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Background of emerging roles
Historically, the role of nurse practitio-

ners (NPs) developed as a way to provide 

primary care for the underserved.1 More 

recently, NPs have offered solutions to 

pressing concerns in the U.S. health care 

delivery system. In 2010 the Institute 

of Medicine (IOM) recommended that 

APRNs—a designation that includes 

NPs—be allowed to practice to the full 

scope of their abilities and that any barri-

ers to doing so be removed.1 And, indeed, 

many states have removed such obstacles. 

Additionally, insurance companies now 

include NPs in their provider networks. 

The Patient Protection and Affordable 

Care Act (ACA) instituted health insurance 

reform, expanding coverage to 48 million 

uninsured Americans,1 adding further 

demands for effective health care delivery. 

The APRN has emerged to address these 

growing needs, particularly in the area of 

transitional care.
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Understanding the role these 
providers can play

The patient is an 80-year-old African 
American woman who has lived in 
the area for 50 years. Her diabetes is 

worsening, she faces possible amputation, 
and she worries about how her transition 
from the hospital to a skilled care facility will 
be accomplished. … No, wait! The patient 
is a 20-year-old white man who was hit by 
a car just one month after moving into the 
area. He has no relatives nearby and has not 
yet considered all the different treatments he 
will need and how they will be communicated 
to him accurately. … No, wait! The patient is 
a Haitian woman who ... No, wait! Patients 
who are in need of transitional care fit any one 
of these descriptions and thousands more.

With the shifting landscape of health care 
and various roles of health care providers, it 
can be difficult to get a clear picture of all the 
players and their functions. One such role that 
is coming into focus is that of the advanced 
practice registered nurse (APRN). Health care 
professionals would do well to cultivate a good 
understanding of the part APRNs can play in 
the various health care delivery settings.
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2. Adult-gerontology

3. Pediatrics

4. Neonatal

5. Women’s and gender-related health

6. Psychological and mental health

Furthermore, APRN education is broad-based 
and includes three separate graduate-level 
courses in advanced physiology and patho-
physiology, health assessment, and pharmacol-
ogy, as well as appropriate clinical experiences.2

While all four roles share the broader 
initialism of APRN, no model of APRN 
regulation is shared across states. Each state 
independently determines the legal scope 
of practice, recognized roles, criteria for 
entry into advanced practice, and certifica-
tion examinations accepted for entry-level 
competence assessment.2 

However, several standards, as outlined 
by the APRN Consensus Work Group and 
the National Council of State Boards of 
Nursing APRN Advisory Committee, are 
inherent to the definition of an APRN, which 
includes the following2:

• Completed an accredited graduate-level 
education program in preparation for 
one of the four recognized APRN roles

• Passed a national certification exami-
nation and maintains continued com-
petence through recertification via the 
national certification program

• Acquired advanced clinical knowledge 
and skills in preparation for provid-
ing direct care to patients, as well as a 
component of indirect care 

• Builds on the competencies 
of RNs by demonstrat-
ing a greater depth and 
breadth of knowledge, 
a greater synthesis of 
data, increased com-
plexity of skills and 
interventions, and greater 
role autonomy

• Educationally prepared to assume 
responsibility and accountability for 
health promotion and/or maintenance 
as well as the assessment, diagnosis, 

Four roles, one umbrella 
The initialism APRN widely refers to nurses 

who have earned a master’s degree or higher, 

provide direct clinical care, and are educated 

in one of four roles:

1. Certified registered nurse anesthetist 

(CRNA). The CRNA provides the full 

range of anesthesia and anesthesia-

related care to patients of all ages 

and health statuses, including those 

with immediate, severe, or life-

threatening injuries. This care takes 

place in multiple settings, including 

hospital surgical suites, obstetrical 

delivery rooms, critical access hospi-

tals, ambulatory surgical centers, pain 

management centers, and dentists’ 

and podiatrists’ offices.2

2. Certified nurse-midwife (CNM). The 

CNM provides an array of primary 

care services to women, such as gyne-

cologic care, family planning services, 

and prenatal and postpartum care. 

In addition, the CNM can treat the 

female patient’s partner for sexually 

transmitted diseases and reproductive 

health. Care locations may include the 

home, hospitals, birth centers, ambula-

tory care centers, and public and pri-

vate clinics.2

3. Clinical nurse specialist (CNS). The 

CNS fulfills a unique role as an 

APRN by integrating care across the 

continuum and through the three 

overlapping and interrelated spheres 

of influence: patient, nurse, and 

system. The CNS handles diagnosis 

and treatment of health and illness 

states, disease management, and 

prevention of risk behaviors and ill-

nesses among patients, families, and 

broader groups.2

4. Certified nurse practitioner (CNP). More 

commonly referred to as NPs, these 

professionals provide direct primary 

and acute care across different settings. 

These members of the health delivery 

system practice autonomously in family 

practice, pediatrics, internal medicine, 

women’s health, and geriatrics.2

Additionally, APRNs are educated in at least 

one of six population foci2:

1. Family and individual health across 

the life-span
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The NP: A historical 
perspective
Although nurses of the late 1800s 
showed definite similarities to nurse 
practitioners (NPs), the role was for-
mally developed in 1965 by Loretta 
Ford, EdD, and Henry Silver, MD, of the 
University of Colorado. Since that time, 
the education and role of the NP has 
undergone further expansion1:

1960s The first NP program is 
created in 1965. The program has 
a pediatric focus and advances the 
clinical practice of students by teach-
ing them to provide primary care and 
make medical diagnoses.

1970s Federal funding helps 
establish many more NP programs to 
address a shortage of primary care 
physicians in underserved areas. 
Idaho becomes the first state to 
endorse NPs’ scope of practice to 
include diagnosis and treatment.

1980s Nurse practitioner educa-
tion begins to move into university 
settings as master’s-level programs.

1990s The number of NP pro-
grams doubles between 1992 and 
1997. By the turn of the century 321 
institutions offer either a master’s- or 
a post-master’s-level NP program.

2000s The National Council 
of State Boards of Nursing APRN 
Committee works with the APRN 
Consensus Work Group to develop 
the Consensus Model for APRN 
Regulation: Licensure, Accreditation, 
Certification & Education, which 
is endorsed by the NCSBN Board 
of Directors in 2008.2 In 2010 the 
Institute of Medicine (IOM) recom-
mends that APRNs be allowed to prac-
tice to the full scope of their abilities.1



and management of patient problems, 
which includes the use and prescrip-
tion of pharmacologic and nonphar-
macologic interventions

• Has clinical experience of sufficient 
depth and breadth to reflect the 
intended license

• Has obtained a license to practice as an 
APRN in one of the four APRN roles, 
with some exceptions 

The functions of the APRN are many, 
especially across the four roles and six 
population foci. 

Skills for all settings
The APRN can provide care across a wide 
range of health care circumstances and patient 
conditions, with the emphasis, form of imple-
mentation, and possible work settings varying 

within and across each APRN role.2 What 

remains constant is the defining factor for 

all APRNs: their significant focus on direct 

patient care in their education and practice.2 

Consequently, APRNs have the particular 

ability and opportunity to support patient 

and caregiver well-being by getting to know 

the patients and caregivers personally.3 One 

study found that a way in which this method 

was particularly effective was when APRNs 

uncovered obstacles related to missing essen-

tial information that may not have been 

evident to other health care providers.3 

Indeed, APRNs are personable and thor-

ough, finds Milee Kunath Tapanes, CMA 

(AAMA), from Fox Valley Medical Center 

in Aurora, Illinois, who works with APRNs 

and is enthusiastic in her praise of them. As 

an example, to obtain a complete patient 

history, the APRNs interview patients on 
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their level to build a bond, while the medical 
assistant assembles appropriate items from 
the office files. 

That impression of thoroughness is 
echoed by Melissa Gilmore, CMA (AAMA), 
from Des Moines, Iowa, who speaks of one 
APRN who goes above and beyond in her 
care of patients. For example, Gilmore 
describes how this person works to educate 
teenage patients with diabetes and their 
parents at the same time.

Above-and-beyond care begins before 
the patient even walks through the door 
for Candice Crabb, DNP, from De Pere, 
Wisconsin, who holds her doctorate with 
a family nurse practitioner emphasis. 
Her specialty provides care to all ages 
in the form of routine wellness exams 
and health maintenance, chronic disease 
management, acute care or sick visits, and 
in-office procedures. 

Certainly, the skills of open communica-
tion with patients and advanced education in 
management and patient care are essential and 
evident components of an APRN’s skill set. 

Defining transitional care
Because of their skill sets, APRNs are unique-
ly positioned to manage transitions from 
one health care setting to another. 

Lapses in health care quality and safety 
are particularly felt by patients—especially 
chronically ill patients—as they transition 
between care settings and providers. These 
vulnerable exchange points are marked by 
a rise in the following:

• Medication discrepancies

• Adverse clinical events

• Unmet patient needs

• Patients’ poor satisfaction with their care 

For example, a patient may have been pre-
scribed medication while in the hospital, 
but it was not accurately communicated 

to the nursing home to which the 
patient was discharged.4 

“Without serious attention 
to [the coordination of care], the 
patient is at risk for exacerbation of 
symptoms and visits to the emer-

APN vs. APRN
The titles advanced practice nurse (APN) and advanced practice 
registered nurse (APRN) are often used interchangeably, which 
can be confusing. Yet each title’s use often depends on its con-

text. For instance, a footnote within the Consensus Model 
for APRN Regulation explains that the term APN was origi-

nally used by the APRN Consensus Work Group, and 
is therefore used within the section describing 

the group’s background to remain histori-
cally accurate. However, the term APRN 

was adopted for use in subse-
quent documents and 

discussions.2 
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gency department or rehospitalization. This 
is a critically important area for better col-
laboration,” says Kathleen McCauley, PhD, 
RN, ACNS-BC, professor of cardiovascular 
nursing, University of Pennsylvania School 
of Nursing, in Philadelphia. Fortunately, an 
APRN has formal schooling in patient edu-
cation and interaction, which can extend to 
patients’ family members or other primary 
caregivers, she explains. Therefore, APRNs can 
be valuable team members in transitional care.

The term transitional care refers to a 
broad range of time-limited services with 
several goals4:

• Ensure health care continuity 

• Avoid preventable poor outcomes 
among at-risk populations (e.g., rehos-
pitalizations)

• Promote the safe and timely transfer of 
patients from one setting and level of 
care to another

Although similar, transitional care is 
complementary to but not the same as 
discharge planning, care coordination, 
disease management, case management, 
or primary care.4

To achieve the goals of transitional care, 
health care professionals need to get to the root 
cause of readmissions and then implement a 
solution, says Dr. McCauley. For example, a 
patient’s depression may be the very reason they 
are not taking their prescribed medication for 
depression. “Systems [then need to be] put in 
place to help the patient until they are able to 
participate as needed,” explains Dr. McCauley. 
Or perhaps a patient has minimal or ineffec-
tive support systems at home, then “family, 
neighbors, and community resources need to be 
established and coordinated to help the patient 
be successful,” she says. “The real barriers to and 
facilitators for effective self-management must 
be identified and addressed.” This is where an 
APRN’s skill set proves valuable.

A comprehensive familiarity with patients’ 
histories can help the APRN identify and over-
come barriers to quality care, says Dr. Crabb. 
“I review as much of their medical record as 
I can or review what is essential and pertinent 
to their visit. If a patient is new and is seeking 
to establish care with me, I ask them to ensure 

that their previous medical records are sent to 
my office before their appointment, so I have 
time to review the information,” she explains. 
“I feel patients appreciate and respect the fact 
that I pride myself on having knowledge of 
their previous medical history.”

Yet Dr. Crabb is well aware of the limita-
tions of this process. “Even the most com-
plete and comprehensive medical records 
may not tell the entire story,” she says. For 
this reason, she makes a point of providing 
ample time for patients to tell her about 
themselves and their reasons for seeking care.

In regard to how much time she spends 
with patients, Dr. Crabb says “the time is quite 
variable. The length of visits can be dictated 
by an organization or a provider’s preferences. 
Typically, an annual physical exam, Medicare 
Annual Wellness Visit, or chronic disease 
management check require more time than 
an acute care visit for something like a sore 
throat. Frequency of patient appointments 
is also extremely variable and depends on 
the patient. All patients are encouraged to 
have an annual physical exam. This allows 
us to ensure they are current with preventive 
measures like age-appropriate screenings 
and immunizations. Patients with chronic 
diseases, such as diabetes or hypertension, 
require more frequent visits depending on 
how stable their diseases are. Well-controlled 
chronic diseases may require visits only every 
six months, whereas uncontrolled diseases 
may require visits every three months or 
more frequently depending on the situation.”

Dr. McCauley recalls one instance in 
which an APRN did everything she could to 
ensure that a patient received needed care: 
“One of our APRNs identified that a patient 
was not keeping her provider appointments 
because she could not get out of her house. 
This nurse was relentless in getting community 
agencies to work together—our nurse had a 
ramp built on her house, then the patient was 
able to keep her medical appointments, and 
also was able to be more mobile.”

While not every transition requires 
management by an APRN, and routine 
hospital-to-home transitions can and are 
handled safely and effectively by other health 
care professionals, many transitions would 
benefit from APRN management. Criteria 

TLC in TCM
An evaluation of transitional care 
interventions and examinations of 
case summaries from participating 
advanced practice registered nurses 
(APRNs) led to the creation and contin-
ued development of the Transitional 
Care Model’s nine core components9:

1. Screening. Targets adults transition-
ing from hospital to home who are 
at high risk for poor outcomes.

2. Staffing. Deploys APRNs who 
assume primary responsibility for 
care management throughout epi-
sodes of acute illness.

3. Maintaining relationships. 
Establishes and manages trusting 
relationships with patients and fam-
ily caregivers.

4. Engaging patients and caregivers. 
Engages older adults in designing 
and implementing a plan of care 
aligned with preferences, values, 
and goals.

5. Assessing/managing risks and 
symptoms. Deals with the iden-
tification and efforts to address 
patients’ priority risk factors and 
symptoms.

6. Educating/promoting self-
management. Prepares both older 
adults and family caregivers to 
identify and respond quickly to 
worsening symptoms.

7. Collaborating. Promotes reach-
ing consensus on a plan of care 
between older adults and members 
of the care team.

8. Promoting continuity. Involves the 
same clinician across sites to pre-
vent breakdowns in care.

9. Fostering coordination. Promotes 
communication and connection 
between health care and community-
based practitioners.

 APRNs in transitional care



for deciding which specific cases should be 
managed by an APRN or other staff person-
nel can be complex and varied.

More transitions than those between 
hospital and home would benefit from thor-
ough management when patient details might 
otherwise become muddled. “If the patient 
is discharged to a skilled nursing facility 
(SNF), accurate communication of patient 
needs and plan of care [must] be accurately 
communicated to the team at the SNF and 
the goals of care established,” explains Dr. 
McCauley. “It is possible that the patient’s 
primary care provider is not managing the 
care in the SNF and that team may be starting 
over without sufficient knowledge of what 
the patient needs. We have seen varying levels 
of receptivity toward the Transitional Care 
Model depending on the SNF.” 

Under the Patient Protection and 
Affordable Care Act (ACA), many tran-
sitional care programs and services have 
been established to improve the quality of 
care and reduce costs. The ACA’s interpre-
tation of transitional care is broad,4 yet it 
requires that health teams provide 24-hour 
care management and support during care 
setting transitions, as part of the efforts 
to establish health teams to support the 
patient-centered medical home (PCMH), 
including the following5:

• A transitional care program that 
provides on-site visits from the care 
coordinator and assists with the devel-
opment of discharge plans and medica-
tion reconciliation upon admission to 
and discharge from the hospital, nurs-
ing home, or other institution setting

• Discharge planning and counseling 
support to providers, patients, caregiv-
ers, and authorized representatives 

• Assuring that post-discharge care 
plans include medication manage-
ment, as appropriate

• Referrals for mental and behavioral 
health services, which may include the 
use of infolines (telephone services 
that provide information)

• Transitional health care needs from 
adolescence to adulthood

Indeed, APRNs have proven to be particu-
larly effective in transitional care. A quali-
tative analysis found that APRNs success-
fully aligned necessary services for patient- 
caregiver pairings and increased the likeli-
hood that patients’ health care providers had 
the information needed to make appropriate 
care decisions. Moreover, APRNs generally 
demonstrated a determination to facilitate 
well-coordinated and quality care by con-
stant communications, such as numerous 
phone calls and meticulous follow-up.3

Reducing readmissions
Of the possible adverse events that can occur 
during a transition, rehospitalization is a 
considerable concern—and too often a reality. 
Approximately 1 in 5 (or about 2.6 million) 
Medicare patients discharged from a hospital 
are readmitted within 30 days, at a cost of over 
$26 billion a year.6 Hence, the Community-
Based Care Transitions Program (CCTP) 
was established in the ACA to test models for 
improving transitions between hospitals and 
other settings and reducing readmissions for 
high-risk Medicare beneficiaries.6

Although improving the quality of care 
during hospitalization and the discharge 
planning process plays a hand in reduc-
ing readmissions, any factor along the care 
continuum could be the cause. Therefore, 
taking steps to identify the key drivers of 
readmissions is the first step in implementing 
interventions to reduce them.6 Fortunately, 
the education and experience of APRNs 
position them to work as transitionalists and 
focus on uncovering such drivers.

An APRN might find that a patient 
experiences multiple hospital admissions due 
to poor self-care, a medical plan not fine-
tuned to the patient, or additional health 
problems that are yet to be addressed, says 
Dr. McCauley. “If these issues are managed 
and we can keep symptoms under control, 
then we can keep people safely at home.”

In fact a 2011 study concluded that 
APRNs are likely to assume expanded roles 
in the delivery of transitional care because of 
their effectiveness and value in aiding the ACA 
aim of reducing avoidable hospital admissions.4 
“Across all of our randomized clinical trials 
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Aspects of  
transitional care 
According to the Centers for 
Medicare & Medicaid Services, the 
requirements for transitional care 
management services include the 
following8: 

• The services are required during 
the beneficiary’s transition to the 
community setting following par-
ticular kinds of discharges 

• The health care professional 
accepts care of the beneficiary 
post-discharge from the facility 
setting without a gap 

• The health care professional takes 
responsibility for the beneficiary’s 
care 

• The beneficiary has medical and/or 
psychosocial problems that require 
moderate- or high-complexity 
medical decision-making 

The 30-day transitional care manage-
ment period begins on the date the 
beneficiary is discharged from the 
inpatient hospital setting and contin-
ues for the next 29 days.

Transitional care 
managers
The following health care professionals 
may furnish transitional care manage-
ment services8: 

• Physicians (any specialty) 

• The following nonphysician prac-
titioners (NPPs) who are legally 
authorized and qualified to provide 
the services in the state in which 
they are furnished: 

o Certified nurse-midwives (CNMs) 

o Clinical nurse specialists (CNSs) 

o Nurse practitioners (NPs) 

o Physician assistants (PAs)
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“We have also worked with patients who 

identify that they no longer want to be in 

and out of the hospital so much, and their 

goals are more consistent with palliative care 

or even hospice. We work with everyone to 

help the new plan of care focus on managing 

… appropriate services in the home [that 
are] consistent with the patient’s end-of-life 
wishes,” says Dr. McCauley.

Advanced practice makes perfect
A primary strategy APRNs employ to prevent 
drivers of hospital readmissions is providing 
thorough and accurate education to patients 
and caregivers. 

Care continuity is the hallmark of this 
model. The APRNs look at the patient holis-
tically, not only from the perspective of the 
illness prompting hospitalization. “We [are] 
most effective in managing the complexity of 
multiple chronic conditions and in stabiliz-
ing the patient’s support systems—family 
and community services—to ensure that the 
patient [has] what [is] needed. … Most people 
don’t have one accountable caregiver but have 
a network—several children or grandchildren 
or neighbors,” says Dr. McCauley.

Settings for transitional care 
Transitional care management services are furnished following the beneficiary’s  
discharge from one of the following inpatient hospital settings8: 

• Inpatient acute care hospital 

• Inpatient psychiatric hospital 

• Long-term care hospital 

• Skilled nursing facility 

• Inpatient rehabilitation facility 

• Hospital outpatient observation or par-
tial hospitalization 

• Partial hospitalization at a community 
mental health center 

Following discharge from one of the above settings, the beneficiary must be returned to 
his or her community setting, which may include the patient’s home, a rest home, or an 
assisted living setting.

Apply to position #143065 
or #150758 at:

BayCareJobs.com
(866) 221-3222 

You can call it what you want: Utopia, Paradise, Heaven. We call it home. 
Tampa Bay is not only a premier vacation spot, but is also home to one of the 
largest health systems in the country. 

BayCare Medical Group, part of BayCare Health System, is looking for qualifi ed, 
hardworking Medical Assistants to join our 20,000+ team members. Come explore 
unlimited ways to advance your career!

Opportunities for Medical Assistants Who Are Certifi ed

Requirements include HS diploma/GED; CMA (AAMA) (preferred) or RMA; and 
2 years experience as a Medical Assistant. Clinical skills to include injections, EKG, 
phlebotomy and vitals, use of medical diagnostic equipment, familiarity with basic 
lab terminology and medication protocols also required. Technical Diploma in 
Medical Assisting preferred. 

Serving Th e Tampa Bay Area • EOE M/F/Vet/Disability

CMA TODAY                     
3/1/2016
3514775-FL32934
BAYHES
7” x 4.75”
Carla Firlotte v.2

we demonstrated a longer time to first re-

admission, reduced number of readmissions, 

and lower cost of overall care, mainly due to 

preventing rehospitalizations,” Dr. McCauley 

says. “These are the benefits of transitional care 

that are thoughtfully and carefully completed. 
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To accomplish this, the APRN will visit a 
patient daily while in the hospital and within 
24 hours of returning home. “They focus on 
what is most important to the patient, as well 
as on implementing the plan of care related 
to all health problems and helping the patient 
and family overcome obstacles to managing 
their health issues,” Dr. McCauley states. The 
APRN’s regular check-ins with the patient and 
the patient’s support system ensure that the 
patient is receiving necessary care and that the 
contributions of everyone are being optimized. 

“All of this is dependent on the APRN 
establishing a strong relationship with the 
patient and family so that trust is developed. 
We want the patient to freely discuss their 
needs and concerns,” says Dr. McCauley. If 
the patient trusts the APRN enough, they 
may share what the real source of the prob-
lem is. For example, they might not be 
able to afford their medication, so they 
take less than prescribed. Or perhaps the 
patient stops taking needed medication 
because of its adverse side effects. “Trust 
between a patient and an APRN is key,” 
stresses Dr. McCauley.

Prepped for palliative care
The APRN’s value extends 
beyond preventing rehospital-
izations to improving a patient’s 
quality of life. This effect can 
be particularly seen in pal-
liative care, in which transitions 
are inherent for patients with life- 
limiting illnesses,7 and the focus shifts 
from curative treatment to symptom man-
agement and pain relief to improve the 
quality of life for patients and their families.

Palliative care APRNs have specialized 
training in communication skills and treat-
ment of complex symptom management. 
Such a skill set allows APRNs to take an assess-
ment of a patient’s total pain, which includes 
physical, psychological, social, and spiritual 
domains.7 Based on the results, the APRN can 
then work toward optimal analgesia to control 
a patient’s complex symptom burden through 
medication and interventional management.7

The close relationship between patients 
and APRNs has shown a twofold effect. First, 
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benefit too through reduced liability because 
of fewer errors. 

“Physicians, nurses, social workers, men-
tal health professionals, and other clinicians 
should have a conceptual and practical founda-
tion in the provision of transitional care.”4 The 
APRN is well positioned through training and 
experience to handle such responsibilities. ✦
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At Holy Redeemer Health System the focus is on helping to care for the total patient. That means taking the extra step to 
treat people as individuals, being compassionate, and finding ways to be there for them in their time of need. As a major 
health care system in the Philadelphia area we treat our employees the same way. Find out for yourself how Holy Redeemer 

creates experiences that are unique, personalized and truly memorable by adding your own chapter to our story.

A Career that Welcomes Your Skills.
After all,

Medical assistants
We’re currently seeking credentialed medical assistants for full time, part time and per diem positions. Requires 

graduation from an accredited college or Medical Assistant technical school and certification. Candidate must possess 

a current medical assisting certification: CMA (AAMA) or RMA.

We offer an exceptional work environment along with competitive compensation.

To apply visit our website, www.holyredeemer.com/careers

 APRNs in transitional care
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