do the
actions of any one person affect all the others in the care team.
Interdependency is a common phenomenon in clinical leader-
ship roles of care coordination, CNL, and APRN because care
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is complex, often delivered by a team, and performed across a
continuum of care. Interdependency is intricately intertwined
with teamwork and collaboration.

According to Stichler,* recognition and acknowledgment
of interdependence is critical to the development of a col-
laborative relationship. All members of the relationship must
acknowledge that neither they nor any other person in the
group can independently solve the problem or accomplish the
stated goal, and they must have a willingness to voluntarily
engage in the process. Collaboration is an interactive process
characterized by mutuality, reciprocity, and interdependence
that often leads to outcomes that could not be achieved oth-
erwise. Every person in the interaction is affected by and
affects the process of communication, creating a synthesis
of cognitions, feelings, and expertise, which moves the
internal system forward as a collective whole, rather than
the sum of its collective parts. The work of Gerteis et al®
on patient-centered care demonstrated that interactions
between providers, systems, and institutions affect patients’
experiences both positively and negatively. For example, a
competency for the CNL role is to participate as a team mem-
ber and lead a team in the microsystem. Significant impact
can be achieved through interdisciplinary teams charged with
improving clinical outcomes, especially when the scope is
between departments or locations of care.®

In complex care environments, interdisciplinary teams
are used to address quality, safety, and effectiveness issues.
There is a great need to enhance team formation and
functioning in health care. For example, AHRQ of the US
Department of Health and Human Services* in collaboration
with the Department of Defense’s Patient Safety Program
developed an evidence-based teamwork system designed for
health care professionals as a solution to improving patient
safety by improving communication and teamwork skills
called TeamSTEPPS. AHRQ offers on its website ready-
to-use materials and a training curriculum to successfully
integrate teamwork principles into all areas of a health care
system. Using more than 20 years of research and lessons
from the application of teamwork principles, many units
or microsystems of organizations have done TeamSTEPPS
training to address interdependency issues and create safety
or quality improvement outcomes.?’

Recommendations for future
clinical leadership development

and education for nurses
Patient care is increasingly moving to outpatient, community,
and primary care settings in the US, and more nursing

services are transitioning to community, outpatient, and
home settings.*® This has created a new configuration for
the practice of nursing that nurses have not been specifically
prepared to fill in a care delivery system that traditionally
was predominated by jobs in the acute care sector. Educators
are challenged to develop, train, and educate nurses both
for nursing practice in general and also for the types of jobs
that nurses are projected to obtain. This is a complicated
situation, given that it takes 4 years to prepare an RN at the
baccalaureate level. Thus the vision for education needs to
be at least 4 years out. The knowledge, skills, and abilities
for clinical leadership can and should be taught at the BSN
level in order to prepare students for clinical leadership roles.
Clinical leadership roles occur postlicensure, with education
being postbaccalaureate at the Master’s (CNL) or DNP
level. Education and training is based on a combination of
specific experience levels and further knowledge acquisition.
Thus, clinical leadership requires additional education
and experience. Because changing a curriculum does not
produce an immediate change in the types of graduates or
their preparation for specific care environments, shifting the
preparation of nurses for expanded settings and sites with
reconfigured care integration roles will take time, effort,
leadership development strategies in practice, and strategic
curriculum transformations.

Since clinical leadership requires additional education
and experience, engaging in practice narratives or stories
can enable ongoing clinical leadership development. Smith
and Liehr’s* middle-range theory of attentively embracing
story can be used as a structure to guide reflective leadership
development. This theory consists of prompts for reflection
that offer a window to look inside the self and to know
one’s self as one strives toward understanding and real-
izing the meaning of desirable or best practice. The use of
storytelling or documentation of narratives is recounting
one’s current situation to clarify present meaning in rela-
tion to the past with an eye to the future. Clinical leaders
need to reflect on three prompts: 1) how did I feel in this
situation?; 2) what were the core tasks or interactions used
in this situation?; and 3) how do I ensure self-development
and support in a similar situation? This process of reflec-
tion will provide insight into future behavior in a similar
situation or new situation. It is clear that nurses need to be
life-long learners, using development, training, reflection
prompts, and advanced education to acquire specialized
knowledge and skills.

Berrett*® questioned how society would compete in a
global economy if students are being taught how to adapt
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to yesterday’s world in today’s world. He recommended that
creativity should be infused in all curricula. That being said,
identifying innovations for care coordination, the CNL, and
APRN roles will require crossing boundaries to become
exposed to new contexts to innovate*® (Joseph et al, unpub-
lished data, 2015). Joseph et al (unpublished data, 2015) have
described a curriculum innovation designed to have students
observe coordination and collaboration in other industries
to apply a new mindset and examine the situation in new
contexts to determine linkages for solutions in health care
or nursing practice.

Interdependency needs to be studied and understood
beyond the concept of collaboration to ensure role effective-
ness and clinical outcomes. The goal is high-functioning
teams that respond rapidly and create and innovate effective
solutions to practice problems, thus demonstrating clinical
leadership. There is a growing evidence base to draw from.
For example, in a 2009 study, Joseph et al*' developed a
six-item interdependency scale based on a previous concep-
tual framework of interdependence structure of interpersonal
situations by Rusbult and Van Lange.*> The Cronbach o for
the study scale was 0.687 from a sample of 317 unique obser-
vations in a 1,200-bed tertiary hospital in the Southern United
States. This measure has promise for enabling awareness,
responsibility, and leadership within teams to affect patient
outcomes. The scale allowed team members to examine their
level of interdependency in the context of the team and exam-
ine whether team members understand each other’s roles in
the context of achieving patient goals and outcomes.

Conclusion

Nursing practice is at a cusp where leadership competencies
are imperative to ensure the reconfiguration of health care
delivery in support of the ACA and health care delivery. The
future of health care warrants new roles and ways of leading
to ensure solutions for a changing environment. The call for
the adoption of a common framework for intentional leader-
ship development by Wilmoth and Shapiro® is timely for care
coordinators, CNLs, and APRNSs in an evolving health care
environment (Figure 1). A great way to start is by using
available resources for the development and education of
nurses in these essential clinical leadership roles. Two major
concepts at the core of these evolving roles are innovation
and interdependency. Curriculum, in-service training, nar-
rative, thinking strategies and reflective practice, continu-
ing education, and other educational efforts can target these
concepts as a way of augmenting knowledge, skills, and abili-
ties in care coordination and clinical leadership in nursing.
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