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Facilitation of Learning
Sandra Czerwinski
Eugene D. Martin

designed to support and enhance a well-defined clinical
advancement program.
A successful critical care unit-based professional advancement program recognizes varying cognitive levels
and staff nurses' knowledge and expertise and fosters
advancement through a wide range of clinical learning and
professional development experiences. Essential components of this program include an orientation program, a
continuing education plan, an in-service education schedule,
and an array of other opportunities for clinical and professional development. Unit-based advancement programs
are most effective when they are linked to the nursing
department's professional advancement program. In departments without central professional advancement programs,
the philosophy and goals of a unit-based program should be
congruent with the nursing department's stated philosophy
and goals and mission of the organization.
This chapter describes how professional development in
critical care nursing is facilitated through a staff development plan that supports a professional advancement model.
Based on the understanding that novices in practice focus,
interpret, and apply information differently than experts, a
unit-based plan that recognizes developmental levels of
practice best facilitates the professional advancement of all
staff members.
A professional advancement program for the development, recognition, and reward of expertise contains elements of both clinical and professional development strategies. The Synergy Model, developed by the American
Association of Critical-Care Nurses (AACN) Certification
Corporation, reflects the values and philosophy of professional advancement. 1.2 The model's ability to describe a
patient-nurse relationship that optimizes patient and family
outcomes helps to clarify the various contributions of
critical care nursing practice. The impact of these contributions can be measured based on the nurse's level of
expertise, and professional development strategies can be
focllsed to achieve the greatest influence on patient care.
Therefore critical care education should include multiple
opportunities for the promotion of both clinical and
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T

he activity and process of staff development are a shared
responsibility of the staff nurse, nurse manager, clinical
nurse specialist, unit educator, and staff development
department. Even though professional growth and development are facilitated by those in leadership positions, the
ultimate responsibility is assumed by the individual staff
nurse. Opportunities for professional development are best
supported when the staff development plan for a unit is
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Part II

The Practice Environment

professional growth. Although many of these opportunities
are ultimately interrelated for the advanced practitioner,
planning a comprehensive unit-based program that fosters
advancement necessitates separate consideration of these
two areas.
To best accomplish this objective, levels of practice
defined by Benner and supported within the framework of
the Synergy Model 2 •3 are used to illustrate aspects of clinical
development. Implications for planning and implementing a
program of professional advancement based on these levels
are then discussed, and broad performance characteristics
are described for each level. In addition, specific examples
are given to illustrate critical care behaviors typical of each
performance level.

RECOGNIZING CLINICAL DEVELOPMENT
Skill Acquisition Model
Dr. Patricia Benner applied a model of skill acqUlslllon
identified by Dreyfuss to nursing. 3 This model of skill
acquisition serves as a useful framework for understanding
how nurses integrate knowledge and skill over time and,
with repeated experience, progress from a novice to an
expert practitioner. Benner describes five levels of professional development: novice beginner, advanced beginner,
competent, proficient, and expert practitioner.
Benner describes lhe novice and advanced beginner as a
nurse who possesses little or no experience of situations in
which they are expected to perform? Behavior at these
levels is governed by rules, and these practitioners are
somewhat inflexible. The competent nurse has at least 2 to
3 years of experience in the same or similar clinical practice
environment. This nurse is beginning to set long-term goals
based on conscious, abstract, and analytical problem solving 3 The proficient nurse conceptualizes more of the whole
rather than individual parts. This practitioner learns from
experience and demonstrates more sophisticated decisionmaking skills. The expert nurse has enormous breadth of
experience and an intuitive grasp of each situation.
For each level of practice, Benner identifies clinical practice behaviors and teaching and learning needs 3
Benner's work is particularly important in the design and
implementalion of a clinical practice program that differentiates practice, as well as specialized continuing education,
because she connects specific aspects of clinical experience
with the nurse's level of practice.
Thus clinical knowledge development can be enhanced
by assisting the nurse at any particular level of practice to
focus on the knowledge and experience associated with that
level. Specific practice indicators for meeting advancement
criteria can be developed to help staff identify examples of
expected behaviors. It is important that staff understand
these examples as one way, rather than the only way, to meet
advancement criteria.

Synergy Model
Many problems are associated with recognizing and rewarding progressive clinical practice. 4 Historically, the most

skilled nurses moved away from the bedside into management and educational roles to pursue professional
advancement; expertise at the bedside failed to receive
recognition and reward. In the current healthcare environment, nursing leadership is challenged to find innovative solutions that define, recognize, and reward expertise
at the bedside. The Synergy Model achieves this by
describing nurses' unique contributions to patients' outcomes and defining nursing's best practice and value-added
services 2
The Synergy Model describes nursing practice based on
the needs and characteristics of patients and the demands of
the healthcare environment predicted for the future? The
model describes patients' characteristics that are of concern
to nursing, nurse's competencies that are important to
patients, and the outcomes that result when characteristics
and competencies are mutually enhancing . The model is
adaptable to all areas of nursing practice and is able to
capture neonatal, pediatric, and adult patient care experiences. The patient exists within a variety of continua, not
only reflecting the holistic and dynamic nature of the patient
in a time of physiologic instability but also recognizing the
family and community as essential components in determining a patient's outcome 5
Each patient and family possess unique personal characteristics that span the continuum of health and illness and
affect essential nursing care. The Synergy Model describes
eight patient characteristics that influence nursing care
needs. These characteristics evolve over time and present a
different picture as the individual's healthcare situation
changes. 6
The Synergy Model also defines nursing competencies?
The model articulates the wide variety of activities in which
nurses are involved every day and reflects the behaviors that
nurses often characterize as valuable to nursing practice.
These competencies describe the unique contributions that
nurses make. The competencies are clinical judgment,
advocacy, moral agency, caring practices, facilitation of
learning, collaboration, system thinking, response to diversity, and clinical inquiry. All of the competencies demonstrate the active combination of knowledge, skills, experience, and attitudes necessary to meet patients' needs and to
optimize outcomes. 2 Nurses develop competency within
each continuum so that they are able to meet the changing
needs of their particular patient population. Each of these
competencies is an essential part of nursing practice, but the
degree of importance is determined by the patient's
characteristics.
By combining the nurse competencies identified in the
Synergy Model and the behaviors identified in Benner's
levels of practice, a continuum of expertise can be developed that matches behavior with practice levels. It focuses
recognition and reward on clinical practice. The impact of
expert nurses on patient outcomes is presented in quantitative and financial parameters that can be understood
throughout the healthcare system. The model provides the
needed links between clinical competencies and patient
outcomes.
The levels of clinical nursing practice can be used as the
foundation for a clinical advancement program. As iIlus-
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trated in Table 5-1, four levels of nursing practice are
described using broad performance standards and specific
behavioral characteristics associated with a selected competency of the Synergy Model.

RN I Practice
RN I practice is based on Benner's description of the novice
and advanced beginners, those with little or no experience in
the clinical area. The rule-governed behavior that is typical
of this level practitioner is strict and limited. RN I staff
nurses tend to apply rules equally to all situations with little
or no ability to consider the context in which they are
applied? These factors significantly affect their ability to
perform the competencies outlined in the Synergy Model. 2
RN Is make clinical judgments based on policies,
procedures, and textbook knowledge. At this level, they
focus on one aspect of a situation and tend to weigh all
assessment data equally because they lack prior experience.
RN Is do not have a global perspective and will not be able
to predict the patient's clinical course if it deviates from the
norm. Collaboration is basic, which can be evidenced by
their limited participation in multidisciplinary teams and
their need to be coached through a situation. RN Is facilitate
learning by knowing what resources are available and using
them. They function as advocates simply by recognizing the
need and securing help to meet the need. They demonstrate
a basic awareness of the complex systems within the
healthcare system but need assistance to integrate this
knowledge into a meaningful plan of care. Clinical inquiry
behaviors are evidenced through the RN I's use of unit
resources and clinical experts. These nurses demonstrate
empathetic, compassionate, and helpful hands-on caring
practices.
New or relatively new graduates, nurses who have never
practiced in critical care, and experienced critical care
nurses new to pediatrics are considered RN I level
practitioners. Orientation expectations are consistent for all
new staff; though the rate at which orientation competencies
are demonstrated varies between individuals, depending on
past experience.
As RN Is complete orientation, learning experiences
from actual situations that illustrate one aspect of care can
be examined. These practitioners begin to see how the rules
are influenced by the situation but require help to integrate
the parts into the whole. RN Is benefit from repeated
experiences with similar aspects of patient care and from
mentors who can point out salient aspects of a patient's
response to care. These beginners, although competent to
provide safe care, benefit from assistance in interpreting
assessments and in setting priorities. They require support in
the clinical area so that important patient needs will not go
unmet. If they are to care for complex unstable patients,
close supervision and guidance are required.
As previously mentioned, RN Is respond to the situation
according to rules, focus on only one aspect of the situation,
and need help in setting priorities if the patient's response is
not the one that is anticipated. For example, an RN I caring
for a patient who requires emergency intubation can focus
only on the airway during the crisis. This nurse performs
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bag-valve-mask ventilation with 100% oxygen, has suction
available, and has the appropriate endotracheal tube and
laryngoscope blade ready. The nurse requires additional
support in this situation if the equipment malfunctions, if the
patient's vital signs become unstable, or if the intubation is
technically difficult. The RN I may be unable to recognize
the need for additional resources or be unable to secure
those that are obviously needed.
Educational opportunities, teaching methods, information, and content are provided in various forms to meet the
needs of the individual learners at this level. Formalized
lectures and presentations, unit in-services, self-study modules, computer-based learning modules, and bedside teaching are examples of learning activities that support the RN
I. Historically, these skill-based, technical offerings have
been the strength of unit- and hospital-based nursing
education programs. Access to these programs is readily
available through sources such as the Internet, professional
organizations, medical libraries, texts, and professional
literature. Costs for offering these basic classes to the RN I
are predictable because many of these programs already
exist. Evaluation of the effectiveness of these skill-based
programs is measured by behavioral changes in the practice
of the RN I. Successful integration of knowledge and skill
will enable this nurse to care for increasingly complex
critical care patients.
Support for this nurse is typically provided by the RN II,
who functions in the preceptor role. Overall guidance for the
development of the RN I is monitored by the clinical nurse
specialist, unit educator, or nurse manager. Peer review
processes, quality improvement activities, and exemplar
writing are introduced to the RN I.
The overall expectations of RN Is are that they identify
obvious patient care needs, provide safe care, and recognize
the need for more experienced assistance. The RN I benefits
from discussing the situation after the fact. Senior staff can
identify areas for improvement, provide positive feedback,
and allow RN Is to ask questions and practice skills.

RN II Practice
RN lIs, modeled after Benner's definition of competent
nurses, are characterized by their organizational abilities in
coping with the competing demands and shifting priorities
of clinical practice. 3 These nurses gain efficiency and the
ability to understand and react to a situation as a whole
rather than in parts. RN lIs have developed the ability to
recognize the unexpected turn of events and identify which
aspects of a situation are more important than others. This
increased knowledge and experience base enables them to
demonstrate a higher level of competence within the
synergy framework and have a greater impact on patient
outcome than RN Is.
RN lIs use more sophisticated critical thinking skills as
part of their clinical judgments. They question clinical
practices, compare and contrast alternatives, and recognize
that outcomes may vary. They collaborate more acti vely
within the multidisciplinary team and recognize the need for
patient and family participation in care decisions. These
nurses assess the patient and family's readiness to learn and
Text conrinued
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Performance Competency Documents: RN I to RNIV

!terformance Competency Document
!J>osition Title: RN I Entry Level

',6sition Swnmary: The RN I constantly demonstrates current, comprehensive, professional knowledge and skill in accordance with nursing standards and department policies
~!i'when caring for patients and their families. The RN I develops individualized and collaborative plans of care using appropriate standards of care and practice and demonstrates
~i'. effective communication to promote and maintain a professional environment.
IQllnical Judgment: Clinical decision making, critical thinking, and global grasp of the situation coupled with nursing skills acquired by integrating formal and experiential
~!' knowledge
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Performance Outcome Level

Outcome Measurement Tools

',ecOgniZes the value of the nursing process.
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and evaluates patient care.
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Director evaluation
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Clinical exemplar module
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Demonstrates clinical thinking skills through
early cognition of changing patient conditions, appropriately asking for assistance
and timely follow-up with prioritized
interventions.
References unit-based resource materials.
Documentation meets hospital standards.
Assesses and anticipates patient needs from
previous experiences.
Identi fies, establishes, documents, and
communicates plan of care based on
assessed patient characteristics. Patient
characteristics are:
Resiliency: capacity to return to or
achieve a restorative or optimal level
of functioning
Vulnerability: susceptibility to stressors,
which may impact the outcome
Stability: risks associated with overall
patient condition
Complexity: interaction of multiple
systems creating the patient's condition
Resource availability: access to social,
technical, emotional, or financial resources
Participation in decision making and care;
the patient/family's ability to collaborate
in care
Predictability: certainty of projected
outcome
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1~tervenes
~~,:

with safe, appropriate, and scientifically based nursing care.

tRemonstrates the knowledge and skills neces~~. sary to assess and lJ1tervene appropnately
~~. based on developmental age of patients
R:' and families served on the assigned unit.

Recognizes disease processes and surgical
procedures and their effects.
Completes and uses age-specific assessment
tools and individualizes to meet patient
needs.
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J'erformancc Competency Document
!fosition Title: RN II Competent Level
Position Summary: The RN II consistently applies specialized knowledge and skills in the management of nursing care for specific types of patient populations and their families .
.,,' The RN II recognizes the need for ongoing evaluation and inquiry to improve patient outcomes. The RN II develops patient-specific long-range goals and plans that are
Ii:. managed through organizing, prioritizing, and coping with multiple patient needs and skill requirements. At this level, expected performance outcomes are based on patient/
~'i: family/nurse interactions.
j:;linicaJ Judgment: Clinical decision making, critical thinking, and global grasp of the situation, coupled with nursing skills acquired by integrating formal and experiential
.:if..knowledge
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Performance Outcome Level

Outcome Measurement Tools

Demonstrates application of the nursing
process. Assesses, plans, implements,
and evaluates patient care.
Questions situations and recognizes variances
in clinical outcomes.
Demonstrates critical thinking skills through
early recognition of changing patient conditions, appropriately asking for assistance
and timely follOW-Up with prioritized
interventions.
Documentation meets hospital standards.
Considers algorithms for treatment.
Identifies, establishes, documents, and communicates plan of care based on assessed
patient characteristics.
Patient characteristics defined as:
Resiliency: capacity to return to or achieve a
restorative or optimal level of functioning
Vulnerability: susceptibility to stressors,
which may affect outcome
Stability: risks associated with overall
patient condition
Complexity: interaction of multiple systems
creating the patient's condition
Resource availability: access to social, tech·
nical, emotional, or financial resources
Participation in decision making and care:
patient/family's ability to collaborate

Patient/family/nurse interactions

Patient/family satisfaction
Self-evaluation
Director evaluation
Peer review
Clinical exemplar
Action plan

~~;!'.<

~~l1tegrates the nursing process into the

'i.e provision of safe patient care. Collects

~';: and interprets patient data.
!i!valuates, documents, and communicates
~in patient response to interventions and
~l'revises plan of care as indicated.
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Predictability: certainty of projected outcome
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Performance Competency Documents:RN I toRN IV-eont'd

rforms physical, psychosocial, and
.. developmental assessment of the
1[( patient and family.
Identifies, documents, and reports deviations
!iii!; from the norm.

i'"

;!Wtervenes with safe, appropriate, and sci en•
•
ufically based nursing care, Possesses

'il"·
•"1i,i:..1.•

I.

mastery of technical skills that enable a
. ",; response to the unique needs of the patient
and family.
.,!Pemonstrates competence in performaning
"Iifl: nursing skills in stressful, complex, or
.,it;! unusual circumstances

i;

J~eCognizes limitations of own experience and
~'. knowledge.
~:~

~

=

Completes and uses age-specific assessment
tools and individualizes to meet patient
needs.
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::T
II)

...,"tl
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II)
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Anticipates and acts to prevent potential or
preventable problems.
Provides basic care for complex patients.
Participates in unit-based quality assurance or
quality improvement (QAlQI) activities.

:>
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o
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3II)
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:>

Develops self-assessment skills to improve care
delivery.
Seeks new knowledge,

I

llPerformance Competency Document
iositioll 7Itle: RN III Proficient Level
l!\~osition Summary: The RN III demonstrates advanced knowledge and skills in the management of nursing care for specific types of patient populations and their families. The

~m~ RN III holistically views patient situations, anticipates exceptions, and implements a disease and treatment pathway in the planning of care and prevention of complications.
i i. The RN III leads to development and implementation of a interdisciplinary outcomes-oriented plan of care. The RN III collaborati vely develops strategies to manage the care
~i.: environment and negotiate the patient through the care experience. The RN III demonstrates commitment to nursing practice through unit-based leadership, educational
~k interventions with outcomes analysis, and quality improvement activities to enhance the provision of optimal practice outcomes.
lPinical Judgment: Clinical decision making, critical thinking. and global grasp of the situation, coupled with nursing skills acquired by integrating formal and experiential
ii: knowledge

l!J:ierformance Standard
"',,:

\W:f'
~onsiders patient as a whole person and
::1'_"

1::;' anticipates exceptions in care. Anticipates
r." a disease and treatment pathway in the
[,j'
l!f;: planning of immediate care and in the
'iii-' prevention of complications. Recognizes
i!z' subtle changes In patIent assessments and
iH: intervenes with considerations toward
~~,: multisystem interrelationships.
~~eadj)y identifies the rapid state in which a
WI patient's condition can change. Evaluates,
lit· documents, and communicates patient
i.!!,' responses to interventions and revises
"~: plan of care as indicated.

I

Behavioral Characteristics

Performance Outcome Level

Outcome Measurement Tools

Demonstrates and models application of the
nursing process. Assesses, plans, implements, and evaluates patient care.
Identifies, establishes. documents, and communicates plan of care based on assessed
patient characteristics.
Patient characteristics defined as:
Resiliency: capacity to return to or achieve a
restorative or optimal level of functioning
Vulnerability: susceptibility to stressors,
which may affect outcome
Stability: risks associated with overall
patient condition

Patient/family/nurse interactions
Unit-based impact
Outcome report to nursing division

Patient/family satisfaction
Self-evaluation
Director evaluation
Peer review
Clinical exemplar
Action plan
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'Jntervenes with safe, appropriate, well[" planned, and scientifically based
~~, nursing care.
r,Demonstrates proficiency in performing
~; nursing skills in stressful, complex, or
unusual circumstances with minimal
assistance in assessment of patient needs.
'emonstrates advanced k.nolwedge of
,ilt emergency care practices and intervenes
th, appropriately.

Complexity: interaction of multiple systems
creating the patient's condition
Resource availability: access to social, technical, emotional, or financial resources
Participation in decision making and care:
patient/family's ability to collaborate
in care
Predictability: certainty of projected outcome
Initiates, uses, and updates standards of care to
support assessments and individualizes plan
of care.
Documentation meets hospital standards.
Identifies problems and uses QA/QI projects to
solve problems.
Anticipates and acts to prevent potential or
preventable problems.
Demonstrates speed and flexibility in prioritizing, recognizing, and intervening in all
aspects of care.
Maintains calm, professional demeanor during
crisis situations.
Directs the care of multiple complex patients
(charge nurse role).

'Iti

i~¢rforms comprehensive physical, psycho,li,;,
.

'i';,' socIal, and developmental assessment

Completes, revises, and individualizes agespecific assessment tools.

~1! of the patient and family.
J)emonstrates the knowledge and skills neces~!' sary to assess and intervene appropriately
f.: 'based on the developmental age of the
~:; patients served on the assigned unit.
1;~ Identifies, documents, and reports
if deviations from the noml.
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Performance Competency Documents: RN I to RN IV-eont'd
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~.

~sition Summary: The RN IV demonstrates a deep understanding of the unique meaning and imact of health and illness issues for the patient and family. Possessing a vast
~l\ background of experience. the RN IV recognizes and responds to the dynamic situation by using past experiences to synthesize and interpret multiple. sometimes conflicting,
~!i, sources of data. The RN IV models collaborative practice behaviors, provides mentorship, coaches. consults. and demonstrates professional commitment to the healthcare
';:'system. The RN IV cngages in the development and implementation of research. quality improvement, leadership, publication, and community education programs for the
~'advancement of clinical practice. The RN IV further performs analysis to demonstrate and support synergized. optimal patient. system, and professional outcomes.
~linical Judgment: Clinical decision making. critical thinking, and global grasp of the situation, coupled with nursing skills acquired by integrating formal and experiential
~' knowledge
lerformance Standard

Behavioral Characteristics

Performance Outcome Level

Outcome Measurement Tools

~ses independent nursing action to meet
mir unusual or stressful cIrcumstances.
!ecognizes and responds to the dynamic
~j;situation, using past experiences to
~\.;anticipate problems.
J1ashions judgments based on an immediate
~i,.grasp of the whole picture.
§ynthesizes and interpretes multiple.
~:; sometimes conflicting sources
~!l of data.

Demonstrates and supports peers in the
application of the nursing process.
Assesses, plans, implements, and evaluates
patient care.
Incorporates long-range planning at onset
of care.
Helps the family see the "big picture."
Collaborates as clinical consultant.
Identifies. establishes. documents, and
communicates plan of care based on
assessed patient characteristics.
Patient characteristics defined as:
Resiliency: capacity to return to or achieve a
restorative or optimal level of functioning
Vulnerability: susceptibility to stressors,
which may affect the outcome
Stability: risks associated with overall
patient condition

PatienUfamily/nurse interactions
Unit-based impact
Healthcare system impact
Outcome report to nursing division

PatienUfamily satisfaction
Self-evaluation
Director evaluation
Peer review
Clinical exemplar
Action plan
QAlQl activities

~1

"1, .
~1~

m:

t~:

,I'

~.

;;,i

1

Complexity: interaction of multiple systems
creating the patient's condition
Resource availability: assess to social, technical, emotional, or financial resources
Participation in decision making and care:
patient/family's ability to collaborate
in care
Predictability: certainty of projected outcome
'Jecognizes subtle changes in patient assess~" ments and intervenes with consideration
i~,!, toward multisystem interrelationships.
j·il:. Readily identifies the rapid state in which a
:!ii" child's or adult's condition can change.

Demonstrates critical thinking skills through
early recognition of changing patient conditions, appropriately providing assistance
and timely follow-up with prioritized
interventions.
Recognizes subtle trends and intervenes before
explicit diagnostic signs are evident.

.~valuates,

Completes and revises age-specific assessment
tools. Individualizes to meet patient needs.
Models hospital standards for documentation.

documents, and communicates
patient response to interventions and
revises plan of care as indicated. Performs
comprehensive physical, psychosocial, and
" developmental assessment of the patient
~!' and family. Identifies, documents, and
:i' communicates deviations from the norm.
#1>:

'~ecognizes

limitations of own experience and

,lii~ know ledge base.
lossesses mastery of technical skills that
~ii. 'enable a response to the unique needs of
mi:' patient and family.
[ilDemonstrates expert skills in performing
., nursing care in stressful, complex, or
unusual circumstances.

iii!',

lf~Adapted
tiih:

Develops and teaches peers sel f-assessment
skills to improve care delivery.
Interacts with community through inservices,
presentations, and/or publication.
Serves as a role model for the standard and
demonstrates professional practice based on
academic or clinical experiences. Demonstrates independence by taking initiative,
makes changes when appropriate, is selfdirected and creative, and requires lillie or
no supervision concerning standard.

from Clinical Practice Program, All Children's Hospital, 51. Petersburg. Fla.
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can adapt available resources for learning. Many RN lIs are
assuming mentor and preceptor roles for newer staff and are
consulted about more complex patient care issues by
inexperienced staff. RN II staff nurses recognize situations
that may produce conflict and are active participants in the
resolution of ethical dilemmas. Care is planned with input
from the family, and decisions are based on this input when
possible. RN lIs have a deeper understanding of the health
system's effect on the patient and family and can anticipate
the impact of the system on patient outcomes. They recognize resources and seek help when these resources are not
available. Additional experience and knowledge allow the
competent nurse to function more effectively and have a
greater influence on the patient's safe passage through the
healthcare system. These skills engender patient trust and
improve satisfaction.
In the situation of the patient who requires emergency
intubation mentioned earlier, the RN II responds in a more
organized and proactive manner than the RN 1. The RN II
assists in airway management and has the appropriate
equipment and drugs ready. The patient's response to
therapy is anticipated, and the family is supported. This
nurse demonstrates some mastery to cope with the potential
emergency events that may be encountered. The RN II
closely monitors for hemodynamic instability as an anticipated complication during intubation. The nurse recognizes
the need to interrupt the intubation procedure if the patient
requires bag-valve-mask ventilation.
RN lIs learn best from simulations that allow them to
practice prioritizing, delegating, decision making, negotiating for resources, and problem solving in complex situations. They need to be challenged with increasing complex
problems to maintain interest and identify areas for learning.
Interactive case studies, journal clubs, and patient scenario
simulations conducted at the unit level offer an excellent
opportunity to challenge the critical thinking skills of this
nurse. Integrating nursing research into practice is encouraged at this level. Learning activities offered through
nursing education or staff development departments that
support collaboration, diversity training, preceptorships,
negotiation, self-assessment, and basic quality improvement
skills are important to the maturation of this nurse. Cost
management for these programs remains primarily at the
unit level and can be incorporated in time allotted for staff
meetings and unit-based in-service education. Personal
responsibility for lifelong learning is an emphasis at this
level and reflects the institutional culture as a learning
organization. Networking with professional peers for improved practice options is encouraged. Evaluation of the
effectiveness of these learning activities is measured in the
ability to care for complex patients, effectively act in a
preceptor role, participate in quality improvement activities,
and safely manage care in a rapidly changing patient care
environment.
Unit guidance for the RN II is provided by the RN III and
RN IV. Clinical nurse specialists, unit educators, hospital
educators, and nurse managers act in supportive coaching
roles. The RN II participates in peer review activities that

support practice improvements for colleagues. The RN II
demonstrates individual nursing competency through written exemplars and a self-evaluation process. Goals and
objectives developed by this nurse include plans for future
learning activities, which have an affect on patient
outcomes.

RN III Practice
RN Ills practice at a level that Benner defines as proficient. 3
These nurses visualize the clinical situation as a whole.
Judgment and decisions are based on experience and recent
assessments. These nurses achieve an even greater degree of
competency and can have a measurable impact on patient
outcomes.
RN Ills, who possess a minimum of 3 years of clinical
nursing experience, demonstrate the ability to assess and
evaluate the current clinical picture from a more global
perspective. 3 Nursing practice reflects judgments and decisions based on accumulated knowledge and experience. RN
Ills sort out the nonessential aspects of a case, recognize
subtleties, and intervene before they become a larger
problem. Provision of care reflects an understanding of
patients' needs as they progress across the healthcare
continuum. RN Ills are regarded as resources for specific
care issues and use data to assist in decision making.
Proficient nurses know what to expect in a given situation
and adjust plans in response to these changes. Because they
recognize the difference between essential and nonessential,
decision making is more efficient. Prioritization skills are
well developed, and these nurses recognize subtle aspects of
a situation that can significantly change the patient's
outcome. RN Ills function as clinical resources and preceptors, mentor new staff, and network throughout the healthcare system. They consistently integrate and formally and
informally evaluate knowledge retention of their patients
and fellow staff. Advocacy is highly visible in this level of
practice. RN IIIs anticipate areas of potential conflict and
work quickly to resolve issues. Cultural diversity issues are
routinely integrated into an inclusive and holistic plan of
care. RN Ills' knowledge of the healthcare system enables
patients to negotiate through the system more successfully.
Their practice can have a significant impact on patient,
family, and collegial relationships.
In the emergency intubation situation, the RN III
responds in a controlled and organized manner and may be
able to prevent the situation altogether. All resources are
available, and less experienced staff are encouraged to learn
from the experience. Communication with the family is a
priority, and questions are anticipated. The situation is understood as a whole, and the response is accurate, influenced by past experience and recent changes. This situation
is used as a learning opportunity for RN Is and RN lIs who
are nearby.
RN Ills learn best from case presentations and interactive
situations that focus on realistic clinical events. These
educational scenarios should have the same level of
complexity and ambiguity as real clinical situations to
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stimulate thought and promote critical thinking. Encouraging this level of practitioner to learn in a way that makes
sense is the best approach and encourages the advancement
of the current practice level.
Educational experiences for RN Ills are developed to
reflect the assessed learning needs of the individual practitioner. Nursing competencies emphasized at this level
include collaboration, systems thinking, clinical judgment,
facilitation of learning, clinical inquiry, and advocacy and
moral agency. Examples of learning activities that support
this level of practice include development programs for
presentation and communication skills, team-building acti vities, review and development of outcomes measurement
tools, and unit-based leadership development, such as
coaching and mentoring. RN Ills are involved in teaching,
coaching, and facilitating unit-based in-services, journal
clubs, and case study discussions. They facilitate unit-based
peer review processes and mentor RN Is and RN lis in their
practice. Accessing information from resources outside of
the system and professional networking activities that
improve patient care practices are expectations at this level.

RN IV Practice
RN IV staff or expert performers have broad experiences
and do not rely solely on rules, guidelines, or other dogma
to make decisions. The expert nurse focuses on the real
issues without consideration of numerous unfruitful alternative diagnoses and solutions. 3 The expert takes the entire
situation and past experience into account when responding
to patient situations. This response is often characterized as
intuitive and is an example of mastery: the ability to
recognize a wide range of subtle cues, extract maximum
information from those cues, and intervene decisively.3.7
RN IVs are able to demonstrate the competencies of synergy
most completely, and their practice has a significant impact on patients and implementation of cost-effective
interventions. 8
Staff at the RN IV level recognize subtle trends in their
patients and can often intervene before the patient's
decompensation. Itan09 found evidence that highly skilled
nurses make accurate judgments after only a few minutes of
patient contact. They are adept at managing complex
situations, and they manage intricate tasks considering the
concerns of the family and other healthcare providers. These
nurses are recognized as experts by physicians, and they can
often impact medical decisions because of the level of
respect that past performance has bestowed on them.
Expertise at this level results from repeated similar experiences that prompt the nurse to begin to make predictions
based on the patient's response.
These clinicians incorporate long-range planning at the
onset of care and help the family understand the broader
picture. They use creative approaches to empower patients
and families. Knowledge of current clinical practice is based
on both research and experience. Other clinical statI
consults these nurses; they set the standard for the unit and
practice specialty. They promote collaboration among cli-
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nicians and seek opportunities to teach, coach, and mentor
other staff. As expert clinicians, they educate less experienced staff. Facilitation of learning is a priority, and they
anticipate the need to learn. These nurses are willing to share
knowledge, and they often develop creative teaching
methods. Leadership and role modeling are an expectation
at this level. These nurses exhibit behaviors that are clearly
recognized as expert practice, so other staff use them to
guide and measure their own professional development.
When the situation is stable, RN IVs are in familiar
territory. When they are not knowledgeable about a situation, RN IVs will do whatever is necessary to understand the
situation. lo These nurses care for patients holistically and
incorporate cultural needs into the plan of care. RN lVs have
a much broader understanding of the healthcare system and
are able to procure necessary resources. Critical thinking
skills are well developed, and the art of negotiation is
practiced skillfully. Active participation in research and
quality activities is an important component of the role. RN
IVs encourage staff to question practice and use research
and quality initiatives to evaluate effectiveness. They
participate in professional activities, such as publishing and
speaking. They maximize patient outcomes because they
employ sophisticated assessment expertise, develop comprehensive plans of care, implement coordinated processes
to accomplish the goals of the plan, and influence the
success of the outcome.
In the emergency intubation situation, the RN IV may
first recognize the need to electively intubate early and enlist
a physician or colleague's assistance before the patient's
condition further deteriorates. The RN IV is able to
recognize a cluster of subtle cues as predictive and
meaningful. Holden and Klinger!1 studied ways that expert
nurses use critical thinking skills to differentiate cries in
infants. These researchers support Benner's findings that
expert nurses demonstrate increased problem-solving skills.
Even if unsuccessful in convincing the physician to act, the
RN IV is able to anticipate the patient's needs and responses.
Examples of learning activities for this level include
opportunities to strengthen teaching skills, participation in
quality improvement processes, and case management
practices. Specific types of educational programs offered
may include topics on research utilization, outcomes measurement tools and reporting, case management processes,
legislative issues, and leadership and negotiation skills.
The clinical nurse specialist serves as the resource for
nurses at all levels but provides important advanced practice
learning opportunities for RN IVs. Educational opportunities that enable dialogue with other clinicians and pertain to
realistic clinical situations are beneficial for nurses at this
level. This is especially true if these case studies contain the
many factors, subtle cues, and contextual meanings that
nurses consider in their daily clinical decision making.
Dealy and Bass 12 determined that expert nurses find it
harder to leave the bedside to pursue professional development opportunities. These nurses typically choose to develop themselves by interacting with professional colleagues. As an important resource person, the clinical nurse
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specialist further pinpoints the subtle warning cues with
which expert nurses identify and respond. Discussion of
these cues is instructive for staff at many levels and may
provide rich material for nursing research. RN IVs can
participate in and offer unique contributions to clinical
research.

Clinical Advancement Process
Clinical advancement programs were first developed in
1972 to recognize and reward increasingly effective nursing
practice. 4 These programs continued to evolve and began to
focus on recruitment and retention issues. 13- IS Although
these programs had a solid theoretical foundation and
acknowledged salary compensation issues, they did not
clearly identify nursing behaviors that contribute to improved patient's outcome. They also did not adequately
represent nursing satisfaction or fiscal responsibility.1O
Clinical advancement programs became increasingly difficult to defend in relation to return on investment to the
healthcare system as a whole.
Financial resources to support clinical education and
clinical advancement programs have been greatly reduced, yet these programs and services are directly linked
to the retention of experienced expert nursing staff. 16
Nurses who possess certain expert skills are highly
desirable and beneficial to the patient and organization.
Researchers have quantified the financial impact of expert nurses in decreased medication costs, decreased patient
falls, and increased quality of care. 10 A clinical advancement program that provides encouragement and guidance
for the development of nurses and nursing practice can
become an important tool in supporting organizational
fiscal and quality objectives.
A structured, well-defined clinical advancement process
can facilitate professional growth and personal feelings of
value and worth in the staff nurse. The key to accomplishing
these goals is implementing a model that links clinical
competence with patient outcomes. The impact of practice
evolution can only be recognized if clinical behaviors are
identified within levels and core characteristics of the most
expert clinicians are documented. s This process presents
comprehensive methods to specify essential competencies
and related skills that demonstrate advancement in diverse
clinical settings. The process enables the recognition of the
contributions of nursing to the patient and system. It
encourages staff to see that what they value about nursing
practice is reflected in the advancement process. They
become capable of defining themselves within the concepts
of nursing competence, patient characteristics, and outcome
measures. The process assists in the articulation of the worth
of clinical advancement from the perspective of patient and
family satisfaction, market share, recruitment and retention
cost offsets, cost benefit analysis or productivity, turnover,
and unexpected time off.
Advancement of staff from one level to another is based
on a variety of factors, including competent performance of
characteristic behaviors that represent current level of
practice, accomplishment of measurable outcomes, nurse

manager support, peer review, self-evaluation, budgetary
constraints, years of experience, and certification or academic qualifications at the expert level. This process should
be clear and consistently applied to all applicants. A written
guide to promotion at each level facilitates advancement and
enhances understanding of the program as a whole. Table
5-2 outlines an example of advancement criteria.
The clinical advancement process can be completely
centralized, completely unit based, or a combination of
both. For example, the process may be unit based for
advancement from RN I through RN III but centralized
for RN IV so that a consistent description of expert practice
throughout the nursing department exists and practice
outcomes remain focused on system-wide issues. Clinical
advancement can also be a centralized program built
around core competencies that have distinct behavioral
characteristics. These characteristics reflect the practice
specialty and have outcome measures defined within the
framework of that specialty practice. The competencies
define discrete practice skills that can be adapted to fit a
specific practice setting. Table 5-3 provides an overview
of specific outcome examples developed for a pediatric
intensive care unit.

Facilitating Clinical Learning
In the current healthcare environment, nurses are required to
possess an extensive body of knowledge and meet the needs
of the consumer and the organization. This responsibility
requires a lifelong process of professional development
targeted to specific levels of clinical practice. Professional
development staff apply knowledge of instructional strategies appropriate to each practice level to facilitate clinical
learning and promote job satisfaction. Benner3 suggests that
the way in which nurses approach problems is similar within
each level of skill acquisition. She proposes that learning
situations that pair a learner of one level with a preceptor
closest to the learner's own skill level are the most
successfuL 3 Adult learning theoryl7.18 supports this position because it involves the teacher's awareness of the
learner's readiness to learn the information or skill being
taught. Nurses can choose from many learning options,
such as academic education, continuing education, participation in research, collaborative learning, case studies, and
simulations.
Facilitation of professional advancement in a pediatric
critical care setting can be realized through a well-designed,
unit-based staff development program. This program is a
key element in the advancement process and promotes the
knowledge and skills necessary for continued professional
development. Dealy and Bass 12 identified numerous factors
that motivated nurses to seek professional development.
Their work illustrated clinical advancement programs as
strategies that promote professional growth.
A staff development program that reflects professional
advancement criteria offers nurses the means to achieve
professional advancement objectives. Furthermore, when
these two important programs complement each other,
nursing practice as a whole is strengthened.

,Practice Differentiation Program Guidelines
Practice Level Requirements
RN II: Competent Nurse

RN III: Proficient Nurse

RN IV: Expert Nurse

level
standards as described in
I performance competency
document (PCD)
~Qmpletes the exemplar learning module
first year evaluation

Maintenance of RN II
Maintains standards as described in
RN II PCD
Submits a clinical exemplar with annual
self-evaluation
Develops a plan with potential outcomes
defined for patient/family/nurse
Participates in peer review process
Receives yearly merit increase as
detennined by performance

Maintenance of RN III
Maintains standards as described in
RN III PCD
Submits clinical exemplar with annual
self-evaluation
Participates in peer review process
Develops plan with potential defined outcomes for the patient/family/nurse/unit
Receives yearly merit increase as
detennined by performance
Reports goals and outcomes to the
CAP Committee

Maintenance of RN IV
Maintains standards as described in
RN IV PCD
Submits clinical exemplar with annual
self-evaluation
Participates in peer review process
Develops a plan with potential outcomes
for patient/family/nurse/hospital
Maintains national certification, if
applicable
Receives yearly merit increase as
determined by performance
Reports goals and outcomes to the
CAP Committee

I~dvancement

Advancement to RN III
Has a minimum of 3 years of experience

Advancement to RN IV
Has a minimum of 5 years of experience

I~amlains

to RN II
year of RN experience
RN I performance competencies
lII!articipates in peer review process
IjDevelops a plan with potential outcomes
for the patient/family/nurse
IlAdvances to RN II with title change,
Advancement Program (CAP)
mcenllve, and yearly merit increase as
'determined by performance

in nursing

Meets RN II performance competencies
RN III position vacant and posted
Completes a request for transfer, if
appropriate
Interviews with respective department
director to discuss possible
advancement
Develops plan or enhances RN II plan
with potential defined outcomes for
patient/family/nurse/unit
Advances to RN III with title change,
CAP incentive, and yearly merit
increase as determined by
performance, if applicable

in nursing

Must possess specialty national certification or bachelor's degree
Meets RN III performance competencies
RN IV position vacant and posted
Completes a request for transfer, if
appropriate
Interviews with respective department
director to discuss possible
advancement
Develops plan or enhances RN III plan
with potential outcomes defined for
patient/family/nurse/system
Advances to RN IV with title change,
CAP incentive, and yearly merit
increase as determined by performance, if applicable
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5-3

Outcome Examples: Clinical Judgment-Infant Instability Assessment

f!lRN I

RN II

RN III

RNIV

(Recognizes child with signs

Identifies early signs of respiratory distress
Performs initial interventions
(e.g., bag-valve-mask
and cardiopulmonary
resuscitation)
Identifies respiratory distress
a~ a frequent situation on
the unit
Designs poster board and
"pocket pal" for staff with
references
Patient/family outcomes: lifethreatening situation
receives immediate
intervention
Nurse outcomes: demonstrates
ability to act effectively in
an emergency situation

Functions as a preceptor for
new staff; teaches assessment and communication
skills
Serves as a peer consultant on
the unit
Participates in hospital-wide
mock codes
Active member of the hospital Code Committee
Develops unit-specific protocol with respiratory therapy
personnel
Patient/family outcomes: lifethreatening situation
recei ves immediate

Functions as preceptor for
new staff; tracks retention
of staff
Participates in the development of outcomes for the
hospital Code Committee
Develops an interdisciplinary
protocol for the treatment
of respiratory distress,
tracks length of stay
(LOS), or functional status
on discharge
Develops algorithm according
to national standard and
presents at conference
Patient/family outcomes: lifethreatening sirnation
receives immediate
intervention
Nurse outcomes: demonstrates
ability to lead others in
effectively intervening in
an emergency situation
Unit outcomes: demonstrates
changes in system practices
that affect improvements in
service. cost, or outcomes

~.

1Jk of respiratory distress

i~otifies charge nurse and
~:i'" physician

~atientlfarnily/nurse out-

&t"
WL
~~

~1".
iF

ft'

i~~~
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m~:;
~!W

t~

comes: practice demonstrates ability to assess
changes in patient condition and communicate
needs for assistance

I~[:l
~jr

liu,

ilf

11:'

intervention

Nurse outcomes: demonstrates
ability to act and support
others in effectively intervening in an emergency
situation
Unit outcomes: demonstrates
changes in unit practices
that affect improvements in
service. cost, or outcomes

iii'"
'2',-
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~Adapled from Clinical Practice Program, All Children's Hospital, St. Petersburg, Fla.
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DESIGNING STAFF DEVELOPMENT
PROGRAMS FOR PROFESSIONAL
ADVANCEMENT
Multiple educational support components must be explored to support the development and maintenance of
a clinical advancement program within the critical care
setting, Learning activities, evaluation processes, and outcome measurement systems are aligned to meet the needs
of the program. Learning activities become directly linked
to improving patient outcomes, affecting system efficiencies, and influencing caregivers' satisfaction. A basic premise for staff development programs is that they support
learning and nurture individuals to engage in lifelong learning activities. 19
The fundamental aim of staff development programs for
critical care nurses is safe, competent practice. Comprehensive programs for staff development provide the essential resources to support and promote this goal. Similarly,
healthcare laws, regulations, and accreditation requirements
focus on the basic importance of safe, competent patient
care in an effort to protect the healthcare consumer. Professional nursing standards of practice likewise serve as guides
for ensuring safe practice and consumer protection. To en-

sure that the institution meets all current standards, those
responsible for designing critical care education programs
must be familiar with all of these prerequisites. The establishment of a staff development program that is linked to
clinical practice is key to the success of a professional advancement program.
The first step in establishing a staff development program
is the acquisition of finn support from both nursing and
hospital administration. This support requires a commitment
to provide the human, financial, material, and environmental
resources necessary to implement the program. Once this
commitment is secured, the nurse educator may begin to
structure the program.
Hospital-based critical care staff development programs
may be centralized or decentralized. Centralized programs
offer the advantage of maximizing resources within the
entire nursing department and standardizing programs
across units; whereas unit-based, or decentralized, programs
maintain separate budgets to specifically respond to the
needs of a particular unit.
Regardless of which option is chosen, the reporting
relationship between the critical care nurse educator
and nursing administration requires clarity. Once the administrati ve structure is in place, the program philos-
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ophy, goals, policies, and organizing framework may be
developed.

enhances the decision-making process, and encourages
continued learning. 24

Developing a Program Philosophy

Organizing Framework
for Staff Development

A philosophy statement consists of a set of beliefs related
to a specific issue. A comprehensive critical care staff
development philosophy reflects the beliefs and values of
the critical care area, the department of nursing, and the
hospital. This consistency reinforces the program's integration within overall hospital and nursing programs and
verifies a commitment to common goals. In addition, an
essential component of the critical care staff development
philosophy is a clearly stated philosophy of adult education
that defines learning and the factors that distinguish both
the role of the educator and the role of the learner. It is
important that underlying beliefs about learning are clearly
communicated.

Adult Learning Theory
Developing a philosophy statement that reflects adult
educational principles requires a working knowledge of
adult learning theory and the specific characteristics of adult
learners. Fox 2o asserts that the purpose of adult learning is
to enhance proficiency and improve performance. Pike 21
describes adults as "babies in big bodies," which implies
that they expect much and like to play while they learn. As
adult learners, nurses seek out learning experiences that
meet personal needs or are interesting to them relative to
their practice; they typically prefer to learn by doing rather
than by observation.
Knowles 18 and other theorists of adult learning describe
common characteristics of adult learners. They are selfdirected, problem-oriented learners who are guided by their
own values and come from a heterogeneous experience.
Unlike children, adult learners hold an independent selfconcept and value their personal time?2 Principles of adult
learning are derived from these characteristics.
The four principles of adult learning that are most
applicable to critical care nurses are those concerning
reinforcement, readiness to learn, goals, and the learning
environment.23 Reinforcement in the learning process may
be positive or negative. If a newly learned behavior
stimulates a positive response, the chances of the behavior
recurring are increased. Likewise, if a behavior leads to the
elimination of an undesirable response, that behavior will
most likely be repeated. For example, an RN I who correctly
manages a patient's slow cardiac rhythm by implementing a
newly learned treatment protocol is likely to follow that
protocol again.
Adults learn better if they perceive that an educational
program meets their personal goals. If program content
relates to their current concerns, they are more motivated to
learn. For example, nurses interested in working with
patients with a congenital diaphragmatic hernia will be more
motivated to learn about extracorporeal membrane oxygenation (ECMO) than nurses with other interests. Self-directed
learning promotes efficient self-management of learning,

Nurses are part of a large group of "knowledge workers"
currently in the workforce. Although nurses possess many
technical ski lis, the real talent that each nurse demonstrates
is the ability to assess and evaluate based on knowledge of
various healthcare processes. The work is accomplished by
making judgments based on the ability to gather information, identify problems, decide on an action, and accept
accountability for the outcomes.
Critical care staff development programs can be designed
to educate staff nurses within the competencies of the
Synergy Model 2 Each of these competencies comprises a
tract in the overall staff development program design and
serves as the link that connects the staff development
program to the professional advancement program. The
program is designed to build on the nurse's prior education
and professional nursing experience, which facilitates attainment and maintenance of competence. Concepts inherent to the educational process and to critical care nursing are
used as a framework around which educational programs
and professional development opportunities are organized.
Once defined, the organizing framework serves as the
structure within which all development programs for critical
care nursing staff are designed.
Skill education alone is no longer sufficient to meet the
care delivery needs of the nurse in the critical care
environment. Educational strategies that promote learning
in the clinical unit and use experiential methods are
incorporated into the educational plan. Critical care nurses
require extensive knowledge and proficiency in areas such
as communication, critical thinking, and collaboration. 25
They must acquire the diverse skills necessary to meet the
complex needs of their patients and families.
Clinical narratives are used to teach the competencies of
the Synergy Model. 2 Novice nurses learn and gain confidence by telling their stories and focusing on excellent
practices identified in the narrati ves of expert staff. Focused
group discussion and examination of the clinical stories add
to each participant's knowledge base, can clarify issues, and
redirect practice. For example, caring practices are taught
and reinforced by using stories that highlight relationship
building and the development of trust and support. According to Benner, Hooper-Kyriokidis, and Stannard,26 critical
care nurses disclose emotional responses in their clinical
narratives. These emotional concerns and relationships
direct clinical understanding and actions. 26 Much is learned
about critical care nursing, the art of paying attention, and
responding compassionately from reading these stories.
The theory and science of content necessary to meet the
synergy competencies include topics such as disease processes, nursing procedures, cultural differences, moral and
ethical principles and reasoning, research principles, and
educational learning theories. This information is presented
by lecture, written information, posters, self-studies, or
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computer-based technology. However, it is crucial that the
information is related to realistic clinical situations. Clinical
scenarios, case studies, and simulations representing the
dynamic and ambiguous clinical situations that nurses
encounter daily are most effective. These educational tools
are focused to define behaviors associated with specific
competencies.
Bedside teaching is particularly helpful in the development of clinical judgment and caring practice skills. Expert
nurses, however, serve as tremendous role models for any of
the competencies delineated by the Synergy Model. Novice
nurses learn by observing these expert nurses and emulating
behaviors. Clinical teaching also enables the novice practitioner to gain experience with unfamiliar interventions in a
safe and protected environment. Open discussion and
opportunities for questions about certain interventions
impact learning for all staff. Communication and validation
of clinical knowledge focus learning, positively affect
patient outcomes, and add to the total body of nursing
knowledge.
Information about research and research use builds
clinical inquiry and system thinking skills. Demystifying the
research, outcome, and quality processes significantly enhances these skills. Use of journal club formats and
supporting staff involvement in research assist in developing
clinical inquiry. Building knowledge in the areas of healthcare trends and political action assists nurses to expand their
systems thinking skills. Attention to the development of
critical thinking skills and problem-solving skills also
assists with development of systems thinking.
Facilitation of learning skills are acquired by incorporating communication development into the professional
development plan. Presenting clinical teaching strategies,
assisting staff to determine learner readiness, and assessing
understanding is also included. The importance of developing patience, flexibili ty, and a nonconfrontational styIe is
reinforced.
Collaboration skills are developed by focusing on content
such as negotiation, conflict resolution, time management,
communication, and team building. Role-playing, role
modeling, and clinical narratives are methods that have been
used successfully. Expert nurses teach less experienced staff
about the available resources that are helpful and how to
access these resources.
Nurses learn technical skills and scientific knowledge in
many ways, but the essential aspects of self-assurance,
caring practices, and advocacy are only developed through
relationships that evolve over time. 27 Nurturing, professional relationships with experienced staff are needed to
facilitate the novice's integration into practice 28 Experienced nurses who share their clinical knowledge and coach
other nurses have a tremendous impact on collective
learning. 29 Staff nurses who function as coaches are in their
roles because they are able to clinically influence and guide
situations. They demonstrate expert clinical and leadership
skills and facilitate the ongoing clinical development of
others.
Effective coaches are characterized by their ability to
(I) acknowledge and reward individual strengths and

accomplishments; (2) offer constructive, focused feedback;
(3) support further growth; and (4) challenge people's
proficiency with assignments that foster the individual's
skills. 3o Coaching of individual staff is an evolving process
that includes appraisal of current performance, mutual goal
setting, development of a feedback mechanism, and implementation of an improvement plan 31 The use of preceptors
and mentors as teachers and coaches is linked to providing
learning opportunities reflective of each level of practice.

Steps in Program Development
The steps in the process of program development for all
types of nursing education programs are assessment, planning, implementation, and evaluation. Following these steps
in an organized manner with specific time lines for each
ensures quality programming.
Assessment. The first step in developing an educational program is conducting an assessment to identify staff
nurses' educational needs, as well as those of the unit or
institution as a whole. The method used may be simple or
sophisticated, depending on the resources available. Five
methods commonly used are (I) interviews with the
leadership group, (2) nursing care audits, (3) quality
improvement/risk management feedback, (4) Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
recommendations, and (5) staff surveys and interviews.
Drawing the information from more than one source
provides a broader perspective of needs and strengthens the
validity of the data obtained. Key elements to consider when
developing a needs assessment include patient population
and nursing population characteristics. Knowledge and
skills necessary to provide care to the patient population are
identified to ensure that the specific needs of the units and
nurse are addressed. Data are analyzed, and identified needs
are ranked. Once the priorities are established, the appropriate educational delivery method, costs, and objectives are
developed.
The needs assessment process is continuous to meet the
changing needs of staff and the institution. This may be
accomplished in part by incorporating needs assessment
questions into individual program evaluation tools.
Planning. Once the data from the needs assessment
are analyzed, program planning may begin. Overall goals
for each program are established first, and outcome statements emerge from these. They serve as a framework for
program design and guide the educator in selecting appropriate instructional methods. Outcome statements also
provide a means for evaluating whether competencies were
achieved and learning took place.
Outcome statements differ from traditional behavioral
objectives because they require learners to become competent in skills used in practice. 32 Behavioral objectives
typically focus on ways of learning and directions for
learning content. Writing outcome statements involves the
techniques of concisely stating what performance competence is expected, the extent to which it is expected, and how
it will be demonstrated. The use of subjective terms such as
understand or know should be avoided because it is unclear
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how to measure those behaviors. The use of action words
such as conduct, plan, integrate, provide, and engage reflect
practice-related abilities for which the content is learned.
Box 5-1 provides some basic criteria for writing competency outcome statements.
Outcome statements provide the nurse educator with the
basis for program format and design. The program content
and time frame are related directly to the competency
statements.
Implementation. Program implementation varies according to the teaching methods selected to meet program
outcomes. The leamers are encouraged to select the type of
teaching methods that best match their learning style. A
critical aspect of the educator's role is to ensure that the
environment is conducive to learning both physically and
psychologically.
Evaluation. Nursing education programs are evaluated in relation to the program goals, desired outcomes, and
other predetermined criteria. All those involved in the
program participate in the program evaluation. Nurse
educators and managers evaluate the relevance of each
offering to overall program goals, desired outcomes, and the
current scope of practice. Learners evaluate the program
content and teaching strategies relative to both the overall
program and indi vidual learner outcomes.
Abruzzese 33 developed a simple evaluation model that
describes various levels of evaluation from simple to
complex and is based on frequency of implementation and
cost factors. The Roberta Straessle Abruzzese (RSA) model
defines the first level as process evaluations. These evaluations are used for all educational programs and target the
learner's general satisfaction with the program. If adult
learners are not satisfied at this level, learning will be less
effective. An evaluation form using a 3- to 5-point scale with
qualitative descriptors such as agree/disagree or excellent!
poor is often used for this level of evaluation. Questions
focused on satisfaction with faculty, objectives, content,
teaching methods, physical setting, and overall program
management are often used.
The second level is content evaluation that occurs
immediately after the learning experience. This level of

..• Box 5·1
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evaluation targets a change in knowledge, affect, skill, or a
combination of these. Content evaluation can be assessed by
using self-rating scales, pretests and posttests, simulations
or case studies, return demonstration, or multiple-choice
examinations. These criterion-referenced tools relate to the
expected outcomes and are compared with preset criteria.
The third level is outcome evaluation, which is used to
measure changes in clinical practice after a learning experience. These changes can be evidenced by integration of
a new value or skill or creation of a new product or process.
Outcome evaluation is generally performed 3 to 6 months
after an extensive learning experience. The evaluation takes
place on the clinical unit and can take the form of a
questionnaire, observation of practice, audits of changes, or
a system of self-report.
The fourth level is impact evaluation, which represents
an institutional operational result such as a positive impact
on quality, cost-benefit, cost effectiveness, decreased staff
turnover, improved staff retention, or decreased risk management issues. These evaluations are developed for programs that can possibly influence changes at the unit,
department, or institutional level. These tools are complex
and resemble a formal research measurement process.
Every program does not need all four levels of evaluation. The third and fourth levels are reserved for more
extensive and complex undertakings. The overall program
evaluation focuses on the congruence of goals and accomplishments for the educational offerings. Measurement is
accomplished through quarterly reports to administration,
cost-benefit analysis, cost-effectiveness reports, and updates
to a clinical advisory committee.
Developing valid and reliable evaluation tools is a
difficult and time-consuming process. The type of tool used
depends on the purpose and level of the evaluation;
therefore an existing tool with established validity is often
more desirable. Once the validity of the tool is established,
the results may be considered with confidence.

COMPONENTS OF STAFF DEVELOPMENT
Staff development programs can be divided into three major
categories: orientation, in-service, and continuing education
programs. Each of these programs has its own scope,
purpose, goals, and objectives. It is important that those
responsible for nursing education programs distinguish and
understand the difference between each category.

.

1. Use leamer-oriented wording.
2. Describe the essential competency (psychomotor, cognitive, or affective) to be achieved.
3. Use clear, specific, and concise language.
4. Write measurable statements.
5. Use action-oriented words.
6. Be consistent with standards, practice, and real-world
expectations for performance.
Adapted from Lenberg C: The framework, concepts, and methods of the
competency. outcomes, and performance assessment (COPA), 1999, in
Online Journal of Issues in Nursing, at hnp:/lwwwnursingworld.org/ojinJ
lopicI 0-2.hlm.

Orientation
The American Nurses Association (ANA) describes orientation as "the means by which new staff members are introduced to the philosophy, goals, policies, procedures,
role expectations, physical facilities, and special services
in a specific work setting. ,,34 This description implies
that all nurses who begin employment in a critical care
setting need to participate in some aspects of orientation regardless of their level of experience. For example,
a nurse who transfers into a critical care area from another area in the same hospital needs to be oriented to the
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critical care nursing role expectations, special procedures,
and services of the critical care unit. A nurse hired from
outside the institution with previous experience in critical
care also needs to be oriented to the new working
environment. The challenge for the critical care educator
is to design an orientation program that meets both
the individual needs of nurses from a variety of backgrounds
and unit-specific needs.
One way to accomplish this goal is to design a competency-based orientation program. "Competency-based education can be percei ved as a very broad concept that is used
as the conceptual framework for a total curriculum, or it can
be interpreted in a very narrow way, as a framework
for an individual unit of instruction such as a self-learning
module.,,35
A competency-based orientation model has six characteristics: (I) an empha~is on outcomes, (2) use of selfdirected learning activities, (3) flexibility and time allowed
for achievement of outcomes, (4) use of the teacher as
facilitator, (5) assessment of previous learning, and (6) assessment of learning styles. 36 A competency-based approach
to orientation facilitates a more positive experience for the
orientee through recognition of previously acquired knowledge and skills. For example, an experienced critical care
nurse would be frustrated to participate in electrocardiogram
recognition classes if that concept had been mastered. A
competency-based program enables orientees to select those
learning activities that meet their individual learning needs
and demonstrate mastery of those required competencies.
As some of these needs are satisfied or reprioritized
as a lesser need, others needs will be met in a "Maslowian"
sequence. 3? A new nurse orientee first seeks safety in the environment and then progresses through stages to attain
membership in the work tearn. At the end of a well-designed
orientation, orientees should feel comfortable in the environment and integrated into the staff.
Critical care internship programs have been extensively
used as a mechanism to recruit and train entry-level nurses.
These programs are specifically designed to introduce
nurses with little or no nursing experience into the complex
critical care environment. They provide extended clinical
support for novice nurses and introduce new knowledge
more deliberately than traditional orientation programs.
They focus on basic information and skill acquisition.
This focus builds on the knowledge and skills that these
nurses have previously acquired in their nursing school
programs. Program development can be supported through
the use of content outlines developed by AACN and can be
individualized to address specific needs of staff, patients,
and the institution. Teaching is characteristically under the
direction of a clinical nurse specialist or hospital educator
and usually involves the most senior staff as preceptors.
Typically, competency development is focused on the
delivery of safe care to the least complex patients. The
program is designed to establish a foundation on which
the novice can develop into a competent clinician. Critical
care internship programs are developed to meet the needs of
individual hospitals or health systems, so very little research

is available to measure the overall etfectiveness of these
programs. Internship programs can be costly, and outcomes
require careful monitoring to ensure effectiveness.

Designing a Competency-Based
Orientation Program
The steps to follow in designing a competency-based
orientation are the same as those discussed earlier for
program development, with emphasis on details specific to
orientation.
Assessment. During the needs assessment phase, the
competencies expected of an orientee in critical care are
identified. "The competencies identified should represent
realistic expectations of general categories of performance
for a beginning level staff nurse on that unit. ,,38 The orientee
should not be expected to function at the same level as
senior staff by the end of the orientation period.
The process of identifying required competencies necessitates a comprehensive exploration of the specific field of
practice. Resources to assist in identifying entry level
competencies include (I) staff nurse position descriptions,
(2) JCAHO requirements, (3) professional standards of
practice (e.g., ANA and AACN), (4) review of the literature,
(5) needs of the patient population on the specific unit, and
(6) consensus of expert practitioners. Analysis of the
information compiled from these resources provides the
nurse educator with a foundation for formulating orientation
competency statements. The greatest challenge in this
process is to gain consensus from preceptors, staff, and
managers regarding levels of competence to expect from
orientees. Once this is achieved, the nurse educator ensures
that these competencies are clearly stated and attainable by
all orientees.
A competency statement is a broad sample of behavior
that integrates knowledge, psychomotor skills, and attitudes.
These broad competency statements are then separated into
specific tenninal performance criteria that are observable

~
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Box 5-2

.

.

Sample Competency Statement .
With Related Performance Criteria

Competency
I. Provides safe nursing care for the patient who requires

temporary cardiac pacing
Performance Criteria

I.
2.
3.
4.
5.
6.

Identifies clinical indications for temporary pacing
Labels wires A and V
Dresses insertion sites with occlusive dressing
Secures wires with 2-inch piece of tourniquet
Changes battery
Documents pacemaker function, settings, and patient
response
7. Supports patient and family throughout the period of
temporary cardiac pacing
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and measurable examples of expected behaviors for demonstration of competency.
Competency statements and performance criteria are
developed collaboratively with all those involved in orienting and evaluating new staff. This approach strengthens the
validity of the competencies identified. Box 5-2 illustrates
an example of a competency statement with its related
performance criteria.
Planning. The next step in the orientation process is to
consider which methods of evaluation are appropriate for
determining attainment of performance criteria. The educator may choose among a written test, a skills laboratory
inventory, a performance checklist, or a case study, depending on the nature of the criteria; sometimes a combination of
two or more methods is preferable.
Prerequisites may exist for certain competencies before
they can be achieved (e.g., knowledge of institutional
policies or basic knowledge in critical care nursing). These
prerequisites, along with the identified competencies, dictate
the core content for critical care orientation.
The content outline for orientation is structured in an
orderly manner that reflects the organizing framework of the
staff development program. Performance criteria may be
arranged according to knowledge, competence, and role and
is integrated into the core content outline. The instructional
methods for teaching this core content are then delineated.
Whenever possible, more than one instructional design is
provided to enable orientees to select their own learning
methods. Table 5-4 lists appropriate instructional techniques
according to the type of behavioral outcome expected. The
time frame for achievement of orientation competencies is
also negotiated. Depending on the orientee's level of
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competence and the complexity of the unit, this may range
from 6 weeks to 6 months. All these negotiated conditions
may be written into a learning contract to serve as a guide
for implementation and ongoing evaluation.
Implementation. A competency-based orientation
program may be implemented using a variety of formats.
The role of the nurse educator is to facilitate the acquisition
of required competencies. This may involve some formal
classes or skills-building workshops, depending on the
orientee's needs and learning styles. A novice critical care
nurse requires close supervision and continuous instruction. 3 An expert critical care nurse may demonstrate
knowledge on written tests and validate current competence
in performance of identified skills but may need instruction
on role expectations specific to the institution. In each case,
goals may be set for every day or week of orientation, which
serve as guidelines for ongoing feedback for the orientee.
During the implementation phase of orientation, the
expected level of competence must be clear to the orientee
and educator. For example, competence in hemodynamic
monitoring involves setting up equipment, assisting with
insertion, identifying waveforms, troubleshooting, interpreting data, and analyzing the data concurrently with the
clinical assessment of a specific patient. These tasks can be
overwhelming to an orientee. A well-designed orientation
program will allay some of a new orientee's anxiety by
making specific expectations clear. Specific behaviors expected of an orientee relative to all competencies are stated
explicitly.
Evaluation. Program elements (the program itself, the
educator, and the orientee) are evaluated at the end of
the orientation period, The orientee may be evaluated using

lfI'AIlLE5-4 .·Behavior~1 Outcome~
I~e of Behavioral Outcome

Most Appropriate Technique

Ijnowledge
ill1~neralizations about

experience; internalization of information

m~c
I~~j,nderstanding
fj~pplication of information and generalization
rug;

liN' .

?1::I~kills

,"I::'

Lecture, videotape, debate, dialogue, interview, symposium,
panel, group discussion, book-based discussion, reading
Audience participation, demonstration, dramatization, problemsolving, discussion, case study, games

Ij::l.llcorporation of new ways of performing through practice

Role-playing, games, participative cases, skill labs

i~doption of new feelings through experiencing greater success

Experience-sharing discussion, group-centered discussion, roleplaying, critical incident process, case method, games

I~ttitudes

lil.With them than with old
dJd'Values
I~doption and priority arrangement of beliefs
.•:
ll'
@lEi': '.

I,

Videotape, lecture, debate, dialogue, symposium, dramatization,
guided discussion, experience-sharing discussion, role-playing,
critical incident process, games

~lJtterests

JS,atisfying exposure to new activities

1m::'
ill1"

Videotape, demonstration, dramatization, experience-sharing
discussion, exhibits
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the methods outlined in the planning phase of the program.
An evaluation of overall job performance may also be
included.
Orientees also evaluate how well the orientation program
met their individual needs. The quality and appropriateness
of instruction are part of that evaluation.
All those involved in the orientation process evaluate the
program as a whole related to outcomes. This process
should occur formally each year. The relationship of the
orientation program outcomes to expected outcomes for
the unit or the nursing department should be evident. Based
on the evaluation data, recommendations for revisions may
be made.

Preceptor Programs
For several years, preceptorship has been a popular approach to unit-based clinical orientation of critical care
nurses. This person oversees the new staff nurse's orientation process in conjunction with the nurse manager, clinical
nurse specialist, or nurse educator for the unit. The preceptor
negotiates a learning contract with the orientee based on
identified learning needs. During this process, the preceptor
introduces the orientee to both written and unwritten
policies and practices of the unit.
Preceptors act as role models, socializers, and educators. 39.40 They introduce the orientee to staff nurse role
expectations by demonstrating clinical competence, good
communication skills, and strong organizational skills. The
preceptor socializes the new staff member into the work
group through introductions to other nurses and by providing formal and informal opportunities for interactions with
several members of the healthcare team during the orientation period.
The chief component of the preceptor role is that of
educator. The preceptor assesses, plans, implements, and
evaluates an individualized orientation plan with the orientee. The plan includes consideration of the orientee's
previous experience and identified learning needs. At this
point, the preceptor may clarify the expectation that the
responsibility for meeting orientation requirements rests
with the orientee. The preceptor acts as a resource and
facilitates the orientee's accomplishment of program requirements. Clinical teachers consider the leamer's level of
practice and present information based on the individual's
cognitive style. Selection criteria for preceptors are clearly
defined before embarking on such a program. Common
criteria include (I) clinical competence, (2) exemplary
interpersonal skills, (3) teaching ability, (4) leadership
ability, (5) conflict-resolution ability, (6) commitment to the
program, and (7) a positive attitude. 41 . 43
The role of the clinical nurse specialist or the nurse
educator during the unit-based orientation is to establish
ongoing communication and facilitate a trusting preceptororientee relationship. This goal may be achieved through
weekly meetings with the preceptor and orientee to review
accomplishments, set goals for the following week, and give
feedback to the orientee. It also is an opportunity for the
nurse educator to assess the preceptor-orientee relationship.

Many institutions require preceptor experience as
one criterion for clinical advancement. Others consider it
as professional recognition and responsibility without related promotional or financial reward. Whatever the institution's philosophy, some mechanism of positive reinforcement of the preceptor role must exist to avoid burnout.
Alspach 44 proposed a preceptor's bill of rights, which
includes the right to role preparation. 44 This is best
accomplished by providing a preceptor development workshop. Workshop content includes (I) a description of the
preceptor role, (2) an overview of adult learning principles,
(3) steps in orientation needs assessment, (4) communication skills, (5) conflict-resolution strategies, and (6) evaluation strategies.
The workshop design should be highly interactive and
provide participants opportunities in role-playing and clarifying expectations. A review of both central and unit-based
orientation programs at the workshop is also essential.
Preceptors need a clear understanding of the orientation
program's goals and desired outcomes to maintain program
consistency. This preceptor development workshop serves
as a prerequisite to each preceptor's role in program
evaluation and revision.
Follow-up sessions or "advanced" preceptor workshops
are recommended to continue to support the development of
expert preceptors. These sessions provide experienced
preceptors with an opportunity to clarify issues and meet the
changing needs of orientees, as well as recognize the
preceptors' commitment to the program. Nurse managers
and nurse recruiters may be invited to participate at these
meetings to offer feedback to the preceptor group. These
sessions should be continuous and responsive to the needs of
preceptors if they are to support them in fulfilling role
expectations. Moreover. this kind of support from the
leadership group enhances retention of these vital staff
members and promotes collaboration between educators and
managers.

Critical Care Nursing In-service Education
In-service education programs, the most common type of
staff development activity, involves learning experiences
provided in the workplace to assist staff in the performance
of assigned functions and maintenance of competency.45
These programs are usually informal and narrow in scope.
They are often unplanned, spontaneous sessions that arise
from new situations on the unit in settings such as patient
rounds or staff meetings. Examples of planned in-services
are demonstrations of new equipment, procedure reviews.
and patient care conferences.
These activities are the most unrecognized types of
educational programs, and subsequently they often are not
well documented. The astute nurse educator develops a
mechanism for documenting these learning activities as part
of the unit-based education program. The documentation
substantiates ongoing efforts to ensure competence and
compliance with JCAHO and other regulatory requirements.
In-service education, however, does not meet the criteria
for continuing education credit in nursing. The scope of
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these programs is limited to the specific work setting and
not necessarily to overall professional development of
individual nurses. This distinction should be clarified with
nursing staff who may be expecting continuing education
credit from fire safety classes or other institution-specific
in-services.

Continuing Education
The category of staff development activity that is in highest
demand is continuing education. This need has been fueled
by legislation, regulations, professional standards, and
expectations of healthcare consumers. Continuing nursing
education is an ongoing process that includes planned,
organized learning experiences designed to expand knowledge and skills beyond the level of basic education. 46 The
focus is on knowledge and skills that are not specific to one
institution and build on previously acquired knowledge and
skills. Examples of continuing education programs include
formal conferences, seminars, workshops, and courses.
Limited financial and human resources, as well as evol ving technologies, have encouraged the use of more creative
educational strategies. Self-study, interactive computerbased programs, Internet options, case studies available on
compact disk, and various distance learning opportunities
have decreased classroom time and made education programs more accessible.
Accreditation of continuing education programs is the
process by which an approving body recognizes that a
program meets its required standards. The accreditation
process in nursing is accomplished primarily through the
ANA. The ANA Board on Accreditation has specific criteria
that must be met for approval of continuing education credit.
The ANA also has a mechanism for nursing associations
to become accredited as approvers of continuing education
so that an organization can approve the programs of its
constituents. The AACN is one such accredited approver.
The measure by which continuing education credit is
awarded is the 50-minute contact hour. For every 50 minutes
of a planned, organized learning activity, I contact hour may
be awarded. Partial credit may also be awarded. Three
categories of continuing education may be approved for
continuing education credit: an offering, program, or
independent study. A summary of definitions and examples
of each one is provided in Table 5-5.
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The educational design criteria for all three categories of
continuing education are similar. All of the defined criteria
must be met to obtain continuing education credit. Each
criterion is listed on the application for approval for
continuing education credit.
The institution's provision of ongoing continuing education rellects two commitments to the nursing staff and to the
public they serve. The first is to ensure that patients are
cared for by nurses who are current in their practice. The
second is a commitment to meet the changing learning needs
of the nursing staff so that they are able to maintain
competence.
The establishment of a comprehensive staff development program sustains varying levels of knowledge and
skill in the educational preparation of nursing staff. It
provides a climate that supports career development and
fosters excellence in clinical practice. Nurses who practice
in this type of environment are encouraged to accept new
challenges in clinical and professional arenas and are
supported through the growth process on the road to
advancement.

Fostering Professional Advancement
Fostering professional advancement includes stimulating
growth in clinical knowledge and skills, as well as promoting development of the nurse as an active participant
in the profession of nursing. Supporting this type of growth
and professional involvement requires that the educator be
in touch with a variety of professional activities, opportunities, and resources appropriate for staff at all levels. These
opportunities can and should be identified at the unit and
institutional level (e.g., unit or interdepartmental councils,
committees, or task forces), at the state level (e.g., state
nurses associations, state political movements or organizations related to healthcare policy, healthcare program grants
administered at the state level), and nationally (e.g., national
nursing organizations, federal grants, and national policy
agendas related to healthcare).
Formal and informal opportunities exist for staff to
participate in professional development activities at the unit,
institutional, local, state, or national level. These may
include activities such as clinical role modeling, formal
education, development of areas of expertise, certification,
leadership role development, peer review, professional

5·5 Categories of Continuing Education
Definition

Examples

~Pffering

A single educational activity that may be presented
once or repeated

ECG Workshop
Nursing Grand Rounds

'·fProgram

A series of offerings that have a common theme
and common overall goal.

National Teaching Institute
CCRN Core Review Program

Self-paced learning activity developed for use by
an indi vidual learner

Professional journal CEU articles
Computer-assisted learning modules

iii?'

I:'
..r~.;'-

~dependent

I,·

study module
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presentations, writing for publication, and participation in
nursing research related to critical care.

SUMMARY
Professional development activities are numerous in pediatric critical care and can serve to enhance and enrich
clinical practice. They are supported at various levels of
the organization and are direct!y linked to a professional advancement program that focuses on clinical

support and educational development at the clinician's level
of nursing practice. The concept of professional advancement reflects the institution's commitment to quality
healthcare for consumers and to the protection of critically
ill pediatric patients who are cared for by highly skilled
and knowledgeable staff. A program that combines opportunities for professional growth and development with
a professional advancement program that recognizes and
supports nursing staff at all levels of practice can best meet
these goals.
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