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Today’s healthcare crisis offers distinct

opportunities for the clinical nurse leader

(CNL) to develop and evolve as a community health-

care practitioner delivering high-quality, patient-

 centered, safe, and efficient care on a microsystem

clinical level. Chronic diseases are reaching epidem-

ic proportion in the United States. The risk for sever-

al chronic diseases, such as type 2 diabetes, heart

disease, stroke, arthritis, asthma, and certain can-

cers, are attributed to obesity or overweight.

Currently, two-thirds of US adults and one-fifth of

US children are obese or overweight. 
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The CNL, the newest nursing leadership role, was created
to bring about fundamental change in the healthcare

delivery system. As a catalyst, this role can help to reverse the
epidemic of overweight, obesity, and associated chronic dis-
eases through coordinated multidisciplinary efforts grounded
in evidence-based practice. Locally, the CNL will transform
communities by promoting healthy lifestyle choices. 

The purpose of this article is to highlight three health con-
ditions (overweight, obesity, and diabetes type 2, some of the
most debilitating and costliest chronic conditions affecting the
American population and the healthcare system) where the
CNL can significantly improve outcome within a community
setting. The assimilation of the CNL, a lateral integrator of care
within the community, can be an effective complement to
primary care in combating these health conditions. 

As the health crisis unfolds and resources dwindle,
chronic diseases maintain unrelenting pressure on our
healthcare system and the community. The Institute for
Healthcare Improvement (IHI) recognized that chronic
conditions are negatively affecting the fabric of some com-
munities psychologically, physiologically, and  financially and
are increasing the demands on the healthcare systems.1 A
case can be made to strategically use the CNL at the com-
munity level and bolster the work being conducted at the
primary care and inpatient units, in order to address preven-
tion and treatment of chronic conditions related to over-
weight and obesity. 

THE CLINICAL NURSE LEADER
The American Association of Colleges of Nursing (AACN)
in 2004 implemented a new leadership role, the CNL. The
CNL is the most contemporary nursing leadership role intro-
duced into nursing practice within the past 40 years. This role
is designed to bring leadership to the microsystem level of
healthcare. The CNL is an advanced practice nurse generalist
with a master’s degree level of education. The CNL is trained
to provide high-quality, effective, and safe nursing care in very
complex healthcare environments. 

The guiding principles for the CNL Partnership Model view
the CNL as an overseer of unit-based clients’ clinical plans aimed
at improving care and reducing cost. The CNL accepts the tasks
of improving clinical or client outcomes and advancing nursing
practice through the application of evidence-based care to
clients and their families. The CNL is a lateral integrator of care
and services; decision making is driven by outcome, based on
evidence-evaluated strategies to improve performance within the
microsystem or the front line of care.2,3

MICROSYSTEMS
Microsystems may comprise the following: patients, clini-
cians, processes, and recurring patterns such as cultural, infor-
mation flow, and results.4,5 Clinical microsystems are the
building blocks or the front-line units where most care is
rendered to most people. The CNL is a member of the clini-
cal microsystem that can be described as: “…a small group of
people who work together on a regular basis to provide care
to discrete subpopulations of patients. It has clinical and busi-

ness aims, linked processes, and a shared information environ-
ment, and it produces performance outcomes. Microsystems
evolve over time and are complex adaptive systems, and as
such they must do the primary work associated with core
aims, meet the needs of internal staff, and maintain them-
selves over time as clinical units.”4

LESSONS FROM MACROSYSTEMS 
The 2009 Commonwealth Fund’s State Scorecard on Health
System Performance reports the findings of 2007 performance
that have created urgency for improving healthcare systems to
eliminate disparities and improve states’ efforts to address
population health needs and accessibility.6 At the macrosys-
tem level, the scorecard is used as the framework for a state’s
health systems to identify opportunities for improvement. It is
uniquely based on benchmarks for 38 indicators that look at
access, quality, costs, and health outcomes. 

The most recent scorecard depicts an image of a health-
care system experiencing tremendous pressure. This year,
Vermont leads the nation in improved performance and ranks
in the top quartile of all states on most of the indicators, and
the rationale for its success is the driver for this article. In
2006, Vermont put in place several healthcare reforms that
centered on preventing and managing chronic diseases.6

HEALTHCARE IMPLICATIONS OF OBESITY IN
YOUNG CHILDREN AND ADOLESCENTS
Obesity is a logical physiological response to sedentary
lifestyles and poor nutrition in children and is rapidly reach-
ing epidemic proportion in the United States. It is developing
onto one of the gravest health distresses for American chil-
dren and adolescents.7–9 This epidemic is already contributing
to high blood pressure and other circulatory illnesses, depres-
sion and other mental illnesses, asthma, arthritis, cancer, and
type 2 diabetes, a disease that was manifested only in adults
until recently. 

Over the past 20 years, a steady increase in prevalence of
obesity in children and adolescents has been observed
across all racial–ethnic backgrounds, gender, and age.8–11

The severity of the health concern can be further broken
down according to data from the National Health and
Nutrition Examination Survey (NHANES) surveys from
1976–1980 and 2003–2006 for different children age
groups. The following increases in obesity prevalence have
been recorded: children 2–5 years old, from 5.0% to 12.4%;
ages 6–11, from 6.5% to 17.0%; and ages 12–19, from 5.0%
to 17.6%.10,12 In 1998, some of the subgroups within that
population were experiencing a 30% rise in obesity or at
risk for overweight.9

The challenge for the CNL, when working with this
subgroup, is to aim for interventions that can prevent or halt
the increase of health-related comorbidities that decrease
quality of life before adulthood. It is estimated that, without
successful interventions, this population group will become
35% of obese adult Americans, which in turn will represent
an additional 30% above the previous two decades.8 The most
disturbing challenges facing healthcare professionals today are
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the current state of childhood obesity and the negative
healthcare projections on adulthood, if left uncorrected.8–10

HEALTHCARE IMPLICATIONS IN THE ADULT AND
AGING POPULATION
According to the Centers for Disease Control and Prevention
(CDC), America is evolving into an “obesogenic” society.
Americans live an environment that encourages increased
intake of nonhealthy foods and minimum physical activities.13

Overweight and obesity have been on the rise for the past
three decades, primarily from poor nutrition and decreased
activity levels. The US obesity rates increased 37% from 1998
to 2006.13,14

Duly noted is the direct link of diabetes type 2 to obesity.15

According to the 2009 National Health Statistics Reports, the
prevalence of diabetes is 14.1% for people age 55–64, 19.2% for
ages 65–74, 18.2% for ages 75–84, and 13.0% for ages 85 and
older. It was estimated that by the end of 2009, 19.5 million
people age 24 to 85 were diagnosed with type 2 diabetes and
another 4.25 million went undiagnosed.16

When focusing on adults 55 and older, the CNL will
focus on the prospect of creating healthy aging, which is an
emerging public health opportunity, according to the 2009
National Health Statistics Reports.16 Life expectancy has
greatly increased since the turn of the last century. In the
early 1900s, the life expectancy for a 65-year-old was another
12 years, and in 2005, that figure increased to 18.7 years.16

The US Census Bureau projects that by 2030, adults 55 and
older will compose approximately one-third, or 31.1%, of the
population.17 As our aging population increases, the likeli-
hood of living with chronic conditions also increases. Living
with multiple morbidities increases psychological distress.18 As
a response, the CDC in 2007 released an action plan for
aging Americans that included injury prevention, decreased
selected chronic health conditions, and improved health pro-
motion and preventive health.19

COST OF OBESITY AND TYPE 2 DIABETES
The US Department of Health and Human Services (HHS)
reports that overweight, obesity, and directly linked health
problems have a significant negative impact on the US econ-
omy.20 The burden for treatment is estimated to account for

9.1% of total US medical expenditures, or $78.5 billion in
1998.21 Health Affairs reports that medical spending related to
obesity has doubled in the past 10 years. The annual rate was
estimated to be $147 billion in 2008.14,15 Yearly, diabetic
patients experience diagnosis-related expenses of $11,744 and
directly attributed expenses of $6,649. For the next 25 years,
the projected cost for the treatment of diabetes and related
complications are $336 billion as the size of the diabetic pool
continues to increase.14,15,21–24

GUIDING FRAMEWORK AND MODEL
The caseload for the chronically ill typically is carried by
primary care providers. This model is more provider focused
and less patient centered.25–27 The complexity of the tasks
requires the CNL to be versed in the application of several
frameworks and models. The most frequently used Chronic
Care Model (CCM) has a component for self-management
support. CCM includes both patient and specific program
supports in primary care to achieve optimal health outcomes.
The patient-oriented interventions are multifaceted and
comprise educational activities, individualized and group
sessions, multidisciplinary care meetings, and assessments of
established behavior patterns (such as self-efficacy) to identify
barriers that can impede behavior changes.28–34

The Patient Centered Medical Home (PCMH) model
encourages coordination of all healthcare services with active
communication across the continuum. This patient-driven,
team-based approach delivers comprehensive, efficient, and
comprehensive care. PCMH have such expected achievables
as increased patient engagement and shared decision making
in recommended care, decreased hospitalization for chronic
diseases, improved health outcomes, reduced mortality rate,
increased patient and staff satisfaction, and reduced emer-
gency room (ER) visits.35–39

TRANSFORMATIONAL HEALTHCARE AGENT 
The effective contribution of the CNL is based on clinical
microsystems, intervention development and evaluation,
translation of evidence that is practice-based, research find-
ings, and interdisciplinary partnership developments. The
role design is small, functional, and in the front line, yet is
nimble and powerful enough to deliver healthcare to most
people within the context of population-based services.
The CNL is also an expert in providing nursing care to
groups of patients and trained in dealing with patient situa-
tions that require complex and an all-encompassing level of
understanding. This higher comprehension enables the
CNL to seek suitable resources in acquiring supplemental
theoretical or technical information when caring for a
challenging client or group.2,3

The focused involvement at the microsystem level will even-
tually translate to the creation of local programs that promote
healthy lifestyle choices. This transformation will lead to policy
and environmental changes and initiatives at state and national
levels, providing necessary guidelines and resources in fighting
obesity and its related chronic diseases that burden society psy-
chologically, physiologically, and economically.3,4
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to local programs that promote

healthy lifestyle choices.



CONCLUSIONS
The CNL is well positioned to tackle the current and future
states of overweight, obesity, and obesity-related chronic illnesses
affecting American communities. At the microsystem level, the
CNL, as an advocate for health prevention and promotion, can
positively impact a society that is becoming obesogenic. The
CNL has an opportunity to apply patient-driven, interdiscipli-
nary interventions for disease prevention and management,
assisting young and old populations in living healthier and
longer lives and thus bending the cost curve for chronic illnesses
and decreasing the financial burden on the healthcare system. NL
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