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A framework for the introduction and evaluation of advanced practice nursing roles
Aim. This paper describes a participatory, evidence-based, patient-focused process
for advanced practice nursing (APN) role development, implementation, and evaluation (PEPPA framework).
Background. Despite the growing demand for advanced practice nurses, there are
limited data to guide the successful implementation and optimal utilization of
these roles. The participatory, evidence-based, patient-focused process, for guiding the development, implementation, and evaluation of advanced practice nursing (PEPPA) framework is an adaptation of two existing frameworks and is
designed to overcome role implementation barriers through knowledge and
understanding of APN roles and environments. The principles of participatory
action research directed the construction of the new framework.
Conclusions. The process for implementing and evaluating APN roles is as complex and dynamic as the roles themselves. The PEPPA framework is shaped by the
underlying principles and values consistent with APN, namely, a focus on
addressing patient health needs through the delivery of coordinated care and
collaborative relationships among health care providers and systems. Engaging
environmental stakeholders as participants in the process provides opportunity to
identify the need and shared goals for a clearly defined APN role. The process
promotes increased understanding of APN roles and optimal use of the broad
range of APN knowledge, skills, and expertise in all role domains and scope of
practice. The steps for planning and implementation are designed to create environments to support APN role development and long-term integration within
health care systems. The goal-directed and outcome-based process also provides
the basis for prospective ongoing evaluation and improvement of both the role and
delivery of health care services.

Keywords: advanced practice nursing, participatory action research, evidencebased practice, patient-focused care, role barriers, role implementation, role
evaluation
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Introduction
Health care restructuring has led to increased demand for
advanced practice nursing (APN) roles (Dillon & George
1997, Pinelli 1997, Offredy 2000, Chang & Wong 2001).
These roles focus on meeting patient health needs by
maximizing the use of nursing knowledge and skills and
improving the delivery of nursing and health care services. APN
roles require graduate education, involve autonomous and
expanded practice, and include multiple domains related to
clinical practice, education, research, professional development, and leadership (ANA 1995, CNA 2000, ICN 2003).
An earlier paper identified six inter-related issues influencing the development, implementation, and evaluation of
APN roles (Bryant-Lukosius et al. 2004). Recommendations
for improving the introduction of APN roles include the need
for a collaborative, systematic and evidence-based process
designed to:
• provide sufficient data to support the need and identify
goals for a clearly-defined role;
• support the development of a nursing orientation to practice characterized by patient-centred, health-focused and
holistic care;
• promote full use of APN knowledge, skills and expertise in
all role domains;
• create environments that support APN role development
within the health care team, practice setting and broader
health care system; and
• provide ongoing and rigorous evaluation of APN roles
related to predetermined outcome-based goals.
This paper describes a framework to guide the successful
development, implementation, and evaluation of APN roles.
This framework builds on the work of Dunn and Nicklin
(1995), who identified steps for introducing new APN roles,
and Spitzer (1978), who outlined a strategy for introducing
new health professionals.
Based on the ad hoc nature of APN roles in Canadian
hospitals, Dunn and Nicklin (1995) recommended that their
introduction follow these steps: identify patient needs,
collaborate with physicians, determine types of positions,
define scope of practice, set standards and develop protocols,
provide educational programmes, evaluate impact, and
determine the need for future positions.
While not empirically developed or evaluated, the Spitzer
(1978) framework uses an evidence-based approach in which
new health care provider roles are likened to the introduction
and evaluation of new therapies. The framework has been
successfully used to introduce several APN roles in Canada
(Spitzer et al. 1974, Mitchell-DiCenso et al. 1995, MitchellDiCenso et al. 1996), and includes the following steps:
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establish the need for the new role; define the role; evaluate
the safety, effectiveness and economic efficiency of the role;
determine the impact of the role on quality of care, patient
acceptance and satisfaction; evaluate health care provider
satisfaction; determine the extent of role transfer if other care
provider functions are assumed by the role; and monitor
long-term performance. Spitzer’s (1978) framework was
revised to include one additional step to develop and evaluate
educational programmes specific to the new role (MitchellDiCenso et al. 1996).
There are unique challenges to the successful implementation of APN roles (Beal et al. 1997, Woods 1998, Irvine et al.
2000, Centre for Nursing Studies and the Institute for the
Advancement of Public Policy 2001, Guest et al. 2001,
Seymour et al. 2002). Spitzer’s (1978) framework applies to
any new health care provider role and therefore does not
address implementation issues specific to APN. Dunn and
Nicklin (1995) identified steps relevant to introducing APN
roles but also did not address implementation issues. Combining these two frameworks addresses several recommendations for introducing APN roles by: providing a systematic
and evidence-based approach for role development based on
patient needs, incorporating nursing standards and scope of
practice for role delineation, supporting role development
through education consistent with role definitions, and
rigorously evaluating the role.

PEPPA framework
The merged framework, the participatory, evidence-based,
patient-centred process, for APN role development, implementation, and evaluation (PEPPA), addresses implementation issues specific to APN roles (Figure 1). The principles of
participatory action research (PAR) informed the construction of the framework. As a process of systematic inquiry,
PAR provides a democratic process for involving individuals
in organizations, education systems, and communities in
promoting health and social change (Foote Whyte 1991,
Smith et al. 1993, Deshler & Ewert 1995). In the PEPPA
framework, the principles of PAR are applied to promote
more equitable distribution of power and enhance the
contributions of nurses, patients, and other stakeholders in
APN role development. Relevant principles of PAR include:
active participation in cycles of reflection–action; valuing
what people know and believe by building on their present
reality; collective investigation, analysis, learning, and conscious production of new knowledge; collective action in
using new knowledge to address problems; and evaluating the
impact of these actions (Deshler & Ewert 1995, Bowling
1997, Smith 1997).
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1. Define patient
population and
describe current
model of care

3. Determine
need for a new
model of care

2. Identify stakeholders
and recruit
participants

4. Identify priority
problems and goals
to improve model
of care

9. Long-term
monitoring of the APN
role and model of care

5. Define new model
of care and APN role
• Stakeholder
consensus about
the ‘fit’ between
goals, new model
of care, and APN
roles

ROLE OF NURSING
PROFESSION AND APN
COMMUNITY
•

•
•
•
•

Define basic, expanded, specialized
and advanced nursing roles and scope
of practice
Define standards of care and APN
role competencies
Define a model of advanced practice
Establish APN education programmes
Evaluate APN outcomes

8. Evaluate APN
role and new
model of care

Provide
education,
resources, and
support

Develop APN role
policies and
protocols

6. Plan implementation
strategies
• Identify outcomes,
outline evaluation plan,
and collect baseline data
• Identify role facilitators
and barriers (stakeholder
awareness of role; APN
education; administrative
support and resources;
regulatory mechanisms,
policies, and procedures

Begin role
development and
implementation

7. Initiate APN role implementation plan

Spitzer (1978) emphasizes the collection of data to establish the need for new health care provider roles. Factors to
consider include population-to-practitioner ratio, demand
and use of health services, unmet patient needs, and patient
acceptance and satisfaction with care. In the PEPPA framework, needs assessment moves beyond supply and demand
issues to identify environmental factors that affect patient
care and the introduction of APN roles.
Most APNs work collaboratively within multi-disciplinary
teams and in established relationships with physicians and
other care providers (Brown 1998, Woods 1999, Hamric
2000). These and other stakeholders have important impacts
on patient care. The model of patient care is defined by
stakeholder roles and relationships and is influenced by their
values, beliefs and experiences with APN. These relationships
create work conditions that can facilitate or obstruct
APN role development (Hamric 2000). To promote work
532

Figure 1 The PEPPA framework: a
participatory, evidence-based, patientfocused process for advanced practice
nursing (APN) role development,
implementation, and evaluation (adapted
from Spitzer 1978, Dunn & Nicklin 1995,
Mitchell-DiCenso et al. 1996).

conditions that support APN roles, the process for role
introduction should assess how well the model of care or
relationships among patients, health care providers and
health services is meeting patient health needs.

Step 1: Define patient population and describe current
model of care
The starting point is to define the current model of care by
mapping out how patients and families enter the health care
system and interact with health care providers and services
over a specific period or continuum of care (Smith 1997).
While the patient is the centre of the model, the focus of
relationships and interactions can be defined from a team,
organizational, and/or geographical perspective. For example, in considering an APN role for patients with prostate
cancer, the population could be limited to those with
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advanced disease. The care continuum could begin at the time
of referral to an oncology team or regional palliative care
programme and continue until the patient’s death.

Step 2: Identify stakeholders and recruit participants
This step involves identifying key stakeholders. The principle
assumption of the framework is that all stakeholders,
regardless of their roles, have the capacity to reflect, learn,
inform and work to improve the model of care (Deshler &
Ewert 1995, Smith 1997). Stakeholders include patients and
families, advocacy groups, volunteer agencies, health care
organizations, the health care team, professional associations,
support staff, administrators, educators, and government
agencies involved in health policy and funding. Stakeholders
represent vested interests, values, perceived power and
expectations. Stakeholder participation at the onset is critical
for ensuring commitment to and providing support for
planned change. Manley (1997) found that nursing staff
involvement in defining the purpose and objectives of the
advanced practice/nurse consultant role was a prerequisite for
establishing a culture of shared values and beliefs necessary to
operationalize the role. When new APN roles are established
in isolation from key stakeholders, issues related to role
clarity, role boundaries, role acceptance, and potential
barriers and facilitators to role implementation are not
addressed (Read 1999, Centre for Nursing Studies and the
Institute for the Advancement of Public Policy 2001, Guest
et al. 2001, Seymour et al. 2002, Marsden et al. 2003).
Participants refer to stakeholders involved in implementing
the framework. The term participant rather than stakeholder
is used to reflect the active role individuals play in defining
tasks and working as planners, learners, data collectors and
decision-makers.
Factors to consider for participant recruitment include:
ability to invest the time and energy and to communicate
stakeholder issues (Gray et al. 1995, Smith 1997). Participants should represent a range of stakeholders who would
affect or be affected by changes to the model of care and
introduction of an APN role. Finding the right balance in
composition and numbers of participants can be a challenge.
If the range is too narrow or over-represented by one
stakeholder group, the scope of ideas for change may be
limited. Too many participants can impede consensus decisions.
From an APN standpoint, there must be a balance between
medical and other stakeholder viewpoints. Medicine often
dominates APN role development; yet, optimal outcomes
may be achieved when APN roles have a strong nursing
orientation (Beal et al. 1997, Cameron & Masterson 2000,
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Irvine et al. 2000, Bryant-Lukosius et al. 2004, Marsden et al.
2003). Models of care involving APN roles must reflect
values consistent with nursing. In many health care settings
this requires movement from traditional medical models
focused on illness towards patient-focused, holistic, and
integrated models of care designed to promote health and
quality of life. Paradigm shifts of this magnitude occur when
participants with varied viewpoints have opportunity to
express opinions, are perceived as valuable contributors, and
are involved in consensus decisions (Smith 1997).
The process for defining a patient-focused model of care
must include patients and families. Patients are active
participants in their own health care and are experts in their
needs (Gray 1992). Families give home care and patient
support. Patients and families can provide a balance between
medical and administrative viewpoints, increase awareness
about the human dimension of health care, and identify
inefficiencies and lack of coordination among health services
(Gerteis et al. 1993, Gray et al. 1995).
Some stakeholders may have no experience with APN
roles. Involving APNs and the nursing profession may help
educate participants about the roles and how they may fit
within a new model of care. Nursing associations can also
address implementation issues related to role standards,
competencies, licensing, education, mentorship and outcomes
(Dunn & Nicklin 1995, Read 1999).
A final consideration is determining who will facilitate the
process. Like the external researcher in PAR, the facilitator is
not an objective observer but an active participant (Deshler
& Ewert 1995). An important role of the facilitator is
promoting equitable and valued involvement of all participants. The challenge is to guide participant discussion such
that the range of experiences, issues, needs, and conflicts can
be elicited and move the group forward to determine shared
goals and actions (Gray 1992, Smith et al. 1993, Soltis-Jarrett
1997). The facilitator requires expert group process and
transformational leadership skills, and must also have participant support and be perceived as a credible individual with
commitment to the process rather than a specific agenda
(Bowling 1997).

Step 3: Determine need for a new model of care
The reflective process begins as participants analyse the
strengths and limitations of the model of care (Smith et al.
1993, Dunn & Nicklin 1995) and investigate these issues:
• What are patient and family health needs?
• What are the context and consequences of these needs?
• What factors contribute to these needs?
• What are stakeholder perceptions of these needs?
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• What additional information about these needs is required?
and
• What sources and methods can be used to acquire this
information? (Smith et al. 1993).
APN roles involve assessing and managing human needs
resulting from actual or potential health problems (ANA
1995, Endicott 1997). Patient health problems (e.g. prostate
cancer) must be distinguished from patient health needs
(e.g. information about prostate cancer treatment). Needs are
subjective expressions of goals or of something missing that is
important for well-being (Maslow 1970, Alderfer 1972,
Endicott 1997), whereas health problems may or may not be
associated with health needs.
Health care literature and institutional or national databases may provide measures of patient health needs related
to morbidity and mortality, physical and psychosocial function, disability, healthy years of lost life, and health-related
quality of life (Tugwell et al. 1985, Harrison et al. 1996). In
the absence of existing data, surveys, focus groups or in-depth
interviews could be employed. Patients and families often
have numerous health needs, but not all needs have the same
frequency or significance. Therefore, the analysis should also
prioritize needs.
A similar process is used to determine how well the model
of care is meeting patient health needs. The analysis considers
the availability, accessibility, acceptability, awareness, appropriate use, and affordability of health services and human
resources for meeting health care demands related to patient
volume and acuity, provider/consumer satisfaction, and
changes in the quantity, distribution, or roles of health care
providers (Spitzer 1978, Mitchell-DiCenso et al. 1996). In
this manner, the context and consequences of patient/family,
health care provider, and health care system factors contributing to unmet patient health needs are identified.

Step 4: Identify priority problems and goals
The next step asks, ‘What does this new information mean?’
and ‘What additional information is required?’ (Smith et al.
1993). The group develops a more complete understanding of
patient needs and the strengths and limitations of the model
of care. Shifts in traditional power structures occur when
participants become connected by mutual understanding and
shared interests (Smith 1997). This enables the group to move
forward and establish consensus on the problems in meeting
patient health care needs, the most important problems, and
what can be accomplished by resolving these problems.
Categorizing patient needs and health care delivery problems into groups or themes helps to identify and analyse
problems. When several problems in meeting patient health
534

care needs are identified, establishing priorities can focus
efforts to achieve maximum improvement in the model of
care. Formal methods such as the Delphi technique, consensus panels, or nominal group process can be used to achieve
consensus (Bowling 1997). Regardless of the approach,
consensus decisions should be informed by broad stakeholder
input and should reflect patients’ priority needs. Strong
agreement on priorities is important for stakeholder commitment to problem resolution. Goal identification allows
participants to determine what they hope to accomplish
through efforts to resolve priority problems and provides the
basis for identifying outcomes to evaluate the new model of
care and the APN role.

Step 5: Define the new model of care and APN role
Participants move to the action stage (Smith et al. 1993) by
determining modifications to the model of care and need for
an APN role:
• What new care practices and care delivery strategies can be
employed to achieve identified goals? Are there evidencebased data to support these changes?
• Are changes to current roles and responsibilities required to
implement new care practices and care delivery strategies?
• Is there a need for additional expertise provided by a new
health care provider role?
• If so, would an APN role enhance ability to achieve goals
for meeting patient health care needs? How do we know
this?
• How well does an APN role ‘fit’ within this new model of
care?
• What are the advantages and disadvantages of an APN role
compared with alternative health care provider roles?
Generating a depth and breadth of strategies to improve
care is strengthened because patient needs have been examined from multiple viewpoints. A new model of care evolves
from discussion about what is the most appropriate care, who
are the most appropriate health care providers, and how they
will be involved in new care practices and goal-related
strategies.
For example, in a hypothetical assessment of patients with
prostate cancer undergoing prostatectomy, a priority problem is increased hospital re-admissions for urinary sepsis.
Negative consequences include prolonged recovery, increased
costs, and cancellation of other surgery because of lack of
beds. Contextual factors include lack of pre- and postoperative patient education about self-care of urinary catheters, increased age of patients at risk for complications, and
reduced home care services. Implementing only one strategy,
such as preoperative education, will limit the impact on
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reducing urinary sepsis because other contributing factors
have not been addressed. Instead, participants could determine the additional expertise an APN role would provide to
prevent urinary sepsis through patient education, targeting
high risk patients, establishing criteria and assessing patient
readiness for discharge, and improving home support and
follow-up care.
To minimize role confusion, it is important to clarify
participant perceptions about the purpose and multi-domains
of APN roles related to clinical practice, education, research,
professional development, and leadership. The ‘fit’ between
goals, strategies, definitions of APN roles, competencies, and
scope of practice is also evaluated. Specialization, expansion,
and advancement are basic criteria for ‘advanced’ nursing
practice (ANA 1995). Of particular importance is the effective
use of all APN role domains, the need for skills and role
autonomy beyond traditional scopes of nursing practice, and
role overlap with other health care providers. Another consideration is the compatibility of values underlying the changes to
the model of care and values associated with APN. The primary
focus of the role should be on promoting continuous, coordinated care designed to improve patient health. Decisions to
introduce a new APN role involve careful evaluation of the
strengths and limitations of alternate nursing and health care
provider roles (Mitchell-DiCenso et al. 1996).
Following the decision to introduce a new APN role,
participants work on defining the precise nature of each APN
role domain (Dunn & Nicklin 1995). This task may require
involvement of those who have experience with similar APN
roles. The development of the neonatal nurse practitioner
role in Ontario, Canada involved surveys of medical
directors, nursing directors, nurse managers, staff nurses,
and physicians from neonatal intensive care units across the
province and from American and Canadian centres that had
implemented the role (Hunsberger et al. 1992). These data
enabled participants to achieve consensus about explicit
activities and time allocated to each role domain. Identifying
stakeholder preferences in defining the APN role enhances the
likelihood of role acceptance and optimal role utilization.
The next task involves defining the relationship between the
APN role and those of other care providers. Studies examining
the introduction of APN and other types of nursing roles
suggest that greater attention must be paid to teamwork and
accountability (Guest et al. 2001, Read et al. 2001, Seymour
et al. 2002). For example, how would the physiotherapist and
home care nurse work with the APN to improve the self-care
skills of patients after prostatectomy? The model of care is
refined as the roles and responsibilities of the APN and health
care team members are clarified. Through this process issues
related to accountability, autonomy, collaboration, commu-
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nication, reporting mechanisms, and reimbursement are
addressed (Levenson & Vaughan 1999). Professional nursing
standards provide guidelines for establishing role qualifications, including level of experience, education and credentials.

Step 6: Plan implementation strategies
The action stage continues with developing a plan to ensure
system readiness for the APN role. Key questions to address
are:
• What goal-related outcomes are expected from the introduction of an APN role and changes to the model of care?
When will these outcomes be achieved?
• What are the facilitators and barriers to APN role development and implementation?
• What strategies are required to maximize role facilitators
and minimize role barriers?
• What resources and supports are required for role development and implementation?
Planning begins with outlining the evaluation plan, including specification of goal-related outcomes for each APN role
domain and other changes to the model of care, timeline for
achievement, and identification of baseline data to be
collected prior to role implementation. This plan should
consider the availability of measurement tools, resources to
conduct the evaluation and strategies to obtain patient
feedback (Levenson & Vaughan 1999).
Planning involves identifying strategies to facilitate APN
role development, and anticipating and preventing role
barriers. Depending on the model of care and APN role,
strategies may be required to address implementation issues
within and across organizations and health care settings.
Stakeholder awareness of the role; APN education; administrative support and resources; and regulatory mechanisms,
policies, and procedures are frequently identified as APN
role facilitators and warrant particular attention during the
planning stage (Cameron & Masterson 2000, Guest et al.
2001, Bryant-Lukosius et al. 2004, Marsden et al. 2003).
Stakeholder awareness of the role
In previous frameworks, education focused on developing the
APN (Dunn & Nicklin 1995, Mitchell-DiCenso et al. 1996).
In the PEPPA framework, education also involves providing
education about the APN role. Lack of role clarity among
stakeholders is a barrier to role implementation (Dunn &
Nicklin 1995, Knaus et al. 1997, Woods 1998, Irvine et al.
2000, Seymour et al. 2002). Stakeholders such as nurses,
physicians, students, support staff and managers should receive
information about the APN role and have an opportunity to
clarify role expectations (Levenson & Vaughan 1999).
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APN education
There is growing consensus that graduate education is
essential for APN roles (ANA 1995, CNA 2000, ICN 2003).
New roles require consideration of the availability and types
of existing graduate programmes, and extent to which curricula include required specialty knowledge and skills. Regional or national models of care requiring substantial
numbers of APNs may necessitate development of specialtyfocused education programmes (Mitchell-DiCenso et al.
1996, Andrusyszyn et al. 1999).
When only a few APN roles are required, developing
specialty graduate programmes may not be feasible and it
may be more efficient to send potential postholders to
programmes in other countries. Many APNs acquire specialty
expertise through apprenticeships, in-house education programmes, or on the job training. Drawbacks to these kinds of
education include: variable quality and consistency, lack of
standards, incomparability to other APN roles for evaluation,
lack of academic credit, limited impact on career advancement, and non-transferability of skills to other settings.
Physicians are often the primary educators in apprenticeship
programmes and may not address nursing issues. Linking
with nursing education programmes to provide periodic
postgraduate certificate courses may be one strategy to
enhance APN education. At the minimum, role-specific
education programmes should utilize APN expertise (Dunn
& Nicklin 1995, Marsden et al. 2003) and be evaluated
(Mitchell-DiCenso et al. 1996).
Administrative supports and resources
Administrative support is crucial for role implementation and
development (McFadden & Miller 1994, Kinney et al. 1997,
Knaus et al. 1997). An important function of administrators
is to promote systems entry. Advanced practice nurses who
are new to the role and/or organization report difficulty in
navigating and negotiating their roles within complex health
care systems (Knaus et al. 1997, Irvine et al. 2000). Strategies
to support systems entry include: heightening the role profile
within practice settings; facilitating introductions to key
colleagues; delegating leadership responsibilities to the APN;
initiating APN participation in practice, education, and/or
research committees; and demonstrating commitment to
policies and practices that support advanced nursing practice.
Substantial learning occurs during the first year of role
implementation (Brown & Olshansky 1997, Kleinpell-Norwell 1999, Sidani et al. 2000). Administrators can promote
APN role development through: regular contact, support and
evaluation of progress; mentorship; and APN networks and
working groups. Collaborating with university schools of
nursing provides APNs with opportunities to: evaluate and
536

improve their own practice through education of graduate
students, participate in research, and use nurse teachers
(McFadden & Miller 1994).
Administrative commitment to the APN role involves
providing practical resources and supports necessary to
perform it (Ostwald et al. 1984, McFadden & Miller 1994,
Sanchez et al. 1996, Levenson & Vaughan 1999, Martin &
Hutchinson 1999, Guest et al. 2001). Practical resources
include adequate office and clinical examination space,
audiovisual equipment, and communication and computer
technology. Practical support includes assistance with clinical
procedures, clerical work, and data management, and educational opportunities.
Optimal reporting structures for APN roles are unclear and
may depend on clinical and non-clinical activities. Currently,
APNs may report to physicians, nursing or non-nursing
directors, or medical and nursing directors (McFadden &
Miller 1994, Sidani et al. 2000). Nursing administrative
support is important for developing a nursing orientation to
practice and job satisfaction, while physician support is
essential for role implementation (McFadden & Miller 1994,
Beal et al. 1997, Woods 1998, Cameron & Masterson 2000,
Irvine et al. 2000). Nurse administrators and physicians may
have competing expectations of the APN role; therefore, dual
reporting to a nursing and medical director may be important
for maximizing support and resolving role conflicts. Nonhierarchical management structures which permit senior
nursing leaders to be involved in APN role development,
and where the APN is viewed as an important contributor to
the management team and to achieving organizational goals,
have also been identified as important role facilitators
(Manley 1997, Cameron & Masterson 2000).
Regulatory mechanisms, polices and procedures
Planning involves identifying the structures to support role
autonomy related to APN authority, collaborative and
independent practice and clinical decision-making. Role
autonomy enables full role implementation and permits
APNs to be creative, flexible and immediately responsive to
patient needs (Woods 1998, Irvine et al. 2000, Cameron &
Masterson 2000).
At legislative and health care systems levels, planning may
involve the nursing profession gaining regulatory approval and
establishing the credentialing process for expanded role
activities (Dowling et al. 1996, Levenson & Vaughan 1999,
Centre for Nursing Studies and the Institute for the Advancement of Public Policy 2001). At organizational levels, processes
are required for documentation of patient care, prescriptive
and diagnostic authority, and referral to and from other health
care providers and services. These issues can be addressed by

 2004 Blackwell Publishing Ltd, Journal of Advanced Nursing, 48(5), 530–540

Nursing and health care management and policy

developing policies and protocols that outline APN role
autonomy, authority, and accountability (Kinney et al. 1997,
Knaus et al. 1997, Irvine et al. 2000, Sidani et al. 2000, Read
et al. 2001). When legislation does not keep pace with
the expansion of APN roles, protocols can bridge the gap in
supporting APN role autonomy (Vlasic et al. 1998, Irvine et al.
2000, Sidani et al. 2000).

Step 7: Initiate APN role implementation plan
Ideally, the strategies in Step 6 should be implemented in a
logical sequence, in which: stakeholders are oriented to the
role, potential role-holders acquire the necessary education,
and administrative support and resources are in place; regulatory mechanisms and policies and procedures are established;
and the person is hired and role development and implementation begins. Rarely is it possible to have all strategies in place
at the time of role introduction, and continuous change within
APN work environments will require new strategies to support
role development. As the framework illustrates, role implementation is a continuous process with movement among these
steps, and is dependent upon the stage of role development and
monitoring of the role.
A critical issue is the recognition that full implementation
of an APN role takes time. Hamric and Taylor (1989)
identified seven phases of clinical nurse specialist (CNS) role
development, each with unique tasks and resource and
support needs. For novice CNSs, full role implementation
took 3–5 years (Hamric & Taylor 1989). Movement through
developmental phases is dependent on performance evaluations and communication between APNs and administrator(s) to ensure that the supports and resources necessary for
each phase are provided.

Step 8: Evaluate APN role and new model of care
In PAR, reflection involves examining the impact of actions
(Smith et al. 1993) and in this step involves a comprehensive
structure-process-outcome evaluation of the new model of
care and APN role. Several structure-process-outcome frameworks have been developed to evaluate APN roles (Grimes &
Garcia 1997, Byers & Brunell 1998, Irvine et al. 1998).
Inclusion of the model of care in this evaluation will help
identify how roles, relationships and resources impact on
APN outcomes. Structure refers to resources, the physical and
organizational environment, and characteristics of the APN.
Process refers to the types of services, how services are
provided, and how the APN role functions related to practice,
education, research, and organizational and professional
leadership. Outcomes are the results of care and are affected
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by both structure and process factors. Studies of new APN
and health care provider roles have demonstrated the
importance of structure and process evaluations to identify
role barriers and facilitators (Guest et al. 2001, Read et al.
2001). Role barriers can then be addressed prior to comprehensive outcome evaluations.
Initial evaluations of the APN role and model of care
should focus on outcomes related to safety and efficacy,
acceptance and satisfaction, costs and role transfer (MitchellDiCenso et al. 1996). Selecting outcomes sensitive to APN
interventions is a challenge and failure to do so may result in
missing improvements attributable to the APN role. Selecting
goal-directed outcomes relevant to each role domain and
specific to the APN role aids in determining nurse-sensitive
outcomes (Burns 2001, Minnick 2001).
The amount of exposure to nursing interventions is another
important consideration (Brooten & Naylor 1995). Insignificant change in APN-related outcomes may not mean that
the role is ineffective, but that the frequency or intensity of
APN-patient interactions is insufficient. Revisions to the APN
role might consider increasing the amount of patient contact.
The model of care could also be modified to eliminate
barriers that restrict patient access to the APN.
The APN has a responsibility for monitoring the impact of
the role and his/her own performance. This should include
prospective data collection relevant to the goals for each APN
role domain. APNs have found that documenting activities
relevant to goal-directed outcomes demonstrated the diversity
of their work, was crucial to maintaining their position, and
provided evidence to support the addition of new roles
(McFadden & Miller 1994). Strategies include daily records
of activities and time spent on role domains, such as the number
of referrals and types of patients seen, staff programmes
provided, number and types of consultations, development of
care maps, scholarly presentations and publications, contributions to committees and organizational initiatives, and participation in research (Dayhoff & Lyon 2001). Activities are
then linked to specific outcomes such as prevention of
complications, staffing patterns and practices, length of stay,
costs, and re-admission rates. Feedback on performance and
process related elements of the role, such as personal, peer, staff
and patient satisfaction, should also be documented.

Step 9: Long-term monitoring of the APN role and
model of care
Mechanisms for annual monitoring and long-term surveillance of the model of care and the APN role are also required
(Mitchell-DiCenso et al. 1996). Continuous change within
APN environments can affect the safety, satisfaction and
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What is already known about this topic
• There is growing demand internationally for advanced
practice nursing roles.
• Many barriers to the successful introduction of new
advanced practice nursing roles could be avoided by
improved planning and systematic efforts to address
implementation issues unique to advanced practice
nursing.

What this paper adds
• The PEPPA framework, or a participatory, evidencebased, patient-focused process, for guiding the development, implementation, and evaluation of advanced
practice nursing (APN) roles.
• Engaging stakeholders in the role development process
gives opportunities to establish the need and identify
shared goals for a clearly-defined advanced practice
nursing role.
• The goal-directed and outcome-based process provides
the foundation for prospective evaluation and thus
continued improvement of advanced practice nursing
roles and delivery of health care services.

sustainability of the role. Advances in treatment and technology can impact on patient health needs and health care
policies or funding can influence care delivery. Long-term
monitoring of established roles is importance for helping
stakeholders maintain a common vision of the role relevant
to health care systems needs (Seymour et al. 2002). Thus the
process for APN role development, implementation, and
evaluation is iterative. Long-term evaluations should revisit
each stage of the PEPPA framework and make appropriate
changes to the APN role, role supports and model of care.

Strengths and limitations of the PEPPA
framework
This framework uses a health-oriented, patient-focused,
participatory and stakeholder-driven process as a strategy
for overcoming obstacles to implementing APN roles.
Although not empirically developed or evaluated, the framework applies accepted principles of PAR and evidence-based
processes, as outlined by Spitzer (1978), and draws on a large
body of research on the implementation of APN roles. Future
research should determine the framework’s effectiveness for
improving the implementation and evaluation of APN roles.
On a practical level, the framework is a valuable guide for
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introducing new APN roles and promoting understanding of
them and factors that influence their implementation. The
PEPPA framework illustrates the complexity and interrelatedness of steps involved in APN role development,
implementation, and evaluation.
The effort and resources to implement the framework may
appear overwhelming. However, it can be used as a flexible
guide in which the scope is tailored to meet temporal and
resource restrictions. For example, limiting the patient
population to one group at one point in the care continuum,
and restricting the model of care to a team rather than a
region, narrow the scope of the process. The needs assessment can be limited to one or two rather than multiple
patient needs. The evaluation design can be practical and
feasible, while maintaining methodological rigor. Limiting
the scope will narrow the potential impact, but recognizing
and responding to environmental constraints will enhance the
likelihood that priority goals for the APN role and model of
care will be achieved.
The underlying principles of the framework and the focus on
patient health needs are consistent with the central mandate of
nursing and the collaborative relationships associated with
APN roles. These principles and values often conflict with the
bureaucratic and disease-focused culture of health care systems
and may pose barriers to applying the framework. Strong
administrative and organizational support that values patientfocused, multi-disciplinary, and goal-oriented care is required
to overcome these barriers (Gerteis & Roberts 1993).
Application of the framework is dependent on the quality of
group function and leadership and the extent to which
participants are able to assume responsibility for identifying
problems, determining goals, making decisions and working to
achieve goals (Brill 1976, Wheelan 1994). Consensus on
priority problems and goals may be difficult to achieve, given
the competing and conflicting interests of patients and families,
health care providers, and administrators (Smith & Cantely
1985, Vincor 1995, Opie 2000).
Other challenges to applying the PEPPA framework
include lack of resources to support participant activities,
lack of physician support, inability to access data to
accurately determine needs and priority problems; lack of
evaluation expertise; and frequent turnover in APNs. Stakeholder reluctance to invest in the process may indicate a
health care environment not yet ready for an APN role or
change in the model of care. An advantage of the framework
is that it facilitates identification of resource needs, barriers
and facilitators for implementing change. Administrators can
make informed decisions about proceeding with the introduction of an APN role, setting realistic role outcomes and
implementing strategies to overcome role barriers.
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Conclusions
The process required for the successful implementation of
APN roles is as complex and dynamic as the roles themselves.
The PEPPA framework articulates steps and strategies for
role implementation that are relevant to APNs and their work
environments. Engaging stakeholders in the process gives
opportunities to establish the need and identify shared goals
for a clearly-defined APN role. The framework promotes
increased understanding of APN roles and optimal use of
APN expertise. Effective planning and implementation strategies create environmental conditions necessary to support
APN role development and long-term integration. The goaldirected and outcome-based process also provides the basis
for prospective evaluation, and thus continued improvement
of the APN role and delivery of health care services.
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