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Abstract

The PRIME-NP (Professional-Reporter-Interpreter-Manager-Educator/Evaluation-Nurse Practitioner) Model is adapted
from the RIME (Reporter-Interpreter-Manager-Educator) model used in medical education to guide medical student
and resident education. The Delphi technique was used to validate the PRIME-NP Model. After two rounds of
review by a group of experts in NP curriculum, the model was determined to be valid based on expert consensus.
Agreement percent increase from the first round to the second round in all categories. Interrater reliability (IRR) was
assessed using interclass correlation after instrument validation was completed for each of the five levels of the
PRIME-NP model. Overall, the IRR of the instrument was found to be acceptable with some notable exceptions. No
variance was noted in professional behaviors at any level. Variance was increased in management and educator/
evaluator behaviors in higher/later course levels. The PRIME-NP Model and PRIME-NP OSCE Rubric is a valid and
reliable instrument to assess NP student progression in objective structured clinical examinations. This instrument

has the potential for adaptation for use in other types of health sciences education and settings.
Keywords RIME, PRIME-NP, Competency, Validity, Reliability, Nurse practitioner

The PRIME-NP Model is adapted from the RIME
(Reporter-Interpreter-Manager-Educator) model used
in medical education to guide medical student and resi-
dent education [1, 2]. PRIME-NP is a mnemonic for
Professional-Reporter-Interpreter-Manager-Educator/
Evaluation, the five integral functional areas that nurse
practitioners (NPs) must competently perform to evalu-
ate, treat, and manage patient health needs [3]. The
PRIME-NP framework is a competency-based approach
to teach and assess nurse practitioner students’ develop-
ment into competent providers. Students are evaluated
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on a level-specific continuum on each of the five perfor-
mance levels: professional, reporter, interpreter, manager,
and educator/evaluator with expected achievement of
mastery of all five levels upon graduation and readiness
for entry to practice.

Background

Pangaro first described the RIME model in 1999 as a
developmental framework for assessing medical learners’
progression and achievement of competency in clinical
settings [1]. RIME is a mnemonic for Reporter-Inter-
preter-Manager-Educator. As students advance in their
knowledge, skills, and attitudes, they typically go through
four developmental stages: Reporter, Interpreter, Man-
ager, and Educator. Each stage involves the integration
of knowledge, skills, and attitudes, with more advanced
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stages requiring greater sophistication and confidence.
The characteristics of each stage are outlined as follows:

Reporter: Reporters proficiently gather clinical infor-
mation for their patients, demonstrating clear com-
munication both verbally and in writing. They can
elicit and discern important information, focus on
central issues, and provide a cogent presentation of
the findings.

Interpreter: Interpreters independently identify and
prioritize problems, developing a differential diag-
nosis for a patient’s central problem(s).

Manager: Managers formulate and defend diagnos-
tic and therapeutic plans for their patients’ central
problem(s). They use clinical judgment to determine
when action is necessary and analyze the risk/ben-
efit balance based on individual patient circum-
stances.

Educator: Educators master fundamental skills and
possess insight to define important research ques-
tions, seek evidence behind clinical practice, and
critically evaluate its quality. Educators actively
contribute to educating the team.

The RIME Model was later adapted for use by some as
the PRIME model in which the professional aspects
integrated in each RIME area was abstracted as a sepa-
rate and explicit category. Assessment and validation of
physician clinical knowledge and competency are also
components of the United States Medical Licensing
Examination (USMLE) Step 2 and Step 3 examination [4].
Clinical skills knowledge are specifically assessed through
USMLE Step 2 Part 1 Clinical Knowledge and Step 2
Part 2 Clinical Skills. The USMLE Step 2 Clinical Skills
is determined to be crucial for the enhancement of skills
vital to supervised and unsupervised practice of medical
students [5]. However, convenience and cost to students
remain as significant barriers to continued use for Part
2 Clinical Skills exam [6]. Despite these barriers, clinical
competency validation continues to be critical in ensur-
ing public accountability for competence [5]. USMLE
Step 2 Clinical Skills was halted during COVID. Rather
than relaunching the current format for Step 2 Clinical
Skills, USMLE is expected to continue the assessment
of physician clinical competency, but in a different for-
mat that preserves public accountability for clinical skills
assessment while improving access and decreasing costs
[7].

NP student clinical encounters as well as their clinical
progress are tracked and evaluated by faculty members.
Incorporating the use of standardized patients coupled
with objective structured clinical exams that reflect a
curricular model of competency progression (blueprint)
should guide and maximize the strengths of student
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clinical evaluations to ensure consistent, objective, and
authentic clinical competency performance [8].

Like other health care professions, nursing has recently
begun to move to competency-based education through
the adoption of a new transformational competency-
based model and framework including core competen-
cies for nurse practitioner education [9-11]. In addition
to this transition, a recent report of the National Task
Force Criteria for Evaluation of Nurse Practitioner Pro-
grams, Standards for Quality Nurse Practitioner Edu-
cation added a focus on individual level competency
assessment through formative and summative evalua-
tion [10]. The PRIME-NP Model for clinical skills devel-
opment and assessment aligns with these current and
emerging standards in education.

Nurse practitioner (NP) programs are expected to
prepare NPs for full scope of practice in ever-evolving,
highly complex, and fast-paced clinical environments
upon graduation. However, clear and consistent defini-
tions regarding what constitutes clinical competency and
how to reliably assess competency remain nebulous [12,
13]. Clinical competency performance is assessed in a
variety of didactic, clinical, and simulation settings, and
therefore, it is imperative that any assessment instrument
must be easily understood by students, faculty, and pre-
ceptors and be relevant to multiple settings. The model
and instrument should objectively explicate and capture
a student’s progress toward meeting NP competencies
while also ensuring that the student evaluation is con-
sistent across evaluators. Objective Structured Clinical
Exams (OSCEs) assessments are structured to minimize
bias and subjectivity while aligning to expected perfor-
mance behaviors. OSCEs provide realistic clinical prac-
tice to assess multiple competencies in which health
providers such as NPs apply theoretical knowledge that
mirror challenges seen in actual practice [14].

Practice-based assessments can be fraught with numer-
ous threats to validity and reliability [15]. NP clinical
competency assessment must be grounded in evidence.
An instrument must be validated prior to adoption to
ensure that the instrument provides a consistent objec-
tive measure of clinical competency performance. This
paper describes the model validation and measurement
of interrater reliability of the PRIME-NP model to sup-
port the model development and use previously reported

(3].

Methods

Pangaro’s PRIME Model was adapted for NP clinical com-
petency-based education (PRIME-NP) and previously
described in the literature [1, 3, 16]. The five PRIME-
NP Model categories (Professional Behaviors, Reporter,
Interpreter, Manager, and Evaluator/Educator) were
selected to reflect the progression of the student’s growth
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Fig. 1 Development of validated PRIME-NP model using the Delphi
technique
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in knowledge, skills and attitudes throughout their clini-
cal courses. The five selected categories were mapped
onto the clinical curriculum at our institution to reflect
when they should be introduced, practiced and finally
mastered. A rubric with expected performance behav-
iors was then developed based on these five categories as
an instrument assess student performance in Objective
Structured Clinical Examination (OSCE) encounters. The
template of the rubric is consistent across the five clinical
courses, but the point weights, details, and expectations
successively build along with the student’s progression
through the program. The PRIME-NP OSCE Rubric is
applied through clinical scenarios in which the expected
performance level is described for the applied scenario.
The purpose of this project was to validate the PRIME-
NP evaluation model and assess the inter-rater reliability
(IRR) for the model. The study was approved by the eth-
ics committee of Johns Hopkins University (IRB00322391
and IRB00335668). The procedures used in this study
adhere to the tenets of the Declaration of Helsinki.

Validation of PRIME-NP model, indicators, and
performance rubric progression using Delphi technique
The Delphi Technique is a systematic and structured
method of developing consensus among expert panel
members through a series of iterative questionnaires
with controlled feedback, statistical group response, and
anonymous expert input. The Delphi Technique can be
an especially useful research methodology when there
is no true or knowable answer, such as decision-making,
policy, or long-range forecasting. A wide range of expert
opinions can be included, which can be useful in cases
in which relying on a single expert would lead to bias. In
healthcare, the Delphi process had been used to evaluate
current, resolving controversy in management, formulate
theoretical or methodological guidelines, develop assess-
ment instruments and indicators, and formulate recom-
mendations for action and prioritizing measures [17].

The PRIME-NP Model for Clinical Competency Devel-
opment and Assessment was adapted and developed for
Nurse Practitioner student education, but the model
validation and interrater reliability was not reported and
is the focus of this paper [3]. For the purpose of adap-
tation, a group of experts/reviewers in NP curriculum
was approached to provide consensus feedback on the
PRIME-NP Model, indicators for each area, and expected
performance levels within PRIME-NP across courses
(curriculum roadmap rubric). A total of 20 national nurs-
ing subject matter experts were invited to participate
in two rounds of Delphi surveys using Qualtrics survey
instrument (Fig. 1). Expert faculty were asked a series of
questions to assess expert consensus for the model, indi-
cators, and progression:



D’Aoust et al. BMC Medical Education (2024) 24:124

1. Is the PRIME model adaptation to Advanced Practice
Nurse Practitioner an appropriate fit?;

2. For each PRIME category, do the indicators adequate
reflect (measure) the category and do the indicators
with descriptors, adequately measure the indicator?;

3. Do the point allocation reflect the right distribution
within a category?; and.

4. Do the point allocation for each PRIME category
appropriate to reflect progressions from Level I to
Level V?

Reviewer agreement was determined for each compo-
nent and item of the OSCE rubric. A free text comment
field associated with each item was also included to col-
lect feedback if they did not agree with the item or if they
had any additional comments.

Assessment of inter-rater reliability (IRR)

IRR testing was the second part of the revised instrument
evaluation process. For an overview of the process, please
see Fig. 2.

Trained OSCE faculty observers from within a school
of nursing were recruited to participate in IRR of the vali-
dated PRIME-NP instrument. Faculty participants inclu-
sion criteria were greater than 21 years of age, English
speaking, and licensed and certified as an NP in Adult-
Gerontology, Family, or Pediatric Primary Care. Faculty
were offered a $40 stipend per OSCE case reviewed, but
no more than $600 for any one faculty. Faculty members
were recruited via email by a research team member
consistent with the methods described in the approved
research protocol. Informed consent was obtained from
all the participants. After consent was obtained, written
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instructions were provided and a meeting to review the
instrument was held.

Each participant was sent 11-15 student OSCE video
recordings of a clinical level case and the associated
PRIME-NP Model rubric via a secure OneDrive that
only a single faculty participant and the study team could
access. Participants were blinded to the student identi-
ties although some faculty may recognize a student in
the videotape. Each participant rated the student perfor-
mance using the PRIME-NP rubric independently. All
five clinical levels were evaluated by two to three raters
and each level used a unique clinical scenario (see Fig. 2).

Intraclass correlation (ICC) was then determined for
each clinical level to evaluate IRR. This data analytic
method was selected as it is a more widely acceptable
method to determine IRR for quantitative scores than a
simple description of inter-rater agreement as there will
innately be some variance between scores for the same
scenario given the variability of student performance,
standardized patient interpretation of the scenario, and
faculty rater expectations [18]. The instrument evalua-
tion utilized a fully crossed design in which each faculty
rater provided ratings for every unit of assessment for
the PRIME-NP rubric and independent of other faculty
evaluators. The lack of variation in inter-rater agreement
when assessing professional behaviours is unsurprising as
these behaviours are cultivated in pre-licensure programs
but nonetheless, may account for potential biases [19].
All data were de-identified prior to analysis and analyzed
using IBM SPSS Statistics (Version 27).

Faculty Invited
(n=11)

11 Faculty
Consenled

Y Y

L] o Y

2 faculty rated
11 Level | videos
(PR emphasis)

3 faculty rated
15 Level Il videos
(Rl emphasis)

2 faculty raled
11 Level Il videos
(IM emphasis)

2 faculty rated
15 Level IV videos
(M emphasis)

2 faculty rated
12 Level VV videos
(ME emphasis)

Fig. 2 Faculty recruitment and participation in IRR assessment
Note: All ratings were conducted independently
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Table 1 Distribution of experts that responded to the Delphi
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Table 2 Summary of PRIME-NP category clinical indicator

survey agreement
Field First Round, n (%) Second Round, n (%) Professional category Items, n (%) First Second

(n=11) (n=11) Round Round
1. APRN 6 (54.5%) 7 (63.6%) (n=11) (n=1)
2. Simulation 4 (36.4%) 4 (36.4%) 1. Washes hands before beginning 6 (85.7%) 9 (90.0%)
3. Curricular design 6 (54.5%) 8 (72.7%) examination
4. Program administration 4 (36.4%) 6 (54.5%) 2 Displays a profgssio‘nal_ctj:rtrli]eamotr_an;j 7(100.0%) 10 (100.0%)
5. Faculty 6 (54.5%) 9(81.8%) interacts appropriately V\.” A e pa. ien

- 3. Demonstrates humanistic qualities— 7(100.0%) 10 (100.0%)

Note: respondents were allowed to select more than one area of expertise . . e

(Quantified with SP Communication)

Reporter category Items, n (%) First Round  Second
Results (n=8) (Rof??)
%‘i'ph" results ] , e e . 1. Chief complaint 8(1000%) 11 (100.0%)

‘ e dl'strlbutlon of expertise among the reviewers is pro- 5 Hp| 8 (100.0%) 1(100.0%)
videdin Tablel. ‘ 3. Health history 8(1000%) 11 (100.0%)

Eleven out of 20 invited reviewers completed the sur- o o systems 8(1000%)  11(1000%)
vey for a response rate of 55% in both rounds. The sur- Physical Exam 8(100.0% 11 (100.0%)
vey responses were anonymous, so it is not known if the Interpreter, Interpreter indicators, n (%) First Round  Second
same reviewers responded in each round. Therefore, data (h=11) Round
were summarized by round only rather than performing (n=11)
a matched analysis. Only the available data were sum- 1. Articulate appropriate differential 6 (85.7%) 9(90.0%)
marized, as there were some item-level and/or category d'agnoses' , 4
level missing responses. The Case Presentation item 2 Choose justifyand correctly interpret 6(100.0%)  9(100.0%)

. . diagnostic testing
under Reporter category in both Delphi surveys was not A , ,
. 3. Provide Correct Diagnosis 6 (100.0%) 9 (100.0%)

answered by respondents. Table 2 summarizes the agree- 7 ,

Manager, Manager indicators, n (%) First Round  Second
ment frequency and percent for each response by each (h=11) Round
PRIME-NP item. (n=11)

Although 11 content experts responded to the Delphi 1 Develops a complete plan of care appro- 6 (85.7%) 9(90.0%)
survey, the number responding to each category varied as  priate for the actual diagnosis and baseline
a response to each question was not forced in the survey, ~ medical conditions
Within each PRIME-NP category agreement varied on 2 Uses shared decision-making to develop 6 (100.0%) 9 (100.0%)
. . diagnostic and treatment plan with follow
the first round. In the professional category, item agree- : .
d f 85.7 to 100% in the first round. - opfions wih pt
ment percent ranged from 85. ({ . . 3.Provides age-appropriate screening 6 (100.0%) 9 (100.0%)
Agreement ranged from 90.0 to 100% in this category in | ocommendations
the second round. 4. Able to state where/how applying specific 6 (100.0%) 9 (100.0%)
There are three sub-areas for the Reporter category:  Clinical Guidelines
health history, physical exam, and case presentation. The 5. Discusses Collaborative/Team-based care 6 (100.0%) 9 (100.0%)
Reporter summary for each sub-category is presented  Educator/Evaluator, Educator/Evaluator ~ First Round  Second
although detailed indicators for each sub-category is  indicators,n (%) (n=11) Round
available. For Reporter Health History sub-category, (n=11)
o 1. Provides tailored education about 7(100.0%) 10 (100.09%)
agreement ranged from 75 to 100% in the first round, o
. . components of treatment and testing with
and it ranged from 81.8 to 100% in second round. For the .. -\
Reporter Review of Systems category, agreement ranged 2. Provides Appropriate referral instruction 7 (100.0%) 10 (100.0%)
from 87.5 to 100% in the first round, and it was 100% for 3 lizes behavior supporting 7(100.0%) 10 (100.0%)
all items in the second round. For the Reporter Physical  communication
Exam sub-category, agreement ranged from 87.5 to 100% 4. Provides Case specific Follow Up 7(100.0%) 10 (100.0%)

in first round, and it ranged from 90.9 to 100% in second
round. In the interpreter category, agreement ranged
from 85.7 to 100% in the first round, and from 90.0 to
100% in the second round. In the manager category,
agreement ranged from 85.7 to 100% in the first round,
and it ranged from 90.0 to 100% in the second round.
Educator/Evaluator category agreement was 100% for all
items in both rounds.

Note: Not all participants responded to all questions

Expected performance within a category for a specific
level and progression category revealed a high consensus
(Table 3).

In terms of point allocation within a category, there
was 100% agreement in the first round, and agreement
ranged from 87.5 to 100% in the second round. In terms
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Table 3 Assessment weighting within a category and

progression and model fit
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Weighting of indicators within a category

First Round Second

and progression across levels (n=11) Round
(n=11)
Right point allocation within a category?
n (%)
1. Professional 5(100.0%) 7 (87.5%)
2. Reporter 5(100.0%)  8(100.0%)
3. Interpreter 5(100.0%)  8(100.0%)
4. Manager 5(100.0%) 8 (100.0%)
5. Educator/Evaluator 5(100.0%)  8(100.0%)
Right point allocation within a category
to reflect progression from novice to
competent? n (%)
1. Professional 5(100.0%) 7 (87.5%)
2. Reporter 5(100.0%) 8 (100.0%)
3. Interpreter 5(100.0%) 7 (87.5%)
4. Manager 5(100.0%) 7 (87.5%)
5. Educator/Evaluator 5(100.0%) 7 (87.5%)
Is PRIME model adaptation to APN practi- First Round  Second
tioner evaluation appropriate? n (%) Round
1. Professional 6 (85.7%) 9 (90.0%)
2. Reporter 7 (100.0%) 10
(100.0%)
3. Interpreter 7(100.0%) 10
(100.0%)
4. Manager 7 (100.0%) 10
(100.0%)
5. Educator/Evaluator 6(100.0%)  9(100.0%)

Note: Not all participants responded to all questions

of point allocation within a category that would reflect
progression from novice to competent level, there was
100% agreement in the first round, and agreement ranged
from 87.5 to 100% in the second round. When asked if
the PRIME model adaptation to APN practitioner evalu-
ation was appropriate, the agreement ranged from 85.7
to 100% by competency level in the first round. Similarly,
the agreement ranged from 90.0 to 100% in the second
round.

IRR results
The analysis results of IRR are presented in Table 4.

The estimated IRR values can be categorized using
the Cicchetti method explained as: [1]<0.40 poor;
0.40-0.59 fair; 0.60—0.74 good; 0.75-1.00 excellent [20].
Based on the ICC cutoff values, clinical level 5 showed
“good” IRR for professional and reporter categories, and
“excellent” IRR for manager category. For clinical level
4, only reporter category showed “fair” IRR. Similarly,
in clinical levels 3 and 2, only interpreter and educator/
evaluator categories, respectively showed “fair” IRR. No
variance was noted in Professional at any level. Variance
was increased in Management and Educator/Evaluator
behaviors in higher/later course levels.
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Table 4 Assessment of inter-rater reliability using intra-
correlation coefficient and associated statistics for five PRIME

categories

Clini- Professional  Reporter Interpreter Man-  Edu-

cal ager cator/

Level Evalu-
ator

1

Icc * -0.32 * 0.00 *

(p- (0.846) (0.500)

val-

ue)

95% [-0.76, [-0.58,

cl 0.31] 0.58]

2

icc * 0.14 0.06 (0.362) 0.25 043

(p- (0.184) (0.059) (0.004)

val-

ue)

95% [-0.14, [-0.26, 0.56] [-0.06, [0.171,

Cl 0.51] 0.60] 0.72]

3

Icc * 0.26 0.44 (0.079) 0.28 -0.28

(p- (0.212) (0.190)  (0.810)

val-

ue)

95% [-0.38, [-0.19,0.81] [-035  [0.74,

c 0.73] 0.74] 0.35]

4

ICC 0.33 (0.020) 043 0.12 (0.219) 032 0.06

(p- (0.004) (0.022) (0.341)

val-

ue)

95%  [0.01,0.66] [0.11,0.73] [-0.16,049] [0.01, [-0.20,

Cl 0.66] 043]

5

ICC 0.65 (0.009) 0.70 0.22(0.232) 0.75 0.03

(- (0.004) (0.002)  (0.468)

val-

ue)

95%  [0.14,0.88] (0.23,090) [-0.38,0.69] [0.34, [-0.56,

cl 0.92] 0.59]

* Both raters assigned the same maximum score to all videos/students, so no
variance and ICC cannot be estimated

Discussion

While the PRIME-NP Model development and use was
previously described by D’Aoust and colleagues, the
validation and reliability testing described in this paper
provide scientific merit for its use [3]. The results of the
Delphi survey indicate that there is high validity of the
adapted PRIME-NP model rubrics after two rounds. The
agreement percentage increased from the first round to
the second round overall for the instrument. In the sec-
ond round, all agreement percent estimates were above
80%. This indicates that the adapted PRIME-NP model,
indicators, and rubric for performance within a level and
progressive weighting is valid for NP student evaluation.
Not conducting a matched analysis of survey responses
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between the 1st and 2nd rounds in the Delphi consen-
sus method may impact validity. This limitation impedes
tracking individual expert opinions over time, assessing
changes in consensus, evaluating reliability and consis-
tency, controlling for confounding factors, understand-
ing the dynamics of influential experts, and maintaining
sensitivity to subtle opinion changes. A matched analy-
sis contributes to the reliability and validity of the Delphi
process, offering valuable insights into how expert opin-
ions evolve and the dynamics of consensus-building.

It was necessary to evaluate the IRR of the instrument
to ensure faculty ratings using the instrument were reli-
able and consistent. The purpose of the IRR was to deter-
mine the extent of variability in faculty rating of student
performance using the revised instrument. Overall, the
IRR of the instrument was found to be acceptable with
some notable exceptions (See Table 4). It is not notable
that there is no variation in inter-rater agreement in the
assessment of professional behaviors as these behav-
iors are developed in pre-licensure programs. However,
there is significant variance among the faculty ratings in
the management and educator/evaluator domains, as the
complexity of the assessment increases. This increase is
expected, as IRR is known to decrease as the complexity
of the assessment increases [21].

Training of the raters included small group training
on the PRIME-NP model and the use of the instrument
itself including the criteria per level. However, specific
training was not provided on the cases used to establish
IRR. The training focused solely on the instrument and
not the cases may account for some of the variability in
ratings as professional behavior expectations are consis-
tent, but the expected performances of the behaviors in
the case are not consistent. As previously noted, variance
was increased in Management and Educator/Evaluator
behaviors in higher/later course levels. These differences
reflect a need for more explicit expectations to be built
into the instrument and refined faculty training.

Although the PRIME-NP Model was found to be reli-
able and valid for evaluation of NP student progression,
certain limitations exist. The instrument was validated
by a diverse group of experts from across the United
States. However, the lack of recruitment of and valida-
tion by international and other healthcare experts raises
whether results would have differed if a broader sample
of experts had been recruited. Assessment of reliabil-
ity of the instrument was conducted in a single school
of nursing. There may be factors outside the PRIME-
NP Model training that impacted IRR such as faculty
onboarding training and selection bias. Not conducting
a matched analysis between IRR survey responses in dif-
ferent rounds can compromise the validity calculation by
limiting the ability to make individual-level comparisons,
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increasing variability, and potentially confounding the
interpretation of changes observed over time.

The potential recognition of students in videotapes by
faculty members can introduce a range of impacts on
the expected performances of behaviors, especially when
there are inconsistencies in how these behaviors are
demonstrated. Faculty members who recognize students
in videotapes may unintentionally introduce observer
bias. Knowing the identity of the student may influence
their expectations or evaluations, leading to a subjective
assessment that may not accurately reflect the student’s
actual performance. Faculty members serving as inter-
raters may unconsciously attribute positive traits or over-
look shortcomings based on their previous knowledge of
the student, impacting the fairness and objectivity of the
assessment. In addition, there can be decreased reliability
as student recognition by some faculty evaluators influ-
ence ratings for recognized students but not others.

Conclusions

The PRIME-NP Model is a valid and reliable instrument
to assess NP student progression. Accurate assessment
of NP progression is vital to ensuring competency of NP
to practice upon graduation. Demonstrating both valid-
ity and reliability, this model provides a comprehensive
and accurate means of assessing the developmental jour-
ney of NP students. The significance of objectively and
accurately assessing NP student progression cannot be
overstated, as it plays a pivotal role in guaranteeing the
competency of NP graduates as they enter professional
practice.

Ensuring that NP students are advancing appropriately
in their education and clinical skills is paramount for pro-
ducing highly competent and qualified healthcare profes-
sionals. The PRIME-NP Model, with its proven validity
and reliability, serves as a tested assessment model and
instrument in this endeavor. By offering a systematic and
standardized approach to assessing NP student progres-
sion, it enhances the overall quality of education and
contributes to the preparation of graduates who meet the
rigorous demands of contemporary healthcare.

The versatility and effectiveness of the PRIME-NP
Model suggest that it holds the potential for widespread
adoption by schools of nursing. Its applicability extends
beyond nursing education, as the principles and meth-
odologies embedded in the model could conceivably be
adapted for use by other health professions. This adapt-
ability underscores the instrument’s utility in fostering
standardized assessment practices across various health-
care disciplines, thereby contributing to a more uni-
fied and comprehensive approach to evaluating student
progress and ensuring the competence of future health-
care professionals. As institutions strive for excellence in
healthcare education, the PRIME-NP Model emerges as
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a valuable asset with the capacity to enhance assessment
practices and, consequently, the overall quality of health-
care practitioners entering the workforce.

Next steps include development and piloting of for-
malized training on how to assess student performance
in specific OSCE scenarios and determining the impact
on IRR. Additional studies will also examine replicating
the study with other NP program tracks in our curricu-
lum and exploring this model’s utility in virtual reality
(VR), augmented reality and mixed reality OSCEs. Future
adaptations of PRIME-NP model include adapting the
model for use in telehealth encounters and use of evalua-
tion of NP competency in practice.
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