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ABSTRACT 

 

Nurses form the backbone of India’s healthcare system, yet their contributions to health policy, education, and service 

integration remain underutilized. Effective integration of nursing professionals, education, and healthcare services is 

essential for advancing universal health coverage (UHC), reducing health disparities, and optimizing the quality of care. 

This review explores how aligning nursing education with service delivery and policy frameworks can empower nurses 

to lead reforms and shape healthcare policy in India. A comprehensive search of PubMed, BMJ Open, CINAHL, and 

PKP-indexed journals was conducted for studies published between 2005 and 2025. Inclusion criteria targeted empirical 

studies, national health reports, and review articles focused on the nursing profession’s involvement in health policy, 

service delivery, and education integration. Thematic analysis and narrative synthesis were applied using the IMRAD 

framework. Out of 2,341 records, 46 studies were included. Five central themes emerged: fragmentation between 

nursing education and practice; insufficient policy representation of nurses; gaps in clinical leadership development; 

potential of nursing integration models in public health; and global best practices adaptable for India. A nurse-led 

strategic model emphasizing vertical integration of academic curricula with national health priorities, community 

engagement, and digital health innovation showed promise in improving both workforce satisfaction and patient care 

quality. Reforming nursing education and embedding nurses in policymaking and service delivery is vital to 

strengthening India’s healthcare system. Strategic integration can empower nurses as key agents in shaping equitable, 

patient-centered health reforms.  

Keywords: Nursing integration, Health policy, Nurse education, Healthcare services, India, Health workforce, Nurse 

leadership 
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INTRODUCTION 

India’s healthcare system faces critical challenges: 

workforce shortages, urban-rural disparities, non-

communicable disease burdens, and underfunded public 

health services. Nurses, representing over 30% of India’s 

total health workforce, are pivotal to addressing these 

gaps.1 However, their potential to lead reforms remains 

constrained by a disjointed system of education, service 

roles, and policymaking structures.2 

Historically, nursing in India has been viewed as a 

subordinate profession, with limited scope for leadership, 

policy involvement, or curriculum influence.3 Separation 

of nursing education from real-time service environments 

and minimal involvement in healthcare governance have 

created systemic inefficiencies. Educational reforms have 

not kept pace with public health needs or the rapid 

evolution of digital health and primary care restructuring 

in India.4 

Globally, integrated models of nursing-where education, 

service, and policy are aligned-have shown measurable 

improvements in health outcomes, workforce satisfaction, 

and health system resilience.5 Countries such as Canada, 

the UK, and Australia have successfully established nurse-

led primary care models, embedded nursing leadership 

within policy institutions, and ensured continuous 

curriculum-service alignment.6 

India’s fragmented system, in contrast, results in a 

mismatch between skills imparted and those needed in the 

field. The world health organization (WHO) and the 

international council of nurses (ICN) have emphasized the 

strategic value of nurse empowerment in health systems 

governance, especially in low- and middle-income 

countries (LMICs) like India.7 With the launch of the 

Ayushman Bharat scheme and the national health policy 

2017, India has declared a shift toward preventive, 

promotive, and decentralized care.8 For such policies to 

succeed, nurses must be trained and empowered to serve 

in expanded roles, including as health educators, 

community leaders, and digital care facilitators. 

Unfortunately, nursing policy participation in India 

remains largely tokenistic. Nurses are often absent from 

key health policy committees and planning boards.9 

Without formal representation, nursing priorities such as 

workforce expansion, curriculum reform, equitable pay, 

and clinical autonomy go unaddressed.10 

Current Indian nursing curricula remain outdated, with 

minimal focus on public health leadership, health 

economics, digital health, or evidence-based practice.11 

Furthermore, the education system is siloed from clinical 

exposure. Nursing students often graduate without real-

world experience in primary care, community-based 

health, or interdisciplinary teams.12 Accreditation 

standards and regulation by the Indian nursing council 

(INC) have struggled to scale competency-based curricula, 

continuing education mechanisms, or integration with 

healthcare delivery innovations. As a result, India 

continues to face a paradox: a growing pool of nursing 

graduates lacking practical readiness for national 

healthcare priorities.13 

Global experiences suggest that integrated education-

service-policy models benefit not just nurses, but the entire 

health ecosystem. The UK’s “Nursing now” initiative, for 

example, trained thousands of nurse leaders in policy 

negotiation and health technology management.14 In Brazil 

and Ethiopia, integrated primary care training models led 

to dramatic reductions in maternal and neonatal mortality 

through empowered community-based nursing care.15 

These examples reveal a crucial insight: when nurses are 

trained for real-world policy challenges and embedded 

into decision-making systems, healthcare becomes more 

patient-centric, equitable, and resilient. 

Objectives 

This review aims to evaluate how an integrated model of 

nursing professionals, education, and healthcare services 

can: Empower nurses in leadership and policymaking, 

Bridge skill and practice gaps, and Enhance healthcare 

delivery and outcomes in India. 

We examine literature across health systems, workforce 

development, nursing education, and policy participation, 

aiming to construct a strategic model tailored to India's 

socio-political and health realities. 

METHODS  

Study design 

This systematic review was conducted as an integrative 

systematic review, following the methodological 

framework of Whittemore and Knafl, which allows for the 

inclusion of both empirical and theoretical literature to 

comprehensively understand complex healthcare 

phenomena.16 Integrative reviews are particularly suited to 

evaluate interdisciplinary topics such as the integration of 

nursing, education, and healthcare services, where studies 

may vary in design and context. 

Data sources and search strategy 

A comprehensive literature search was conducted in the 

following databases: PubMed, BMJ Open, CINAHL 

(Cumulative index to nursing and allied health literature), 

PKP-indexed repositories (including Indian open-access 

journals). The search spanned January 2005 to April 2025 

using combinations of the following keywords and 

Boolean operators: “nursing integration” OR “nursing 

policy”, “healthcare service delivery” AND “India”, 

“nurse education reform” OR “nursing curriculum”, 

“nurse leadership” OR “workforce development”, 

“primary healthcare” AND “India” AND “nursing”, and, 
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Grey literature was also included, comprising: Indian 

Nursing Council (INC) reports, Ministry of Health and 

Family Welfare (MoHFW) white papers, WHO South-

East Asia regional publications mention in (Table 1). 

Inclusion and exclusion criteria 

The review included peer-reviewed journal articles 

published between 2005 and 2025 that focused on nursing 

education, workforce development, or policy integration. 

Studies and reports from Indian healthcare and educational 

bodies as well as articles related to health services research 

within India were considered eligible. In addition, global 

case studies on nursing integration were included to 

provide comparative perspectives relevant to the Indian 

context. Exclusion criteria comprised studies not available 

in English, articles focusing exclusively on technical 

nursing procedures without addressing integration, and 

publications from non-health professions. Furthermore, 

editorials, letters, and short commentaries lacking 

empirical data were excluded, along with studies irrelevant 

to policy, education, or service integration. 

Study selection process 

The preferred reporting items for systematic reviews and 

meta-analyses (PRISMA) guidelines were followed. The 

initial database search retrieved 2,341 records. After 

removing duplicate records (n=412), 1,929 articles were 

screened based on title and abstract. A total of 154 full-text 

articles were assessed for eligibility, and 46 were included 

in the final synthesis. 

Data extraction and quality appraisal 

A data extraction form was designed to collate: Study 

design and setting, Sample characteristics, integration 

model type (education-policy-practice), reported 

outcomes, and relevance to Indian context. To ensure rigor 

and validity: empirical studies were appraised using the 

CASP (Critical appraisal skills programme) checklists, 

and, grey literature was evaluated for authenticity, clarity, 

and contextual relevance two independent reviewers 

conducted screening and appraisal; disagreements were 

resolved through consensus show in Table 2. 

Table 1: MeSH search strategy for review. 

Database Search terms / MeSH terms used Search strategy (Boolean operators) 
Results 

retrieved 

PubMed 

"Nursing"[MeSH] OR "Nurse 

Practitioners"[MeSH] OR "Nursing 

Staff"[MeSH]; "Education, 

Nursing"[MeSH]; "Health 

services"[MeSH]; "Health 

Policy"[MeSH]; "India"[MeSH] 

("Nursing"[MeSH] OR "Nurse 

Practitioners"[MeSH] OR "Nursing 

Staff"[MeSH]) AND ("Education, 

Nursing"[MeSH]) AND ("Health 

Services"[MeSH]) AND ("Health 

Policy"[MeSH]) AND ("India"[MeSH]) 

312 

BMJ open 
Nursing; nursing education; health 

services; healthcare policy; India 

("Nursing" OR "nursing education") AND 

("Health services" OR "healthcare policy") 

AND India 

45 

PKP open 

access journals 

Nurse empowerment; nursing 

education integration; health services 

delivery; policy making; India 

("Nursing education integration" OR "Nurse 

empowerment") AND ("Health services 

delivery") AND ("Policy" OR "India") 

83 

Google scholar 

"Nursing education integration in 

India"; "nurse empowerment policy"; 

"healthcare services and nursing" 

("Nursing education integration in India") 

AND ("Healthcare policy") 
120 

WHO/official 

reports 

Nursing workforce; integration of 

education and service; health 

workforce India 

Nursing AND workforce AND India AND 

policy 
15 

Table 2: Quality assessment of included studies.

Authors  Study design 
Sample size/ 

setting 

Tool used for 

quality appraisal 
Key criteria assessed 

Quality 

score/ 

rating 

Risk of 

bias 

Kalal and 

Sharma 

Narrative 

review 

NA (Policy-

focused) 

JBI checklist for 

narrative reviews 

Clarity of objectives; 

comprehensiveness of 

search; critical  

analysis; policy  

relevance 

High Low 

Ahilan et al  Cross-sectional 
n=210 nursing 

students, India 

JBI checklist for 

analytical cross-

sectional studies 

Sampling strategy; validity 

of measurement; data 

analysis; confounding 

factors 

Moderate Moderate 

Continued. 
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Authors Study design 
Sample size/ 

setting 

Tool used for 

quality appraisal 
Key criteria assessed 

Quality 

score/ 

rating 

Risk of 

bias 

Malik and 

Shankar 

Qualitative 

study 

32 nurses, 

urban 

hospitals 

CASP qualitative 

checklist 

Research aims; data 

collection rigor, reflexivity; 

validity of findings 

High Low 

Chawla 
Observational/ 

descriptive 

Secondary 

data analysis 

JBI checklist for 

observational 

studies 

Data sources; clarity of 

variables; analytical 

approach 

Moderate Moderate 

WHO 

report 

Policy/ 

technical report 

Global and 

Indian nursing 

workforce 

AACODS 

checklist 

(Authority, 

accuracy, 

coverage, 

objectivity, date, 

significance) 

Authority; accuracy; policy 

relevance 
High Low 

Thakur and 

Sood 
Policy analysis NA 

JBI checklist for 

policy analyses 

Clarity of context; 

relevance; evidence 

synthesis; recommendations 

High Low 

Devi et al Mixed-methods 

n=150 nurses, 

5 tertiary 

hospitals 

MMAT (mixed-

methods appraisal 

tool) 

Integration of quantitative 

and qualitative data; 

sampling; analytical 

coherence 

Moderate Moderate 

Singh and 

Patel 

Cross-sectional 

survey 

n=380 nursing 

educators 

JBI checklist for 

cross-sectional 

studies 

Sampling bias; validity of 

tools; statistical analysis 
High Low 

INC  
Policy/ 

guideline 

National 

framework 
AACODS 

Authority; national 

relevance; policy 

applicability 

High Low 

Verma et al  Cohort study 

n=250 nurses 

followed over 

2 years 

JBI checklist for 

cohort studies 

Follow-up completeness; 

exposure measurement; 

confounder adjustment 

Moderate Moderate 

Kumar and 

Rathi  

Systematic 

review 

42 studies 

included 

JBI checklist for 

systematic 

reviews 

Search strategy; PRISMA 

adherence; critical 

appraisal; synthesis 

High Low 

ICMR 

report 

National health 

report 
India-wide AACODS 

Authority; data reliability; 

policy contribution 
High Low 

Data synthesis 

A thematic analysis was conducted using NVivo software. 

Codes were generated inductively from the findings of the 

included studies and grouped into thematic categories. Key 

themes were finalized after triangulation across sources 

and validated against current Indian policy contexts.  

A narrative synthesis approach was adopted to link 

evidence to strategic recommendations. Conceptual 

mapping was used to illustrate how education, service, and 

policy alignments interact. 

RESULTS 

Overview of included studies 

The final 46 studies included: 28 empirical studies (mixed 

methods, qualitative, and quantitative), 6 policy reports 

(from INC, WHO, MoHFW), and 12 integrative or 

narrative reviews. Geographical representation included: 

India (60%), South-East Asia (20%), and global 

comparisons (UK, Brazil, South Africa, Canada-20%) 

(Table 3). 

Five central themes emerged 

Fragmentation between education and practice 

Most studies identified a disconnect between nursing 

education and real-world service delivery. Curricula are 

often outdated, hospital-focused, and fail to prepare 

students for rural, digital, or primary care settings.17 An 

INC review reported that only 15% of nursing graduates 

felt competent in community health roles upon 

completion.18 Clinical placements remain underdeveloped, 

with students reporting limited exposure to real-world 

decision-making, interprofessional teams, or public health 

logistics.19  

Furthermore, faculty shortages and lack of infrastructure 

in rural nursing institutions exacerbate the issue, creating 

a cycle of theory-heavy, skill-deficient learning. 

Lack of policy representation for nurses 

India has historically excluded nurses from central 

policymaking platforms. Only 1 out of 34 members in the 

national health mission (NHM) high-level policy 
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committee has a nursing background.20 This 

underrepresentation undermines the design and 

implementation of patient-centered programs. Several 

studies cited the need for statutory roles like chief nursing 

officer or nursing policy advisors at the central and state 

levels.21  

Evidence from Canada and the UK showed that nursing 

representation in policy not only increased equity and 

access but also enhanced budgetary prioritization of public 

health nursing.22 

Limited clinical leadership development 

Only a few institutions in India offer training in nursing 

leadership, health system management, or informatics.23 

This limits nurses’ ability to ascend to decision-making 

roles. Leadership training models, such as the Nurse 

Mentoring Program in Bihar, which integrated public 

health nurses into district leadership roles, resulted in 

improved maternal care outcomes and nurse retention.24 

Studies also emphasized a lack of mentorship and role 

modeling for early-career nurses, which is crucial for 

leadership pathway development.25 

Integration potential: public health and primary care 

Integration of nursing into primary care showed significant 

potential. In Chhattisgarh, nurse-led health and wellness 

centres (HWCs) successfully expanded outreach in tribal 

areas. Nurses were responsible for maternal care, NCD 

screenings, and telemedicine facilitation.26 Task-shifting 

models, when supported with legal frameworks, improved 

coverage and satisfaction rates. Nurses also demonstrated 

higher continuity of care and cultural alignment compared 

to transient medical staff in rural zones.27 

Global models for local adaptation 

Studies from countries such as Ethiopia, Brazil, and the 

Philippines described how integrated nursing systems led 

to improved public health outcomes. Brazil’s family health 

nurse model, for example, embedded nurses into primary 

care teams with defined leadership and policy liaison 

roles.28 Ethiopia’s health extension worker program 

expanded professional nurse training to encompass health 

system leadership and district-level data management.29 

These models offer scalable lessons for India’s context, 

particularly in states with large underserved rural 

populations. 

Table 3: Summary of results from included studies. 

Authors Objectives 
Research 

design 
Setting Methodology Results Conclusion 

Kalal and 

Sharma 

To analyze 

integration of 

nursing education 

and practice in India 

Narrative 

review 

National 

policy context 

Literature 

review using 

PubMed and 

Scopus 

Identified gaps in 

aligning education 

with service 

delivery; weak 

policy 

implementation 

Integration 

requires 

coordinated 

educational 

reforms and 

health policy 

interventions 

Ahilan et 

al  

To explore nursing 

students’ perceptions 

of practice-based 

learning 

Cross-

sectional 

survey 

5 nursing 

colleges, India 

Questionnaire 

survey 

(n=210) 

68% reported 

inadequate exposure 

to service-based 

training 

Strengthening 

clinical 

placements is 

essential for 

integration 

Malik and 

Shankar  

To assess barriers to 

nurse participation in 

policymaking 

Qualitative 

interviews 

4 tertiary 

hospitals 

In-depth 

interviews 

(n=32 nurses) 

Key barriers: lack of 

recognition, poor 

leadership support 

Empowering 

nurses in 

governance 

structures can 

improve health 

policy 

Chawla 

To evaluate nursing 

workforce 

contribution in 

healthcare delivery 

Observational/ 

descriptive 

Secondary 

data, national 

reports 

Data analysis 

from 

government 

health 

statistics 

Nurses provide 70% 

of frontline services 

but remain under 

represented in 

policy 

Policy reforms 

needed to 

recognize nursing 

workforce 

WHO 

report  

To assess global 

nursing workforce 

integration 

Technical 

report 

Global with 

Indian subset 

Desk review 

and policy 

analysis 

Global shortage of 

5.9 million nurses, 

with 1.9 million 

needed in India 

Stronger 

investment in 

nursing education 

and retention is 

critical 

Thakur 

and Sood  

To examine policy 

frameworks 

supporting nurse 

education integration 

Policy 

analysis 
India 

Document 

review of 

policy 

guidelines 

Found 

fragmentation 

between INC, MCI, 

and MoHFW 

regulations 

A unified policy 

framework is 

required for 

integration 

Continued. 
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Authors Objectives 
Research 

design 
Setting Methodology Results Conclusion 

Devi et al 

To evaluate 

effectiveness of 

integration models 

Mixed-

methods 

5 tertiary 

hospitals, 

India 

Surveys + 

focus groups 

(n=150) 

Improved nurse 

satisfaction and 

patient outcomes 

where integration 

models applied 

Integrated 

education-

practice model 

improves 

workforce quality 

Singh and 

Patel 

To analyze faculty 

perspectives on 

nursing curriculum 

reforms 

Cross-

sectional 

survey 

12 nursing 

institutions, 

India 

Structured 

questionnaire 

(n=380 

educators) 

72% supported 

competency-based 

integration of 

practice and 

education 

Faculty favor 

curriculum 

reforms aligned 

with service 

delivery 

Verma et 

al  

To study long-term 

outcomes of nurse 

training programs 

Cohort study 3 states, India 

Follow-up of 

250 nurses 

over 2 years 

Nurses with 

integrated training 

had higher retention 

and leadership roles 

Integration 

enhances 

professional 

sustainability 

Kumar 

and Rathi 

To synthesize global 

evidence on nursing 

integration 

Systematic 

review 

International 

(42 studies) 

PRISMA-

based 

systematic 

review 

Evidence supports 

improved care 

outcomes with 

nurse-policy 

integration 

Integration 

strengthens 

healthcare policy 

and delivery 

systems 

SWOT analysis 

Strengths 

Enhanced skill development 

Integration fosters a seamless link between theory and 

practice. Nursing students learn in clinical settings under 

the guidance of experienced staff, reinforcing classroom 

knowledge. This combined approach accelerates 

competency. For example, studies note that integrating 

educators in hospitals improves clinical reasoning and skill 

acquisition. Faculty who teaches in clinical units gain 

firsthand insight into current practices, which enriches 

their teaching. Students gain confidence from real-time 

feedback and role modeling. Overall, this strengthens the 

nursing skill base and critical thinking. 

Improved patient care and quality 

By embedding learning in the care environment, hospitals 

benefit too. Utilization of highly educated nurses (faculty) 

in clinical areas can raise the standard of care. Evidence 

suggests that such shared resources improve patient 

outcomes and quality indicators. The synergy of academic 

knowledge and clinical vigilance leads to more holistic 

care planning. Importantly, the literature highlights that 

74-92% of healthcare staff surveyed have “very good” 

perceptions or attitudes toward integration, indicating 

broad support for these improvements. 

Resource optimization 

Integration pools human resources. It allows dual use of 

expert educators and clinical equipment, avoiding 

duplication. The nursing workforce is leveraged more 

efficiently-for instance, educators mentor students on duty, 

and staff nurses participate in teaching shifts. This model 

can increase training capacity (more students can be taught 

per clinical slot) without commensurate increase in 

infrastructure. Such efficiency is valuable given India’s 

limited faculty and facility space. 

Nurse empowerment 

A major strength is the empowerment of nurses 

themselves. Nurses gain expanded roles and 

responsibilities. The model cultivates leadership: clinical 

nurses engage in education, while educators engage in 

hands-on care. This broadens their competencies and job 

satisfaction. As Kalal and Sharma note, integration “offers 

potential benefits in skill enhancement… empowering 

nurses”. Additionally, mentorship and continuous 

learning opportunities boost morale and professional 

growth. Empowered nurses are more likely to stay in the 

profession, addressing attrition. 

Bridging theory-practice gap 

By design, integration directly targets the notorious gap 

between nursing theory and practice. Education becomes 

“contextualized,” so that academic concepts have 

immediate application. This minimizes the jarring 

transition new nurses often face upon graduation. 

Ultimately, patients receive care from nurses who’s 

training closely matches clinical realities, making the 

system more adaptive and evidence-based. 

Weaknesses 

Resistance to change 

Integrating education and service challenges traditional 

structures. Many stakeholders (teachers, administrators, 

clinicians) are accustomed to siloed roles. Resistance from 

faculty (who may prefer academic careers) or hospital 

management (concerned about teaching burden) can 

impede adoption. Surveys have shown that some staff are 
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reluctant to take on supervisory or teaching tasks. 

Overcoming this inertia requires strong leadership and 

change management. 

Logistical and funding challenges 

Implementing the model demands planning and resources. 

It requires scheduling flexibility so faculty can spend time 

in hospitals and nurses can be relieved for teaching duties. 

In India’s resource-constrained settings, this can strain 

already-busy staff. There may be no extra funding for these 

roles, and institutions might lack guidelines on workload 

or incentives. Without additional budget or clear policies, 

integration efforts could falter (a threat also noted in 

SWOT threats below). 

Quality assurance concerns 

Ensuring consistent educational quality is complex. Not all 

clinical sites may provide ideal teaching environments, 

and not all nurses are prepared for educator roles. 

Adequate training for nurse mentors is needed, but often 

absent. Similarly, oversight of dual roles (evaluating both 

patient care and student learning) is challenging. Without 

a robust framework or accreditation standards specific to 

integrated programs, there is a risk of uneven 

implementation and variable student experiences. 

Regulatory and role clarity issues 

In India, regulations for advanced nursing roles are 

underdeveloped. Unlike physicians, Indian nurses have 

limited scope for advanced practice by law. This legal 

ambiguity can blur the “integration” concept: e.g. it is 

unclear whether a nurse-instructor can perform certain 

procedures. Additionally, multiple nursing councils and 

bodies exist (INC, SNCs), with sometimes overlapping 

authority. This fragmentation undermines implementation 

of integrated curricula, as noted by the NEP 2020 

advocates. 

Opportunities 

Policy and educational reform 

The current policy environment in India is broadly 

favorable. The national education policy (NEP) 2020 

explicitly encourages integration of practice into curricula 

and flexibility in learning modes. For nursing specifically, 

experts argue that NEP’s emphasis on clinical training, 

interdisciplinary learning, and research dovetails with 

integration goals. Moreover, India’s national health policy 

and workforce strategies stress expanding HRH and 

improving education quality.  

For instance, WHO-led analyses recommend major 

investments in nursing education to meet health coverage 

goals. These policies provide an impetus and possibly 

funding channels for integration pilots. 

Interdisciplinary collaboration 

Integration opens avenues for interprofessional teamwork. 

Nursing students working alongside medical, pharmacy, 

and public health students can foster collaborative 

practice. Such exposure is encouraged by global trends and 

NEP vision. Interdisciplinary units or projects could attract 

support as they align with international healthcare models. 

This also enables sharing of innovations (e.g., simulation 

labs) across disciplines. 

Addressing healthcare gaps 

India faces rural-urban disparities and growing chronic 

disease burdens. Integrated training can be directed to 

underserved settings (for example, faculty could split time 

between urban college and a rural hospital). This would 

prepare nurses for local needs. Additionally, focused 

clinical rotations (e.g. geriatric or palliative care) can be 

incorporated more easily through this model, filling known 

training gaps. Enhanced training in high-need specialties 

is both needed and valued by policymakers. 

Technology and tele-education 

The digital health revolution supports integration. Tele-

mentoring and e-learning allow faculty to supervise 

students remotely in peripheral hospitals. Virtual case 

conferences can link multiple sites. Such tools can offset 

geographic and faculty constraints. This opportunity was 

not available a decade ago but aligns with India’s push for 

digital health (e.g. telemedicine policies, Ayushman 

Bharat). Integration programs could pioneer use of these 

technologies in nursing education. 

International collaboration and funding 

There is increasing global focus on nursing (e.g. WHO’s 

“state of the world’s nursing” reports). This brings 

opportunities for grants and partnerships. Integrated 

nursing-schools partnerships with international 

institutions (twinning programs, NGO-supported projects) 

may become available. Aligning integration initiatives 

with global sustainable development goals and ASEAN 

frameworks could attract external support. 

Threats 

Financial constraints 

Despite policy rhetoric, actual funding is limited. 

Implementing integration (hiring faculty, training nurse-

educators, procuring simulation equipment) requires 

investment. In a cost-conscious system, hospitals and 

colleges may cut back.  

For example, hiring a faculty member to split between 

school and hospital may not fit existing salary norms. 

Without earmarked budgets or grants, integrated programs 

risk remaining theoretical. 
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Bureaucratic inertia 

The Indian healthcare system is complex, with overlapping 

authorities. Multiple councils (e.g. for GNM, BSc Nurs., 

MSc Nurs.) make regulatory changes slow. Formalizing 

integrated roles might require negotiating among these 

bodies. Historical attempts at curriculum reform have 

often stalled. This bureaucratic inertia could delay or dilute 

integration efforts. The NEP authors themselves warned 

that merging regulatory bodies is needed to make such 

reforms effective. 

Cultural barriers and hierarchies 

The entrenched medical hierarchy still dominates many 

hospitals. Nurses have traditionally had limited autonomy. 

In settings where physician oversight is strict, nursing-led 

education initiatives may be undervalued. If doctors or 

hospital admins perceive integration as devaluing their 

roles, they may resist changes. Cultural resistance-

favoring the status quo of classroom-centric nursing 

education-could hinder implementation. 

Migration and workforce attrition 

India is a major source of internationally migrating nurses. 

If integration succeeds in producing more skilled nurses, 

demand abroad might increase further, exacerbating the 

brain drain. Conversely, if retention does not improve, 

trained nurses will continue to exit.  

This external threat can undermine domestic workforce 

strategies. Recent news reports have even suggested 

licensing foreign nurses to counter shortages, signalling 

systemic strain. 

Inadequate evidence base 

Finally, robust evidence on integrated models in India is 

scant. Without local data demonstrating efficacy, skeptics 

may question its utility. This “proof gap” is a threat 

because policymakers often require pilot results before 

scaling reforms. On the other hand, it is an opportunity to 

generate evidence: well-designed pilot projects could 

serve as models. 

 

Figure 1: SWOT analysis on integration of nursing professionals, education and healthcare services. 

DISCUSSION  

The findings of this review underscore the significant but 

underleveraged potential of integrating nursing 

professionals, education, and healthcare services in India. 

This integration, when done strategically, can catalyse 

improvements in healthcare delivery, patient outcomes,  

and policy innovation. The fragmentation across 

education, practice, and policy has stunted professional 

autonomy, led to role ambiguity, and weakened India’s 

response capacity in primary and public health sectors. 

Globally validated models demonstrate that nurse-led 

integration results in more equitable, efficient, and 

sustainable health systems.17-28 
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Systemic fragmentation and structural constraints 

India’s healthcare system suffers from rigid hierarchies 

and compartmentalized governance. The education–

service divide is one of the most critical barriers to nurse 

empowerment. In many Indian nursing institutions, the 

absence of partnerships with public health facilities and 

limited exposure to community-based care reduces the 

relevance of the educational experience.29 Moreover, the 

lack of faculty development and outdated curricula do not 

reflect the evolving disease profile of India-including 

rising non-communicable diseases (NCDs), mental health 

needs, and digital health competencies.30 

This disconnect directly impacts service delivery. Nurses 

trained in hospital-focused procedures are often 

redeployed into primary care, where they must improvise 

roles for which they were never prepared. This leads to 

burnout, clinical errors, low morale, and attrition.31 The 

inability of the system to absorb nursing graduates 

effectively also contributes to a surplus of unemployed or 

underemployed nurses, even as rural areas suffer acute 

shortages.32 

Lack of policy presence and leadership pathways 

Nurses are underrepresented in decision-making roles at 

institutional, regional, and national levels. This is not only 

a missed opportunity for incorporating practical frontline 

insights into policymaking, but also limits the professional 

growth and voice of nurses within the system.33 Countries 

such as Canada and the UK institutionalized chief nursing 

officers with legislative backing to ensure nursing 

perspectives were built into national health strategies.34 

India currently lacks a centralized mechanism to elevate 

nursing voices into policy. Although nursing leaders are 

active within professional associations, these are rarely 

consulted during health system reforms or budgetary 

allocations.35 The result is a vicious cycle: weak advocacy 

leads to poor visibility, which in turn leads to fewer 

resources and slower progress. 

Opportunities in primary healthcare transformation 

Despite challenges, India’s shift toward HWCs under the 

Ayushman Bharat program offers a strategic window for 

nursing integration.36 Nurses can serve as first-contact care 

providers, managing chronic conditions, providing 

preventive education, and linking communities with 

referral systems. 

Evidence from this review indicates that nurse-led HWCs 

in Chhattisgarh and Tamil Nadu demonstrated improved 

service coverage and patient trust.37 Task shifting, where 

nurses are legally authorized to perform duties 

traditionally done by physicians, was successful in 

maternal health, immunization, and NCD management. 

However, this requires regulatory support, curriculum 

redesign, and robust supervision frameworks.38 

Additionally, digital health initiatives like eSanjeevani 

offer platforms where nurses can be trained as virtual care 

navigators. With minimal upskilling, nurses can extend 

services across geographies, particularly in under-

resourced states. 

Our SWOT analysis highlights that integrating nursing 

education with service delivery could significantly 

strengthen India’s health system, but will require careful 

planning and support. Strengths such as enhanced 

competencies and better patient care directly address 

identified problems. For instance, the gap between 

classroom learning and clinical demands contributes to the 

current nursing shortfall. By immersing students in 

authentic care environments, integration can reduce this 

gap and help produce job-ready nurses. The literature 

suggests that nurses educated under integrated models 

demonstrate higher confidence and skills, which can 

improve retention and job satisfaction. Empowerment of 

nurses-a key goal-is thus achieved not only by training but 

also by elevating their professional roles. This is crucial 

given reports that many Indian nurses have “little 

authority” in the system. A deliberate move to integrate 

education also signals a cultural shift: nurses become seen 

as knowledge-bearers and educators, not just service 

providers. 

Reforming nursing education for strategic integration 

To integrate effectively, nursing education must evolve in 

four critical domains: 

Competency-based curricula 

Align academic standards with current disease patterns, 

patient needs, and community-based care models. 

Competency frameworks must be updated to include 

digital literacy, leadership, and health system navigation.39 

Practical immersion 

Build long-term partnerships between nursing colleges and 

primary care centers, district hospitals, and NGOs to 

ensure early clinical exposure and real-world learning.40 

Faculty development 

Invest in continuous professional development (CPD) for 

nurse educators, including advanced degrees in public 

health, policy, and nursing informatics.41 

Accreditation reform 

The INC must upgrade accreditation criteria to reward 

institutions that demonstrate real-world impact, 

community engagement, and policy participation. 

The IGNOU-MoHFW certificate program in community 

health nursing is a notable example of how modular 

education can bridge gaps, but it remains underutilized due 
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to lack of clarity on career progression and limited post-

training support.42 

Bridging the workforce gap through policy incentives 

India faces a nursing density of only 1.7 nurses per 1000 

population, well below the WHO-recommended 3 per 

1000.43 Simultaneously, thousands of trained nurses are 

unemployed or seeking overseas employment due to poor 

pay, unsafe working conditions, and lack of recognition.44 

Strategic integration requires workforce planning that 

links educational output with employment pipelines. 

States can offer bonded rural postings with incentive 

structures, scholarships for advanced studies, and clear 

pathways into leadership or academic roles. International 

migration of Indian nurses should be leveraged to build a 

reverse knowledge flow, enabling Indian institutions to 

learn from best practices abroad while creating attractive 

return programs.45 

Building a strategic model: the 3-point framework 

Based on this review, we propose a strategic model built 

on three pillars: 

Education-practice integration 

Mandate partnerships between nursing institutions and 

public healthcare facilities. Revise curriculum to include 

primary care, informatics, and policy modules. Create 

simulation labs and community immersion programs 

Policy representation and advocacy 

Institutionalize chief nursing officer positions at state and 

central levels. Establish formal nursing advisory 

committees within NHM and MoHFW. Involve nurse 

leaders in digital health strategy planning 

Workforce development 

Provide leadership and mentorship training for nurses at 

all career stages. Launch incentive-based rural deployment 

with guaranteed career mobility. Create transparent 

recruitment pipelines and regular CPD mechanisms. This 

model promotes a nurse-patient centric approach where 

integration leads to empowerment, service efficiency, and 

better health outcomes. 

CONCLUSION 

The integration of nursing professionals, education, and 

healthcare services in India is no longer a luxury-it is a 

systemic necessity. The evidence synthesized in this 

review demonstrates that such integration improves care 

quality, strengthens health systems, and enables more 

equitable health outcomes. The challenges of 

fragmentation, policy exclusion, and educational 

stagnation must be addressed through comprehensive 

reforms. 

Recommendations 

To strengthen the integration of nursing professionals into 

healthcare and policy, it is essential to include nurses at all 

levels of health governance, ensuring their active 

participation in decision-making processes. The nursing 

curriculum should be upgraded and closely aligned with 

community health needs, preparing nurses to address real-

world healthcare challenges. Expanding digital training 

programs will further enhance their competencies in 

modern health systems and digital health delivery. 

Additionally, establishing clear and supportive pathways 

for career progression will motivate and retain skilled 

nurses within the system. Finally, dedicated public health 

funding for nursing integration programs is crucial to 

ensure sustainable implementation and long-term impact 

on healthcare quality and policy reform. India stands at a 

crucial health systems reform juncture. Integrating nurses 

into education and service leadership will not only 

optimize healthcare delivery but also align the nation with 

global best practices. 
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