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Abstract: Nursing students are prepared academically with the understanding that they should be able to ‘hit the
ground running’ when they are being clinically trained, However, Unfortunately, the quality of care being delivered
to patients is being compromised due to a disconnect between what is taught in nursing school and what is expected
of the students in the field when they graduate. Although the different approaches in nursing education are useful and
targeted in imparting the required knowledge, there is a noticeable deficiency in ancillary skills like teamwork,
complex problem-solving, and operating modern medical equipment. This paper proposes the Curriculum to Clinical
Integration Framework (CCIF) as a unique and effective way to address the problem. This framework unifies
education approaches such as competency based learning, immersive simulation, structured clinical mentorship, and
digitally-enabled case learning. Unlike standard models, the CCIF focuses on learning as a journey that is traversed
through continuous collaboration with peers and colleagues within and outside of the discipline, as well as corrections
between what is taught and what is experienced in real clinical settings. This model has been applied in the early
stages of a nursing career to improve professional self-confidence, reduce mistakes often made during the transition
period, and improve patient care. It would be possible to implement these strategies on a wider scale within the
collaboration of nursing schools and the healthcare sector to improve the quality of education being offered and, in

turn, prepare the graduates for the ever-evolving dynamics of the field.

Keywords: Nursing Education, Curriculum Integration, Clinical Practice, Competency-Based Training, Simulation

Learning, Professional Development, Patient-Centered Care.
1. Introduction

Nurses promote patient safety, improve health outcomes, and sustain the functioning of health systems.
The relationship, ideally, is positive, and there is a link between educational quality and the level of practice.
Graduates are supposed to be well grounded in theory and practice (Wolff et al., 2010; Salminen et al.,
2010). Indeed, there have been some positive changes in terms of educational improvement. There is,
however, a gap between the academic curricula and real-world clinical practice. The gap of academic
curricula and the requirements of the practice field underscores the need qualitative changes in collaboration

between education and practice (Mahendra et al., 2025). This, in turn, emphasizes the need clarify the
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problems with the level of nursing education. When considering the prominent issues in nursing education,
it is important to avoid framing the problems in terms of mere shortage of nurse practitioners. The

complexity of the issues calls for rational, rather than extreme, solutions (Sharif & Masoumi, 2005).

Teaching in the field of nursing once involved lectures, laboratory work, and supervised clinical
placements (Turky et al., 2025). While these techniques provide foundational information on various
nursing topics, they don’t take into consideration the current realities in healthcare, such as the use advanced
healthcare technologies, the standard of evidence-based nursing practice, and interdisciplinary
collaboration. Integrated Artificial Intelligence and Machine Learning technologies computerized
networks fusion reflects operational technology preparedness efficiency in professional practice
(Duchscher, 2009). As a result, the new graduates repeatedly face challenges integrating and applying

theoretical concepts into practice, which is the phenomenon called ‘transition shock’ (Harden, 2018).

The rapid growth of chronic illnesses, the aging population, and the implementation of digital health
technologies which are considered to be a healthcare revolution (Reeves et al., 2016) are some of the many
reasons for the ever-changing healthcare system. The innovations expected of nursing graduates demand a
high degree of flexibility, use of digital technology, and interdisciplinary teamwork (Cant & Cooper, 2017).
Unfortunately, most curricula have not evolved in line with innovations, resulting in a large gap between
the realities and expected performance on clinical placements for many nursing graduates (Rustamiy et al.,

2025).

There is evidence that simulation-based education, case-based learning, and problem-solving
approaches all contribute positively to the clinical competence of nursing students (Newton et al., 2011).
Students practice how to make decisions and execute technically demanding tasks which they can later
apply to real patients in a simulated setting. Bridging education to practice is also illustrated by the use of
a multiscale attention mechanism in wireless networks and improved wireless education and learned
outcomes from it (Bakon et al., 2018). However, these innovations individually do little to address the
academic—practice gap. Thus, a thorough integration of classroom teaching, simulation, and clinical

mentorship is necessary (Williams et al., 2007).

Another important problem is the differing clinical placements students undertake. Students do not
always experience the full range of healthcare complexities (Frank et al., 2010). Situations such as
emergencies, end-of-life care, and the use of advanced technology are critical, and the lack of exposure may
leave new graduates vulnerable. It is the responsibility of the academic and healthcare organizations to

collaborate and incorporate such relevant clinical experiences to students (Carraccio et al., 2016).

In addition, interprofessional education (IPE) has developed as a necessary element in preparing nurses
for collaborative practice (Cao & Jiang, 2024). Working with students from medicine, pharmacy, and other
health professions promotes interdisciplinary collaboration, communication, and collaborative
problem-solving skills, which are crucial in today's patient-centered approach to care (Spector & Odom,

2012). IPE, as with many other useful teaching strategies, remains absent from most nursing programs,
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thereby exacerbating the education practice gap. Machine learning methods for sustainability assessment
are other examples of how data-centric models reconcile the practical application of what is taught with the

learned theory (Harden, 2018).

In many countries, policymakers and the nursing councils are advocating for transformational,
competence-based nursing education that focuses on patient safety, leadership, and practice guided by the
best available evidence (Wolff et al., 2010). Embedding these competencies into the nursing education
framework demands advocacy for policy-level initiatives and organizational changes comprising diverse
learning pathways, mentorship, and sustained professional development (Doust, 2017). Without such
changes, educators in nursing will continue to operate in a policy vacuum, undermining health systems and

their capacity to provide safe and effective care.

The study focused on introducing CCIF as an underlying structure to connect the educational and
practical realities of the nursing profession. CCIF fosters an uninterrupted continuum of engagement
between theory and practice through the incorporation of competency-based education, immersive
simulation, digital case-based training, and systematic mentorship. This framework approach equips
graduates to meet the challenges of the clinical environment on the very first day, while also cultivating a

sustained passion for learning which is crucial for further growth in the evolving health care environment.

2. Literature Review

A strong body of literature has been developed between nursing education and practice in different
healthcare settings and it has been shown that while many education programs provide intensive education
on the various aspects of nursing, most graduates lack the confidence and the ability to perform the required
tasks in a professional setting. The existence of this “theory—practice gap” impacts the overall preparedness
of the workforce and, in particular, the high attrition rates of recently graduated nurses, as reported. Across
the US, Europe and Asia, numerous studies have shown the gap between the classroom and the clinical

setting as a worldwide problem in nursing education.

The practice of nursing education in the past has continued to treat theory and clinical practice as
separate activities, dedicating the greatest attention to the acquisition of basic nursing skills. Although these
models are useful in teaching students the basic skills, they do not, however, do not capture the chaotic and
complex nature of modern healthcare systems. For instance, the high and increasing use of advanced
medical technology and evidence-based practice requires that nurses have more complex skills in

decision-making and thinking than those that currently prevail in training.

One of the solutions to the gap between theory and practice is the incorporation of simulation based
learning. Nursing students faced with high-fidelity simulation environments can immerse themselves with
patients, making critical decisions and honing technical skills with zero liability to patient safety. Several
studies report the degree to which simulation based education facilitates the clinical work, administration,

and self-efficacy of nursing students. To this end, some researchers insist that clinical immersion is an
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integral component of the learning experience and thus simulation cannot stand alone, “simulation is an

adjunct to instruction”.

Competency based education (CBE) is a new educational approach which involves evaluating the
educational outcomes of learners at clinical endpoints. More importantly, there is no standard time for
teaching students. Rather, students are taught critical skills such as patient safety timeless, interprofessional
collaboration, and evidence-based practice. Employers argue that such graduates are more ready and able
to seamlessly transition into professional practice. Nonetheless, there are still numerous academic and

institutional hurdles to the integration with the industry that remain unmet.

The positive effect of mentorship and the value of residencies in facilitating the transition from ‘school
to practice’ apont of justification from the documentation is also quite relevant. Graduates from structured
residency programs have been shown to have better clinical judgement and retention, and are less stressed.
Similarly to mentorship, novice nurses are also supported in trying to position themselves within the large
and intricate healthcare systems, with professional identity citizenship being one of the principal objectives.
In addition, the inequitable primary healthcare access within some of the migrant populations highlights
the need to develop community-centered primary health care training programs. Of course, the issue of
limited community resources is always present. Moreover, the inequitable application of mentorship

frameworks does stall the advancement of the use of mentorship.

Another case is Interprofessional Education (IPE). Nursing students have classes with students from
medicine, pharmacy, and other fields. They acquire collaboration and leadership skills which are essential
in real clinical teams. There is also IPE, which is known to enhance collaboration, relevant for advancing
patient care. However, the integration of IPE into the nursing curriculum is still a work in progress in many

institutions.

The policies that relate to the accreditation of the courses are central to the development of customized
courses. The World Health Organization, because it is an international institution, has developed standard
criteria to respond to the global health care. Countries that purport to have clinically reformed their
education systems claim to have better dealt with the transition shock in relation to improved workforce
readiness. However, the persistent lack of adequate resources and organizational support continues to

hamper global integration.

Indeed, the literature supports the claim that innovations in simulation, CBE, mentorship, as well as
interprofessional education (IPE), have made strides in addressing the gap between education and practice,
but none have fully closed it. Consequently, scholars advocate for comprehensive frameworks that integrate
these elements as seamless transition pathways from theory to practice. This review further supports the
rationale for developing and adopting new models such as the Curriculum-to-Clinical Integration

Framework (CCIF) that integrate and address structural and pedagogical barriers to nursing education.
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3. Methodology

Study Context and Participant Recruitment

The research encompassed as well two institutes of higher education for nursing and tertiary level
academic teaching and clinical support affiliate hospitals. Study subjects consisted of clinical preceptors
and mentors accompanying nursing clinical training (n = 30), undergraduate final year students (n = 120)
as well as nurse educators for whom the teaching and learning course was developed (n = 15 cit.). There
was purposive sampling of participants so that the sample would comprise subjects who had been

academically thought of and had practical clinical exposure.
Implementation of the Curriculum-to-Clinical Integration Framework (CCIF)

Through devised model CCIF underwent rigorous implementation with clear-cut divisions. In the first
step, Constructing a detailed model of pupils’ competences, educational outcomes, together with meetings
with teachers and heads of the clinics, acquired vital abilities needed in practice. Phil 2 concentrated on
integrative learning within a blended curriculum. Pre-placement training included simulated practice,
digital modules, and interprofessional workshops. In step 3, the model of CCIF pivots on mentorship and
feedback. Each student is consolidated with a mentor who assesses the student on multiple outcomes within
a specific duration, at the same time providing real time feedback and debriefing sessions. Competencies

are the key focus for outcome in figure 1.

[ Academic Curriculum ]

[ Clinical Practice ]

Figure 1: Curriculum-to-Clinical Integration Framework (CCIF)

In order to integrate nursing education and practice more practically and deeply. CCIF emphasizes
Iterative, cyclical, systematic thinking. CCIF emphasizes Iterative, cyclical, and systematic thinking the
mapping of competencies aims to align curricula with the core competencies required in the actual setting.

In this stage, through gap analysis, the underlying knowledge, technical skills, and the expected professional
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attributes are determined and addressed. In this stage, case-based and applied strategies, simulation-based
training, and problem ‘s are used. These measures place the students into real-life situations, which helps
them to acquire important skills for effective clinical practice in decision making, thinking critically, and
collaborating with others. The last stage of the framework CCIF, which is called mentorship and feedback,
requires the students to undergo self-guided clinical placements and reflective practice. This framework is
guided by the philosophy of continuous feedback loops, which helps students to refine their competencies
and helps educators to adjust the evolving needs of the healthcare system. The CCIF is an example of a
framework where the curriculum and the clinical practice are intergrated. Integration is a dynamic, ongoing

effort to prepare nursing students for patient care. CCIF is not a one-time practice.
Data Collection Strategies

The data collection incorporated both qualitative and quantitative methodologies. Quantitative data
collection involved pre- and post-intervention competency assessment through rubric-based evaluations,
structured surveys measuring preparedness, confidence and transition shock on a Likert scale, and
post-structured surveys. Qualitative evidence arose from focus group discussions with students and
mentors, semi-structured interviews with faculty, and clinical practice recordings from external observers.

This Framework enabled an in-depth analysis of the CCIF model.
Analytical Procedures

For the evaluation outcomes attributable to the work, the level of changes and improvements concerning
the competencies and preparedness, and the procedures taken, were assessed using descriptive and
inferential statistics like paired t-tests and ANOVA. Thematic analysis of qualitative data in compliance
with Braun and Clarke. Pairs of students independently annotated the Focus group and interview transcripts;
the resulting codes were then described and revised to enhance reliability. The affirmation and

corroboration of the data strengthened the research validity as well as its reliability.
Ethical Safeguards

Approval for Permissions Extraordinaire was granted by the IRB and the respective Study Associate
Institutions. Access to and especially collection of the biological data was done solely via the consent
documents. Participants were assured that the data which they provided would be kept confidential and
absolutely protected. Participants were free to withdraw from the study at any time and for any reason

without any justification.
Ensuring Rigor and Reliability

The reliability scores of the qualitative instruments which were piloted during testing were shown to
have a Cronbach alpha score of over 0.80. Member checking which facilitates participants evaluating the
responders’ analyses or interpretations of their answers during data collection also contributed to enhancing

qualitative validity. Even though the inter rater reliability was assessed to be kappa over 0.75 in the
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qualitative coding, there were still measures devised to show inter rater reliability. More triangulation of
the data collected by other methods enhanced the dependability and credibility of the mixed methods

outcomes in the quantitative and qualitative parts of the research.

—a
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Participants Data Collections Analysis Validation

Figure 2: Sequential Workflow of the Study

Based on this study in figure 2, the structure illustrates the sequence of the elements in the new method
used in this working paper. Participants in this case begin with the defined stages of the CCIF structure.
The next step is termed the phase of integrated data collection, where data from different sources,
associations, realms, and discourse is systematically and logically incorporated. Data from multiple origins,
connects, realms, and interviews is collected and evaluated to draw out associated patterns, trends and
inferences. In the end, the verification process establishes the trustworthiness and correctness of the
outcomes, thus, reinforcing the confidence in the approach. The verification process adds to the explanation

which serves to clarify the procedure steps of the work.
4. Results and Discussion

Core Metrics for Evaluating CCIF

In evaluating the effectiveness of CCIF, we considered the following four metrics as key evaluation

parameters:

Clinical Competency Score (CCS)

Total Competency Achieved

CCS =

100 (D

Maimum Competence Expected

This assesses students across various disciplines on their level of achievement in practical applications

of learnt concepts in equation (1).

Preparedness Index (PI)

__ (Self-Assessment Score + Mentor Assessment Score)

. @)

PI

In equation (2), Preparedness and self-reported readiness and mentor evaluation of factors associated

with the preparedness.
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Transition Shock Reduction Rate (TSRR)

Baseline Shock Level — Post—CCIF Shock Levelx100

TSRR = Baseline Shock Level (3)

In equation (3), Reflects reduction in stress, anxiety, and role confusion experienced by new graduates.

Patient-Centered Care Improvement (PCCI)

PCCI = Post—CCIF Patient Satisfaction — Pre—CCIF Patient Satisfaction
- Pre—CCIF Patient Satisfaction

X 100 (4)

In equation (4), assesses the correlation between enhanced satisfaction levels and improved nursing

performance.
Clinical Competency Score (CCS)

Outcome In terms of competency outcomes, implementation of CCIF resulted in positive improvement.

The percent of CCS increased from 68.4 before CCIF to 87.6 after implementation.

Table 1: Clinical Competency Score (CCS) Before and After CCIF

Group Mean CCS (%) | Standard Deviation | Improvement (%)
Pre-CCIF Students 68.4 6.5 -
Post-CCIF Students 87.6 4.8 +28.0%

The table 1 shows a comparison of CCS scores from pre-CCIF and post-CCIF groups. Pre-CCIF students
obtained a mean score of 68.4 with a standard deviation of 6.5, indicating a moderate level of baseline skill
acquisition variability. After the implementation of CCIF, the mean competency score increased to 87.6
with a 4.8 standard deviation, which suggests that clinical skill performance increased and that students’
mastery of clinical skills became even more uniform. An improvement of +28.0% indicates the relative
benefit of the CCIF approach to integrating theory and practice. The post-CCIF groups demonstrated better

technical performance underscored by greater precision in decision making and procedural execution.
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Figure 3: Improvement in Clinical Competency with CCIF
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In figure 3, exhibits the substantial increase in proficiency levels as a result of CCIF adoption. This
particular graph demonstrates the growth of CCS in relation to the adoption of the CCIF. The graph clearly
differentiates the performance levels attained in the CCIF and post-CCIF periods, which demonstrates the
substantial curriculum- clinical integration index structural integration approach fosters development. The
x-axis depicts the the student cohorts, CCIF and Post CCIF respectively, and the y-axis depicts the mean
competency scores. The data has been represented in a way that augments the supporting data which

demonstrates that CCIF greatly improves accuracy, thinking, and decision making. CCIF evolutional.
Preparedness Index (PI)

As the numbers demonstrate, the preparedness index has shifted from 62.1 to 85.3, signifying an
improved capability for independent practice. The table 2, illustrates changes in preparedness levels from
the pre- to post-implementation phases of CCIF. As reported, pre-CCIF self-assessment scores averaged to
61.5, which was complemented by mentor evaluations of 62.7 whereas the combined PI was 62.1. In
comparison to pre-CCIF, post-CCIF self-assessment scores averaged to 84.2 which was also matched by
mentor evaluations of 86.4 and thus the combined PI was 85.3. The students' self-assessments and mentors'
evaluations were so closely aligned, that it adds credibility to the evaluation index showing the students'
confidence gained from CCIF was also underscored by self-evaluated perceptions of their professional

preparedness.

Table 2: Preparedness Index (PI) Comparison

Group Self-Assessment | Mentor Assessment | PI (Composite)
Pre-CCIF Students 61.5 62.7 62.1
Post-CCIF Students 84.2 86.4 85.3

Students validated their perception, which was corroborated by mentor evaluations, showing

dichotomous reliability of PI.

PREPAREDNESS INDEX PROGRESSION

Pre-CCIF Students Post-CCIF Students

100
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Figure 4: Growth in Student Preparedness Post-CCIF
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Exhibits an unambiguous elevation in student readiness from both subjective and mentor standpoints.
In figure 4, the graph records the substantial enhancement in preparedness. The x-axis denotes assessment
categories (self and mentor), while the y-axis identifies the scores. Bars corresponding to post-CCIF
participants rise well above the pre-CCIF cohort and attest to an overall increase in readiness across the
board. The illustration makes it evident that CCIF increases the level of self-assessed skill while fully
satisfying faculty and clinical requirements, thereby fostering a comprehensive readiness for practice

unsupervised.
Transition Shock Reduction Rate (TSRR)

The average level of transition shock, measured on a scale of 1-10, showed a reduction of 7.8 points to

3.6 points, giving a TSRR of 53.8%.

Table 3: Transition Shock Levels Pre- and Post-CCIF

Group Mean Shock Level | Reduction (%)
Pre-CCIF Students 7.8 -
Post-CCIF Students 3.6 53.8%

CCIF alleviated psychological strain, role confusion, and clinical anxiety most frequently associated
with early career shifts. The table 3, elaborates on the reduction in transition shock levels experienced by
the students. The Pre-CCIF cohort reported an average shock score of 7.8. This score graphed the
respondent's clinical immersion levels as highly stressed, anxious, and with difficulty adjusting. With the
implementation of CCIF, the average shock score reduced to 3.6 which translates to a drop of 53.8%. This
reduction suggests that CCIF equipped students with coping techniques, clarity of professional roles, and
self-confidence which lessened the discomfort associated with CCIF offered the students the structured,
supervised clinical experience for, along with designed learning, the ability to tackle the problems of dual

“real world” patient care and shifting classroom learning to MS a.

Reduction in Transition Shock

53.80%, 13%

® Mean Shock Level 7.8
B Reduction (%) —

3.6, 87%

Figure 5: Transition Shock Reduction through CCIF
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Demonstrates percentage reductions in transition shock and further illustrates CCIF’s stress
management effectiveness in figure 5. This chart illustrates the reduction of shock where the x-axis
represents the various groups of students (before and after CCIF) and the y-axis represents mean shock
values. The interval between pre and post values interval shows how CCIF effective managing transition
stress. The percentage reductions shown in the chart demonstrate how clinical preparedness expressed in
the form of Coursework in Clinical Instruction prepares students for smoother transition and better

adaptation, psychological resilience and, burnout.
Patient-Centered Care Improvement (PCCI)

The improvement in patient satisfaction scores before and after CCIF-trained nurses were implemented

is 72.5 and 88.4 respectively. The resulting PCCI is 21.9%.

Table 4: Patient-Centered Care Improvement (PCCI)

Group Patient Satisfaction Score Improvement (%)
Pre-CCIF Students 72.5 -
Post-CCIF Students 88.4 +21.9%

There was a greater satisfaction reported by patients with CCIF trained nurses due to better
communication, empathy and confidence during the performance of the procedures. The table 4, represents
the influence CCIF has on patient satisfaction scores. The pre-CCIF nurses had a patient trust and
satisfaction score of 72.5 which demonstrates a level which is mildly low. The post-CCIF score increased
to 88.4 representing a 21.9% increase. This indicates that the CCIF program is able to foster strong technical

communication and patient empathy. The patient experiences and the entire healthcare system.
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Figure 6: Patient Satisfaction Before and After CCIF Implementation
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[lustrates how CCIF positively impacts patient experience outcomes. This figure 6, shows the increase
in patient satisfaction scores, where the x-axis indicates the two groups (pre- and post-CCIF) and the
staggered y-axis denotes the satisfaction level (ranging from 0-100). The data does indicate a substantial
increase in satisfaction level of CCIF nurse students as in comparison to the patients of CCIF-untreated
nurses. The diagram above illustrates that students trained in empathic understanding, integration of clinical

reasoning, and practice confidence provide patient care that is understood and appreciated by the patients.
Discussion

The results highly corroborate the effectiveness of the CCIF Framework in closing the
academic—practice gap. There were marked increases in clinical competence (+28%), preparedness index
(+23 points), transition shock reduction (53.8%), and patient-centered care (+21.9%) from baseline. These
findings indicate that CCIF passes the ‘so what” question, demonstrating positive patient outcome measures

that extend beyond mere student benefit.

The Clinical Competence Score improvement illustrates the Enhanced CCIF Framework’s capacity to
merge theory and practice in an integrated format. Integration of theory practice, based upon supportive
CCIF elements of simulation, mentorship, and competency mapping, enhances clinical competence. The
Preparedness Index warrants students’ and mentors’ dual validation, and suggests that confidence and
readiness for professional practice were enhanced. CCIF’s positive impact on transition shock also remains

a critical barrier to the retention of nurses early in their careers, which is equally important.

Finally, the increased patient satisfaction levels indicate the value of the nurses in the CCIF Framework

and the positive influence of improved nurses' preparedness on the quality of care delivered.

When juxtaposed against other literature, results of this study support findings that simulation,
mentorship, and interprofessional education positively influence graduate outcomes. Nevertheless, what
differentiates CCIF is its integrated elements that combine multiple strategies into a cohesive structured
framework, unlike scattered disjointed attempts. This demonstrates modular and scalable approach

methodology for the global reform of nursing education.

5. Conclusion and Future Enhancement

The study demonstrates the efficacy of the structured indenture approach in addressing the perennial
disjunction between the realities of clinical practice in nursing and the nursing academic curriculum
elucidated in the CCIF documents. Competency mapping, integrative learning, and mentorship-based
feedback loops each constructively added to student readiness and preparedness, transition shock, and
clinical decision-making capacity. This well thought out synergistic integration of practice and education
in nursing assists practice because of the confidence the graduate possesses in dealing with the complexities
of the nursing care issue. Moreover, the elements of debriefing, simulation, and interprofessional

collaboration were the additional components that closed the full learning cycle of health care. Despite the
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overall positive results, some of the gaps, such as the differing levels of institutional preparedness, lack of
sufficient trained mentors, and lack of scalable digital learning resources were noted. For these cross-border
integrative approaches, stronger institutional networks, more nuanced investments in faculty, and aligned

policy support and alignment are needed.
Future Enhancement

As CCIF approaches its next stage of evolution, emerging developments enhance its impact and reach.
One such step focuses on the deployment of the framework to different nursing and healthcare schools,
even in resource-scarce settings, to assess flexibility and sustainability. Equally crucial is the focus on the
CCIF and its practitioners’ longitudinal impact. More specifically, what is profoundly critical is their
performance in the core areas of clinical practice, patient retention, and overall professional retention after
extended practice periods. Another novel approach is the application of more sophisticated technologies
like Al-assisted adaptive learning, VR and AR for individualized, immersive training in complex patient
care scenarios. Creating interdisciplinary practice structures with medicine, pharmacy, and other allied
health professionals will further strengthen the CCIF focus on patient-centred care training and integrated
approaches to patient care system. The CCIF model also addresses professionally recognized standards
frameworks and Policy Constitutive Frameworks, which in turn integrate and address supportive resources
needed for innovations in teaching and CCIF collaboratory frameworks to be incorporated into nursing
education and practice. System and workforce sustainability integration in nursing education and practice
change integration address and respond to core needs in nursing practice and health system designed

innovation.
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