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ABSTRACT

Background and objective: In an ever-changing landscape of health care needs and demands, the ability to provide care for
rural communities is often overwhelming. Rural health care in a new decade demands targeted programs to improve recruitment,
training, and sustained employment of primary care providers. This project served to address rural primary healthcare needs by
the development of a project model to recruit, train, educate and evaluate Advanced Practice Registered Nurse students (APRN)
students who were rigorously selected for a rural traineeship and practiced in rural counties. The evaluation of preceptors was also
done to assist in retention and increased numbers of rural preceptors and clinical sites. This program was designed collaboratively
and implemented with rural community partners and rural healthcare leaders.
Methods: Graduate nursing students completed both a paper application and in person interviews to be selected for a rigorous
16-week clinical traineeship in the rural communities. Qualitative data were collected during interview and feedback sessions
during their traineeship. Quantitative Data were collected on Process and Outcome Measures focused on learning objectives
during their rural traineeship. These data were analyzed and evaluated to measure the effectiveness of program goals, outcomes,
and sustainability of the program.
Results and conclusions: The results support the structured process for selecting graduate students and with an innovative
program design focused on rural culture and accessing resources for patients in these same rural areas. Both students and
preceptors had improved performance and satisfaction over time. The results provide a road map to recreate programs with
high clinical impact and increasing numbers of rural healthcare providers. Current follow-up data with APRN post program
completion demonstrated increase in employment within rural areas post-graduation.
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1. INTRODUCTION

Over the past fifteen years, work force issues have been
raised regarding the availability and specialization of health-
care providers and their training for vulnerable families at-
tempting to access primary care in rural areas.[1] The gen-

eral shortage of primary care providers is well documented
within the United States and training of Advanced Practice
Registered Nurses (APRNs) has attempted to reduce this
shortage.[2, 3] One challenge is that the rural communities
often do not have access to providers who reflect their race,
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ethnicity or culture. Many patients in these rural communi-
ties do not always speak English and are culturally different
from many of their healthcare providers. In an effort to close
this gap, APRN practice leadership in a college of nursing
sought to link with rural communities, including rural health-
care clinics and county health departments, to address the
shortage of healthcare providers in these underserved rural
counties while also providing APRN clinical rotations and
education.

1.1 Background and significance

Barriers to recruit rural primary care health care providers, es-
pecially APRNs, include salary, inadequate office space, lim-
ited peer network, restricted practice climate where APRNS
often don’t practice to their full scope as a result of a lack of
the APRN role by other professionals.[4] Retention strategies
for rural APRNs and other healthcare providers includes im-
provement in work environment, professional autonomy, job
variety, counseling to deal with stress and peer-feedback.[5]

In rural settings, preceptorship and a positive influence from
APRN faculty inspire APRN nursing students to work in
these often forgotten and underserved areas.[6]

Moreover, gaps in rural primary care remain unchanged and
the success has been limited. After working in rural coun-
ties on vaccination education, a further collaboration was
discussed with rural healthcare leaders, community members
and medical staff. As a result, in 2017, a program model was
developed in collaboration with rural partners from two rural
counties. These collaborations included strategies for recruit-
ing APRN students, their selection as trainees, a match with
a preceptor and a specific clinical rotation in a rural clinical
primary care sites. These APRN students were required to
live in the community and take part in community events
such as health fairs and health screenings for farm workers.
This academic and clinical training would take place over
16-20 weeks and the selected trainees were paid a stipend
and their tuitions were covered by funding from a Health
Resources & Services Administration (HRSA) grant.

The fact that the health disparities in these rural, underserved
areas affect a wide array of age groups speaks to the need for
primary healthcare providers with a broad knowledge base of
age-related diseases, treatments and management protocols.
After community engagement activities that spanned almost
two years, an innovative project model was developed in
collaboration with faculty, physicians, healthcare leaders and
clinic staff to frame an innovative rural APRN academic edu-
cational model to support APRN nursing traineeships in both
Hendry and Glades counties. We describe the disparities of
these rural counties below.

1.1.1 Hendry county
Hendry County was ranked last out of the entire 65 counties
in Florida for social & economic factors.[8] The percent of
people living below the poverty level in Hendry County is
nearly double the average of Florida as a whole.[9] This holds
true for the percentage of children 0-17 years of age who are
under the poverty level; that rate is 25.5% for Hendry County
compared to 15.5% for the state.[9, 10] The average annual
income for a family of four residing in Hendry County is
estimated at $37,000 annually compared to Florida’s aver-
age annual household income of $51,000.[8] A significant
number of deaths in Hendry county are premature and pre-
ventable.[8] Women over 18 years of age were less likely
than other women across the state to report they had received
a Pap test in the last year, at a rate of 47.9% versus 57.1%
statewide.[8] This rate is far lower than the rate in 2007 when
it was 64.0%, and rates of annual Pap testing are lowest for
women who make under $25,000 annually. The 3-year rate
of sexually transmitted infection (STI) cases (which include
chlamydia, gonorrhea and infectious syphilis) for Hendry
County from 2015 to 2018 is 522 per 100,000 individuals,
higher than the state average of 467 per 100,000 individuals
for this time frame.[11] Hendry County was hit hard by the
economic downturn, with the unemployment rate jumping
from 7.2 percent in 2000 to 14.7 percent in 2010, higher than
the state rate of 11.3 percent.[8]

In a recent Hendry County health assessment, 86. 4 percent
of adults reported that they were unable to see a doctor at
least once in the previous year due to cost. Also, the county
had nearly double the state rate of uninsured individuals with
27.2% compared to 16.3% overall in the state of Florida.[9]

The most frequently cited reason that keeps Hendry County
residents from seeking medical treatment is lack of health
insurance and/or lack of ability to pay, which was more than
the responses of all of the other options combined.[9]

1.1.2 Glades county
The percentage of all people living under the poverty level
in Glades County is 20.1% higher than the state average,
15.5%.[12] Lack of health insurance coverage is a significant
barrier to accessing needed healthcare.[13] In 2019, it was
estimated that 25.9 percent of adults were without health
insurance in Glades county as compared to a rate of 16.3
percent of Florida as a whole.[11] The most frequent causes
of death for people are cancer and heart disease, together
accounting for more than 45 percent of the deaths in 2014 in
Glades County.[14] Lung cancer and congestive heart failure
are the most common preventable causes of hospitalizations
for residents.[8]

Socioeconomic disparities and health conditions persist in
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many rural communities; our rural partners face them every
day. Communities like those served by the rural clinics in
Hendry and Glades counties experience substandard access
to health care and poor health outcomes.[7] Such poor social,
economic and environmental conditions have had detrimen-
tal effects on the health and well-being of these communities.
Nonetheless, dedicated physicians, APRNS, Physician As-
sistants and nurses work every day with dedication and de-
termination to serve these families with compassion, caring
and evidenced based clinical skills.

1.1.3 Project model

The healthcare leadership from Hendry and Glades counties
played key roles in assisting with the development of the
project model. Their experience with healthcare disparities
in their own rural communities served as the foundation to
build an innovative project model to educate APRN students
in the context, culture and practice in their rural clinics. The
project team utilized extensive experience in rural commu-
nity engagement, APRN program development, evaluation
of process and outcome measures, and use of the Plan Do
Study Act (PDSA) cycle.[15, 16] The collaborative discussions
led to an innovative project model that consists of five dimen-
sions. These dimensions are: 1) a strategy for selection and
placement of APRN students in clinical sites that serve rural
underserved populations; 2) expansion of clinical placements
for APRN students; 3) strategies to ensure rural clinical pre-
ceptors will be recruited, oriented, evaluated and retained; 4)
rapid quality improvement strategies such as the PDSA cycle
are implemented to test the effectiveness of clinical training
and 5) implementation of evidence-based, competency-based
assessments and clinical evaluations tools to assess student
performance and readiness to practice for APRNS who will
serve rural communities.

This project model is framed on evidenced based strategies to
retain primary care providers in underserved areas.[17, 18] The
program model utilized both process and outcome measures
specifically for these clinical traineeships, which tracked
APRN student progress, preceptor satisfaction, and all aca-
demic programmatic requirements. This quantitative data
was analyzed and monitored to ensure the goals of the rural
traineeship program were met. Our collaborative efforts in-
cluding our rural partners, preceptors, APRN nursing faculty
led to the final project model that was tested throughout the
four years the program was implemented. APRN students
were well prepared to provide safe, quality care within the
complex practice-based environment of the nation’s evolving
healthcare system.[19] The five dimensions are depicted in
Figure 1.

Figure 1. Developed collaboratively with rural partners and
adapted from Murray and James[19]

Dimension One - Student Recruitment Process: A strategy
for placement of 16 APRN trainees over 4 semesters in clini-
cal sites was completed with our rural partners. All ARPN
graduate students were eligible to apply and were recruited
via pamphlets, in person recruitment during the first semester
of graduate study and through a program site launched on the
college website. Interested APRN students applied initially
by completing a written application followed by a face-to-
face interview with the project director, graduate nursing
faculty and rural community partners. Rural partners re-
viewed both the written application and participated in every
student interview along with program director, program co-
ordinator and graduate nursing faculty. This allowed for true
collaboration and communication with partners months in
advance – a practice that has predicted the most success in
our experience. Factors considered were prior experience in
serving rural communities, willingness to travel, willingness
to stay overnight in a hotel as needed and previous experi-
ence volunteering in rural clinics. If the student was bilingual
(English-Spanish) this was also considered but never a quali-
fication for placement.

Selected APRN students received a traineeship award that
covered tuition costs, travel expenses, and a stipend. Once
selected, the APRN rural trainees were announced via email
and through newsletters and at College wide meetings. The
intent was to remind everyone involved that selection, as well
as serving rural communities was an honor and a privilege.
APRN students were supported by faculty and program staff
with one-on-one mentoring that included weekly face-to-face
meetings as needed. This one-on-one support of a nursing
mentor has been reported as key predictor of academic pro-
gression and future success in nursing.[20] In addition, the
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project coordinator traveled weekly to the rural clinics to
evaluate and address any student, preceptor, partner or prac-
tice concern.

Dimension Two – Expansion of clinical placements for
APRN students were planned and achieved. This expansion
led to an increase in clinical placements as our rural partners
interviewed and sought to hire our rural APRN trainees who
had been placed in these rural underserved areas. Also, ad-
ditional rural clinical preceptors volunteered as the program
progressed and the caliber of APRN students, the weekly sup-
port and evaluation demonstrated our commitment to these
rural clinics.

Dimension Three – Implementation of strategies to ensure
clinical preceptors were recruited, oriented, evaluated, and re-
tained was achieved during routine visits prior to implement-
ing the model to recruit preceptors during the first 6 months
program implementation. They also established a personal
one-on-one relationship with providers who volunteered to
be clinical preceptors. This was essential to establish trust
and ensure the quality of APRN students assigned to their
rural primary care clinics.

Dimension Four – In dimension four, rapid quality improve-
ment strategies were implemented to test the effectiveness

of clinical training with the systematic tracking of clinical
experiences, management of student debriefing and weekly
evaluation that included the collection of both process and
outcome measures and the programmatic requirements of
mid and final semester evaluation of each APRN student.
PDSA were utilized in each dimension of the project model;
but in the evaluation of process and outcome measures, quan-
titative data were routinely used to implement changes and
enhancements, resulting in success for both the APRN stu-
dent and the rural preceptor.

Dimension Five – This dimension contained evaluation com-
ponents of process and outcomes for both nurse practitioner
students and preceptors. The implementation of evidence-
based, competency-based assessments and clinical evalu-
ations tools gauged student performance and readiness to
practice. This contributed to optimal student outcomes and
successful employment of primary care nurse practitioners
in rural and underserved areas. In addition, both students
and preceptors were made aware of an additional adapted
model from Diekelmann and Barragan with constructivism
provided as a visual guide for the enhancement of APRN ed-
ucation and development of future APRN Faculty Preceptors,
see Figure 2.[18, 21, 22]

Figure 2. Adapted pedagogy model utilized for preceptor and graduate nursing traineeship encompasses multiple factors
associated with positive interaction of classroom learning and clinic application impact on community.[21]

Through the implementation of the project model, APRN stu-
dents engaged with rural and vulnerable communities served
by our primary practice partners in Hendry and Glades coun-
ties. The environment and the rural clinics substantially
enhanced APRN education framed upon the project model.
This project served to address rural primary healthcare needs
by the development of a project model to recruit, train, edu-
cate and evaluate Advanced Practice Registered Nurse stu-
dents (APRN) students who were rigorously selected for a

rural traineeship and practiced in rural counties. The evalu-
ation of preceptors was also done to assist in retention and
increased numbers of rural preceptors and clinical sites.

2. METHODS

This descriptive study utilized methods built upon evidenced-
based pedagogy and included continuous preceptor and fac-
ulty development on innovative teaching strategies to en-
hance student clinical leadership skills, team building and
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collaborative problem-solving, culturally appropriate care,
integration of telehealth and Information Technology. Based
on clinical partner feedback, rural clinical capacity, and avail-
able preceptors, this program aimed to place a total of 16
APRN trainees. Clinical placement of selected ARNP stu-
dents took place over 4 semesters with small cohorts of 3-5
students assigned to a rural clinical site throughout a 16-week
period. Prior to collecting any data on APRN students or
preceptors, Institutional Review Board (IRB) approval was
obtained by the University. After Institutional Review Board
approval, quantitative measures based on specific process
and outcome measures were used to collect data at different
times during the project.

Outcome and process measures for APRN students and pre-
ceptors were based on review of the literature with priority to
those items that align with the Benner Theory of Novice to
Expert and the Synergy Model of Nursing.[5, 23] Process mea-
sures items were derived from standardized improvement
approaches.[24, 25] Outcome measures items were selected to
align with domains and core competencies of advanced nurs-
ing practice as supported the by the National Organization
of Nurse Practitioner Faculties (NONPF) and widely used
evidenced based practice standards.[15, 22]

This quantitative data was collected using responses to Pro-
cess Measures and Outcome measures on a Likert scale of
1 through 5 with the following choices: N/A for No op-
portunity to perform or not observed; 0 -Omits required
critical element; 1 Requires extensive prompting to perform
behavior- obtains relevant data 30% of the time; 2 Requires
much prompting to perform behavior- obtains relevant data
50% of the time; 3 Requires moderate prompting to perform
behavior- obtains relevant data 70% of the time; 4 Requires
minimal prompting to perform behavior- obtains relevant
data 90% of the time or 5 Performs behavior independently –
clinical autonomy.

Student process measures included 4 daily measures per stu-
dent and these focus on how the APRN student prepared
for and completed their daily clinical experience. Student
outcome measures include 39 measures per APRN student,
per week, and focus on specific outcomes related to the core
curriculum.

Process and Outcome measures for all rural preceptors were
also collected weekly to evaluate and guide interactions with
their respective APRN student preceptee. Rural preceptor
process outcomes were focused on the preceptor’s prepara-
tion interaction with the APRN graduate students such as
specific patient or family care, including management of
chronic illness. Preceptor outcome measures focused on pre-
ceptor provision of quality opportunities for APRN graduate

students, evaluation of critical thinking, patient assessments,
diagnosis, treatments and anticipatory guidance/health pro-
motion instructions were evidenced based. The measurement
and evaluation of these behaviors were key to the success
of both the rural preceptor and the APRN graduate students.
We structured these preceptor outcomes based on findings
from a recent study that identified a knowledge gap of pre-
ceptors’ self-evaluated competence and a gap in preceptor
confidence in determining the match between the rural pre-
ceptor and the APRN graduate student trainees they would
precept during the rural traineeship.[26] The scoring of pre-
ceptor process and outcome measures is as follows: N/A – no
opportunity, 1-Never Occurs, 2-rarely occurs 0%-39% of the
time, 3-Occurs Sometimes 40%-69% of the time, 4-Usually
Occurs 70%-89% of the time and 5-Occurs 90%-100% of
the time.

The methods and tools used to evaluate student progression
also included the student centric evaluation required by the
APRN program, completed at mid-point and the end of the
semester. Data was collected after each clinical rotation en-
compassing quantitative and qualitative approaches that mon-
itor student care, progress, clinical competency and the effect
of preceptor mentorship.[7, 16] For the observation component
of this project, qualitative data was collected via anonymous
surveys analyzing students’ and preceptors’ experience in
rural clinics. Students were given one-on-one feedback by
preceptors before, during and after each clinical day. While
students were expected to apply the knowledge, practice
skills and demonstrate professional attitudes of professional
nursing practice, the rural traineeship program is for student
learning and not for a "performance" experience. All APRN
students written and verbal comments were included as quali-
tative feedback as part of the anonymous surveys given at the
end of the rural traineeship program. Specific project method-
ology allowed for student and preceptor evaluation based on
increase in student clinical performance and feedback from
their preceptor. These were linked to student overall clin-
ical experience in a rural health setting and demonstrated
likelihood of pursuing a career in a rural clinic.

Analysis
All statistical analyses were performed using SPSS 17.0. Sta-
tistical significance was assessed using an alpha level of .05.
Outliers were examined and correlations run on student pro-
cess variables. A general linear model was run using process
measures (1,728 data points) and outcome measures (7,488
points) for process and outcome measures for APRN stu-
dents. This same linear model was run using within subjects’
factors to verify APRN student results over time. Pairwise
comparison tests and Wilks’ Lambda test were completed
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with a significance of .000. These same statistical tests were
completed on preceptor process and outcome measures. The
general linear model was completed, within group compar-
isons and pairwise comparisons at .000 significance and
Wilks’ Lambda significance at .003. Data was analyzed and
monitored to ensure the rural traineeship was successfully
implemented along with student and preceptor evaluation
during rural traineeship project.

3. RESULTS
Results indicated completion of program with exposure to
a rural health clinical setting enhanced ARNP student com-

prehensive primary care knowledge, clinical autonomy, and
increased their desire to work in a rural community. De-
scriptive statistics on both student and preceptor demograph-
ics were calculated. Student demographic results include11
(68.8%) identified as male and 5 (31.3%) Female; 12 (75%)
as Hispanic and 4 (25%) Non-Hispanic; 4 (25%) as White,
4 (25%) Black, 3 (18.8%) Asian, and 5 (31.3%) as Other,
see Table 1. Additionally, of the 16 graduate nursing student
trainees, 10 (62.5%) were enrolled within the Adult nursing
program, 3 (18.8%) in the family program, and 3 (18.8%) in
the pediatric nursing program (see Table 1).

Table 1. Demographics of participants in rural project program
 

 

Rural Program Participant Demographics 

Individual-level 
variables 

Trainees  
 

Rural Preceptors 

Frequency (n = 16) Valid Percentage (%) Frequency (n = 7) Valid Percentage (%) 

Gender      

  Male 11 68.8  4 57.1 

  Female 5 31.3  3 42.9 

Race      

  White 4 25.0  3 42.9 

  Black 4 25.0  1 14.3 

  Asian 3 18.8  1 14.3 

  Other 5 31.3  2 28.6 

Ethnicity      

  Hispanic 12 75.0  2 75.0 

  Non-Hispanic 4 25.0  5 25.0 

Health Profession      

  Adult  10 62.5  2 28.6 

  Family  3 18.8  3 42.9 

  Pediatrics 3 18.8  2 28.6 

Previous Experience working in a Rural Clinical Site    

  No 0 0.0  2 28.6 

  Yes 16 100.0  5 71.4 

 

All APRN students have shown improvement in clinical com-
petency and decision-making skills at the initial, mid and
final evaluations, demonstrating an enormous positive impact
of the program on APRN students who participated in the
rural traineeship with a .000 sig. value (see Table 2). These
effects over time show increasing improvement. Improve-
ment was equally distributed across gender, race, ethnicity
and specialties (adult, family, and pediatrics). Results from
process and outcomes indicate 100% improvement rates in
students’ clinical competency. Final clinical evaluation re-
sults showed 93% of students received an average overall
score of 5 on the category “performs behavior independently”

during their final clinical assessment. There was no signifi-
cant difference in trainee improvement rates among variables
making this an effective rural APRN education among all
specialties and demographics.

Results from preceptor process and outcomes measures com-
pleted for students demonstrated 100% of participating stu-
dents believing preceptor mentorship is instrumental in en-
gaging with patients and providing adequate care to rural
communities. Similar to student trainees, rural preceptors
received initial and final process and outcome measure eval-
uation throughout their participation in the program. Results
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from the preceptor process and outcome measures demon-
strated 100% improvement rate for rural healthcare providers’
clinical mentorship skills. This included an improvement in
communication skills with APRN student and APRN fac-
ulty to provide clinical feedback and educate students on

evidenced based practice, patient-centered care, disease pro-
cesses, appropriate primary care assessment, diagnosis, and
treatment plan for each patient, and culturally competent
care.

Table 2. Analysis of trainee demographic on improvement of clinical competency following clinical traineeship program
 

 

 Mean Std. Deviation N 

First Clinical Evaluation 147.37 10.327 16 

Mid Clinical Evaluation 156.81 5.431 16 

Final Clinical Evaluation 164.69 1.250 16 

Multivariate Tests 

Effect  Value F Hypothesis df Error df Sig. Partial Eta Squared 

Time 

Pillai’s Trace .757 21.770† 2.000 14.000 .000 .757 

Wilks’ Lambda .243 21.770† 2.000 14.000 .000 .757 

Hotelling’s Trace 3.110 21.770† 2.000 14.000 .000 .757 

Roy’s Largest Root 3.110 21.770† 2.000 14.000 .000 .757 

Note. Design: Intercept Within Subjects Design: Time †Exact statistic 

 

 
These improvements in preceptor competency positively im-
pacted the rural APRN student educational and clinical train-
ing experience. Multivariate analysis of variance was used to
examine the relationship between gender, race, ethnicity, and
nursing discipline (independent variables) and the rate im-
provement of clinical competency at the initial, mid, and final
intervals (dependent variable) (see Table 3). Data analysis
showed no significant relationship between gender, nursing

discipline, race, or ethnicity as contributing factors affecting
improvement rates of clinical evaluation. This serves to show
that this clinical traineeship program is an effective and ef-
ficient replicable model for increasing clinical competency
and decision-making skills for all nursing students. This
clinical program is applicable across all nursing disciplines
and serves as a culturally competent comprehensive model
of clinical learning.

Table 3. Analysis of trainee demographic on improvement of clinical competency following clinical traineeship program
 

 

Between Subjects Test 

 Sum of Squares Df Mean Square F Sig. Partial Eta Squared 

Nursing Discipline 258.605 2 129.302 1.252 .378 .385 

Gender 21.489 1 21.489 .208 .672 .049 

Race 268.003 2 134.017 1.297 .368 .393 

Ethnicity 215.083 2 110.780 1.072 .520 .747 

Note. Dependent Variable: Improvement of clinical competency following completion of clinical program 

 

These results support the observation that, overtime, precep-
tors have shown improvement in preceptorship skills and
that the APRN rural traineeship program has had a positive
impact on their precepting of APRN students, with a .003 sig.
value. in outcome measures and .004 in process measures.
Again, improvement was equally distributed across medical
profession, gender and previous precepting history. Gender
and discipline (pediatrician, physician and nurse practitioner)
were not influential in the rate of improvement.

Following completion of rural traineeship program, partic-

ipating APRN students were asked to provide feedback re-
garding their clinical experience as well as health perceptions
of rural communities. Qualitative data from feedback demon-
strated positive clinical experiences for 100% of students
following completion of traineeship program. The quali-
tative comments of the APRN grad student trainees were
collated using qualitative methods and analyzed to identify
themes. The themes included : 1) Completion of the rural
traineeship program increased their desire and readiness to
work with rural and underserved communities 2) Exposure
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to a rural healthcare setting further developed APRN nurs-
ing career skills by improving clinical competency, cultural
sensitivity, and overall clinical care and treatment, and 3)
despite the challenges of temporarily living in the commu-
nity or commuting for over three hours, working in rural
communities can further enhance clinical competency and
overall satisfaction with the role of the Advanced Practice
Registered Nurse.

The 2020 generation of nurse practitioner students reported
challenges to increasing provider availability in rural areas
as: travel distance to clinic location, remoteness, salary and
incentives and culture change. Our local clinical partners
reported that, even with hiring the nurse practitioners who
participated in this program, there is still an overall need
to increase provider availability. Our results on preceptor
preparedness indicated an opportunity to improve mentors’
competence, particularly through enhancing organizational
mentoring practices and relevant resources in clinical envi-
ronments. These positive experiences associated with partici-
pation in the program further impacted the overall health care
for patients, since all students stated that throughout their
rural clinical traineeship, they felt a gradual improvement in
the care they provided patients.

4. DISCUSSION
This four-year program allocated effective and efficient so-
lutions for healthcare limitations in rural communities by
preparing APRN students and increasing the availability of
rural nurses.[1, 22, 25] The project model utilized within this
study relied on community collaboration and innovations in
clinical training for ARNP’s to increase efforts in rural areas.
Utilization of the programs 5-dimension model was critical
in the success of the program’s implementation and ARNP
student clinical performance. Clinical performance and a
positive experience with preceptors increased the desire to
work in rural areas. Tailored recruitment and placement of
ARNP students with specific rural preceptors allowed for
specialized clinical training and performance feedback that
enhanced clinical decision making, clinical autonomy, and
knowledge to address a variety of health concerns specific to
rural patients.

Data from student clinical assessment and feedback from pre-
ceptors support the idea that this model can be replicable in
other rural areas. Our data and overall outcomes support ear-
lier findings from similar studies that suggest students with
urban backgrounds who complete clinical rural practice are
more likely to seek clinical employment in rural settings.[27]

Moreover, this data highlights the important association be-
tween positive clinical experience and the impact on overall
provider care and patient treatment which have been keys

to ongoing positive relationships with clinical preceptors.[6]

Analysis from other studies indicated that nurse practitioner
students’ clinical practice assessments already include many
good practices, but when preparing this future generation of
nurse practitioners who will practice in rural areas, this inno-
vative project model as described will lead to competence in
rural primary care practice areas.[7, 17, 18]

Utilizing data to evaluate and shape future rural APRN clini-
cal/educational practice in rural settings is just as important
as utilizing data to continually improve standard APRN clin-
ical/educational practice settings. Overall, the project served
to evaluate the student and preceptor progress and informed
the program model in addition to analyzing and improving
clinical training skills of students. The overarching goal was
to develop a model that could be reproduced in rural areas,
evaluate APRN students and their preceptors in clinical prac-
tice, increase the number of primary care providers in rural
areas and address rural health disparities with data.[7]

4.1 Lessons Learned
The preparation of APRNs for rural primary care and the
development of rural preceptors was achieved successfully
using this project model. The use of our project model has
maintained success for both APRN students and preceptors
over the past four years. Nonetheless there were valuable
lessons we learned along the way. First, we found the in-
person interviews were essential and an indicator of over-
all success. Students with high interview scores were later
associated with higher clinical performance and healthier
professional skills with clinical staff. Second, we found that
a longer orientation, at least a full day in the rural commu-
nity was more helpful than any online education or liter-
ature review. Experiencing the community by eating at a
local restaurant, being introduced to local healthcare leaders,
prospective preceptors, planning for community outreach
and attending weekend community events clarified expecta-
tions for both the students and the preceptors. Third, APRN
students debriefed weekly with the program manager who
visited each rural clinic on a weekly basis to resolve program-
matic issues or assist with housing or weekend community
outreach participation. Lastly, positive relationships and
collaborations with rural clinical partners and community
stakeholders provide framework for efforts to reduce rural
health inequity and facilitate implementation of programs
aimed to increase culturally competent provider coverage
across all communities.[22, 28, 29]

4.2 Limitations
Project limitation included monetary award incentive asso-
ciated with program completion on nursing student clinical
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performance, however, development of project model ad-
dressed this by implementing a detailed student selection
process which included program application and interviews.
Secondary project limitations included small sample size and
three clinical practice sites. Both limitations were influenced
by the lack of provider availability and health services in
rural Hendry and Glades County. With only three available
clinical sites within a 100 miles radius and limited provider
availability to precept graduate nursing students, recruitment
and size of trainee cohorts were specific and dependent on
available resources. Small group of available and trained
physicians and nurses to precept nursing students meant
reduced number of accepted students to the program. Addi-
tionally, lack of available healthcare equipment and services
in rural communities limited expanding program to other
nursing disciplines such as psychiatric mental health or in-
fectiology. However, despite project limitations, the ultimate
project goals and objectives were achieved.

5. CONCLUSION

This innovative clinical traineeship program serves as a repli-
cable model for globally increasing ARNP training and avail-
ability for primary care services in rural underserved com-
munities and allocating effective and efficient solutions for

healthcare limitation in rural communities. Starting from
the development of this project model to its implementation,
evaluation of students and preceptors, and use of continu-
ous feedback has been a wonderful four-year journey for
APRN students, rural preceptors and rural partners. Rural
communities who are often overlooked and invisible are now
becoming part of the fabric of graduate education in an urban
university serving minorities. Graduate students now ask for
rural placement because of the great conversations they have
shared with their peers. As the program sunsets this coming
year, rural APRN placements will continue with the hope
that the model will be adapted in other areas and graduate
programs in nursing who serve vulnerable populations will
enjoy similar success. The future looks positive and we hope
our rural communities will now have APRNs who have grad-
uated from this program serving these rural areas. Follow-up
with ARNP students who completed this program demon-
strated active career placement in a rural and underserved
community. Several students are already working in rural
communities and share that their passion was ignited, and
their confidence increased because of the rural traineeship
program.
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