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ABSTRACT

Many rural hospitals rely on family nurse practitioners (FNPSs) to provide care in rural
health care facilities. With a shortage of medical doctors, FNPs are frequently working
independently to fill the need often covering the clinic, hospital, and emergency department.
FNPs who work in rural settings need to have comprehensive emergency care education as they
are often the only provider available when acute or critically ill patients present to the emergency
department. Often, many FNPs working for rural hospitals are required to provide emergency
care with little to no emergency care specific education in their curriculum. Providing FNPs with
increased emergency preparedness is essential to improve patient safety when critical patients
present to rural health care facilities. A lack of preparedness in emergency skills and procedures,
due to the infrequency of use and lack of formal education, may affect the provision of high-
quality patient care. The purpose of this practice improvement project was to evaluate the
educational needs of rural Midwest FNPs covering emergency departments and to develop an
educational seminar to increase perceived emergency care skills preparedness. A secondary
analysis of a pre-existing 2020 needs assessment survey was conducted to review the prior
perceived level of emergency care skills preparedness among rural novice FNPs in the Midwest
region which directed the project’s emergency care seminar topic selection. The topics presented
during a one-day educational seminar included acute neurological disability, cervical spine
management, and emergency airway management. All nine participants attending the educational
seminar demonstrated increased levels of perceived preparedness from the pre-and post-survey

regarding the three skills.
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CHAPTER ONE. INTRODUCTION
Background and Significance

Access to adequate health care in the United States can be of great concern to individuals
who reside in rural communities. In the United States, almost 60 million people make their home
in a rural community, accounting for 19.3% of the total population (United States Census
Bureau, 2016). Rural areas make up 97% of the actual land mass in the United States. In a rural
setting, there are 13.1 physicians per 10,000 people compared to 31.2 physicians per 10,000
people in an urban setting (National Rural Health Association [NRHA], 2021). Thus, there is a
disproportionate number of healthcare workers resulting in healthcare provider shortages in rural
areas. Rural communities rely on the availability of critical access hospitals (CAH) for medical
care. CAHs provide emergency care to over a quarter of the United States population (Barnason
& Morris, 2011; Ross & Bell, 2009). Family nurse practitioners (FNPs) fill health care provider
shortages and provide care in many different roles, often expanding their knowledge and practice
to provide care in many different fields of medicine (Nelson & Hooker, 2016; Stock, 2015).

CAHs face many challenges when trying to provide health care to community residents.
CAHs need to be able to provide comparable care to what patients would receive in an urban
facility (Barnason & Morris, 2011; Office of Rural Health & Care, 2017a). Unfortunately, there
is a nationwide shortage of medical providers and bringing providers to rural facilities is
difficult. According to the Association of American Medical Colleges (AAMC) (2019), by the
year 2032, the overall number of providers is projected to fall short by 122,000 nationwide. The
projected shortage of providers is expected to rise as the nationwide average age of individuals is
increasing and people are living longer. Rural and underserved areas are expected to experience

the brunt of upcoming provider shortages.



Many providers practice in specialty areas (Hooker, et al., 2008; Stock, 2015). A decrease
in primary care providers is occurring due to a decrease in salary paired with increased student
debt, a high burnout rate, decreased reimbursement rate, and increased administrative and
computer time (Zabar et al., 2019). Emergency care is also experiencing a workforce shortage.
Emergency care is a service that is essential to a community and needs to be readily available
when an emergency arises (Schneider et al., 2010). FNPs working in rural areas cover more
specialty care, as access is limited especially in mental health, OB, and pediatrics (Minnesota
Department of Health Division of Health Policy, 2019). CAHs in rural communities are found to
provide care to patients who live in an area with an aging population, more comorbidities, and
higher mortality rates (Baernholdt et al., 2014; Center for Disease Control and Prevention
[CDC], 2017; Minnesota Department of Health Division of Health Policy, 2019).

One strategy that has been utilized to alleviate the physician shortage is by hiring FNPs to
help cover the decline in physicians, especially in a rural setting. The FNP role is unique as many
NPs can practice independently depending on the state’s nurse practice act and regulations. In a
rural CAH, having an FNP provide safe and effective care is vital, as many of these facilities are
only staffed by one provider at a time. FNPs are useful as they are cost effective, have a large
scope of practice, and are able to provide all-inclusive care which includes prescribing (Hooker
et al., 2008). FNPs are commonly covering primary care, the emergency department, and
sometimes the hospital when they provide care at a CAH (Stock, 2015). FNPs are fundamental in
rural settings as they help to fill the provider gap and provide care to the rural communities who
face increased healthcare disparities and decreased health outcomes compared to the urban health

setting (Nelson & Hooker, 2016).



The Institute of Medicine responded to the shortage of providers through the report,
“The Future of Nursing” (2011), which recommended the elimination of barriers to FNP practice
to answer the demands of the aging population while having FNPs practice to their full scope and
allowing them to use their comprehensive education (I0M, 2011). Eliminating the limitations for
FNPs on the scope of practice decreases the challenges that NPs face while helping to fill
provider gaps in the healthcare system. As of 2015, MN has allowed FNPs to practice to the full
scope of their degree, but some states still have practice restrictions in place (Rural Health
Advisory Committee, 2015).

Problem Statement

Many FNPs are practicing in rural America where resources and nearby healthcare
facilities are limited (Office of Rural Health and Primary Care, 2017). The MN Department of
Health Division of Health Policy (2019), confirms that health disparities are more common
among the individuals who reside in these rural communities and where access to specialty care
is non-existent. As a result, FNP responsibilities go beyond primary care as many are the sole
providers covering emergency departments at CAHSs. In the rural setting, emergencies can create
high stress situations and can have significant consequences for the patient, family, provider, and
hospital staff involved. This project sought to evaluate whether comprehensive emergency
preparedness education for NPs practicing in a rural setting increased an FNP’s perceived
preparedness levels when providing emergency care.

Healthcare facilities find FNPs to be a valuable resource when faced with the rural
healthcare shortage. In CAHs, FNPs are commonly the only provider at the facility and must be
educated and skilled in numerous areas (Rural Health Advisory Committee, 2015). Many FNPs

feel unprepared to provide care in emergency department settings due to the infrequency of skills



completion and lack of structured education (Hart & Bowen, 2016). According to the Rural
Health Advisory Committee (2015), in MN, rural health care facilities are required to employ at
least one NP or PA who must be available to see patients at a minimum of 50% of the time the
facility is open. A study by Hart & Bowen (2016), showed that FNPs lacked preparedness in
skills needed to care for acutely ill patients in an emergency department, which can be very
overwhelming and frustrating for FNPs. Wolf et al. (2017) described that there is no set
verification regarding FNP emergency care competencies and NPs may lack confidence and
emergency education during the transition into the provider role.
Purpose

Providing care in a rural community can bring many challenges to FNPs who are working
in a CAH. FNPs are shown to provide high quality and cost-effective care while maintaining
excellent patient satisfaction scores (Marsh et al., 2012). Rural healthcare can be challenging for
FNPs, as the patient demographic they are working with have increased comorbidities and
chronic disease in comparison to those who live in an urban setting (Baernholdt et al., 2014;
CDC, 2017; Minnesota Department of Health Division of Health Policy, 2019). Rural patients
have a higher prevalence of being uninsured, not having a primary care provider, experiencing
worse socioeconomic factors, having higher rates of mental distress and suicide, and heavy
reliance on emergency services for treatment (Barnason & Morris, 2011; Minnesota Department
of Health Division of Health Policy, 2019). FNPs who work in rural CAHs need to have
comprehensive emergency care education as they are often the only provider available when
acutely or critically ill patients present to the emergency department.

FNPs are often providing care to vulnerable patients in the emergency department within

a CAH. Emergency care education is not standardized in many FNP curriculums and many of the



NPs in critical access hospitals have not received specific emergency care education that is
needed to care for acutely ill patients (Wolf et al., 2017). FNPs are expected to make
complicated decisions and have increased autonomy within the emergency department setting.
FNP emergency skills education varies by FNP program, and if present is often fragmented
throughout an FNP curriculum with variable validation of skills. Many FNPs feel they are not
prepared for the acute level of practice and are concerned about the lack of emergency care
education as a practicing provider in these situations.

Most FNPs receive education in primary care with little to no emergency department
education as education focuses on family level FNP program requirements (Rural Health
Advisory Committee, 2015). The path from a novice to competent FNP is demanding, difficult,
and necessitates learning many complex skills (Hart & Bowen, 2016). The Journal of the
American Association of Nurse Practitioners (AANP)(2019), shares that FNP competencies
upon graduation from their graduate program of study is based on competencies for entry-level
practice and are not focused in specialized areas of care or skills. FNP students need to be
educated in a wide array of competencies, skills, and knowledge to be prepared to practice in
many different settings after graduation, including rural emergency care (Chan & Garbez, 2006;
Owens, 2018). As stated by the Rural Health Advisory Committee (2015), the ability to work
independently indicates the need for rural FNPs to have the education to obtain proficiency in an
emergency department at a CAH.

Project Objectives
Obijective One
Evaluate the perceived level of preparedness among rural MN FNPs in performing

emergency skills within a rural health care facility.



Objective Two
Develop and implement an emergency skills seminar using evidence-based practice and
proficiencies needed by the rural FNP.
Objective Three
The rural FNP’s perceived level of preparedness will increase after attending the

evidence-based emergency skills seminar.



CHAPTER TWO. LITERATURE REVIEW
Introduction

A review of literature was completed which revealed a lack of current literature covering
the subjects of rural healthcare providers and their emergency skill competency and
preparedness. Keywords applied in the search included: critical access hospitals, Midwest, MN,
rural, competencies, emergency care, and nurse practitioner. Multiple databases were searched,
and data was included from PubMed, Cumulative Index to Nursing and Allied Health Literature
(CINAHL), EBSCO, Cochrane Library, and Science Direct. Over 60 articles were reviewed with
no articles specifically addressing rural MN or Midwest NP emergency care competencies. For
the purposes of the review of literature, rural physicians, physician assistants (PA), and NPs will
be referred to as a “provider”. The professions will be discussed together as there is a lack of
specific rural FNP emergency care competency literature.

According to the 2010 United States Census Bureau (2017), rural is defined as “any
population, housing, or territory, not in an urban area”. Areas that have more than 50,000 people
are considered urban. Places that have less than 2,500 people are considered rural, with one in
five Americans making their home in a rural community (United States Census Bureau, 2017). In
2000, the United States Census Bureau broke down urban areas into two categories, separating
urban clusters and urbanized areas. Urbanized clusters are defined as areas that have more than
2,500 people and less than 50,000 people. Urban areas have greater than 50,000 people. The
classification of each category helps to compare communities and look at the needs of social,
economic, and housing data (Ratcliffe et al., 2016).

In 2015, MN FNPs were employed at a wide range of both urban and rural clinics. In the

rural healthcare system FNPs make up at least one third of primary care providers on staff which



often means covering the clinic, hospital, and emergency department (Office of Rural Health and
Primary Care, 2019). According to Asche (2019) (Figure 1), MN has 87 counties which are
divided into the following four categories, along with the most recent census data:
1. 14 counties entirely rural
o All residents rural
2. 35 counties town/rural mix
o Some rural residents
o Some towns between 10,000 to 49,999 residents
o Some towns between 2,500 to 9,999 residents
3. 25 counties urban/town/rural mix
o Some rural residents
o Some towns between 2,500 to 9,999 residents
o Some towns between 10,000 and 49,999 residents
o Some towns with over 50,000 residing residents
4. 13 counties entirely urban

o Population of over 50,000 residents in every county.



Figure 1
County Categorizations Based on Rural-Urban Commuting Areas
(Asche, 2019)

County categorizations based on rural-urban
commuting areas

Entirely rural

own/rural mix

Urban/town/rural mix

Entirely urban

Rural communities are found to face health inequities that leave residents with inferior
healthcare opportunities compared to residents in urban communities. “Rural health disparities
are deeply rooted in economic, social, racial, ethnic, geographic, and health workforce factors.
The complex mix of rural inequities limits access to care, makes finding solutions more difficult,
and intensifies problems for rural communities” (Warshaw, 2017). A substantial concern in rural
communities is the lack of local providers and access to CAH and quality healthcare.

Workforce Shortages

In an aging population, adequate medical providers are required to fulfill the increased

healthcare need. According to the Association of American Medical Colleges (2019), by 2032

the demand for physicians will be between 46,900 and 121,900. Due to national physician
9



shortages, the United States Health Resources and Services Administration (2019), implemented
a designation known as the Health Professional Shortage Areas (HPSAS) to help determine the
areas in need. HPSAs are identified as geographic or population groups that have a shortage of
healthcare professionals. A HPSA designation helps to focus resources where the need is the
highest. Certain criteria must be met for a HPSA designation to be applied. The HPSA criteria
includes the population to provider ratio, the percentage of the population that is below 100% of
the federal poverty, and the time that it takes to travel to the nearest source of healthcare outside
of a rural setting.

As of September 2020, there is currently a shortage of 14,945 primary healthcare
providers in a HPSA area, meeting only 44.52% of the nation’s current provider needs (U.S.
Department of Health and Human Services, 2020). In 2020, the number of providers needed in
the HPSAs increased by 858 compared to the year prior (U.S. Department of Health and Human
Services, 2020). These numbers represent the critical nature of the provider shortage, especially
in the rural areas of our nation. In MN, HPSA facilities have reached only 50.67% of the current
need for providers in these rural areas (Figure 2)(U.S. Department of Health and Human

Services, 2020).
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Figure 2
HPSAs within the State of MN
(Minnesota Department of Health Division of Health Policy, 2019)
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As our nation’s average age increases due to the baby boomer population, many
challenges will be faced in the United States. By 2030, 1 in 5 Americans will be retirement age,
including many of our nation’s current practicing providers. By 2032, there will be more older
Americans than children in the nation (Hughes, 2019). As a result of the increased aging
population, there is an anticipated strain on the United States healthcare system. Specifically,

there will be a shortage of primary care physicians as many of the incoming providers are
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fulfilling specialty roles. Many of the current younger providers are not working full time due to
the increased risk of burnout and pressure which also is a factor contributing to the shortage
(Hughes, 2019). FNPs will be crucial to help fill the role as a primary care provider to help
improve access to individuals for preventative health care and to manage chronic medical
conditions.
Rural Minnesota

Minnesota (MN) is faced with the same concerns of healthcare provider shortages like
what the rest of the nation is facing. MN mainly consists of rural areas with most of the counties
being defined as HPSAs (MNDOH, 2019). As of December 2019, there were 8,849 Advanced
Practice Registered Nurses (APRN) in MN with 66% being NPs (MNDOH, 2019). In 2015, MN
granted authority for NPs to practice independently. The number of NPs rapidly increased by
31% after the implementation of a full scope of practice. (Office of Rural Health and Primary
Care, 2019).

As of July 2020, HRSA reports that MN currently has 78 CAHSs, 99 rural health clinics,
25 short term rural hospitals, and 13 health centers that are federally qualified. Approximately,
one third of all hospital outpatient clinics in the state are in rural areas. In comparison to other
states in the United States, MN has the third highest number of CAHs (Figure 3)(MNDOH,

2019).
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Figure 3
Selected Rural Healthcare Facilities in MN
(U.S. Department of Health and Human Services, 2020)
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Consequently, because of the high number of CAHSs in rural settings, access to providers

is limited in comparison to the urban areas. In the rural or isolated areas of MN, there is one FNP

for every 1,987 people compared to the metropolitan ratio of 1 to 277 people. These numbers

accurately depict how FNPs are significantly needed to help fill the care gap in these rural MN

communities.

Approximately 39% of the state’s population currently lives in a rural area with many of

the residents being older, uninsured, lower levels of education, and higher poverty rates. Rural

residents are older when compared to those who live in an urban setting. Within rural

communities, the five leading causes of death reported by the Center for Disease Control (CDC)

includes heart disease, cancer, unintentional injury, chronic lower respiratory disease, and stroke
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(Office of Rural Health and Primary Care, 2017; Warshaw, 2017). Rural population causes of
death are at an increased level as compared to the urban population. Individuals residing in rural
MN also have higher obesity rates and increased comorbidities, ultimately leading to higher
death rates from chronic disease than their urban counterparts.

Rural areas have increased health disparities so CAHs often deal with urgent health
concerns in resource constrained environments compared to urban hospitals. Since CAHs are
often in smaller communities, skills that are performed in an emergency care setting are often
low frequency. The literature has shown that patient outcomes in rural areas are worse than those
in urban areas, partially due to the distance and delays in treatment (Barnason & Morris, 2011).
Within rural hospitals, it is critical for providers to deliver comparable care similar to what
patients are receiving in an urban area presenting to the emergency department (Barnason &
Morris, 2011). The provision of advanced emergency care education to rural providers, along
with appropriate and timely care, contributes to desirable health outcomes for rural patients.
Residents in rural MN have increased healthcare disparities leaving a large care gap to
adequately deliver healthcare, results in decreased access, and has fewer primary care providers
per population compared to those who reside in urban MN (Office of Rural Health & Care,
2017). In MN, most providers practice in urban communities leaving a great need of healthcare
providers in the rural communities (Minnesota Department of Health Division of Health Policy,
2019).

Critical Access Hospitals

A CAH is a “hub of health services that goes well beyond acute care by offering primary

care, long-term care, basic care, assisted living, health promotion and disease prevention

services, and other services that are important to the community (UND School of Medicine and
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Health Sciences Advisory Council, 2019)”. For qualification as a CAH, a healthcare facility must
be a nonprofit or a public hospital, provide 24-hour emergency department services, have no
more than 25 inpatient beds, deliver care for no more than 96 hours, and be 35 miles from the
nearest hospital or 15 miles with mountainous terrain and/or areas with only secondary roads
from another hospital (Balanced Budget Act, 1997; Marsh et al., 2012; Nelson & Hooker, 2016).
From a historical perspective, the rural hospital system was established after World War 11,
which laid the foundation for the CAH system today.

After World War 11, a political response was developed due to a shortage of acute
hospital beds. The Hospital Survey and Construction Act of 1946 provided $75 million
annually to hospitals that were newly built or replaced in rural areas. However, over time, the
charity care provided by these rural hospitals eventually took a financial toll. Funding for these
hospitals was offered until the 1970’s (Kulbok, et al., 2017; Marsh, et al., 2012). As an attempt to
help cover these financial strains, Medicare and Medicaid were developed in 1965 and followed
by the Social Security amendments of 1983. After implementation of these programs, funding
increased for hospitals as the government paid for the enrolled patients in these programs helping
to fund hospitals. Eventually, the cost of these programs increased significantly, changing the
way hospitals were reimbursed. Rural hospitals moved from a cost-based reimbursement to a
prospective payment system which increased financial stress due to decreased funding. Due to
the financial stress, many hospitals closed in both urban and rural areas. As a result of rural
hospital financial constraint, the Balanced Budget Act was created in 1997 which helped CAHs
receive reimbursement and funding (Marsh et al., 2012; Nelson & Hooker, 2016).

The implementation of the Balanced Budget Act in 1997 allowed the ability to designate

a facility as a CAH. The Act’s classification guidelines allowed each state to designate rural
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CAHs while helping to contain cost due to the reimbursement from Medicare (Marsh et al.,
2012; Nelson & Hooker, 2016; Rural Health Information Hub, 2019). The CAH designation
helps to reduce financial vulnerability while improving access to healthcare in rural communities
by having a favorable reimbursement method which also includes access to educational
resources and grants. CAH reimbursement opportunities include receiving 101% of funding from
Medicare for the facility’s costs including outpatient, inpatient, lab work, and therapy (Rural
Health Information Hub, 2019).

In MN, there are currently 142 hospitals, with 77 (54.2%) of those having the designation
of a CAH (Minnesota Hospital Association, 2020). In the nation, an estimated 74% of the rural
hospitals have changed to a CAH distinction due to the reimbursement model along with the
support of the tertiary hospitals (UND School of Medicine and Health Sciences Advisory
Council, 2019). CAHs are vital to rural communities, providing many healthcare services that are
needed in these communities. To maintain CAH access and availability to communities, the
workforce shortage of providers needs to be addressed. In addition to provider shortages,
finances remain a large concern for CAHs.

Due to the changes in insurance policies and government regulation, the cost of
healthcare is a major concern for a CAH’s ability to remain open and financially functional. MN
CAHs are financially vulnerable and have 19 rural hospitals that are at risk for a potential
closure, with 32 rural MN hospitals being financially distressed. The number of MN CAHSs with
financial concerns is the fifth highest in the nation (Olson, 2019). MN CAHSs remain essential for
the state as the CAH provides increased jobs and income for rural communities. Without CAHs,
many small rural towns would suffer. Many CAHs have been able to remain open by merging

with a larger healthcare system (Olson, 2019). In MN CAHSs, over half of the patients that
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receive care are on state healthcare aid. The CAH hospital’s aging patient population relies upon
the use of Medicare more than those in an urban setting. The average per person healthcare
spending is higher in rural areas compared to those in urban areas for all age groups in MN.
Keeping the doors open to the CAHs is critical for access to healthcare (Minnesota Department
of Health Division of Health Policy, 2019).

CAH Training for Emergency Department Care

In a CAH, providers need to be equipped for any situation that presents through the
emergency department. Depending on their location and population served, CAHs can have
relatively low patient volumes in the emergency department. However, when patients present,
providers care for both urgent and emergent cases (Barnason & Morris, 2011). To provide
competent care, continued education is imperative for providers to remain confident and
knowledgeable about emergency medical practices and skills.

There is a limited amount of published literature regarding FNP’s emergency care
education and skills validation in the emergency department setting (Wolf et al., 2017). FNPs are
a crucial member of the healthcare team and help to fill the shortage of providers in a CAH. As
FNPs are often the most trained individual at a given time providing care in a CAH, they need to
be an expert, an educator, and a resource for hospital staff. The Emergency Nurses Association
(ENA) completed a study which evaluated emergency skills and emergency department
competencies that an FNP needs for patient care (Hoyt et al., 2010). As a result of the ENA’s
Delphi study, a list of entry level competencies to practice in the emergency department were
determined and endorsed (Appendix A) (ENA, 2008). The list of competencies was developed to
be a guide for emergency nurse practitioner curriculum. Currently, the list of 51 skills

competencies is not routinely incorporated into FNP programs, as acute care setting didactic
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content and clinical rotations are not required. Despite the ENA study, there is still a lack of
evidence so more research is needed to determine the current practices, emergency education,
and practice settings of emergency NPs (Hoyt et al., 2010).

As the FNP role expands and more accountability is placed on these providers, especially
in rural settings, certain emergency department skills and the confidence to perform these skills
are imperative (Hoyt et al., 2010). Wolf et al. (2017) found that there was no standardized
emergency care competency validation for FNPs. Due to the lack of standardization, there are
some concerns about the actual emergency skills that FNPs are performing, how they were
trained, who was validating these skills, and how often. Wolf et al. (2017), found that FNPs felt
the education they received regarding emergency care during school lacked from what they
needed to transition into emergency care practice. Emergency care education for FNPs can be
difficult to provide when there are limited resources available. Due to a full curriculum focused
on primary care, most FNP program curriculums do not cover emergency care skills and
education (Hoyt & Proehl, 2015). Further research needs to be completed to determine the
education and competency for NPs in the emergency department, especially in rural areas.

Providers in rural settings are expected to have multiple certifications before practicing in
CAHs. The certifications include basic life support (BLS), advanced life support (ACLS),
pediatric life support (PALS), advanced trauma life support (ATLS) or comprehensive advanced
life support (CALS). These required classes are designed to prepare providers for delivering
lifesaving skills to patients and are completed every 2-4 years. BLS is a course that provides
instruction on the importance of recognizing emergencies, learning how to provide basic care for
an individual in cardiac arrest, administering proper chest compressions and ventilation, and

using an AED (American Heart Association [AHA], 2019a). ACLS builds on the fundamentals
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of the BLS course with the addition of emergency medications, managing stroke and acute
coronary syndromes, recognition of different cardiac arrythmias and their management and
treatment (AHA, 2019b). PALS focuses on how to provide care for infants and children during a
cardiac arrest and how to manage arrhythmias and respiratory complications (AHA, 2019c).
ATLS concentrates on providing immediate stabilization, assessment, and care of a trauma
patient. ATLS also provides instruction on how to determine if the patient should be transferred
to a higher level of care (American College of Surgeons [ACS], 2019). CALS education for rural
healthcare providers emphasizes all ages and conditions seen in rural settings, and the
management of those conditions in rural hospitals (Comprehensive Advanced Life Support,
2019).

All these courses and certifications help prepare a provider to practice in an emergency
department setting with patients across the lifespan. According to Stock (2015), upon completing
the graduation requirements, FNPs are ready to pass a national examination and transition from
pre-novice to novice FNPs in practice. If FNPs did not receive emergency care education during
their FNP program and is an expected part of their advanced practice role, providing emergency
care education is necessary to allow their progression in advanced practice roles and to provide
safe patient care (Hart & Bowen, 2016).

Dissatisfaction Among Rural Providers

Practicing in a rural area brings about different challenges and circumstances that are not
as common in an urban facility. Some of these challenges include isolation, both geographically
and culturally, increased distance to tertiary facilities, decreased socioeconomic stability in the
population, non-insured patients, decreased reimbursements, and potentially difficult boundaries

between personal and professional relationships (Waddimba, Scribani, Krupa, May, & Jenkins,
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2016). The Practitioner Resilience, Adaptability and Well-Being Study which was completed
among providers working in a rural facility found there were factors that contributed to
dissatisfaction in their job. The top-rated dissatisfaction was the increased workload in these
rural areas (Waddimba et al., 2016). The study also showed that practitioners with increased
workloads, and or uncertainty in practice had higher rates of job dissatisfaction. Increased
preparedness and education would help to increase job satisfaction in rural providers. The
shortage of providers creates a unique challenge because they are often the only provider in the
facility. The providers take an increased amount of call time and are frequently the provider on
call when patients present to the emergency department.

Providing emergency department care in a CAH presents an additional challenge because
of the need to handle complex patient conditions with fewer specialists available (Schneider et
al., 2010). While covering rural emergency departments and only having one provider in the
CAH, providers shared they did not always feel prepared for what was going to present to the
emergency department. A study published in the Advanced Emergency Nursing Journal by
Barnason & Morris (2011), reported that 57% of CAH FNPs did not feel adequately prepared to
manage patients in an inpatient or emergency department setting. CAH FNPs felt they needed
more emergency education as they use some of their required emergency skills so infrequently,
with no routine validation or adequately prepared hospital staff. Nurses working in rural
emergency departments also lack experience and skills when needing to assist providers in an
emergency (Barnason & Morris, 2011).

Family Nurse Practitioner Education
Additional emergency care education is recommended to meet the needs of rural patients

served. Many different types of care are needed in the emergency department, including critical
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care, primary care, behavioral health, and public health (Hoyt & Proehl, 2015). The additional
knowledge and skills that are needed to provide care in emergency settings is different than the
competencies necessary for primary care (Hoyt & Proehl, 2015). Using formal on the job
education, continuing education, and mentoring will help maintain patient safety and assist NPs
to grow in their fields of practice while expanding the care they provide to patients (Hoyt &
Proehl, 2015).

FNPs can obtain emergency care proficiency and competency by “completing an ENP
graduate program, attending a structured emergency fellowship program, or by obtaining
continuing education in critical care while working within the emergency departments” (Evans et
al., 2015; Sand, 2019). The AANP National Certification Board implemented guidelines that
need to be met to qualify for the ENP certification by completing one of the three following
options (American Academy of Nurse Practitioners, 2020):

1) Minimum of 2,000 direct emergency care clinical practice hours as a FNP in the past

five years. Evidence of 100 hours of emergency education, and a minimum of 30

education hours in emergency care procedural skills within those 5 years.

2) Completion of an academic emergency care accredited graduate or post graduate ENP

or dual FNP/ENP program.

3) Completion of an approved emergency fellowship program. In addition to the
increased need for providers in rural areas and FNPs filling these roles, an increase in emergency
care education for FNPs who are working in the emergency department are important.

Family Nurse Practitioner Students
As rural healthcare facilities are relying on FNPs to fill the growing workforce challenge,

FNPs are being recruited and incentivized to work in rural settings. One challenge that rural
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facilities are facing with recruitment of FNPs, is the requirement to cover the emergency
department. Recruitment into these roles is difficult as many NPs do not feel comfortable
covering the emergency department especially if they lack experience in a rural setting. The
Rural Health Advisory Committee (2015) of MN suggests some potential changes to FNP
education in order to help increase preparedness in emergency department skills and procedures.
Suggested changes have included developing FNP programs with an educational track focusing
on rural health, requiring clinical rotations to be completed at a CAH, requiring a residency for
FNPs, and increasing the number of sites available for emergency department clinical rotations.

Administrators in rural MN CAHs were asked if the facility would have interest in
collaborating with an FNP residency program. Over half of the CAHs showed interest in a
residency program with the other facilities requesting more information prior to answering
(Rural Health Advisory Committee, 2015). The CAHs administrators were invited to share ideas
that would encompass a residency program with suggestions including trauma and acute-care
education. Feedback on supporting an FNP in an emergency department residency in exchange
for service at the completion of the residency program was discussed.

FNP emergency skills education varies by FNP programs, and if present is often
fragmented throughout an FNP curriculum with variable validation of skills (Wolf et al., 2017).
Currently, FNP programs do not have a specific emergency course to prepare for emergency
department practice. Of the skills identified by ENA’s Delphi study, the ability to teach ot all 51
clinicals skills and procedures during an FNP curriculum. is not standardized. Depending upon
the FNP program select skills may be taught depending upon the curriculum and their faculty’s’

expertise.
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High Acuity Low Occurrence

High acuity low occurrence often known as HALO, are skills and procedures that are
infrequently used in emergency department practice but are crucial to be prepared for when
needed. Bierer et al. (2021) states that these specific HALO scenarios are often complex clinical
situations that occur infrequently but require expert cognitive and technical competency. To
prepare for these situations, trainings are often developed for these occurrences and are
frequently taught in a hands-on or simulation format. HALO education can be completed by
implementing individual skills or accomplished as a team to prepare for the critical
circumstances. Education focused on these specific situations have been shown to help relieve
concerns among interprofessional teams and improve continued education and exposure to
maintain proficiency (Bierer et al., 2021). HALO training has been shown to be valuable to
establish technical skill proficiency, non-technical skill refinement, teamwork, health care
delivery, and ultimately improving clinical outcomes HALO training helps improve resilience,
limit planning failures, and increase treatment strategies successfully. Many of the procedures
and skills needed in a rural emergency department are infrequently used but having the education
and preparedness for these scenarios is crucial. A few examples of some HALO skills include
imminent childbirth, procedural sedation, cervical spine management, emergency airway
management, acute neurological disability, and endotracheal intubation. When HALO skills are
utilized, the patient is often critical and needs to be treated without a delay in care. Continued
education is important in an emergency department, therefore finding ways to continue education
which may include self-directed modules, hands-on skills practice, or a team simulation all are

important aspects to maintain proficiencies.
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Previous Related Initiatives

A limited amount of research and literature is available regarding the emergency skills
and competencie