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The climate of health care in the United States con-
tinues to be tumultuous, with widespread calls for
change. Concerns about health care costs are matched
by public demands for quality, safety, efficiency, and
appropriate access for all (Institute Of Medicine [IOM],
2001; Sorian, 2006). Nurse practitioners (NPs) are
increasingly recognized as providing a level of care
comparable to physicians (Brooks, 2009), prompting
the design of newmodels of care delivery that integrate
NPs. This growing recognitionofeffectivenesshasgiven
rise to a myriad of new NP positions in diverse settings
ranging from community-based to high-acuity critical
care. Nursing educators are challenged to effectively
deliver NP educational programs to meet the demand
for highly skilled advanced practice registered nurses
(APRNs).


Recent landmark collaboration between theNational
Council of State Board of Nursing (NCSBN) and the
APRN Joint Dialogue Group has resulted in the widely
supported document, ‘‘Consensus Model for APRN
Regulation: Legislation, Accreditation, Certification,
and Education’’ (NCSBN, 2008). This publication estab-
lishes common language around titles, scopes of prac-
tice, and patient populations; it clarifies terminology,
regulation, and roles of all types of APRNs, including
primary care and acute care NPs. The consensus docu-
ment lays the groundwork to create a consistent ap-
proach to APRN credentialing by logically linking the
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processes of legislation, accreditation, certification, and
education, a model captured in the acronym ‘‘LACE.’’
While the congruence between licensure, accredita-
tion, certification and education is vigorously sup-
ported, questions remain about the ideal education
and certification for pediatric nurse practitioners
(PNPs) who provide child health care across a contin-
uum from wellness to acute and chronic illness. This
article addresses issues about the education, certifica-
tion, and regulation of PNPs in evolving practice roles.


BACKGROUND ON NP COMPETENCIES
AND STANDARDS
The Association of Faculties of Pediatric Nurse Practi-
tioners (AFPNP) is a national organization of nursing ed-
ucators who were pioneers in establishing curricular
guidelines for PNP education. Originating in 1972, the
AFPNP continues the vital function of developing stan-
dards to guidePNPeducation andworks collaboratively
with other national organizations in reaching consen-
sus. In 1978, the AFPNP articulated clear goals and
purposes that supported establishing a national PNP
certification examination administered by the National
Certification Board of Pediatric Nurse Practitioners and
Associates (NCBPNP/A, now renamed the Pediatric
Nursing Certification Board, PNCB). The AFPNP auth-
ored the document ‘‘Philosophy, Conceptual Model
and Terminal Competencies for the Education of
Pediatric Nurse Practitioners’’ (1988). Today the AFPNP
continues to explore current challenges and new direc-
tions affecting PNP education and practice.


In 2002 the AFPNP collaborated with the National
Organization of Nurse Practitioner Faculties and other
leading NP organizations to develop and disseminate
NP and population-specific competencies to guide
development of programs and roles for NPs in adult,
family, pediatrics, gerontology, women’s health, and
mental health. Adult acute care NP competencies
were developed in response to the growing number
of NPs working with acute and critically ill patients
(National Panel for Acute Care Nurse Practitioner
Competencies, 2004). The first adult acute care NP
certification examination was administered in 1995 by
the American Nurse Certification Corporation. A role
delineation study of PNPs working with acutely ill chil-
dren conducted by the PNCB became the basis for the
development of an acute care PNP certification exami-
nation administered in 2005. Currently approximately
700 PNPs are nationally certified in acute care and
more than 12,000 PNPs are certified in primary care.


NP competencies serve as the basis for the widely
endorsed Criteria for Evaluation of NP Programs
(National Task Force [NTF] on Quality Nurse
Practitioner Education, 2008). Addressed in the NTF
document is the germane but troubling issue of the re-
quirement for a specific minimum number of clinical
hours included in NP educational programs. Standards


have long supported the requirement that NP programs
should encompass a minimum of 500 supervised clini-
cal hours in the designated role preparation area (NTF,
2002). The document goes on to state that programs
that prepare students to provide care to multiple popu-
lations, such as family nurse practitioner programs,
should have considerably more than 500 required su-
pervised clinical hours. Yet there has been an under-
standable reluctance by faculty groups to specify
exactly what the minimum number of hours should
be when an NP program prepares students to deliver
care acrosspopulationsorwhenanNP returns toagrad-
uate program to acquire further advanced practice
preparation with a different population. There are
several cogent reasons for this reluctance. Respected
authorities such as the IOM (2003) and the Pew
Commission (O’Neil & The Pew Health Professions
Commission, 1998) argue persuasively that attestation
of an individual’s ability to be a safe practitioner rests
in skill acquisition and competency. Surprisingly little
evidence supports the
established conven-
tion that a particular
number of supervised
clinical hours can be
associatedwith achiev-
ing a specific level of
practice competence.
In fact, a recent com-
prehensive study of
PNP programs found
that the required num-
ber of clinical hours in
individual acute and
primary care programs
varied widely, thus
raising the question of
whether a number of
hours should be linked to specific clinical competen-
cies (Hawkins-Walsh et al., in press).While the standard
of 500 hours of supervised clinical experiences has long
been accepted as the minimum for NP programs pre-
paring students with a single population, no evidence
indicates that each time another specialty or patient
population is added to a student’s scope of practice
the summative need exists for an additional 500 clinical
practice hours. The lack of research verifying that hours
equate to competency is problematic. No evidence-
based educational standard exists to acknowledge
students’ cumulative learning, nor is amechanismavail-
able to build new learning upon competencies already
attained. While there may be less overlap between PNP
competencies and those needed to provide care for
certain populations (gerontological NP, for example),
discernable and substantial shared competencies exist
between pediatric primary care and pediatric acute
care.


Currently there are
no empirically
based guidelines
regarding clinical
hour requirements
for NP programs
that combine acute
care and primary
care preparation for
a single population
such as pediatric
patients.
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Research investigating the relationship between su-
pervised clinical hour requirements and achievement
of student competency is clearly needed and has been
called for by major APRN nursing organizations such
as the National Organization of Nurse Practitioner Fac-
ulties and theAmericanAssociation of Colleges ofNurs-
ing. Currently there are no empirically based guidelines
regarding clinical hour requirements for NP programs
that combine acute care and primary care preparation
for a single population such as pediatric patients.


The Pew Report (O’Neil & The Pew Health
Professions Commission, 1998) urged that health care
professionals’ scopes of practice be expanded to
include additional services or other levels of service
by obtaining additional education and experience, as
well as by demonstrating skill competency. In its report
entitled ‘‘Health Professions Education: A Bridge to
Quality’’ (IOM, 2003), the IOM called for competency-
based education for the future.


Recently, the National Task Force Criteria for Evalua-
tion of NP Programs (NTF, 2008) deliberately avoided
endorsing a required number of additional hours for
currently certified NPswho return for further education
in an added area of NP practice. Instead they reinforced
the need for educational programs to look at newways
of attending to the growing demand for NPs to develop
added competencies beyond those in their original area
of preparation. The NTF urged faculty to apply an ana-
lytical approach to such candidates by examining each
individual’s strengths through the use of a ‘‘gap analy-
sis’’ that aids in the design of a curriculum to suit the
individual’s learning needs. Traditional single-track
APRN programs must still ensure that they are meeting
the NTF’s criteria for a minimum of 500 supervised clin-
ical hours (Chornick, 2008). Language in the APRN
Model Act/Rules and Regulations, endorsed at the
NCSBN annual meeting in August, 2008, supported
the recommendation that ‘‘Each instructional track/ma-
jor have a minimum of 500 supervised clinical hours as
determined by the board’’ (NCSBN, 2008, p. 13). When
queried about the need to accommodate those NP pro-
gramswith overlapping competencies, members of the
APRN Committee challenged pediatric educators and
certifiers to develop a rationale for a proposal outlining
requirements for ‘‘dual track’’ primary care and acute
care PNP program (personal communication, J. Wyatt,
2008). Guidelines are urgently needed to determine
the educational program required when PNP students
seek to obtain certification as both an acute care PNP
(AC-PNP) and aprimary care PNP (PC-PNP), either con-
currently or consecutively, because the two areas of
PNP practice have significant shared competencies.


The combination of AC-PNP and PC-PNP curricular
content is an excellent example of a ‘‘dual track’’ type
of program for a single population and is addressed in
the consensus document (APRN Joint Dialogue Group,
2008). AC-PNPs and PC-PNPs provide care to a common


population (infants, children, youth, and young adults)
withneeds that span thehealth-illness continuum.While
some of the learning competencies for student prepara-
tion clearly stand alone at either end of the health-illness
continuum(e.g.,well child care versus care for a child re-
ceiving mechanical ventilation), a large portion of PNP
content and skills is shared between the AC-PNP and
PC-PNP roles (e.g., care of children with stable chronic
illnesses). Clarity may be needed among boards of nurs-
ing, employers, educators, and students regarding the
necessary preparation for PNPs who deliver care for
the full range of pediatric patients across the health-
illness continuum, roles that are encompassed by
PNCB’s AC-PNP and PC-PNP certifications. Consider-
ation of each stakeholder group’s issues is helpful to
sort out these complex issues.


State Boards of Nursing Issues
NP practice is regulated by each state’s nurse practice
act. Changes in scope of practice reflect the dynamic
evolution of NPs’ abilities to deliver high-quality
comprehensive care in a safe and effective manner
(American Nurses Association, National Association
of Nurse Practitioners & Society of Pediatric Nurses,
2008). Because nurse practice acts are crafted through
a complex political process in each state, great variabil-
ity exists regarding NP regulation (Percy & Sperhac,
2007). However, the NCSBN’s APRN Model Act/Rules
and Regulation (2008) emphasizes that APRNs should
practice in an area that matches their educational prep-
aration and certification. It is predicted that adoption of
the LACE model will soon lead to uniform adoption of
this principle.


Employer Issues
Workplace issues affecting PNP practice include physi-
cian shortages, rising health care costs, reduced
physician residency hours, expressed needs for care
coordination, increasing numbers of children and ado-
lescents living with serious and chronic health condi-
tions, and persistent unmet pediatric primary care
needs. Increasingly, PNPs are employed in settings
that require the skills and knowledge typically encom-
passed by both primary care and acute care PNP role
preparation (Cajulis & Fitzpatrick, 2007; Kleinpell
et al., 2002; Sorce, Simone, & Madden, 2010). In
addition, the care of many patients with complex and
acute health problems is managed in ambulatory care
clinics by primary care NPs (Kleinpell et al., 2002),
and as many as 20% of AC-NPs care for patients in out-
patient clinic settings. These issues provided the basis
for the stance of the APRN Joint Dialogue Group
(2008) that the care setting alone should not be the cri-
terion bywhich the appropriate type of NP certification
is determined.
Many employers appear to be unaware of the acute


care PNP certification. Theymay advertise NP positions
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that require one typeof certification upon entry but rap-
idly evolve into roles with skill sets encompassed by
a different certification. Other position descriptions
clearly require both levels of skills and certifications,
Klaus, Felten, Burton, Fobes, and Davis (1997) de-
scribed this situation when they collected longitudinal
survey information from three NPs prepared in primary
care programs who cared for patients in acute care set-
tings over a 5-month period. Initially, the NPs had diffi-
culty navigating, defining, and articulating the acute
care hospital role, but over time their comfort levels
increased and their advanced decision-making and
case-management skills were refined. This example
illustrates the phenomenon of NPs learning new skills
on the job but not having the commensurate formal
educational preparation or national certification.


Educators’ Issues
Faculty from PNP programs across the United States
continue to seek guidance in determining the proper
educational curriculum for PNPs who wish to be dually
certified in acute andprimary care. Faculty and clinician
discussions on this topic have occurred at the AFPNP
national meetings, at NAPNAP events, during AFPNP
Board conference calls, and through requests to the
PNCB (personal communication, minutes). Guidelines
currently are being
sought by schools of
nursing that are seek-
ing to create such
dual-track programs
for PNPs, and it is likely
that this issue will be
addressed by state
boards of nursing in
the coming decade.
Today graduates from 99 pediatric primary care PNP
programs and 18 acute care PNP programs sit for na-
tional certification through PNCB or American Nurse
Certification Corporation. Seventeen of these acute
care programs are located at universitieswhere primary
care PNPs are also educated. At least seven PNP pro-
grams have requested information from PNCB in the
past 6 months regarding the requirements for a dual-
track program, and two have recently applied for
approval (personal communication, PNCB). With the
growing number of post-master’s Doctor of Nursing
Practice (DNP) programs attracting students back to
broaden their scopes of practice, confusion about this
issue is likely to continue until clear guidelines for
dual-track programs are developed.


Student Issues
Today, PNPs provide care to infants, children, and ado-
lescents in the community and in homes, clinics, emer-
gencydepartments, rehabilitation settings, schools, and
hospitals, including critical care units. Some positions


clearly require the skill set associated with primary
care or acute care PNP roles. Yet for an increasing num-
ber of positions, the skills and knowledge required of
PNP positions cross the boundaries typically associated
with either preparation and instead call upon PNPs to
be prepared for both areas of practice. Nursing’s re-
sponsibility to provide the public with access to safe
and qualified APRN care is axiomatic. Inherent is the
profession’s responsibility to provide educational pro-
gramming for committed students that allows them to
reach their career goals while not being stymied by
needless and illogical barriers. Graduate nursing stu-
dents today have many questions about how best to
prepare for their future careers of providing care to chil-
dren and adolescents. Many PNPs likely will seek edu-
cational preparation in the dual roles of primary and
acute care.


NEXT STEPS
Inwinter 2009, theAFPNP facedan increasingnumberof
questions from itsmembers and recognized the pressing
need for national educational guidelines for combined
primary and acute care PNP programs. The AFPNP
leaders took advantage of a call for proposals from the
NCSBN, and through a competitive process, a team
was funded to undertake a study that would provide
necessary empirical data uponwhich to build guidelines
for dual-track PNP education. The AFPNP’s proposal
was supported by the Tennessee State Board of Nursing
andwas fundedby theNCSBN.Thepurposeof the study
was to explore key questions about the programming
needs of students wishing to be eligible for certification
as both acute and primary care PNPs. The study, Pediat-
ric Nurse Practitioner Programs: A Dual/Combined
Track for Acute Care and Primary Care (Hawkins-
Walsh et al., in press) was completed in the Spring of
2010. The study and its outcomes were presented at
the nationalmeeting of theAFPNPeducators atNAPNAP
in April 2010. Study results provide a foundation upon
which new curricular guidelines for the dually prepared
PNPwill bebuilt. In sodoing, theAFPNPwill continue to
play its historical role in establishing educational stan-
dards that support the evolving roles of PNP practice.
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ABSTRACT
Introduction: The past decade has been marked by a gradual
expansion of the traditional primary care role of the pediatric
nurse practitioner (PNP) into practice arenas that call for
more acute and critical care of children. The purpose of
the study was to explore the educational programming
needs of dual (combined) track PNP programs that prepare
graduates to provide care to children and adolescents across
the continuum of health and illness.
Method: A two-phase, exploratory, mixed method design
was utilized. An electronic survey was completed by 65%
of PNP program directors in the country. Semi-structured
telephone interviews were conducted with hospital-based
PNPs who were practicing in roles that met a range of health
care needs across the primary and acute care continuum.
Results: Primary care and acute care programs have more
common than unique elements, and the vast majority of clin-
ical competencies are common to both types of program.
Only three competencies appear to be unique to acute care
programs.
Discussion: The Association of Faculties of Pediatric Nurse
Practitioner Programs should utilize existing evidence and
develop guidelines for dual PNP programs that focus on
the provision of care to children across a wide continuum
of health and illness. J Pediatr Health Care. (2011) 25, 5-15.


KEY WORDS
Pediatric nurse practitioner education, primary care, acute
care
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This expansion of the role and its concomitant practice
competencies has resulted in the growth in numbers
of acute care educational programsandcreationof ape-
diatric acute care certification examination in 2005. Cur-
rently, most PNP students make a choice between
educational programs that prepare them to be certified
as either primary care PNPs or acute care PNPs, while
a much smaller number undertake both programs.


Numerous issues related to growth in employment
opportunities, positions that require care of both pri-
mary care and acute care populations, the Consensus
Model for APRN Regulation: Legislation, Accreditation,
Certification, and Education (APRN Joint Dialogue
Group, 2008), nurse practitioner mobility, and the emer-
gence of the Doctorate of Nurse Practice (DNP) have
raised great interest in dual certification for PNPs in
both acute and primary
care. These issues are
described in length
separately in another
article in this issue
(Berg, Hawkins-Walsh,
Gaylord, Lindeke &
Docherty, 2010). Rec-
ognizing the need for
national educational
guidelines for com-
bined primary and
acute care PNP pro-
grams, the Association
of Faculties of
Pediatric Nurse Practi-
tioners (AFPNP) de-
signed a study in 2009
to explore the curricu-
lar programming needs
of PNPs aspiring to care
for children across the primary and acute care contin-
uum. AFPNP joined forces with the Tennessee State
Board of Nursing to obtain funding for this exploratory
study through the National Council of State Boards of
Nursing. The research team consisted of AFPNP faculty
members who represented both acute and primary
care programs, a national leader of NAPNAP, members
with extensive curriculum development and certifica-
tion experience, nurse researchers, and a faculty mem-
ber whose DNP capstone project focused on this topic.
The study was approvedbyThe University of Iowa Insti-
tutional Review Board.


PURPOSE, PROBLEM STATEMENT, AND
RESEARCH QUESTIONS
The purpose of the study was to explore the educa-
tional programming needs of dual (combined) track
PNP programs that prepare graduates to provide care
to children and adolescents across the continuum of


health and illness. The following research questions
were addressed:


1. What educational preparation is recommended for
PNPs whose practice roles may require them to pro-
vide health care to children and adolescents across
the continuum of health and illness?


2. What coursework and clinical experiences are
essential for PNP programs aimed at preparing
students to be eligible for both the acute care and
primary care PNP certification ?


3. What additional coursework and clinical experi-
ences are required for primary care–educated PNPs
to ensure competency in providing health care for
children and adolescents with more complex and
acute health problems?


4. What additional coursework and clinical experi-
ences are required for acute care–educated PNPs to
ensure competency in providing primary health
care for children and adolescents?


METHOD
Design
A two-phase, exploratory, mixed method design was
used to address the research questions. In Phase One,
an electronic survey was sent to the population of 115
program directors or lead faculty from PNP programs
across the United States (99 primary care and 16 acute
care programs). In Phase Two, semi-structured tele-
phone interviews were conducted with PNPs nomi-
nated by the participating programs and practicing in
roles in which they provided care to children and
adolescents with health care needs across the primary
and acute care continuum.


Sample
For Phase One, key informants (program directors or
lead faculty members) were identified from the total
population of 115 PNP programs nationwide through
a database maintained by the Pediatric Nursing Certifi-
cation Board (PNCB). Out of the total population of
115 PNP programs, faculty from 75 programs (65%) par-
ticipated in the electronic survey. Participants included
faculty members from 62 primary care programs (63%
of the total available primary care PNP programs) and
11 acute care programs (69% of total available acute
care PNP programs). Persons at two additional pro-
grams, who identified their programs as dual/combined
primary care/acute care PNP programs, also completed
the survey


For Phase Two, sampling was purposeful. After com-
pleting the electronic survey, program directors were
asked to nominate three PNP graduates who they identi-
fied as currently working in positions where the popula-
tion of children likely required care across the primary
and acute care continuum. Of the nominated


Currently, most
PNP students
make a choice
between
educational
programs that
prepare them to be
certified as either
primary care PNPs
or acute care PNPs,
while a much
smaller number
undertake both
programs.
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practitioners, a geographical stratified sampling tech-
nique was used to select a nationally representative sam-
ple (n = 46) to participate in Phase Two of the study. Out
of the 75 acute and primary care PNP programs, 33
program directors nominated graduates who they
believed were practicing in roles encompassing both
acute and primary care of children or adolescents. These
nominated graduates were approached for participation
in the qualitative phase of the study. The final sample
(N = 31; 67% response rate) for the qualitative phase
included graduates from 22 programs (18 primary care
and four acute care) who represented 19% of total pro-
grams from the electronic survey and 22 metropolitan
centers from across the United States (Table 1).


Data Collection
An electronic survey was designed to explore the cur-
rent course offerings of each PNP program as well as
the required student competencies and clinical experi-
ences. The content of the survey was developed using
the PNP Primary Care Competencies (NONPF, 2002)
and the Acute Care NP Competencies (National Panel
for Acute Care Competencies, 2004) and Guidelines
for Primary Care and Acute Care PNP Programs
(http://www.pncb.org). Skills and competency check-
lists were developed, informed by these documents as
well as PNCB certification examination blueprints. An
initial draft version of the survey was distributed to an
expert panel consisting of AFPNP Board members.
Feedback from reviewers was incorporated and the
fourth and final draft was pilot tested by review mem-
bers. The final survey was programmed into an
Internet-ready software platform chosen because of
the ease of access and use by study participants.


A semi-structured interview with open-ended quest-
ions was used to explore the perceptions of the selected
sample of practicing PNPs regarding competencies
required in their roles of providing care for children
with health care needs across the care continuum.
The interview questions also focused on how well
their educational programs prepared them to meet
those competencies. Semi-structured interviewing
was chosen to allow participants some control over
the amount and depth of responses and to ensure that
areas of interest to the investigators were explored
(Fontana & Frey, 2005). The written questions were
provided to the AFPNP Board for suggestions or revi-
sions. Minor changes were incorporated as suggested.
The interviews were conducted by telephone and
were approximately 15 to 20 minutes in length. Sample
interview questions included the following:


1. Describe the responsibilities of your current position.
2. Howwell did your educational programprepare you


for your current role?
3. If you were to go through your educational program


once again, what experiences/content would you
find helpful for the position that you are currently in?


DATA ANALYSIS
In Phase One, descriptive statistics were used to charac-
terize practice settings, clinical hours, clinical compe-
tencies, clinical skills, and use of simulation. Total
numbers of clinical hours in individual programs and
in specific practice settings were examined including
means, ranges, and frequencies. Data from primary
care programs and acute care programs were analyzed
and compared. Overlapping areas between primary
and acute care were delineated.


In Phase Two, data analysis of the semi-structured in-
terviews included descriptive statistics about the partic-
ipants andqualitative content analysis of the interviews.
The telephone interviews were audiotaped and tran-
scribed into written text. The written text was analyzed
using a content analysis technique (Hsieh & Shannon,
2005) that entailed line-by-line coding of the data to
break down the text into the smallest pieces of data
that can stand alone. From these pieces of data, general
groupings were developed using the interview ques-
tions as the initial grouping structure. All data centered
on the same topic were organized into one grouping.
The codes or labels for the groups were inductively
derived from the text. These codes formed the initial
coding schema and thenwere organized into categories
based on relationships between the codes (Coffey &
Atkinson,1996).


RESULTS
Clinical Settings
Student clinical experiences from a wide range of set-
tings were reported (Table 2), including some less


TABLE 1. Educational preparation of hospital-
based PNPs in Phase Two interviews


Primary care
programs by
city (N = 26) No.


Acute care
programs


by city (N = 5) No.


Boston, MA 4 Durham, NC 2
Iowa City, IA 3 Birmingham, AL 1
Chicago, IL 2 Chicago, IL 1
Milwaukee, WI 2 San Diego, CA 1
Washington, DC 2
Los Angeles, CA 1
Loma Linda, CA 1
Cleveland, OH 1
Birmingham, AL 1
Mobile, AL 1
Seattle, WA 1
Durham, NC 1
Little Rock, AR 1
New Haven, CT 1
St. Louis, MO 1
Buffalo, NY 1
Omaha, NE 1
Knoxville, TN 1
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traditional settings (e.g., rehabilitation settings, home
health care, juvenile detention settings, psychiatric
treatment centers, and lactation centers). Of critical im-
portance was the distinction between the settings that
were mandatory and required for all students and those
that allowed the students some choice as elective clini-
cal placements. Table 2 displays clinical settings by per-
centage of respondents reporting use of each setting.
Although no acute care PNP program required their stu-
dents to have experience in a school-based center, 38%
of acute care programs offered experiences in school-
based health centers as electives. In comparison, 28%
of the primary care programs require all students to
spend time in school-based clinics and 65% of primary
care programs offer school placements as electives. The
majority (80%) of acute care PNP programs required
students to spend time in pediatric intensive care
(PICU) settings and a similar number required super-
vised clinical experiences in inpatient (non-PICU)
settings. However, 20% of acute care PNP programs
offered PICU clinical experiences only as electives.
Only 5% of primary care programs require students to
complete clinical experiences in inpatient settings,
although 43% offer it as an elective setting.


Clinical Hours
Program directors were asked to differentiate the total
number of clinical hours required in their programs
into the following categories: Well Child; Common
Acute Illness; Chronic Illness/Specialty; Adolescent;
Newborn; Emergency Department or Urgent Care;
Inpatient Stable; and Inpatient Unstable. Survey re-
viewers chose to use terms ‘‘inpatient stable/unstable’’
rather than ‘‘intensive care/non-intensive care’’ to
capture the differences in acuity of hospitalized


children in order to avoid confusion associated with
the use of particular settings.


Table 3 displays the means and ranges of clinical
hours by category for acute and primary care programs.
The mean total hours for acute care PNP programs was
645 hours with a range from 560 to 785. The mean total
clinical hours for pri-
mary care programs
was 607 with a range
of 500 to 765 hours.
One program that
awarded the DNP de-
gree at completion re-
quired 1000 hours in
primary care. All partic-
ipant programs re-
quired students to
have supervised clini-
cal rotations in the
three traditional cate-
gories of PNP practice:
well children, children
with common acute ill-
nesses, and children
with chronic illnesses.


Notable in the find-
ings was the low pro-
portion of time spent
by acute care students
in the category of car-
ing for children with
common acute illness, and some programs reported
no clinical experiences for acute care PNP students in
caring for healthy newborns or adolescents. Acute
care PNP students appeared to spend the majority of


TABLE 2. Settings for PNP student clinical experiences


Acute care PNP programs
in sample utilizing setting (%)


Primary care PNP programs
in sample utilizing setting (%)


Clinical setting for supervised
PNP student experiences Required Elective Required Elective


School-based health centers 0 38 28 65
Specialty outpatient 70 20 50 49
ED 80 20 5 76
Urgent care 40 40 8 78
Inpatient 82 18 5 43
PICU 80 20 0 24
NICU 33 33 0 17
Home health 20 20 2 37
Rehabilitation 11 44 5.5 53
Juvenile detention 0 11 0 53
Psychiatric treatment centers 11 22 0 42
Women’s health/Planned Parenthood 0 22 12 58
Day care/early child care facilities 10 10 14 46
Lactation centers 11 11 5 46


ED, emergency department; NICU, neonatal intensive care unit; PICU, pediatric intensive care unit; PNP, pediatric nurse practitioner.


Notable in the
findings was the
low proportion of
time spent by acute
care students in the
category of caring
for children with
common acute
illness, and some
programs reported
no clinical
experiences for
acute care PNP
students in caring
for healthy
newborns or
adolescents.
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their clinical rotations with inpatients, both stable and
unstable, as well as in specialty settings that focused
on children with chronic illnesses. Conversely, primary
care PNP students spent significant time providing care
of common acute illness and well child care as well as
chronic illness/specialty care for children. Less time
was spent in specific newborn and adolescent settings.
Some programs used elective time in inpatient care set-
tings. Both primary and acute care PNP programs used
emergency departments (EDs) for student clinical ex-
periences, with most acute care programs reporting
a range of 50 to 100 hours. The majority of primary
care programs reported offering the ED as an elective
for students; the range of hours varied. Nearly 30% of
primary care programs did not offer any ED
experiences.


Clinical Competencies
While the number of supervised clinical hours has long
been used by nurse practitioner educators and regula-
tors as a proxy for clinical competency, there are core
and specific clinical competencies that students in
PNP programs must demonstrate. Therefore, the third
area of investigation in the survey involved exploring
clinical competencies that program directors expected
students to master. Further, they were asked how these
competencies were taught, whether they were taught
only didactically in the classroom, whether students re-
ceived experience with the competency in a simulated
clinical situation, or, finally, whether the student was
expected to have direct clinical experience to enhance
mastery. Nineteen clinical competencies were pro-
vided to the respondents in a list; they ranged from
history taking, physical assessment, identification of
genetic variations and mental health screening, thor-
ough management of stable chronic illnesses, and man-
agement of critical illnesses (Table 4). The results
indicated overwhelming congruence between the
competencies expected of students within acute care
and primary care programs. The main divergence


involved three competencies expected of acute care
students that were not expected of primary care stu-
dents: (a) management of unstable chronic illnesses;
(b) management of complex acute illness; and (c) man-
agement of critical illness. The acute care programs also
report teaching all of the competencies that are taught
in the primary care programs.


Skills
The electronic survey also included a broad list of 57
clinical skills. Faculty indicated which skills were
taught, and more specifically, at what level these skills
were taught (to order, to interpret, or to perform) and
in what setting (classroom, skills laboratory, or with
preceptors). While there was significant overlap of the
skills taught in primary and acute care programs, the de-
gree of overlap was less than with the competencies. As
expected, many of the more invasive procedures are
taught mainly in the acute care programs. A short list
of key differences in skills taught can be seen in Table
5. While 82% of acute care programs reported teaching
lumbar punctures in the classroom and laboratory
settings, one program reported not teaching the proce-
dure. A similar number taught endotracheal/nasotra-
cheal intubations and chest tube insertions in
laboratory and classroom settings; more than 85% of
primary care programs did not teach these skills. A little
over half (55%) of the acute care programs taught stu-
dents about bone marrow aspirations in the classroom;
fewer used laboratory settings (36%) for this instruc-
tion, and more (64%) expected students to learn the
skills with preceptors. A minority of programs (27%)
do not teach it at all. The majority of primary care pro-
grams (69%) do some teaching related to incision and
drainage procedures, either in the classroom or the
skills laboratory. A minority (28%) reported teaching
students ‘‘how to perform’’ incision and drainage pro-
cedures. When they do not teach students to perform
the procedure, they teach them ‘‘to order and interpret


TABLE 3. Comparison of acute and primary care PNP clinical hours


Acute care program hours Primary care program hours


Category Mean Range Mean Range


Well child 55 0-100 150 1-500
Common acute illness 57 1-50 250 1-400
Chronic illness/specialty 134 1-300 75 1-400
Adolescent clinical Most had none 0-100 25 0-200
Newborn clinical 17 0-50 25 0-100
ED/urgent care 77 0-200 25 0-200
Inpatient stable 115 50-300 25 0-50
Inpatient unstable 155 100-500 25 0-50
Total hours 645 560-785 607 500-765


1000 (DNP)*


DNP, doctorate of nurse practice; ED, emergency department; PNP, pediatric nurse practitioner.


*One DNP Program reported 1000 total hours
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findings.’’ A slight majority of primary care programs
taught students to interpret x-rays and how to order
computed tomography magnetic resonance imaging
scans. More than half of primary care programs taught
students to suture, whereas nearly all (91%) of the acute
care programs taught suturing. Acute care programs re-
ported a heavier reliance on skills laboratories and pre-
ceptors to teach specific skills than did the primary care
programs.


Simulation
All of the acute care programs and nearly all of the
primary care programs (85%) reported using simulated


patient scenarios to teach students. Equal numbers of
both types of programs used live patients in simulation
(73%). The acute care programs relied more heavily
on both low-fidelity (54%) and high-fidelity (63%)
simulators to teach students than did the primary care
programs (31% and 29%). Only 18% of acute care pro-
grams reported using simulation in lieu of a small num-
ber of clinical hours (mean = 13 hours), while only 6%
of primary care programs reported using a mean of 5
simulation hours in lieu of clinical experiences.


Faculty were asked to describe the common and
unique coursework of primary care and acute care
students. Several diverse formats were reported. Trends


TABLE 5. Selected PNP skills taught in acute and primary care programs


Acute care programs that teach
students ‘‘to perform’’ this skill


Primary care programs that teach
students ‘‘to perform’’ this skill


Skill (may use
laboratory, classroom, or


preceptor to teach)
Teach all


‘‘to perform’’ (%)
Not taught
‘‘at all’’ (%)


Teach all
‘‘to perform’’ (%)


Not taught
‘‘at all’’ (%)


Suturing 92 8 47 32
I&D 72 18 28 31
Debride wounds 67 8 16 31
Lumbar puncture 82 8.3 1 85
Chest tube insertion 82 8 0 100
Interpreting x-rays 100 0 53 7
Interpreting 12-lead ECG 100 0 32 66
Endotracheal/nasotracheal intubations 81 18 3 95
CVP line placement 50 50 0 100
Participate in case presentation or rounds* 67 0 37 3.2


CVP, central venous pressure; ECG, electrocardiogram; I&D, incision and drainage; PNP, pediatric nurse practitioner.


Percentages do not add up to 100 because faculty often report teaching the skill to some degree but do not report teaching student ‘‘to


perform.’’


*Nearly all report classroom teaching in this subject.


TABLE 4. Comparison of primary and acute care student competencies


Competencies Acute care Primary care Both programs


Health history X X X
Developmental screening X X X
Behavioral screening X X X
Mental health screening X X X
Physical assessment X X X
Identification of genetic variations X X X
Abuse or violence assessment X X X
Social and family assessment X X X
Health promotion, health maintenance, and anticipatory guidance X X X
Identification and management of common acute diseases/conditions X X X
Diagnostic test indication and interpretation X X X
Primary care needs of children/adolescents with chronic illness/disabilities X X X
Management of stable chronic illness/disabilities X X X
Management of unstable chronic illness/disabilities X _ _
Management of complex acute illness X _ _
Management of critical illness X _ _
Collaboration/referrals to community resources X X X
Pharmacodynamics and medication prescription X X X
Identification and early intervention with children with


mental/behavioral health problems
X X X
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included programs that have primary care and acute
care students enrolled in much of the same coursework
with the exception of additional diagnostic skills or
advanced procedure laboratory courses for the acute
care students. Other formats include course(s) unique
to the acute care students that focus on themanagement
of high-acuity clinical problems. Some programs
reported that students in both tracks took similar cour-
sework, while it is the clinical requirements that largely
distinguish the two tracks. At least one acute care
program reported very different coursework for their
acute care students, with only the MSN core courses
common to all PNP students.


PHASE TWO: QUALITATIVE ANALYSIS OF
INTERVIEWS WITH SELECTED PNPS
The participants selected to be interviewed in Phase
Two of this study were all working in hospital-based
settings and had been practicing in their current role
between 9 months to 18 years (mean 5.3 years; median
4 years). The geographically stratified sampling tech-
nique resulted in a nationally representative sample
(Table 1). In these roles, the majority provided care
for children with a range in acuity of illness from stable
to high acuity (Figure) and included a wide range of
specialties (Table 6). Differences in level of patient
acuity were not seen between the practitioners who
were educated in primary care programs or those


who were educated in acute care programs. Despite
the diversity of practice settings, participants described
their responsibilities quite similarly (Table 7).


The findings from the qualitative interviews were
organized into two broad categories: Preparation for
Current Practice and Desired Skills and Experience.
Following is a description of the themes that were
grouped under these two categories.


Preparation for Current Practice Setting
Many participants believed that much of the prepara-
tion for their current role came from their former expe-
rience as registered nurses providing care for children
with similar health issues. One participant said, ‘‘I was
prepared for the types of patients because I had a lot
of experience prior to my education.’’ Several partici-
pants expressed their concern that many of the recent
graduates coming out of nursing programs today have
less registered nurse (RN) experience than did gradu-
ates of the past. A related theme on role preparation
was that many participants believed that on-the-job
training was a primary component. One participant
said, ‘‘Education did not prepare me for the role.on-
the-job training is a lot of it.’’ Another person com-
mented, ‘‘Overall it was good, solid base through the
primary care program, but I learned a lot of the acute
care management from the physician I worked with.
Acute care management, fluid electrolyte imbalance,
diabetes insipidus, complications such as ascites, fluid
overload, dehydration, and things like that I really felt
like I learned once I started in the role.’’


Participants were asked to describe essential
elements that were missing from their educational
programs that would have prepared them for their
current roles that crossed the acuity continuum. Under-
standably, graduates from primary care programs
described missing elements such as specialty care con-
tent, care of the unstable patient, and fluid and electro-
lyte management. Graduates from acute care programs
also described missing content on specialty care and
chronic illness. Several acute care graduates described
the need for primary care content that was necessary
in their current role.


Graduates from primary care programs valued the
knowledge that they gained in their program on care
of the healthy child as well as growth and development
and felt strongly that this knowledge was very valuable
regardless of the setting. They described the founda-
tional nature of their programs that gave them strong
fundamental skills. For example, one participant
said, ‘‘ .I use my primary care skills on a daily
basis.especially with the kids with special needs, I
use my primary care stuff all the time. The surgeon
every single day says �I am so glad you have that�.
because I can look at ears and I can look at a kid with
a fever and not just think of something orthopedic or
surgical, I have a broader knowledge base. And when


FIGURE. A, Stability of patients cared for by
acute care–educated hospital-based PNPs. B,
Stability of patients cared for by primary care–
educated hospital-based PNPs. This figure is
available in color online at www.jpedhc.org.
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it comes to development and ear infections and consti-
pation, and all those typical pediatric stuff, I see that in
orthopedics all the time, I can treat them.’’ Another per-
son said, ‘‘In many ways the primary care backing was
a nice compliment to a surgical service because our role
is to act as the pediatric expert to the surgical team.
Having the basic pediatric background was a compli-
ment and it has assisted significantly in my acute care
practice.’’


Interestingly, many of these same primary care grad-
uates also stated that they would have chosen an acute
care program for study had one been available or feasi-
ble for them to attend. Theybelieved thatwhile an acute
care program would have been missing some of the
valuable foundational elements that their primary care
program provided, it would have prepared them better
for their current roles.


Graduates from acute care programs believed that
there was a need for a program that focused more
broadly on acutely ill children without the singular
focus on critically ill children. Several persons said
that hospital-based PNPs did not need intensivist
knowledge but instead needed knowledge of how to
care for sick children within specialty areas.


Desired Clinical Experiences
Participants were asked to describe types of clinical
practicum experiences that would have ideally pre-
pared them for their current role. Many persons
described the need for more clinical experiences in spe-
cialties, acute care, and urgent care. Graduates from
both types of programs believed that they would have
benefited from extended hours of inpatient and chronic
illness management experience. For example, one per-
son said, ‘‘I wouldn’t have minded the program to be


extended by another semester and having more infor-
mation on different specialties, GI, nephrology, neurol-
ogy; learning more about what happens in outpatient
evaluations.’’


Participants described the benefit of having clinical
rotations that allowed them to spend an extended pe-
riod in the same rotation. This ‘‘residency’’ type of rota-
tion allowed them to immerse themselves into the
deeper aspects of the role that came after the novelty
of the setting waned.


Several participants described the need for more
training in procedures and simulation experiences.
They compared themselves to physician assistants
(PAs) and felt the pressure to compete with PAs’ skills
and training in order to be hired in competitive situa-
tions.


Some additional areas of desired content included
ethics, palliative care, and diagnostic reasoning. One
participant stated, ‘‘. I think it was addressed but there
(was) just not time enough to address everything, but
kind of the ethical piece of it and especially end of life
palliative care concerns. I ended up doing an indepen-
dent project on that. I would love to see more discus-
sion about the ethical problems or situations that
advanced practice folks find themselves in.’’


The majority of participants stated that a dual-track
program would be an optimal blend of competencies
in acute and outpatient care. Much enthusiasm was ex-
pressed for this type of program, and many persons
gave unsolicited descriptions of the benefits that such
a program would have for their current practice. One
participant stated, ‘‘It would be nice to have a dual pro-
gram in certain types of settings like this where you see
them and you’re working on, cause I work on primary
care issues as well as acute care issues.’’


TABLE 6. Patient population


Primary care graduates (N = 26) No. Acute care graduates (N = 5) No.


Surgery (inpatient and outpatient) 1 Gastrointestinal specialty 1
Surgery (inpatient) 2 Intensive care unit 2
Surgery (outpatient) 1 Cardiology (outpatient) 1
Hematology/oncology (inpatient, outpatient) 3 Kidney transplant 1
Hematology/oncology (outpatient) 1
Cardiology (inpatient) 1
Cardiology (outpatient) 1
Cardiothoracic surgery (inpatient and outpatient) 1
Intensive care unit 2
Emergency department 3
Chronic ventilator/tracheostomy dependent (inpatient and outpatient) 1
Burn and trauma (inpatient and outpatient) 1
Surgery, trauma, burns (inpatient) 1
Endocrine (outpatient) 2
Preoperative anesthesia 1
Home health for technology dependent 1
Neonatal intensive care unit 1
Newborn nursery 1
Orthopedics (inpatient and outpatient) 1
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DISCUSSION
This study is the most comprehensive, evidence-based,
national examination of educational competencies of
PNPs who provide care to children with health care
needs that cross the continuum of health and illness.
However, limitations must be acknowledged. There is
recognizeddifficulty in attempting to completely define
the nature of all student clinical experiences. Inherent
overlap occurs in many clinical situations, which may
have led some responders to classify clinical hours dif-
ferently. For example, it is not uncommon for students
to spend time providing both well-child care and man-
agement of common acute problems in the same pa-
tient encounter. This situation could have hampered
faculty in being able to discretely separate well-child
hours from other categories. Program directors were
asked how much time students spent providing
chronic/specialty care. While the terms are meant to
convey the specialty settings where children with
chronic illness may obtain specialty care, it is possible
that some respondents interpreted this otherwise, as it
is estimated that 14% of the pediatric population are
children with special health care needs and many are
cared for in general primary care settings (Federal


Interagency Forum on Child and Family Statistics,
2009). In addition, the clinical teaching provided to
students by preceptors in clinical practice situations
constitutes a major portion of clinical learning. Yet
because of variations in the patient census and clinical
opportunities, it is not possible for faculty to predict
with total accuracy what clinical learning will take place
in every situation. For these reasons, it is recognized
that the descriptions of categories and divisions of
health care and competencies and skills taught are the
program directors’ best estimates.


More Alike Than Not
Primary care and acute care PNP programs have more
common elements than unique ones, and the vast ma-
jority of clinical competencies are common to both.
Three competencies that appear to be unique to acute
care programs are management of unstable, chronic
conditions, management of complex acute illnesses,
and management of critical illness.


The mean number of total clinical hours required of
primary care (607) and acute care (645) students is
very similar; however, there are some key differences
in how these hours were allocated. There is a significant


TABLE 7. Hospital-based PNP role responsibilities


Responsibilities of PNPs practicing
across care continuum Data samples


Autonomous role ‘‘.very autonomous; we have no patient restrictions, we see every
patient in the ICU’’


Independent practice ‘‘I provide independent and collaborative medical management of pediatric burn
patients in the outpatient clinic and inpatient unit’’


Provide education ‘‘Helped to develop an orientation program, I do publications, precepting, and staff
education and performance improvement’’


Manager of care ‘‘For the inpatients I am responsible for all case management of patients on my service
as well as helping to write prescriptions and helping to manage patient care’’


Comprehensive care delivery ‘‘I see (surgical) patients in the outpatient clinic 2 days a week and then care for
surgical inpatients for daily meds, pain control, wound assessment, infection, and
discharge’’


Collaborates with other providers ‘‘ I work in a co-management role with the attending’’
‘‘ I work with one surgeon and manage the patient population’’


Consultant ‘‘ For the pain service, because it’s a consult service, we manage, making our
recommendations and writing notes’’


‘‘ I take consults (for pediatric surgery)’’
Coordination of services ‘‘Half of each day in clinic, I do a lot of coordinating between services and inpatient


settings’’
Care across settings ‘‘Follow up for outpatients, TPN, talk with visiting nurses, consult on home wound vacs


and dressing therapies at home and when treatment needs to be altered’’
Informatics leader ‘‘I recently picked up (responsibility for) our surgical data base, entry for the national


database’’
Developer of practice guidelines ‘‘I develop guidelines and protocols (for pediatric patients with burns)’’
Publish clinical knowledge ‘‘I publish clinical knowledge (related to pediatric patients with burns)’’
Performs invasive procedures ‘‘ We do procedures such as PICC lines, JP drains, incision and debridement,


and sutures’’
‘‘ I function as a physician in the ED doing invasive procedures, caring for critical


car patients, intubation, and suturing’’


ED, emergency department; ICU, intensive care unit; JP, Jackson-Pratt; PICC, peripherally inserted central catheter; PNP, pediatric nurse


practitioner; TPN, total parenteral nutrition.
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difference between the amount of clinical time primary
care students and acute care students spent on well-
child care and management of common acute prob-
lems. Primary care students spent an average of 400
hours on this care, whereas acute care students spent
an average of 110 hours on well-child care and manage-
ment of common problems. While both types of pro-
grams required students to spend time caring for
children with chronic illnesses, the students in acute
care programs spent nearly twice as much time provid-
ing this care (134hours in acute careprograms versus 75
hours in primary care programs).


Both types of programs relied heavily on clinical
experiences and preceptors toprovide studentswithop-
portunities for developing skills that cannot easily be
taught using didactic classroom methods. Acute care
programs appeared to use low- and high-fidelity simula-
tion more frequently than do primary care programs. It
appears that although some programs incorporated sim-
ulations in their teaching, they did not use the simulation
time to replace clinical hours to any great extent.


While many primary care programs offered students
clinical opportunities in EDs and some inpatient
settings, these opportunities typically were elective
experiences, not required; primary care programs did
not place students in critical care settings. The majority
of acute care programs provided students with clinical
experiences in intensive care settings. However, it
appeared that some programs use these intensive care
settings setting only for students with prior RN experi-
ence in this area.


Looking to the Future of PNP Education
Growing interest among students, employers, and reg-
ulators in a PNP role that combines acute care and pri-
mary care PNP competencies prompted this study. The
goal was to collect data
directly from educators
and practicing PNPs to
support evidence-
based decision making
regarding PNP educa-
tional preparation for
a combined primary
and acute care role.
An overwhelming 65%
of all PNP programs in
the United States par-
ticipated in this study
in Phase One. Phase
Two added qualitative evidence from 31 PNPs who
practiced in settings that encompassed both acute and
primary care practice responsibilities.


PNP faculty supported the conclusion that there is
significant overlap in the preparation of acute and pri-
mary care PNPs. Three traditional areas of primary
care practice are well-child care, management of


common acute problems, and management of stable
chronic conditions in children. The areas of acute care
practice are seen as the management of more acute
problems in children who are less stable, the manage-
ment of unstable chronic conditions, and the care of
critically ill children. The faculty survey reinforced
that there are many more similarities than differences
among acute and primary care educational programs.
The great majority of clinical competencies expected
of all PNP students are the same whether they are in
primary or acute care programs. Only three competen-
cies are unique to the acute care programs: manage-
ment of unstable chronic conditions, management of
complex acute illnesses, and management of critical
illness. It is likely that these competencies are taught
in the management course identified by many pro-
grams and reinforced by experiences in high-acuity
clinical settings. All other competencies are taught by
both programs. Most acute care programs required
slightly more total clinical hours for their students.
The mean number of clinical hours that acute care
students spent in settings caring for hospitalized stable
or unstable patients was 270. Primary care students
spent an average of 50 hours in these combined
settings, often as an elective experience.


The settings used for both acute and primary care
students were not surprising. The only settings never or
rarely used for primary care students were pediatric
andneonatal intensive careunits. Theonly settings never
or rarely used for acute care PNP students were school-
basedhealth centers.While fewerprimary careprograms
used inpatient settings thando theacute careprograms, it
wasnot unusual tofindprimarycare students alsohaving
clinical rotations in inpatient settings and EDs. Both
groups of students spent significant time in outpatient
specialty settings caring for children with stable chronic
illnesses. Acute careprogramshavealwaysbeenencour-
aged to have students spend some time in well-child set-
tings to learn assessment and normal growth and
development of health children. Their time in these set-
tings is typically quite limited, but programs reported
that acute care students were required to master the
same competencies regarding well-child care and
common acute problems as do primary care students.
It is evident that faculty found opportunities for students
to master expected competencies across a great number
of different clinical settings. Knowledge of the use of
particular settings is informative, but it is only one piece
of the curricular design and is not used by all faculty as
a requirement for achievement of student competency.


ThePNPswhowere interviewed addedgreat depth to
the survey findings. Their narratives regarding the range
of their caregiving for children with chronic illness were
striking. They dramatically reinforce awareness of the
growing role for PNPs in caring for childrenwith chronic
illnesses and special needs (Jackson Allen, Fennie, &
Jalkut, 2008; PNCB, 2009). Results of this study raise


The great majority
of clinical
competencies
expected of all PNP
students are the
same whether they
are in primary or
acute care
programs.
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questions about the extent to which all PNP programs
might benefit from an expanded emphasis on chronic
illness. This would apply to both acute and primary
care programs. PNP faculty should note that the
respondents emphasized the importance of their prior
RN experience prior to their successful subsequent
role as PNPs. This finding provides further evidence in
the ongoing debate regarding the necessity of work
experience as a requirement for entry into an acute
care PNP program.


In summary, this study reinforces the comprehensive
nature of PNP education and practice across settings.
While the researchers were aware of the growing inter-
est in dual or combined preparation among faculty and
new students, the degree of support for such programs
among the respondents in Phase Two was striking. It is
time that the AFPNP utilize existing evidence and move
forward to develop program guidelines for dual (com-
bined) PNP programs that focus on the provision of
care to children and adolescents across a wide contin-
uum of health and illness.
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Editor’s Note: Please see the accompanying article on this topic on p. 62.
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