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Abstract

The role of the nurse practitioner has been established in &liesstsince 1996
(Driscoll et al.2005). During this time it has also been established ribege
practitioners provide a service that fills a gapservice provision (Gardner 2004
Nurse practitioners in Australia have proved themselves to be clinical experts in their

chosen nursing fielfGardner 2004)

In 2006 (RCNA 2006) an article statedhat in order @ fulfil their role nurse
practitioners argued that their hands were tied due to the need for strict adherence to
clinical practice guidelines and protocc
ability to use clinical judgement was inhibited by the chéer strict adherence to

clinical practice guidelines and protocols.

Theabove statements going to press provided the roots of this segipning with
an historicalcomparativeexamination of the emergence of the nurse practitioner role
in five countres: USA,CanadaUnitedKingdom, New Zealand and Awalia. These
findings were compared using andlcal comparison in relation teeducation,

registration, regulation, legal and professional issues and future possibilities.



Field research examined the \bof the nurse practitioner as seen through the eyes
of four nurse practitioner participants in order to gain insight into this world, assisted
by a qualitative interpretativeappoach and methodological theory Data was

collected from structured idept interviews using open ended questions.

Thematicanalysis of the datalongside nurse practitioner researavealedhat to

allow less stringent adherence to clinical practice guidslwould seem unlikelgt

the present timdmportantissues that arapparent in preventintis less stringent
approach include the need to ensure that nurse practitioners are fully aware of the Ipp
Reforms enacted into Civil Liabilities legislation in 2005 and the relevance of other
Torts in the daily clinical practicef the nursepractitioner Thiswould ensure that all

nurse practitioners are more knowledgeable about these important areas of law.
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CHAPTER 1 BEGINNINGS

AfLet there be light, and there was 1ligh

1.1Introduction

The role of the nurse practitioner hlascome an important rola nursingsince it

began in Australia in 1996 (Driscoll et al.2008)thoughglobally the first initiatives

were begun in the USA in the 1960s (Bigbee 1@9damric, Spross & Hansen 1996
p.20. The role is a developing onvethin Australiaand is identied by Gardner
(2004) as one of the most exciting developments in nursing and healthcare over the

last decade.

The thesis statement for this study is that the Federal and State governments have
limited the legitimate freedom of nurse practitioners in Atata as nurse
practitioners in other countriémve beetimited. This has occurred in tandemtag

nursing profession in Australia has hampered the development and full
implementation of the nurse practitioner role by restricting legitimate free(mgas

the need to useompulsory clinical practice guidelines and protodofseveryaspect

of expanded practige This is a form of intrgrofessional downwardtlosure
(Yuginovich 2009 and arises concurrently with the infaofessional downward
closure deonstrated bythe medical professiorby their lack of support for

implementation of the nurse practitioner role.

This studyfocuses orthe nurse practitioner, the legal position surroundidganced
and expanded practice afttk potential forincreased tigation risks To dae, this

legal positionhas received scant attentierther through academic study throudn
1



published articlesThere is limited evidence to supporbpposition tothe intra
professional downward closure from the nursing professiothe interprofessional
downward closure by the medical profession. Intrafiptefessional downward
closure is a form of deliberate discrimination bgating one discipline within a
clinical practice arenan a different way to othergYuginovich 2009. When
compared to nurse practitioners, other advanced practice nurses within Australia
such as phy s,have rotrbées subjectda the saane degrastrafinter-

professional downward closure as nurse practitioners

A further issuefor stkeholders, regulators and nurse piteaners themselvess
ensuringthat indemnity insurance, important to every nuiseadegate to cover
compensation ifpatients are injuick or harmed as a result of nurse practitisder
direct acts, omissions omctiors. Indemnity insurance and the significance of
adequate covdravealso been poorly address@ terms of the nurse practitioner and
other disciplines of advanced practice nurgdsirsing and Education Taskforce
Report 2005). Indemnity insurance is impattavhen compensation in liability is
calculatedin a case of alleged negligen(etersen irFreckleton &Peterser2006
p.487)andas suchhas the potential to affect the nugz@ctitioner because he/she

could be a future defendantanalleged negligecesituation

National Registration in Australia camiato force in July 2010. New regulations
mean thatadequateindemnity insurance is compulsory for every health care
professional in order to register. It is up to professional organisatiorisng with

their nurse membeit® ensure this is adequate for the purpose that the indemnity is

intended.



National Registration is a Federal initiative in the foofhThe Australian Health
Practitioners Regulation AuthorittAHPRA 201Q no author cited There isa
professional register for all professional disciplines and also a specialist register (e.g.
nurse practitioners). Eligible registrants can be registered on both of fase.
initiative is governed by The Australian Health Practitioner Regulation Agenc
which has HealtiBoards for individual disciplinewithin every stateand territory

within Australia(e.g. nurses, doctors addntists)

This study does not seek to challerige ideology upon which development of the
nurse practitioner is bujlbut rather aimgo shed light on some major problems that
have so far not received much attention. Examples inchelegal and professional
issues facing the nuespractitioner and the lack of taeory of liability for nurse
practitioners who may be unfortate enough to be the subject of alleged negligence
Such a theory of liability could beasue pr acti ti oner ds mai n
The termtheory of liability is somewhat ambiguau&or clarity the term legal
responsibilities and accountability Wile used, alongside the tenets of authority and
autonomy as these aitee ceconstitientsof a theory of liability. In terms of liability

every registered nurse, regardless of status, carries liability for their erroneous

actions (Forrester & Griffiths 21b).

All healthcareprofessionalsnat just nurse practitionershould be aware ofthe
pitfalls of expanding their clinical practiaue toan increased litigation risk, even

though professionals might be prepared and willing to undertake such a ghallen



1.1.2Aim of Research

The am of this research is to plategal issuepertinent to the role and functions of
nurse practitionerdirmly at the forefront of debatan order to create further
awarenss of the legal position derived from the increalgghtion risks amongst

the nurse practitioner workforce within Australia.

1.1.3 The Research Questions

The research questions for this study-are:

1. To what extent did nurse practitioner devetggnt, education requirements legal

and professional issuedfer historicallybetween the five countri@s

2. Wha do nurse practitionsibelieve arghe most importantegd and professional

aspects of their practiee

3. What is the most appropriate approach to further enhance the professional

autonomy of nurse practitiers in Australia?

1.1.4Problem Statement

The Royal College of Nursing AustraligRCNA 200§ reported that nurse
practitioners felt their hands weredie terms of their developmedte to the need
for them to adhere to strict clinicalgmtice guidelies and protocojghus reducing
their own ability to assert clinical judgement whaeaing patients. This was
suggestive of there beirg lack ofappreciation on the part of nurpeactitiones
about their increased liability and the subsequent incrdaiggdion risk involved in

any movement outsidegheir scope of practiceprescriptive clinical practice

4



guidelines local policiesand protocolsin short, the RCNA2006 swygestedthat
nurse practitionersnay have sacrificed an appreciation of the impoce of law in
nursing practice as a whols shown by their desire for less prescriptive clinical

practice guidelines and protocols.

There are 1pieces ofCommonwealthegislation that directly affect nursing practice

in Australiaprior to the commeneeent of national registratiowhich occurred in
July 2010 This legislationis proclaimed at Federakevel. Therewere 28 pieces of
legislation specific to the Australian Capital Territadhat directly affect nursing
practice 36 within New South Wales,22within the Northern Territory, 29 within
Queensland, 29 within South Australia, 21 within Tasmania, 37 within Victoria and
26 within Westem Australia §ee Table of Statutggp. XV-XXIV). Some legislation
could be subject to change as a result of Nati®agistrationand its implications

for change.

One potentiaproblem isthat should nurse practitioners igner or are unaware of
the place ofaw in their practicenany of thee pieces of legislation could become
lessimportantto them but thesewill havea direct impactwithin nursepractitioner
practiceif acts, omissions or errors ariSeherole of the nurse practition& practice
driven but legislation that is directly relatemclinical nursingpractice should ndie

ignored



1.2 Defining the Nurse Practitioner Role

For the purposeof this studyGa r d n e r)@efinitioroDtie fursepractitioneris

used

fA nurse practitioner is a registered nurse educated to function autonomously

and collaboratively in an advanced and extended clinadal The nursing of

clients, using nursing knowledge and skills may vary and include, but is not

limited to, the direct referral of patients to other healthcare professionals,

prescribing medications and ordering diagnostic investigations. The nurse

praci ti oner role is grounded in the nursing
theories and practice and provides innovative and flexible health care delivery

that complements other health care providers. The scope of practice of the

nurse practitioner is deterngd by the context in which the nurse practitioner

is authorised t@ractice Gardner 2004.1).0

Research (Sherwood et al. 1997; Hughes & Carryer 288&iner2004 Gardner&
Gardner 2005Ball 2005;GardnerDunn & Carryer 2006Ball 2006;Pearson 20Q7
Pearsoret al. 2007 has showrihat Nurse Ractitioners offer a beneficial service and
fill a gap in healthcare provision, both in primary ardta hospital carelhere are
several aspects of the nurse practitioner role that need to be borne inefoiredany

examinatiorof this role is pursued.

1.21 Extended practice

The element that differentiates the nurse practitioner from other advanced nursing
practice roles (e.g. physicishh a s s clisitalaspecialists) is that the scope of
practice of thenurse practitioner is subject to different pragtprivileges that are
protectedwithin Australia by legislation. This includes the protection of the title
ONur sei tPirarcer 6. E x theeeford defihed oy thase eélemnentfi s
nursing activitythat deferto a legislative strcture outside the scope of practice of

mainstreamegistered nurses (Gardner 20p4).



1.2.2Autonomous Practice

This is a key aspect of practiegthin the roleof the nursepractitioner andsets it
apart from other aggts of nursing practice in Australidhe nurse practitioner
engages in clinical nursing practiceith significant clinical autonomy and
accountability, which incorporates responsibility for the complete episode of care.
This means that every nurse practier accepts the need to act autonomously in
decisionmaking and the followthrough in patient care. This autonomy is situated
within a am approach to health serviceisereby the nurse practitioner works in a
multidisciplinary team in a clinical partrehip role that is aimed at gdgatient

outcomes (Gardner 200d.2).

1.2.3Nursing Model

The role of the nurse practitioner is locatedhin a nursing model of cara that
their clinical practice is aboticlinical flexibility in nursing caré (Gardne 2004 p.2)

and not about merelgurative ortreating a patient with a disease. Holistic care is part
and parcel of the nurse practitioner remit. Evidelnased nursing practice is a
feature of the nurse practitioner role, as is teaching in clinical are@hscting as a
role model/ preceptor for juor nursing staff (Gardner 200d.2). Clinical flexibility
refers © a nurse practitioner being alle autonomously respond tinical care
needs of patients under their cafdis includes elements of expa&udpractice (e.g.
prescribing) and extendegractice (e.g. assessing, implementing and evaluating
complex care neellsThis mostly takes place without recourse to #rer health

professional (Gardner 2004 p.2)



While researching the nurse practitionerertiie researcher found a limited body of
publishediterature elating tothelegal positionn theexpanded practice of the nurse
practitioner.Petersor(2006) provided one of the first direct references regarding the
increased litigatin risk for nurse pactitionersowing to the expanded nature of the
nursing role and the wider rangd olinical activity undertaken(Petersen in

Frecketon &Petersen 20Q¢pp. 487 488).

1.3Regulatory Frameworks

Published guidelinesind regulatory frameworkgublished bythe thennursing
boards anaouncils in Australia (e.g. Queensland Nursing Council 20%Re little
or no reference to the legal implications of role expansion. Legal referefitbas
such textsare limited to the citing of amendments to legislation thete made in

order to allow the development of trie of nurse practitioner to become a reality.

This lackof attention tolaw presenta dallenge inthat othetthan Petersen (2006 in
Freckleton & Petersen 2006) little attenti@the main aspects ¢dw that affect the
extended and expanded nursing practice of the nurse practitioneedradentified
in any literature It appearghat issuesuch adort law, criminal negligence, fraud,
theft, assaultand battery have either been ignored or assured as previously
understoodby these nursedespite an expandeole that increasabe risk of legal
sanctionwhere thesassues maybecome relevantThe ldter examples might be

unlikely to feature in he work of a nurse practitionbut are worthyof mention.



1.4 Historical Comparative ResearchMethodology

Historical comparative researqisometimes referred to as comparative history or
comparative historical researchjas the method used tetudy thehistory of the
emergence of the nurse practitionglerin five countries: The USA, Canada, the UK,
Australia and New Zealand. The results of this research are fou®idaipter5. The
history of the nurse practitioner and the emergence of the role is well documented
(Bigbeel996cited inHamric, Sprosg Hansen 1996Driscoll etal. 2005 butto the

best of the resa r ¢ kkmowlédge the legal issueslevant to nurse practitioner
development milestones have yet to feature in nursing rdseatcomesEvidence

of this is provided inthe results shown in thistudy of five countriesin the
development of the role from their ¢gienings to the present dand within the

literature review presented within this dissertation.
1.5Analytical Comparison

Historical dataobtained during this studyascompared usingnalytic compason,

similar to that developetly John Stuart Mill in the 9 century (Neuman2006)

Analysis facilitated a comparison between thosspects of emergencd aurse
practitionersthat were 6 iang r e e me n ted coumtrrids nd thdsdaspets of
emergencahatwere6i n di sagr eement 6. gtound bebames way
apparent as dithe areasvhere no commonalitywasapparent. One such areas

education. InCanada, USA and UK, there was compulsoryminimum education
standardthat apples throughout the country. Insome of these jurisdictions

qualifications other than anurger act i ti oner master ds degr e



createdan entrygate with more than one portal, and thus a double standard

(CanadiarNursingAssociation2005 Ball 2005: Ball 2006Pearson 2007

1.6 FieldResearch

Field Research has been used to exarmeeavorld of the nurse practitioner, as seen
through the eyes of four nurse practitionérbe sample consisted tfo endorsed
registered nurse practitioneradatwo second yeanurse practitioner interns, who
have yet to complete ¢ir degree and become endorsed as nurse practitidiness
phaseof the study explored the issues identifiedfdmyr nursesleveloping within the
role of a nurse practitionedn adlition, these four nurse practitionérgiews were
soughtabout how their knowledge about legislation &l is in their daily practice
and howrelevant law is to thenmcluding their knowledgeabout legislation. In-
depthinterviewswere utilisedresuling in reportsusingthe Parse Human Beating

Theory(Parse1995 pp 151193)within the RestrictionFreedom paradigm.

Historianswho haveresearched the establishmegitthe nurse practitionerole
(Bighbee 1996n Hamric, Spros& Hansen 1996Hanson 198; Castledine 199&
Castledine & McGee 199&aveshown exampleof therole of the nurse practitioner
being grounded within thenodel of the aetiology of disease, disease management
andtreatment(i.e. the medical modelResearch by latex u t hsbawssthiough the
restrictionfreedom paradigm, that this is not the case in Aust{atiaDunn 2004
Gardner 2004 Gardner & Gardner 20Q05Restrictions occurred wheréentified
medical controinfringed on the clinical practice ahe nurse practitioner i@ The

freecdom elemenillustratedexamples otlinical practice where medical contralas
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largely absent This included examples wherghe nurse practitioner is giving

guidance andirection to the doctor.

1.7 The Legal Position

The main legalissue witlin this study is focusedn whether nurse practitioners
within Australiaare able taunderstand and appreciate the true legal implications of
expanded and ésnded practice that encompabe role of a nurse practitioner.
Nurse practitioners are carryingtotasksthat may have beepreviously within the
domain of medical practitioners (e.g. prescribing and ordering diagnostic Tdsty)

are expectedas clnical experts,to carry out these tasks to the same exacting
standards of medical staff and as sutth demonstratethe accompanying
accountability, responsibilityCompetence forthese tasks is identified in the
Australian Nursing and Midwifery Council (ANMC) National Competency

Standards for the Nurse Practitioi2905).

The medical fraternity within Australia has consistentlydemonstratedstrong
opposition to the nuespractitioner role (Dunn 2004t historically and currently

nurse practitioners are frequently utilised in rurad amote areas within Australia

where there is a shortage of medigatsonneloften working without thesupportof

medical personnel As Dunn (2004) pointed ouit is time for all healthcare
professionals to give a O0Fair Gobé to the
partnerwithin the healthcare workforcéNurse practitioners are an adjunct to the

medical practitioners and not a threat (Dunn 2004).
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It appearghat perhapsthe nursing proéssion hagailed in its support of thaurse
practitioner (Gardner 2004This was not assisted, in pakly the use of a arying
nomenclature being attached to the role aadsing confusion (Gardner 2004
Likewise lack of nurse practitioner access the Pharmaceutical Benefits System

(PBS andthe Medicare Benefits SchedMBS) did not assist thisither.

1.8 Examplesof Legal Case Lawto lllustrate the Legal Position

It is important to bear in minthat nursepractitiones and indeedmany registered
nurses, often worlas membersof multidisciplinaryteans. An important historical
legal casellustratesthe significantlegal implications othis (Wilshire vs. Essex Area
Health AuthorityAll ER 1986 3; All ER 801 HL 1988; 1 All ER 871). This case
established that team liability under law is questionalnlehis case, gremature
baby was placed in a special care babit staffed by a team consisting of two
consultants, a senior registrar, several junior doctagisaagroup of nurse# junior
doctor inadvertently cannulated a vein not an aneeant to measurarterial blood
gas levelsA more senior registrar missekig errorand laterrepeated the erran
the same baby when the cannula neededitirey. As the catheter was in a vein and
not an arteryblood gas levels were natonitored correctlyand it was alleged that
the baby later suffedean incurable conditio of the eyeesultirg in near blindness.
On the point of the standard of catee court held that there wao concept of team
negligencan the sense that each individual team member was required to adhere to

standards demanded of the unit aghale.

The standard of care required was that of the ordinary skilled person exercising and

professing to have special skillThe standard was to be determined in the context of
12



particular posts in the unit and not according to the general rank or status & peopl
filling the postsinexperiencevas no defencan an action for negligence. The more
junior doctor waghus found not to have beemgligentbecause he consulted his
superior. The senior registrar howewad been negligent in failing to notice that the
cannula had been insertedtdna vein rather than an artebecause the senior
registrar was more experienced. Accordindghe health authority was vicariously
liable for the negligent actions of the senior registféie relevancef this casefor

the nuse practitioneris that when one exesm®s an increased level of skKill
commensurate with knowledge aexperience a nurse practitioner could be culpable

in negligence for any wrongdoir{f®imond 2004 pp. 4344).

There are far elements imegligence thaiust be provein order for a defendant

to beheldliable in negligencéForrester & Griffiths 2005 p.5Yhese are:

1 The defendant owed the plaintiff a duty of care

1 The defendant breached the duty of care if it is proven that the standard of

care was belw that of a reasonable competent professional

1 The plaintiff sustained a damage that was foreseeable

1 The breach of the duty caused the damage

Although there is no concept of team negligence in(Rimond 2004, each person
who comprises théeam is resporisle for his/her negligent act¥his does not mean

that instances never arise wharaltiple liabilities does not exist

13



In the case ofDwyer 1984 QBD Mrs Dwyer was prescribed medication for
migraine. The pharmaceutical company that manufactured thaicaton stated that

not more than foutablets should be taken for any one attack of migraine and that not
more than twelve tablets should be taken in the course of one Weekdoctor
treating Mrs Dwyer had prescribed twablets to be taken every folmours as
necessaryThe doctor prescribed a total of 60 tablets and in a very short space of
time Mrs Dwyer had received a dangerous overdose of the medication. The doctor
offered no explanation for this error. When the prescription was dispensed, two
qualfied pharmacists were in the dispensary, neither of whom noticed the error and
simplyrepea ed t he doctflom the prescripsidrontaitivetlabetohtlse

tablet container(two tablets every four hours as necessary). The pharmacists

accepted patiability.

Over the next six days Mrs Dwyer took 36 tablets. As a result of the irreversible
ergotamine poisoning from this medication, Mrs Dwyer suffered serious personal
injuries consisting of constriction of blood vessels and gangrene of her toes and
lower limbs (Dimond 2004. In addition to suing her éeralPractitioner (GP)Mrs
Dwyer al so pauneravhotsaweMrs ®Ry@rsthree days after she started
taking the medicatian The partner failed to realisthat the pescription error had
been nadethereforedid not stop Mrs Dwyer from taking the medlion (Dimond

2004).

This was a prescribing error. Because many nurse practitioners are now licensed as
prescribersit is essehal to realisethe consequences of prescribing errors and why

attenton to detail and full knowledge of all the drugs prescribed is so vitally

14



important This is essentiakhen considering the prescription history of every patient
treated. Additionally, accurate and timely documented records are essential. If a
nurse practioneris sued for alleged negligendggh standards of documentation

the recording of facts surrounding events and ast@an be a distinct advantage
when recalling incidentat a later dateDocumentation that is accurate, objective and
timely could be the best defence the nurse practdipor any other nursesan put
forward (Dimond 200% If a nurse practitioner was to be in a similar position, they
could be liable for sanctionin litigation if there was evidence oérroneous

prescribing

1.9 Significance of the Study

The title of this dissertatons 6 Unt i e My Handsao. Many nur
tha their practice is hindered, their hands tied #radr judgement hamperdx the

restrictions imposed bpaving to adhere to so mamjinical practice guidelines,

procedires and protocols (RCNAR00§. The fact remains that their mds will

continue to be tietbr as long astakeholders involved in setting standards, protocols

and preedures for nurse practitionaaee of the opiran thatthe6 r ul es &6 mean t
greater nmber of sanctions due to errayutd arisef these were made less stringent

This is a very relevant issue.|Alurse practitioners are valuad clinical experts in

their particular field (Gardner 2004pit might seenat first that errors in judgement

and actions in alleged negligce are unlikelyHealthcareegulators employersand

decision makersvould also be culpable in negligence if such policies and protocols

were to become neexistent or less stringent and a ca$alleged negligence was

then to arise.
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The case o€assidy v Minister of Health1939(2 KB 14), illustrates thisn relation

to alleged negligece (Dimond 2004) A patient lost the use of his left haadd
sufferedsevere pairasa result ofallegednegligent treatmenfollowing an opeation

on his hand. During triathe evidence showed a primae facase existed in
negligence on the part ofd@tpersons in whose care the patient was, though it was not
clearly established whether the negligenvas as a result of the actions of dioetor

in charge an assistant medical officer, the house sargor the nursing staffAny
hospital or community éalthcare organisation will always be primarily responsible
for any negligence to the patients in their carbether the negligent person was an

employee, a voloteer,or an agencegmployee Dimond 2004.

1.10.Limitations

1. In terms of the historical ots of this study limitations presentedsome instances
in relation to access to primary sources of literatliteés was due to the fact that
paucity of primary sources exists articulating the historical aspectof the

development of the rolespecial the history of nurse practitioners in the USA.

2. A small sample of nurse practitioners was used in this study because at the time
the field research was required there were onlinaited number of suitablaurse
practitioners who were sufficiently abiilling to accurately articulate their practice
journey. However similarly the larger scale study by @ner and Gardner (2005)

had justfour participants, the same number used in this stlelgonstrating that a

small indepth study can provide usefidtd
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At the time of obtaining the samplor the present studyseveral potential
participants withdrew from the studys a result of feared sanctions from their
employers if they agreed to participatdlthough he sample size wasmall it did
provide sifficient data toexplore the importance of law in their practice. The
consequences of this study may result in further delratehus place legal issuats

the forefront of debate and nat ithe background as at present. This is important in

enhancing te autonomy of nurse practitioners.

1.11. Chapter Outline

Chapter 1 provides an introduction and sets the scenéhdéostudy. Chapter 2
presents amistoricatcomparativereview of literaturethat encompasses the history
of nurse practitioner developmemt five countries and aligns this development to
present day issue€hapter 3 introduces the Parse HanBeecoming Theory, which
was used as the methodological thedor this study (Parse 1995 pp-7)L Field
research examined the world of the nurse prangr as described by four
participants and using the RestrictiBreedom paradigm within the Par$beory
(Parse 19950p.153191). Chapter 3 also contains an overview of the Strong (2004)
Model d Advanced Nursing PracticeyBergy between the Strong el (2004) and

the Parse Human Becoming Theory develogedach was explored

Chapter 4 describes the research methodology used in this study and includes
historical comparative research, analytical comparisorgepth interviews and
reports,an examinabn of why these methods were chosen and definitions of these

research methods.
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Chapte 5 includesthe findings fromthe two phasesf data collection Phasel
presents the results of the historicamparative research and thanalytical
comparison.Phase2 presents the results of the field research concerning the work of
four nurse practitioner participants, which was completed ushugpth interviews
andreportsemanating from these-lepth nterviews.Short discussions follow and

research questisrare answered directly

The final chapterconsists of overall conclusions from the study. The chapter also
proposes anodelfor nurse practitionersdeveloped fronthe synergy betweeithe
Strong Model of Advanced Nursing Pract(@)04)with the three mai principles of
theParse Human &omingTheory(1995) Theability of nurse practitionepractice
to move away from medical control ipatient managemenis presented The
corclusiors from the study will be presentedin this chapter with the

recommendatins emanating frormhe study.

1.12.Chapter Summary

In this first chapter the role of the nurse practitioner in Alistrhas been defined,
with the chapter outline for this studyThe legal position as applied taurse
practitioner workand the researchugstiors that relates to thieave been presented
Examples of case law have beendisedemonstrate the links between extended and
expanded practice and liability for nurse practitionérhis explains the legal
position for the nurse practitionevhy nuse practitioners could become culpable
should a similamdverse situation arisé/Vhile none of the cases given as examples
involved a nurse practitionethey serve toillustrate instancesin which the more

senior practitioner is at righk litigation.
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CHAPTER 2

AN HISTORICAL -COMPARATIVE REVIEW OF LITERATURE

nDal | Pob Angyfarwyddo: Translated from Wel

2.11Introduction

Worldwide, there has been much intereshimrse practitioner developmeibiecause
this is seen as an etfieve approach in enhancing the quality of life for patients and

clients(Sherwoocet al.1997;Dunn 2004 Gardner 2004Gardner & Gardner 2005

Literature responding to the key conceptsnafse practitionerpurse practitioner
development, nurse prattiner regulation and registratiodegal issues nurse
practitionerhistory,advanced practiceducation, suppoend oppositiorior the role

of the nurse practitioner and competency standards were sourced. These sources
included empirical studies, disssion papers, published reports, conference
presentations, unpublished theses, nursing orations and teks. dRelevant web
pages such afhe Australian Nursing and Midwifery Council (ANMC), The
Canadian Nursing Association (CNA) The Royal College of MgrgAustralia:
RCNA), The Royal College of Nursing (UK: RCNUniversity of Southern
Queensland Library web pagasd regulatory indices relating to states, territories
provinces and principalities (e.g. England and Wales) were also resourced. Search
engnes used included EESDHOST Mega File Primer including CINAHLYear
limiters involving the historyand developmentf nurse practitioners were set at

1964 to early2010. It was quickly identified that a paucity of information is available
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about legal andprofessional issueslirectly relevant tothe role of the nurse

practitioner.

Inclusion criteriafor the literature reviewncluded:-

1 Relevance to the history of the development of the nurse practitioner in five

countries

1 Relevance to regulation and regigion of nurse practitioners in five

countries

1 Relevance to educationaquiremenvariables within five countries

1 Relevance to development of the nurse practitioner role in five countries

1 Relevance to support or obstruction t®garding nurse pradtiner

development

1 Relevance to expanded and extended praaticeadvanced nursing practice,

including previous research in this area

1 Relevance to legal and professional issues in five countries

Textswere reviewed in relation to the following key issue

1 Peer reviewed articles and texts relative to the history of nurse practitioners in

five countries

1 The research methods used by authors
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1 Types of research undertakémat directly exploredhe role of the nurse

practitioner

1 The range of issues expldre

1 Supporting the answering theresearch questions

1 Differing approaches to professional status within nursing

Exclusion criteria included those texts that provided general information but did not
directly inform about the nurse ptdmner roleor diplicated the data found in major

research reports

The critical indicators of all textsearched walsow the role has developed over time
in five countries, the differing approaches to nurse practitioner development
regulation and registratioithe timelne for nurse practitioner implementation within
five countries educational requirements and variables and legal and professional
issues. Thditerature review examirmeeach country in turn from the first country to
implement the role of the nurse praciiter (USA) and onward to the most recent

(Australia)

While at first glancesome texts within this literature review might be considered
outdated, historicatomparative reearch methodology requires the inclusion of such
texts in order to provide the hisical framework to enable the analysiBhis
involvesexaminingtexts from the padb establish the role of the nurse ptiioner
contextually in historyo makeconnectionand comparisons foresentay conexts
The revileddv fort o ra v &spests to presend day developitse Many

texts examined presewbork that identified the firspublished text®n the history of
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nurse practitioner development and involve those authors who supported and
opposed nurse practitioner developrmeélhis chaper explores and critique texts
that are bothhistorical and contemporargnd comparefindings underthe above
headings.Using this approachto explore the historical developmentf nurse
practitioners within theliterature review means that thstoricd-comparative

research method becomes a main fafube work

2.2 USA

2.21 History

Bigbee (1996 in Hamric, Spross& Hansen 1996) exploretie history of advanced

practice nursing in the USA. Aumber of nursing disciplines were involved
including nure anaesthetists, nurse practitioners, respiratory nuwiseisal nurse
specialists, physici ands , lzesagseascordingttos and
Bigbee (1996in Hamric, Spross & Hansen 1996 p 28l nurses who gmn to
specialisation in the US away from mainstream nursing are clasd under one

umbrella of advanced practice nursddigbee outlined the first formal nurse
practitioner degree course in the USA, initiated by Ford @iheer in 1965 at the

University of Colorado. Ford later saticis about the nurse practitioner:

fiThe nurse practitioner movement is one of the finest demonstrations of how
nurses exploited trends in the larger health care system to advance their own
professional agenda and to realise the&ag potential to serveosiety (in
Hamric, Sprosg Hansen 1996 p.2@)

However, as Bighe€l996in Hamric Spross& Hansen 1996p.20 statedthe legal
and legislative history of nurse practitioners in the USA has seemy. Ford 1965

cited in Hamric, Spross& Hansen 1996 p.20) was perhaps slightly naive in
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understating the struggle that nurse practitioners had in becoming accepted by the
nursing profession in the USA, in other countriesl &y society as a whol&@he
ability for nurse practitioners to realise their greateptal to serve society is still to

become reality in some countries, one of these being the USA.

There was considerable intand intraprofessional opposition, at the time of the
inception of nurse practitioners in the USA, not dinbm other health ifessionals

but also from other nursesRogers(cited in Hamric Spross & Hanset996, p.20

was one of the most outspokearsingopponents and argued that the development
of the nurse practitioner role was a ploy to lure nurses away from nursing and int
posts resembling the physician extender hatereby undermining thenique role

of nursingin health care. This view caused division within the ranks of nurse leaders
and nurse educators, preventitite further establishment of nurse practitioner
courses as an integral part of mainstream nurse education (Bl§i®&an Hamric

Spross & Hansen 1996.20).

Over time,USA nurse practitioners proved that theypvided a high quality of care

using a nursing approach (Sherwaaidhl.1997). This caused a ghof education for

nurse practitioners towards mast 6s | ev e | seatvadct@areduoe tensiorwh i ¢ h
as this level was also demanded by other advanced nursing practice roles inexistenc

at this time during the 1968 (Bigbeel996in Hamric, Spros& Hansen 1996.21).

Other conflicts emergedmainly with the medical profession and pharmacists. This
opposition centred on a perceived loss of contmol the part of doctors and
pharmacistsdue to the degree of independence given to the nurse practgiotie

the fact that prescribing medication (albeit limited) had been envisaged as an
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addition to nurse practitioner practilRearsor2007, p.1). Throughout the 1960s and
1970sconf |l i ct's i ntensi fied as nur se pract
extengég r & model t o anursigrole, wighuheio owa naseload and

holding patient consultations without reference to other healthcare professionals

(Sherwoockt al.1997).

An example of this conflict was a landmark legal caSermchief v Gonzales
(660S.W.29 683 MO 1983). This case involved two nursaqgpitioners charged by
The Missouri State Medical Boatd bepradising medicine without éicence.The

initial ruling supported the view of the Missouri State Medical Board, but on appeal
the Missairi Suprene Court concludethat advanced nursing practice functions may
evolve without statutory constraints (Bigbee 1@®6lamric, Spros& Hansen 1996
p.21). Later this cassupported more liberaliséegislation. This wasracial in order

to allow legislation that supported future nursing practice developments at an

advanced practice level, within all advanced practice discipingsg USA

Bigbee suggestdtiat n 1986, nurse practitioners faced a lidpilnsurance crisigéin

Hamric, Spross& Hansen 1996, p.22. Major malpractice insurance providers
threatened to cease coverage for nurse practitioners or to dramatically increase rates
for indemnity insuranceThis crisis wapreceded by a similar crisis amongst Clinical
Nurse Midwives in 1985, cating awareness amongst nurse practitioners of the
potential for problemsan gaining indemnity insurancéBigbeel996 in Hamric,
Spross& Hansen 1996 p.22). Leadersnegotiated reasonable cover for nurse
practitioners, in various clinical settisgThiswas a rapid response to quickly meet

the challenge of adequate malpractice insurance. At this time, nurse practitioners
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became aware of the need for more sophisticated and accurate documentation and
claims data relating to their practit®herwood et all997). This may have been the
beginning of informal professional recognition of a need for acknowledgment by

nurse practitioners to formally identify their legal responsibility and accountability.

2.2.2Developmentof the Nurse PractitionerRole in the USA

Onre of the most comprehensive reportghin the USA, aboutnurse practitioner
practice development to emerge recent times was published Bgarson(2007)

who is a nurse practitioner. Thieeport wasthe first national overview of nurse
practitioner legslation and healthcare issues in the USAl includedan account of

the formal opposition to organisational, legislative and regulatory changes affecting
nurse practitioners. Not surprisingly, the major opposition to enwagefrom the
American Medical Asociation (AMA), both at Federal and State levels. This
organisation waridto limit nurse practitionér scoge of practice, limit the liceneto
practice and reduce nurse practitioner autonomy (Pearson20R7This opposition

by the AMA to limit pradice licenes was not confined to nurse practitioners or
other nursing disciplines but alsimcluded other health professionals such as
chiropractors, optometrists, occupational therapists, physical therapists- nurse
midwives and psychologistsdicatingthat the ANMA was against any expansion of

the scope of practice for all these disciplines (Pearson 2007).

Pearsor{2007, pl) askedseveral importanguestimsand these are quoted below:

a) ACould nurse practitioner programmes be adequately supportezheodaged to

provide nurse practitioneleaders in primary health care proviston(Pearson 20Q7
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p.1cites that one quarter of residet training inprimary care positions are filled

by foreign medical schograduates

Would a changever from méical residents training programmes to nurse
practitioner training programmes encourage an expansion of primary care prpviders
(Pearson (2007, p.1) suggested replacing primary care physicians with nurse

practitioners)

c) AAre nurse practitioners beingilised to their maximum potential both in medical

centres ad within the healthcare systdifpearson 200h.1)? o

d) ADoesproviding positions to develop foreign graduates as specialist physicians in

the USA result ineven further turf protectioPearsa 2007,p.1)? o

These questions raise some important issgash as turf protection and nurse
practitionersand a differing role for nurse practitioners to replaceanary care
physicians Pearson (20Q7%.2) assertivelyarguedher case to replace physicia 0

training in primary care with nurse practitionginingin primary care

While nurse practitioners have featured in the USA health system for over 40 years,
the debate on doctawurse Gurf protectiod continuedto be contentious (Pearson
2007, p.1; Bigbee 1996n Hamric, Spros& Hansen 1996p.20. To suggesthat a

nurse practitioner programme bec@aesubstitute for a medical resident programme
could become even more contentious, especially in terms of turf protection and the

organisation of priessional boundaries (Pears2®07, p.1).

The literature indicatedthat educationaland supervision requirements were

inconsistat within states othe USA (Sherwooet al.1997 Pearson 2007 Not all
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states in the USA requidedegreeeducationfor nursepractitioners ama s & leveld
Somestatesaccept a bachelosddegree and othees dploma (Pearso2007) such as
Hawaii and Washington. This inconsistency continues to cause problems and

Pearson (2007) highlightedese differencethrough a state byate analysis

Pearson (2007) as other writ€kughes & Carryer 2002; CNA005)did not clearly
identify in detail any current professional issues that direadfigct nurse practibner
developmentThis isdespite the fact that she provides long da@iled discussions

about what shalentifies as requirements for change.

Snook (2006), the then executive director of the Pennsylvania State Nursing
Association explored better utilisation of nurses and nurse practitianetfse USA
andto a certain dege supports the findings of Pearsa2007). Snook advocated
change foproviding better primary care facilities within the state antlireed how
Pennsylvania appeared be out of step with the rest of the USPhe differences

that shecited are-

1 A nursepractitioner is allowed to suture a wound at a hospital, but is barred,

by State law, from performing this procedure at a health d#mnook 2006

pl).

71 Itis a crimein State law, for a nurse practitioner to treat infected toenails or
remove moles, degip the fact that the state education programme trains

nurse practitioners in these proceduy®@sook 2006p.1).

Limitations to practice, despite education and demonstrated compeigsace
alarming because itindicated inconsistencyin education relativedo what nurse

27



practitioners are allowed to do in clinicplactice. Inaddition, such conditions
implied thatdouble standards exéstbetween primary care and secondary canse
practitioners This may have arisen due tomore direct supervision by dacs in
secondary care than primary cdteaisedthe questiorabout the motive for training
nurse pracdtioners in such tasks ambt alloning them toutilise these skillsvithin

every clinical setting ad contributedto a further example of intjarofesional
downward closuréYuginovich 2009) Snook (2006) raisefiirtherconcern about the
status of nurse practitioners and how they are utilised within the Pennsylvania

healthcare workforce.

As an advocate of nurded primary health care, where there shartageof primary

care physicians, Snook (200.2) claimed that greater autonomy of nurse
practitioners in nurséed primary carecould save money, providing the state is
willing to amend health law that isestrictiveto nurse practitionerliaical practice.
Snook suggested thatirse practitioners should be recognised as sole primary care
providers in nurséed primary health care centres (Snook 2Q28). Itis probably
tooimpractical(regardless of a physician shortageask primary health cateaders

to adopt S n ook 6 because wtib 2006e Renaylvaniahadsbeen
reliant on physicians as major providesk primary health carendto recognise
nurse practitioners as sole providers of primary cao&ld change the current
emphasis bphysicianled care. An awareness campaign of nurse practitioner work
would need to be undertaken beforehamdierms of informing the public about
what a nurse practitioner can do and what he/she cannot do and getting the public to

better realise thisgiential The public trust(which must include stakeholdgmsould
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be vital (Snook 2006 p.2). The Pennsylvania Nurses Association could be

trailblazers in this regard.

Reassurance of the medical fraterrifythe nursing professiowasrequired in terms

of adequate training, authorityaccountability and responsibilityof nurse
practitioners, soat any sanctiothrough erromwill not fall to themedical profession

to address (Snook 2006 p.2). It must be noted here that the rulef
employeédemployervicarious liability varies in the USA on a state btatebasis in

terms of who takes responsibility for the actions of whom, especially in health care

and therefore indemnity insurance is an important issue

Whether Snook will succeed in making this percegighange a reality remains to be
seen She nevertheless, provided detailed example of whaturse practitioners
problems weren the USAwhich provideda useful matrix for compariscior the

present study

According to Sherwood (1997 p.Tifity eight million Americans hd no health
insurance coveraga 1997 Peoplewith no health insuranceereforcedto seek the
services of primary camurse practitioner6Sherwood et all997p.1). This situatin
reflectedthe inequityto health care within the USAt this time in terms of people
who have no health insuran¢8herwood et al.199%.1). Sherwoodet al. (1997
statedthat nurse practitioners in the USA have demonstrated the ability to provide
care to many underserved groups such as children, women ntnigoakers, the

homeless and the elderly, inmtraditional settings.
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Sherwood et al. (1997%tatel that nurse practitioners are graduating in record
numbers from USA Schools of Nurginlf this wasthe case, thealidity of the USA
replacing primary car training places for doctors with nurse practitioner training, as
advocated in the Pearson Rep@®07) comes into this debatbecause thisould
become a feasible opti@specially if the numbers of physicians opting to specialise
in primary care commues to fall. This debate continue® this day(Snook 2006;

Pearson 20Q7Stokowski 2011

Stokowski(2010)reported that recruitmenf primary healtiphysicians continuetb

fall in the USA and adducetthat nurse practitioners could fill the void |&fy low
numbers of primary health care physicians. Stokowski (2010) described an almost
identical debate to that of Sheragbet al. (1997) in that this wasevented by issues
involving remuneration and the nurse practigr scope of practice. There was
consensus within the USA in developing the scope of practice for nurse practitioners
in primary care so that he/sheutd be fully autonomous, nor wéisere consensus
regarding remuneration of the nurse practitioner as a primary providealdi bare.
These two factors wemonsidered to be essential for a nurse practitioner to function

within this vision (Stokowski 2010)

Whilst Sherwoodet al. (1997 emphasisg the many opportunities for nurses with
advanced practice skills, they suggekst becomesmperative to resolve scope of
practice issues for nurse practitionefhis could potentiallygain public support to
expand their role to meet much needed prinease servicesThese athors also
mentionedan important issu¢hat influences nise pactitoner work in the USA

equally relevant in Australian thatnursepractitioners inAustralia(asin the USA
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work in environments that restrict the scope of practice and thus limit their efficient

use (Sherwood et.al997 p.2, Gardner 2004

Unlike Peason (2007) and Snook (200&)et most important aspect Sherwaidal.

(1997) highlighted is actually an examination of the scope of seupractitioner
practicei ncl udi ng the assessment of patient ¢
mana@ment. The targetgpulation being serveih the USAwerechildren, women

and the elderly. Clinical settingsithin the USA includedhealth clinics, hospital

based skilled nursing facilities, agelated development centres, eagntre care

facilities for the sick, correctiml facilities, oncology clinics, paediatric clinics, high

schools, colleges and emergency departments (Sherwood 893@lp.2).

Brown and Grimeq1992 in Sherwood efal. 1997 p.2), compared the effects of
nurse practitioner care witthat of physicians in similar settings and noted thiag t
nurse practitioner clinical outees were better than physicsaand there was better
compliance with health promotion advice and treatment administered by nurse

practitioners

Historically, karriers to the expaion of the nurse practitioner scope mhctice
within the USAhave been cited aging organisational medicine, laok third party
reimbursement, prescriptiveuthority and lospital amission privileges (Sherwood
et al1997 p.3). Despite he findings of Snook (200§ and Pearson (2007ittle

progress has been made within the USA in this re@@takowski 2010)

In some USA statesystemsare utilisedfor prescriptionaisimbursementssuch as

doctors presigning their prescription padsr nurse practiobnersto complete at a
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later time(Sherwood et al1997 p.4). The only states in the USA with unrestricted
prescribing privieges for nurse practitioners wekkaska and Oregon, where the rule
i's 6equal spga y(Sheevwodetqlul®Ip.5). Some medial insurance
organisationsawarded nurse practitioners 100% payment providing the work that
they do would otherwise been performed by a physician (e.g. Md}licginereas
other companiesnly reimbursd 85% (Sherwood et all997 p.5). This reaulted in

some salary imbalances but with no reported difference in practice outcomes.

Limited prescribing in the USA meanthat nursepractitiones were only able to
prescribe on a prescription psgned by a physician (Sherwood etl8B7 p.6).

This fador in itself wasliable to misuseThis identified afurther issue of improper
use of presription pads by doctors who wernenwilling to allow delegated

prescribing by nurse practitioners.

In the latter part of 20, significant developments occurr&tanley (2009) reported

the outcome of a series of meetings of the National Council for Advanced Practice
Registered Nurses (ARR. In 2009 universal agreement was reached by all
delegates for a uniform approach to the regulation, registration and educhtion
APRNSs in the USA. All nurse practitionerand advanced practice nursesme

under the APRN umbrella within thSA (APRN 2009) The implementation
deadline set for these initiatives to be in place was 2015. This is significant progress

in the USA for auniversal approach to nurse practitioner development.
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2.2.4Legal and Professional Issuem the USA

Holder and Schenthal (2007) discedsin account of the nurse who first identified

the importance of maintainingrofessiomal boundariegHolder & Scheathal 2007

p.1). This i s especially i mportantdutyltoen c on
protect the patient from inappropriateterpersonal relationships suggested from

othernursesHolder and Schentha207)quoted Florencélightingalewho stated

fil will abstain from whatever is deleterious and mischievous;
| will maintain and elevate the standard of my profession;

I will hold in confidence matters committed to mgdping in theractice of
my calling;

I will devote myself to the welfare of dlse committed to my caréHolder
and Schenthal 2007%.1).0

The above shorstatements refer to standaror boundaries relating wuties as
nursesby Florence NightingaleThe American Nurses Association, in th€wde of

Ethicsstates

AWhengawtitmin oneds role as a profession
mai ntains boundaries that establish approac

Such statements inform about what nursescd to do but dichot inform about
what action to take in the mardifficult situations that aroseithin the nursing
profession.Nurses weresometimesat a loss about what action to take in some
situationswhere arethical or legal dilemma existé¢tiolder & Schenthal 200,7p.1).
Nurses may be aware of a dilemnvhen witnessingn inappropriate relationship

(particularly if a nurse involved is more sen@rof the same rankut do not know
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what action to take because they have received insufficient guidaiutder &

Schenthal 200%p.1).

Hospitals and health care organisasitvave done a great deal in settstgndards to
maintain professionaboundaries andescribing such actions to tak&ough local
policy provision that involve all staff disciplines. The conduct expected for all
professionals, both in clinical practicexca general conduct, is firmly laid down
within policy and endures that all professional staff know what isaegeof them.
Holder and Schenthal (2007) failed to identify the impact that local policy achieves
in this regard. The authors place an enadiance on the Code of Ethics. A Code of
Ethics informs about what a health professional shdaldvhereas dospitalpolicy
informs a health professional what they mustAldwealth professional could ignore

a Code of Ethics even though this is hazardowsvé¥er, to ignore a hospital policy

could involve disciplinary sanctions and/or loss of livelihood.

2.2.4.1. Supervision, Power and Liability

An issue to be considereth terms of inherent power differentials between the
doctor and the nsg wasparticubrly importantespeciallywhen a nurse practitioner
isworkngi n a d o c dieectipenpoyetl hyand accountable tohat doctor.
This wasvery pertinat to the governance of nursibgcause the clinical supervision
of such nurse practitionexgithin the USAwas often the remit of a pisician who
wasalso theemployer(Holder & Schenthal 20Qp.3) and the scope of practice may
be dictaed by that physicia The scope of practice is totallependentin this

context, how the physician viewedh nuse practitiondy scope ofpractice and
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whether to expandr place limits on role extension and expans(étolder &

Schenthal 2007%.3).

Anotherimportant legal issuéhat Holder and Schenthal (2007) omitisedhat ina
negligence case, a counsel foe tplaintiff will attempt to ascertain if a defendant
worked beyond the prescriptive remit of the scope of practicefor example, a

nurse attempted to perform a task that he/she had watched but had no training in
performane of the taskthat nurse woul be workingbeyond the prescriptive remits

of a scope of practice

If such a case iprovenand a nurse did work beyond prescriptive powansnsurer

is not obligated to support the claim if a defendant deliberately went beyond the
prescriptive remit kocated to the roldFreckleton inFreckleton &Petersen 2006
p.467).In a discussion about what nurse practitioners are not allowed to do (within a
scope of practice) Snook (2006) suggested that working beyond powers is important
if a nurse practitiorredecided that it is within the scope of practice to perform certai
proceduresand legal sanctions arose as a redeitior to this in 1992Baker also
explored nurse pictitioners malpractice actions atite standard of care and legal
responsibility andaccountability requireéh advanced practice nursing.oday this
remainsan important source of reference because lititen evidence is available
about nurse practitioners acknowledging their legal responsibilities and

accountability

Baker (1992 p.2) included some relevant facts about the economics of nurse
prectitioner utilisationsuch as the overall cost of a nurse practitioner compared to a

doctor. Nurse practitioners samoneywithin healthcare organisatiodsie to lower
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sdaries than doctoraind it costless to train a nurse practitioner than training a
primary care resident (Baker 19922). Shestatedthat the biggest impediment to
nursepractitionergrowth maybe organisational mézine (p.4). State medical boards
had to resort to the cats in challengingthe scope of practice. She citedme

important legal decisions made in USA coBaker 1992 p.B

In Arkansas an important legal case arog@rkansas State Nursing Association v
Arkansas State Medical Board677 S.W.2 293 [Ark1984) that involved the

Medical Board in Arkansas attempting to revoke aphysiddas | i cense by pc
notionthat the physician had committed malpractice because he had employed more
nurse practitioners than the board wanted. The court held that thisameoard had

no power to revoke the physiciam@d)s |ice
Additionally in Louisiana, the State Board of Medicine challenged the statute that
allowed nurse practitioners to practice in an expanded oleégjana State &ard of

Medicine v.Louisiana State Board of Nursing93 SO.2nd 581 [Louisiana 1986]).

The Medical Bard claimed that the statute gave nurse practitioners the right to
practice medicine and demanded a judicial review of the statute. The court refused
judicial review because the statute had been on the statute books since 1981 without

challenge and deemed that thexipd for challenge had elapsdgbker 1992p.3).

The American Nurses Insurancadministratoy in the 1980s(Maginnis and
Associates)informed the American Nurses Association (ANA) that it would no
longer accept new applications from nurse practitioners, because it had decided not
to accept the risk of insuring such nurses working in an expanded role. Maginnis also

informed the ANA that nurse actitioners already insured with them would face
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much higher premiums based on their area of employment and experience rating.
This move accurred at the same time #se medical profession was facing a

malpractice crisi¢gBaker 1992 p.}

Nurse practitiones attemptdto guard agast malpractice claims, byarious means
of seltregulation Regulation and discipline of the nurse pract#ionwas
accomplished through the state boards wfsimg. Thepolicy of such state boards
was to insist on minimum edudanh levels required for licensure anthese
regulationswere not written to establish practidarsdards. These regulations varied
corsiderablybetween the statedn Ohio, the iole of the nurse practitioner wast
addressedhrough the legislative pross. Thismeantthat the scope of practice and
standard of care are not defined within sta{@aker 1992 p.4). This lefta nurse
practitioner at great riskn litigation within the state of Ohioas there wadess
control over sope of practice and thisft any nurse practitioner more vulnerable to

a malpractice claim.

Baker (1992 p.4) assertadat clearly defining in statute what a nurse practitioner
was able to do, what a nurse practitioner was unable to do and to also define the
professional boundas in terms of situations where a nurse practitioner must refer

to a physician isundamental to the identification of an appropriate theory of liability
and standard ofare However, in practical terms this assertion may be difficult to
achieve, espedig when so many scopes of practice exist and nurse practitioners
may be sole providers of a service where no doctor is accessible, such as in rural and
remote areas. The need to access medical practitioner care would rely totally on the

clinical judgemenof the nurse practitioner. The clinical management scenarios that
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would need to be identified in statute could be too numerous in these cases. The
current system of using clinical practice guidelines and protocols may be more

suitable and probably just affective.

If implementation into statuteéid not occuy Baker(1992)stated, it would béifficult

for courts to say if a nurse practitioner was indeed acting within a scope of practice
or if the standard of care was breachkedthis regard, the use afinical practice
guidelines and protocoldefined the required action to be taken (etge use of
opiates for emergency pain relie®lthough Baker (1992p.4) statedthat nurse
practitioners neextla theory of liabilityand a need to recognise legaligétions and
accountabilityas a means oflefence in litigation, she madétle reference to
important content needed within this theoBaker (1992) failed to address the

i mportance of the scope of practihee, t he
regulatory requirements for regidicm and underpinning knowledge required to
achieve this These werall key elements to be considered in a theory of liability.
There wasome reference to what a nurse practitioner ought to do, or should do, but

thiswasnot enough informatioand justifieghe need for this study.

2.2.5Education of Nurse Practitionersin the USA

PearsonZ007) identifiedthe educational qualifications required by registerexses
within the USAIn order to obtain licensure as arge practitioner in the US That
not every state requireel d e gr e e aet didma appearrodedygonitertious
but criticism did exist on the part of the American Medical Association (AMA)
(Pearson 2007)As Pearsor(2007)pointedout, the AMA seenedto cente on what

nurse practitioners did that affectexbdical practicandnot how a nurse practitioner
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obtaineda license to practicer whether a nurse practitioner hadpostgraduate
Diploma, Backe | or 6 s daesgtreered so rd ehft tha medicallstaffivere me a
more concernegvith what nurse practitioners wepermitted by law to do and less
concerned with the underpinningreparation and requireknowledge and
competenceéha a nurse practitioner possessedrder to obtaira licence(Pearsa

2007)

Of the 52 states in the USA3 didnotrequiream st er 6 s degicemsed t 0 be
as a nurse practitioner. Instead theffereda | t er nati ve cour ses a
diploma level. Ohiohad no rules of governance for nurse practitioners withi

|l egi sl ati on. Examples of other states th

Hawaiiand WashingtoiiPearson 2007)

Sawyer et al (2000) evaluated theNational Organisation for Nurse Practitioner
FacultiesStandard§NONPF) and suggested thaeterm Faculty Pactice(in terms

of Nurse Practitioner Faculties Standardsantformal arrangements that exast

between a clinical setting and a universitfich alloned nurse academics to consult

and deliver <client c ahdearrleys ud éttewenmghmes snd .r e s
been made to bridge the gap betweeadame and the clinical setting but these
authors advocatd further utilisation of the joint appointmemntole, where a
professional spergqual proportions of time in both university aclthical setting.

Sawyer et al(2000) adduced thahis could be advantageous in supporting the role

of the nurse practitioner within the USA in enhancing the educational profile of nurse

practitioners.
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Pearson (2007) largely ignored educatieeds apartfrom identifying qualifications

for licensurethat are required within each USA state. Twas unfortunatebecause
Sawyer et al (2000) had advocatd a way of addressing some of the issues
mentionedby Pearson (2007). That the findings of Sawyer e{2000) havenot

been further explored in the USA gives rise to the impression of policy makers being
uninterested or ignoring the need for bridging the clinical/academic gap, especially
involving nurse practitioner practicé/hen considering the overall fog within tre

USA, Sawyer et al. (2002) madevalid case for increasing the professional bearing
of nurse practitioners in the USA by utilisitige joint appointmenbecause nurses

tenured in such positions will also be supported by academic institutions.

2.3CANADA

2.31 History

The development of the nurse practitioner role in Canaddedmced back to the
late 1968 (Canadian Nurses AssociationN®&) 2005) This evolved as a result of
nur ses i n Can a daes and ®andjng thgir praate. At ¢hattime,

there wasa perceived shortage of physicians with a movement of physicians toward
specialisatiomather than generalist physician roles in primary .Céfkilst there was
general recognition of the need for therse practitioner rolat thattime there was

very little movement toward legislatiomaking provision for role development, or

regulation to protect the public from unsafe practice (CNA 2005).

In the 1978, several institutions began development of education programmes for

the pre@ration of nurse practitioners, but without the support of either legislation or
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regulation (CNA 2005). Most graduates of these programmes workbéiale, in

posts that resemddl an envisaged nurse practitioner rolorking-in-therole
descriled a nuse who is working in aas yet, untitled role that broadly resestbh

role envisaged by an employesuch as a nurse practitione’An example could
include trainee nurse practitioners whose duties resemble that of a qualified nurse
practitioner but with much more direct supervision by medical staff or qualified
nurse practitionersSuchnursesmaintaired licensure asegistered nurses only and
work under delegated medicalr mo r e s ewonirob The nuise psaetisoder

role relied heavily on physan collaboration and supervision, particifan urban

areas. By the 198) most of the earlier initiatives to develop nurse practitioners had

disappeare@CNA 2005)

In the 1996, further interest in the nurse practitioner role developed as a océsault
revision of healthcare provision in Canada, with a shift toward primary health care
and a change in how the Canadian health care system was to be (fON#ed005)

This led to more provinces and territories pursuing legislatioarderto support
nurse practitionerrole development, regulation andiueation This included a
defined scope of practicé€CNA 2005) In rural areas of Canada there were
inequalities inaccess to primary health caed the role of the nurse practitioner was
seen as an adjanrole that would assist in improving access to primary care (CNA

2005)

Nurse practitioners were seen as a means to change these ineqéadias over

time, as in the USA, nurse practitioners proved their value as an important resource
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that is ableto contribute to improved access to health careCanadiangCNA

2005)

This is borne out in the findings of the Burlington Randomised Trial (t@éd in
Sherwood et al.1997). This was a trial that examined the role of the nurse practitioner
in primary care that existed at this time. Findings showed nurse practitioners in
primary care looked after 67% of patient visits without recourse to a primary care
physician. Nurse practitioners were also found to have referred 33% of the patient
population to a pysician. These examples reinforce the nature of noraetitioner

work, which allowedfor clinical judgementbut also nurse practitioners were
cognizant about where their role must cease and physician intervention sought

(Sherwood et al. 1997 p.2)

2.3.2 Development of the Nurse Practitioner Role in Canada

The above implementation may seem too simplift CNA (2005)is to be believed
The transcript from a Canadian Television network provides a contrary view
(CanadiarTelevisionNewsvww.ctv.ca/ArticleNavs/storyCTVNew£0051011/nurs

e_practitioners - accessed 9 June 2008). Thianscript stated

AThe number of nurse practitioners worKki
increasing, but health officials say there are still significant obstacles to the
professiom ecei ving ful | acceptance within the

The controversy centrash doctors not wanting temploynursepractitionerswithin
primary careand the Canadian nursing unions claiming that nursdifioaers were
60 wa n @ lc ¢ Dhiswas atributed toDuffy, of the Prince Edward Island Nurses

Union. This wasreported in the CNA findings (2005 p.9)
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In parts ofCanadathe Medical Societypposedthe nurse practitioner programme
because theSociety had doubts about the scope of practice araede the
encroachment of nurse practitioners undertaking tasks that were traditionally within
the domain of doctor@CanadianTelevision2005,p.2 no author cite] These tasks
were the same as in the USA (Baker 1992; Sherwood &84V, p.1). One doctor

cited in this articlewhose name was not given, was quoted as saying to the media:

Ailf you want good car e, come to me, not t h
(CanadiarnTelevision 2005p.2.

There was some success in Ontario and New Brund@iakadianTelevision 2005

p.2), where nurse practitioners were utilised to assisdtiotor shortage in rural
areasas has occurred in Australi@riscoll et al 2005).Ontario encouragedhe
development of fanly health teams that include GP practice nurses, rae
practitioners and other specialists, providing a range of healthcesrvin one
location (Canadian Televisid2D05p. 2). Thiswas theonly document that provided

any written evidencéo opposition to the nurse practitioners role in Canada. Though
this paper is not peer reviewed it is relevant as many nurse academics contributed to

the discussion within the original broadcast2005.

Knock (20, p.2), of the Canadian Nur$&ractitioner Initiative, statethat the key
to successful implementatio the nurse practitioner role waslay the groundwork
for their arrival so that the publiand other healtiprofessionals clearly understood
their role and their abilities. She statethat we (Canada) need a common

curriculum for training nurse practitners, a national examination and befiterding
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models for positionsShealso emphasiseithe neé for consistency so that the public

knewwhat the credentials are across the whole coKingck 2008p.2).

SangsteiGormley (2007)emphasised the need fitre nursing profession in Canada

to realise that health policy, at both provincial and nationall Jevasinfluenced and
strengthened by evidence related to outcomes of nuesgitpner practice. She
statedthat one of the key initiatives of the Collegeé NursePractitioners in Nova
Scotia wago provide stakeholders (including government, registered nurses, nurse
practitioners, employers and other health professionals) with access to written
evidence of the contribution made by nurse practitioners daltth outcomes
(SangsteiGormley, p.1). Her overviewfaurse practitioner outcomes wssnsitive

to the practice of nurse practitioners daily practice.

Thecontexo f t he wor d d&ocsfiadingsioft reseaectd directéy Irelatedetal
nurse practibner practiceghat the author undertook by reviewing research articles
and discussion papers relevant to nurse practitioner clinical pra@eegster
Gormley, p.1). She stated thathe Nursing RoleEffectiveness Model (NREM)
showedthat much of the earlresearch on the outcomes of nurse practitioner practice
lacked a theoretical framework and failed to demonstrate a relationship between
interventions and outcomes of care, as well as the inability to differentiate outcomes

directly attributable to the mse practitioner (Sangst&ormley p.2).

None of the articles or discussions papers reviewed by Sar@stenley (2007)
featured | iterature from Austral asi a,
articles were reviewed. The research of Gardnet. Aastralia) and Hughes and

Carryer (New Zealandyas available at this time but was not examined.
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While SangsteGor ml ey6s (2007) research had a No
the USA and Canada with one or two odésifrom the UK, the review digrovide

conclusive data about the growing body of evidence in North America supporting
nurse practioner practice and demonstratédit nurse practitioners improve access

to healthcare, improve health promotion activities and reduit good health

outconres for patients.

2.3.3. Legal and Professional Issuem Canada

In 2006, TheCNA published a Toolkit for Nurse Practitioners. In section 3 of this
tool kit (p.26) is a section entitled o6Un
Environment for the NrsePractitionerR o |. Ke§ questions were asked of nurse

practitioners:

1. Have you ensured that the vision for the nurse practitioner role in your practice

setting is consistent with federal and provincial regulations and guidelines?

2. Have you considerechg union issues that may influence the implementation of

the role?

3. Do all members of the health care team have liability protection?

4. Are members of the health care team aware of the additional authorities (e.qg.
diagnosing, ordering and interpreting diagiosests and prescribing) that the

nursepractitioner is authorised to perform?

5. How is clinical competency monitored in your practice setti@RA Toolkit

p.26)
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The key steps to be undertaken to address\kekéy questions was then given. This
empoweed the nure as theyresearchedand providedkey written evidence
concerned with province/territory regulations, guidelines and standards concerning
nurse practitioner practicdhe key steps involved ering sufficient information

was known about educanal requirements, licensure regulation and guidelines for
collaboration, clinical supervision and independent practimgemnity isseswere
addressed aserethe implications of joining a trade union and the implications for
that union involving a mends holding a new developing position within a health
care organisation. Dissemination of this information to colleagues within the clinical
setting, including senior colleagues, peers and subordinatagemsmended (CNA

Toolkit 2007 p.27)

In addition,the document identifiedotential pitfalls for the implementation team to
consider. Onsuch issuavasthatthat the envisined nurse practitioner role mapt
meet the federand provincial/territorial regulatory and professional standdriis.
encourage organisations to look at the nurse practitioner role they endsage
take steps to enge the role compliedvith requirementsbefore implementation

(CNA Toolkit p.27)

The toolkit wasdesigned as guidance for newly registered nurse practitioners and
their employers to assist inglsuccessful implementatiai new nurse practitioner
positions. The docuent povided very helpful guidelines about legal and
professional rguirements. The document informetie reader abouhow to
successfully implement aew nurse practitioner position within a clinical setting

very specific termsHowever, thalocument assumetat the people concerned have
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direct access to acompany lawyer knowledgeable about the process of
implementation of new posthat wasavailabke within the workplacdCNA Toolkit

2007 p.27. Suchpeople are very fortunate to have this advantadm. all the
countries, especially New Zealand and Australia, have direct contact within the

workplace with a company lawyer.

The document diaot idenify the legal implications of opposition to the role from
other key personnel such as medical staff, which was apparent in thdig@ana
Television Transcript (2008 There wasno reference to assisting with conflict
resolution.Nevertheless the Toolkit digrovide a resource that other countries could

examine, because it is so detailed.

In 2005the Canadian Nurses Protection Soci@NPS)and the Caadian Medical
Protection Association (CMPAcollaborated on a joint statement on liability
protection for nuse practitioners and physicians in collaborative practices \Mais
the first piece of written evidendbe reseacher discovered that identifiedurse
practitionersand physicians working togeth&r define theirresponsibilities when
working collaboratiely. The society identified liability risks such asmedical
malpractice andtatedthat a finding of negligence by a court may havénancial

impact on the defendants in three ways:

1. Direct Liability: each health care professional, both individually amd member
of the collaborative practice team, is accountable for his or her own professional
practice. Therefore if a nurse practitioner or physideriound to have been

negligent, a court may award damages to a plaintiff that is paid directly to the
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plaintiff by the defedant. This form of liability is direct liability(2005

CMPA/CNPS Joint Statement p.1)

2. Vicarious Liability: If an employee is found negligent, the court may order that
damages be paid by the emydo pursuant to the doctrine of vicaus liability.
This legal doctrine provides that an employer, which magrbendividual or an
organisation can be held financially responsible for the negligence of its
employees. An employment relationship must have existed at the time of the
incident ad the defendant employee must have been sued for work done within
the scope of his or her employment. It will be up to thatcm determine in each
case ifan employee/employment relationship existed. Additional fachors
considerationwould include he level of control an employer had over an
employee and contctual arrangements whidemandthata defendant follow

the empl oyer 6s p @00SCMPAGNPS Joidt Stptememt ) ur e s

3. Joint and Several LiabilityWhen a court finds more thann® defendant
negligent following an incident, the court will assess the amount (often expressed
as a percentage of the total damage aw&rdpe paid by each defendant.
Defendants can be jointly and severally liable for the damages awarded. This
means thelaintiff may recover full compensation from any one of the negligent
defendants, even though that defendant may then be paying for more than their
share of the damages. That defendant may then seek contribution frorhehe ot

negligent defendanf($2005CMPA/CNPS Joint Statement p.2).

For this reason, it wasssential for physicianand nurse practitioners working in

collaborative practicéo verify that all members of the collaborative practice team
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and the facility or provider organisation have adequatefessional liability
protection in place at the beginning of the work relatignaimd on an ongoing basis

(2005CMPA/CNPS Joint Statement p.2).

The statement disghot cover employees that a nurse practitiomeght hire (e.g.
phlebotomig) and thefact that thenurse practitioner wagicariously liablefor any
employees he/she hired under Canadian LawThe statement recommended
commercial insurance from the CNRffoup insurance pla005 CMPA/CNPS

joint statement p.3)

The joint statement identifiedhe following steps to help decrease risks amongst

nurse practitioners and physicians who work collaboratively:

1 Have appropriate and adequate professional liability protection and/or

insurance cover

1 Confirm that colleagues also have adequate professiobdltyigorotection

and insurance

1 Contact CMPA/CNPS directly to discuss issues related to collaborative

practice and the extent of assistance available

1 Schedule periodic review of indemnity and professional liability protection

(2005CMPA/CNPS Joint Stateemt p.3).

The Joint Statememirovidedadequate advice for daborative practice. In addition
the statemenmhadeprovision for independent nurse practitionkysusing a business

entity, suchas an incorporated compatiyat independenturse practitioner were
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able b set up themselves. This wevered by the CNPS and covers liability claims
and professional discipline defence costs CNPS Plus. This was mechanism for
additional provisions and provideda CNPS group insurance plaf2005

CMPA/CNPS JoihStatement p.3).

The statement is veryidhctic and impersonal. There wase referege to conflict
resolution nor washere ay reference to what constitutedalpractice, only about
liability and damagesThe statement assumed that nurse practitionetdsdantors

were fully cognizant about what constituted malpractice. The CNA (2005)
competency standards contained a standard that dealt with knowledge of legal issues
and this assumption was probably fair, bid Kot take into account personnel who
graduaed overseas and were licensed with overseas qualifications that might not

have reached the same standards of underpinning knowledge.

2.3.4. Education of Nurse Practitioners in Canada

The CNA reported (CNA2005) that at this time only 28 of nurse practitioers in
Canada were educated to masterodos degree
Practitioner Initiative(NPI) 2007)ma st er 6 s degr ees have been
courses in Canada that were previously
groupswithin this initiative, formed from practitioners, managers and academics,
researchedhe various requirements for all provinces and territories in Canada to

adopt similar approaches to the regulation, registration and education of nurse
practitioners inCanada. This waa similar approach to the ongoing initiative within

the USA.
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2.4UNITED KINGDOM

2.4.1 History

The claimthat the role ofnurse practitioner®riginatedin the 196Gs in the USA

(Bigbee 1996 in Hamric, Sprosst Hansen 199FKis debatable. AdeSmith (1979

p.53-54) actuallyidentified a nursing e that began in the early 19@ccording to

Abel Smith (1979 thesewer e OLady Nur s es éfter aatidty t hey
recognised the value of skilled nursing. Lady Nurses differed from distrisesium

that they did not work under the direct supervision obetat andmore importantly,

were independent practitioners withinnursng d wer e trained O6sci e
Smith 1979 p.53) Such nurses were usually employed directly by househdiolers

nurse family merbers(Abel-Smith 1979)

It must be remembered that the early 1900¢he UK nursingprofessionwas not
regulated and thBurse Registration Act was not proclaimed until 1919 (ARmlith

1979 pp.96-98). Additionally, hospitals in th&K did not enjoy the prestige that
they do today and skilled nurses often preferred nursing patients in their own homes,
rather than work in subtandard conditions in hosgis (AbetSmith 1979 p.53).1t

is conceivable thaLady Nurses were the first éaevidenceof a nursepractitioner

role in the developed worldiue to their ability to work autonomously within the

sickroom and independently from medical personnel

Expansion of the role of mainstr@ nursing in theUK did not attract formal
attention util Castleding1982in Castledine &VicGee 1998p.33)surveyed nurses

who claimed to wok in a clinical specialist roleiith an expanded clinical remit over
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and abovethat of mainstream nurseslhis research was the first formal study
undertaken to defsmthe range of expanded nursing practice being undertekign

the UK Thenurse practitioner role wdseingexaminedat this time,in terms ofthe
feasibility for development within the UKCastledine was opposed to the
development of thaursepractitioner role within the UK Castledine irCastledine &
McGee 1998 pp. 4#48). His research was of no advantage to those nurses and

stakeholders who were keen to develop the role of the nurse practitioner.

The grading ofadvanced practice roles the UK wasan issue(Castledine in
Castledine & McGee 1998 ppA4B). Nurse specialist roles were very
developmental at this time and scant attention was paid to remuneration. Such nurses
tended to work outside the grading remit of ward managers and chaggs. Sch
specialist nurses wergubject to the clinidagrading exercise in the 198Qvhere

nurses were graded by seniority by letters A twith | grades being the most senior.
Specialist nursegid not fit easily into any category and many clinical speciadies
failed to meet the criteria (m6GadHhoed to
grade) This resulted in senior clinical specialists being paid at the lower salary
points within clinical grading, usually deputy ward manager grade, at §ratlas

was an extremelgontentious issue at the time the clinical grading exercise was
undertaken within th&K becauseof the lower grading of advanced practice roles

(Castledine irCastledine &McGeel998,p.3435).
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2.4.2 The Scope of Professional factice

Role expansion for nursekeveloped further as a result of the Scope of Professional
Practice published by the then United Kingdom Central Council for Nursing and
Midwifery, in 1992 (UKCC 1992). This scope of practiceplaeed previous
guidelines fom government about extending roles for nurses. Grbweaking
research, done by Greenalgh (1p84rther developed this worlGreenalgh (1994)

was the first UK nurse to definghe difference between role extension and role
expansion Greenalgh(1994) ddfined role extensioras nurses accepting new tasks,
frequently delegated to them from other groups and involving some form of technical
skills, training ad competence. Greenalgh (1994definedrole expansioras the
decision to learn based on each pracitner 6 s si tuati on: t he r
direct response to health needf patients within the clinical setting. As a
consequence xpanded practice forms the roots upon which the eventual
development ofnurse practitionerpractice grew by means ofclinical practice
guidelines and protocols that involve expanded prattiaachesn response to the
needs of patientsin order to fully appreciate the developing role of the nurse

practitioner it is vitally important téully appreciatehe difference btween extended

practice and expanded practice.

2.4.3 The Growth of the Nurse Practitionerin the UK

Castledine(in Castledine &McGee 1998p.47) exploredthe growthof the nurse
praditioner rolein the United Kingdom Growth in this context concerns woca
nurse practitioner is utilised within the healthcare workforce. Castledine (1998 p.47)

statedt h a't the term &édnurse practitionero de
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functions specifically related to medical knowledgea d me di cal tsasks ai
pract iid ancabhuser @ the term. He argued that there was no universally
accepted definition of a nurse practitioner and that the title had been used to describe
any nurse, regardless of discipline or field of nursing. Castledine failed to bedsp t

nurse practitioners, then and now, work with an ethos of caring and a nursing
framewok and not wihin a medically controlled ethaand therefore the clinical

practice of a nurse practitioner is thdependent on supervisiooy a medical
practitioner (Gardner 2004 Ball 2005; Ball 2005 Castledine(p.47) exploredthe
various <clinical settings where a oOnurs
advanced nurse practitioner: in GP practices assisting with chronic disease
management and as night dutyseipractitioners assisting doctors with cannulation,

ECG recording, male catheterisation and confirming expected d¢@tmstledine in

Castledine &McGee 1998p 48).

Onekey argument that Castledine made which is still relevant today, is that nurse
prcti tioners may be putting thei-desaaréeer s
as a result ofbeing cut off from the mainstream of nursing development and career
opportunity.  Castledineargued that nurses in such roles should be seeking
clarificaton about which aspects of their role require medical judgements and which
require nursing judgemen{€astledinein Castledine and McGee 1998p.4%48).
Neverthel ess, -dasiadcén c e profdssomadisatatian dfinlirse
practitioners is very relevant today and should to be addresse@mployers of

nurse practitioners.
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Tye (1997 gavea totally different account of nurse practitioner development in the
UK in terms of accident and emergency nursing jAiBen compared to Castledine

ard McGee (1998 Tye stated that this role hattracted increased attention, driven

by steadily rising attendance figures against a backdrop of medical staffing shortfalls,
skill mix issues and the professional boundary debate. This caused the A/E nurse
practitioner role to be reviewed in order to explohe tpotential for expansion.
Evidence indicated that the emergency room nurseagfitioner role hadbeen

establishedn the UK since the early nineties (Tye 19p71).

What wasi nt er est i n go give twd defnibians oh & reue practitioner.
One definition was given by the RCN (1992) and the other by Read et al (1992) and

are given thus:

afi An (d&mdrBency nurse practitioner) is an Accident and Emergency

nurse who has a sound nursing pracbese in all aspects of A/E nursing,

with formal postbasic education in holistic assessment, physical diagnosis, in
prescription of treatment and in the promot

biA nurse who is authorised enbandassess and
emergency department, either as an alternative to the patient being seen by a

doctor, or in the absence of a doctor where a continuous medical presence is

not maintained. Some nurses function as nurse practitioner without holding

t he ti ttaelg92)( Read e

The latter defiition, according to Tye, raisedh e noti on of an O6i nf
care, whichhe suggested habtleen associated with nurlesl community haggitals

and specialist units. Heuggestedhat this challenges the traditional denzdian
represented by the development of nurse practitioners in A/E (Tye p997He

argued that experienced A/E nurses were frequently advising junior doctors
regarding the pivotal areas of diagnosis and treatnwattiout formal recognition.

He assertd that to allow such nurse practitioners in A/E to indepatigenanage a
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clinical caseloadconferreda degree of prefssional respectability that hdmben

lacking historically (Tye 1997%2). This issuewasperhaps compounded by the fact
tha the nurse @ctitioner role wasot regulated within the UK and thus the scope to
widen the variety within the role hadot been addressed, particularly concerning

parallelsof the nurse practitioner rote thatof the doctor

From a liability and risk managemenastipoint the nurse practitioner magve
become restricted by the use of very conservative protoc@&Er(Tye 1997 p.2).

Tye assertedhat this variedaccording to the level of expertise of the nurse and the
approach taken by the employer, with medmgd concerns involving litigation.
Thiswasone of the major inhibitors in the development of the nurse practitioner role
in A/E (Tye 1997 p.3). He arguedhat whilst clinich protocols wereperhaps an
inevitable consequence of an increabingigation-conscious societyHe claimed
thattherewasa danger that rigid, ovarescriptive protocols may restrict judgement
and thus increasidhe cost of an effective nge practitioner service in A/ée to the

need to constantly refer to a doctor (Tye 1993).

2.4.4 Working Outside the Clinical Prescriptive Remit

A differing view was put forward by another UK nurse (Walsh 208@strictive

protocols are a consequenad healthcareor gani sati onso I mpl e
protocols that can be used by lbatoctos and nurse practitionef§Valsh 2006)

Protocols provide a working standard for a procedure that ensures a user performs a
procedure in a safe, effamt and timely manneProtocols are written as a result of

evidence based research as the stanfauigest practicéWalsh 2006)
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Tye (1997 p.3) statedhat by their nature, protocols werestrictive because they
dictated how a procedure wde be done and the rationale behind thisdto move
outside the praicol and beyond the remit of the rolas cause for concernThe
notion of a person workingutside the clinical remit of a roleas one of the
important factors in a theory of liabilitfBaker 1992) because it showedhere a
health professionahovedoutside the remit oprescriptiveauthority andautonomy

attached to a specific role.

While Tye (1997) wasan example of a highlgfficient professional who wanted
provide a goodservice heappearedessaware of the legal issues of role expansion
and freeing up of the restrictions behinwfessimal protocolswhich werewritten

to ensure that every professionalngsthem performea task to the sameastidard
each time the protocol wassed.In contrast to Castledine and McGEE98, Tye
(1997) emphasiseithe positive contribution a nurse préictner can make in A/E as

opposed to the cynical negativity displayedCastledine and McGee (1998)

2.4.5 Development of the Nurse Practitioner Rolen the UK

Development of the nurse practitioner role differs from growth of the nurse
practitioner roleGrowth is concerned with how a nurse practitioner is utilised within
the healthcare workforce. Development differs in that development is chiefly
concerned with legislation, registration and regulation of the role of the nurse
practitioner and how this Baevolved over time. Some of the countries in this study
for examplehave no such measures fegislation,regulation or registration in place
(UK), yet in other countries this is wefistablishede.g. USA, New Zealand &

Australia)
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Like Tye (1997, Castledine and McGee (1998) andBall (2005) exploredthe
development@and work of nurse praciiners in the UK. Ball (2005) providedan
important example of a study in the measurement of the work of advanced practice

nurses and nurse practitioners withie thK as a whole.

Ball (2005 suggested that in terms of division of time a nurse practitioner spends
75% of the working day in the clinical area aadhurse consultari0% Nurse
consultants do more research that any other discipline, at 10%, with nurse
practitioners spending 2% of their time and clinical nurse specialisttB4#2005

p.12).

Only 9% of advanced practice nurses in the U$wescribed medication as
designated prescribers, with 42%aking the decision, but needinguntersignature
from a dotor. Sherwood et al(1997 identified examples where USA nurse
practitioners prescribed medication on prescriptions-sggeed by a medical

practitioner.

The professional bearing of nursegtitioners waperceivedoositivdy as evidenced
by the number D referrals theyreceived from consultants, GPsther health
professionalsand other nurses. This showsdme difference in the professional
bearing of nurse practitioners in the Ukhencompared to Australiand the USA
The UK nurses wereespected fotheir expertise sufficigtly so that consultants and

GPswillingly refer patients to thergBall 2005)

Bal | 6s (20050 p33)nsgasved lack of pay parity amongst both nurse

practitioners and advanced practice sasr which potentially will be controvesial
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when regulation of all grades beyond mainstream registered nurses and registered
midwives finally acurs in the UK Some lbspital NHS Tusts paidtheir staff
according taheir own pay spine within thertist. A pay spine is a means of defining
theincremental pajevels which, over time, a group of employees will be paids

would account for the 11% in both disciplines on an unspecified grade (Ball 2005

p.33).

Ball (2005 p.33) found thatust 17% of nurse practitioners felt that they could move

to a higher grade post in their specialist field, compared to 23 % of advanced practice
nurses and 40% of nurse consultants. This factor could lend some credence to
Castl edi neds ar&gvc@ee 2998) ¢f @ aaseer|edd-dac anwongst
nurse pracdtioners and advanced practice nurses, due to the relatively small number
who felt able toprogress to a higher grade post perhaps nurse practitioners are

already at the top of their specialist field.

Ball (2005 p.56) identifiedproblemssuch adack of funding and time problems

with role boundaries andariable workimg relationships with colleagues important

issues for nurse practitioneRole specificproblems includedeing unable to see

care through tdhe end ofan episode de to pratice regrictions. This includedhe

national context of legislation governirgactice and the l&cof specific legislation

for the regulation and registration of nurse practitioners in thgRil 2005 p.57).

Additional issueddentified wereunderresourced exvices, skills not fully utilised

and | ack of support through poor communi

other staff. These circumstances wer@milar to those encountered by nurse
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practitioners in AustraliafUSA, New Zealand and Canaffaherwoal et al. 1997;

Hughes & Carryer 200Zardner 2004; Dunn 200€NA 2005;Pearson 2007).

Nurse practitionergroups identifiedthat in order for themto perform more
efficiently, several important factors such as better support from managers, clerical
workers and other healthcare teamere neededOtherfactorsincluded time, better
communication, improved professional development, better clinical supervision and
national recognition through proper legislation and regulation (Ball 2p(Y)

There is nodgislation in place for thétle protection,registration or regulation of
nurse practitioners in the UK and thus their status and credibility are affected through
poor recognition of theole by other professions within health care and by the NMC
(Ball 2005 p.57).Ball (2005) does nomention theneedto protect the title within
legislation in order that only a qualified and registenedse practitioner can truly

usethe title nurse practitioner.

Ball (2005), siggeststhat there are two important issudolding back further

development of advanced priaetrole development in the UK :

a) Time and funding constrain{8all 2005 p.58). These are unique posts, wthst
holdersbeing originally involved in the setting up of their post from the beginagg

well as the service planning intadjto this provision.

b)) There are the issues ar oun(Ball 2005hpb8)s 6 und
Many of these posts are relatively new amdsome caseghe infrastructure and

organisational culture has lged behind in terms of new ways of working and thus
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not providing the support needed to make the development of all advanced practice

roles as successful as they could be.

Unless speclaprovision is made in the UKormally recognising the need for title
protection and legislation for registration and regulation of all disciplines, all
development opportities are likely to be limitedue to lack of understanding of the
professional and legal aspects of role dgwelent on the part of employerBhere
were some important legal and professional issues missed by Ball (200t.
reference for examplewasmade to the different scope of practice that would have
been evident in every new post set up. Ball (2005) engdditie uniqueness of the
posts but failed to follow through how one scope of practice could diffieont

another.

Legal issuesuch as accountability, authority amespomsibility were given little or
no attentionin the Ball (2005) reportalthough the greateautonomy given to the
posts ladbeen highlighted on several occasions. Every aggencreased autonomy
carrieswith it potential forincreasedresponsibility, accountabilityand authority.
This was a lost opportunitin further deweloping thelegislationissues governing

practice hat has createdstalemate withirthe UK.

2.4.6 Legal and Professional Issuem the UK

Legislation provision within the UKgoverning regulation, registration and title
protectionfor nurse practitioners the UKhas yet to be addressed. This is apparent
due to the fact that although the Nursing and Midwifery i@duNMC) issual a

position statement in 200Stating that PrivyCouncil permission needetb be
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obtained before any further registratiand regulatiomf nurse practitionersan take
place further initiatives to this end have not been initiafBtere has been little or no

progress in this regal@MC Press Releasz005 p.1).

Nurse pactitioners as members of the RQNIrse Practitioner AssociatiofiNPA)

are working jantly with the RCN havingdeveloped aiction Planto be completed
during 20082009 (RCN/ NPA 2008. Apart from the writtenintention to work
toward regulation of the nurse practitioner role there has beerolittle progress in

this regard.The Pr i me Mi ni $dweverfasnouwed that @lk advanced
nursing practice roles must be regulafBidirsing Times 2 March 2010This arose

as a direct result of a government inquiry about the future of nursing within the UK.
Work towards this goal is to commence shorilize recent cange of government
within the UK however, may affect this initiative. The approach to nursing
development by the new government is yet to be made clear (Nursing Times 10

August 2016no author citejl

The first actiorsuggestedh theRCN planis to integrée the process for nemedical
prescribing training with advanced nurse practitioner education, rather than having to
complete this education separately. The provision for better information technology,
on a par with doctors in Quality Use of Medicineslso being addresses part of

the RCN (2008) planin the UK this involvedaccess to intranet sited that provides
information about good prescribing and changes in prescribing pdlicis is
important as nurse practitioner prescribing standards nedwk tthe same as those

for medical colleagues order that identical high standards are maintained by all

licensedprescriberdRCN 2008, p.4. The Plan(RCN p.4) presenteda process to
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support the NMC in developing regulation and registration for alhackdpractice
disciplines in nursingNurse practitionerfelt that their ability to refeto other health
professionals wabmited dueto no approved formal licensing or scope of practice
(RCN Plan 2008 p.4). The ability to expandpractice in referralgto other health
professionals wathereforeseverely curtailedThere are many issues for the RCN
and regulatw to addressHowever, his initiative was encouragingfrom the
standpoint of a body afepresentatives beingroactive in addressing the issues

opposed to being inactive and not addressing them.

Within the plans are processes to addreissues ofremuneration In addition
nationalguidelines on makng clinical imaging requests aa¢so envisaged with joint
working by the RCN and the NMC (RCNNPA Reort 2008). The Nurse
Practitioner Association within the UKadbeen extremely proactive in advocating
change, in terms of nurse practitioner and advanced practice role development, led

and supported by the RCN.

The NMC investigateaurses, midwies and health visitors working at a higher level

of practice (NMC 20@). The reprt is extensive and gives evidence that premse
nurses who claim to work at a higher level of practice fail to reach igjieeH_evel

of Practice (HLP)standardsreflectng the findings of Castledinélowever, until the

HLP standards move away from the pilot study arena and onto the regulation and

standards rules, this situation is likely to continue (NMC 2007).

Degite the fact that manyurses uderwentspecialist traimg in skills such as
prescribing, the use of evidence based p

degree levelthe NMC repat claimedthat these skills wereveak within nusing.
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This wassimilarly evidenced in the Castledine (1982) studyQastedine & Magee
1998 p. 33) The inaccuray of the NMC study was evidencedy selection of
participantsbeing based on assumptions by the NMC that cedciplines within
nursing werelikely to work at a higher level of practic&here was no finite
seledion of a workforce thaactuallyworkedat a higher level of practicaentifying
only those whaoclaimedto work at this levelThis strongly suggestetthat findings
werecompromised by poor selection criteridis resultedn no analysiof nursing
within the catext of nursing roles that hadremit for higher levels of practice (e.g.
a nurse practitioner)There wasn o f ocus on wh aspecifically s es 6
worked at a higher level of practice. The ooige of this research hédittle value as

the mrticipant group wasoo generalised and the findings were compromised. This
wasdue topoor sample identification and napecific outcomes that do not give a
true reflection about what a highlevel of practice actually entailednd more
specific descptions of nursing disciplinesvho worked at this higher level of

practice.

The NMC (2005) introduced a policy for prescribing for nurses, classified as non
medical pescribers. The process involved training programme and tests for
competency. Once the mgramme wascompleted the nursewas awaded
authorisation to prescribe medicatiorhese werejualifications considered as non
mandatorybut still significant in nursing development and coresistf approved
courses for additional qualifications above gboof mainstream nursing-or

registration purposes these weedled nonrregistrable qualifications.
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In the UK, nurse prescribing has not been such a bone of contention as it has been in
the USA, Canada or Austral@NA 2005 Pearson2007; Dunn 2008) Orce the

NMC developed theiprogramme prescribing was allowed and the course of this
was extremely smooth. Thereris publishediteratureto show opposition to this, to

the best of the researcherdos knowl edge.

Ball (2006) provided the first reporof its kind in the UK The reportanalysed
specifically whatthe scope ohursep r a ¢ t i practiceneatails id the UK arttie
problems associated with working as a nurse practitioner within the UK as a whole.
Problemssuch as lack of understanding about tloée,rassociated with nurse
practitioner practice in the UK are similar to other areas (Duidd; ZPearsor2007,
Pearson eal. 2007 Chiarella & McInnes 2008 Two thirds of nurse practitioners in

the UK worled in primary care, whst a quarteworked in hospitals, with one in
twenty working in NHS walkn centres and another one in twenty wogdn minor

injury clinicsunits (Ball2006 p.4).

Nurse practitioners working outside oPGractices reported that they waige to
advance their roles (Ba006, p.4) 72%of nursepractitioners hold a degree harily
35% of these were studying fororheld degr ee at maoPape) 6 s

This mirrors the situation in the USA and Cané@earson 2007; CN2005).

The main problems identified in workirag a nurse practitiongrithin the UKwere
that of autonomy and supervisiandincluded 44% having xray requests refused by
radiologists, with 57% of theseequestsfrom nurse practitioners working ia GP
practice.44 %l hadreferrals refuseavith theinsistence that a doctor must complete

the referral (Ball200G p.5). Many regard these instancas being due to lack of
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awareness about the role, gré@sentech similar picture tahat inCanala the USA

and Australia(Sherwood et al.1997; Dunn 2004CNA 2005 Pearson 2007;

Canadian TelevisioB008 Chiarella &Mclnnes 2008). Regulation lilge NMC was

seen as ameans by whichboth public andprofessionad may understand and
facilitate the consistenayf what i s understood 6by Btahe t
2006 p.5). One in three nurse practitioner respondésegtified this as an issue that

neededo be addressed to improve and promote the status and professional bearing

of the nurse practitioner (Ball 2006.5). This wasconsistent with the firidgs in

Australia of Gardner (2004)and Chiarella and Mclnnes (2008h gaining
understanding about what the role of aseupractitioner actually entailexhd the

professional status of a nurse practitionéhiw the healthcare workforce

A Nursing Times editorial (unauthoredMarch 2010) published the announcement

from the Prime Minister that the need to regulate all advanced practice nursing roles
was required as part of the government review on the future of nursing. Advanced
practice roles include nse practitionersAs in the USA and Canadadvanced

practice rolesintheUKrac ur r ent |l y under one advanced

yetseparated.

Ball (2006 p.5) identified thatUK nurse practitioners see themselves under threat, in

terms of job ecurityf r om t he <cr eati on o postewithirethep hy s i ¢
UK. Sheposits(p.5) that one in five (25%) of respondents feared redundaney

real concern withole o f p hysi ci anmosmentum. dHoweverq bytthe gai ni

same tokentheserespondents also viewed their job to be 92% nursing focused and
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only 8% medically focusd, suggesting that nurse practitiogaverenot subject to

medical controlvithin the UK (Ball 2006 p.4).

2.4.8. Education of Nurse practitioners in the UK

There is o provision within the UK for registration, regulation or title protection of

the nurse practitioner role. There is also no minimum educational qualification (RCN
2008). The RCN have approved nurse practitioner preparation courses at universities
within the UK bot h at baches dhegegniticdived didmatst er 0

involve the NMC(RCN 2008)

25NEW ZEALAND

2.5.1 History

Much of the historical context of nurse practitioner development in Nealahd
was providedby Hughesand Carryei(2002. In 1998, a report from the Ministat
Taskforce, similain constructionto the NSW Taskforce (Driscoll at aR005)that
focused on the untapped potential of the nursing workfantk concludedhat, to

release this potential, nurses needed to:

a) Use thei knowledge and skills more effectively;

b) Pioneer innovative service provision;

c) Enhance the access to, and quality of, primary health care;

d) Contribute positively to health ga{m Hughes and Carryer 20@23).
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As in NSW (Australig there existd great numbers of highly educated and skilled
nurses in practice with no identifiable career ladder, with advancedatliand
leadership competenciess inthe UK and USA and NSW studig8all 2005;
Driscoll et al 2005 Pearson 2007 In the public healtlsystem, the most prominent

of these nurses worked in multidisciplinary teams and/or in acute care, neonatal units
and emergency departments. An example of advanced nursing practice within the
private sector was given as an occupational health nursetipreatj who tailored

their practice in response to the specific context of the workplace.

The New Zealandsystem at the time workedgainst the best utilisationf evell

qualified nurses angboor access to postgraduate educaijdnghes & Carryer
2002).Legslative and funding barriers and the conditions ungiich many nurses

practised withno identifiable career structusgere also identified by Hughes and

Carryer (2002) These factors were seew the taskforce ashibiting the effective
development andtilisation of nurses with advanced competencies and the ongoing
development of clhiical career options (Hughes &arryer 2002). The taskforce
recommended the devel opment of a oOonurse
provide highly skilled care, eordination of particular patient groups across the
hospital and community interface and a high level of family health care services

(Hughes & Carryer 2002)

Hughes and CarrygR002)perceived théNew Zealanchurse practitioner role to be
attractive to consuars, the healtlcare team and service manageesause the role

offeredan approach that not only built onigting personal health servicbst also
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provided a means of working with consumers in many differeodels to deliver

high standardsf clinical nursing care.

The Hughes and Carryer (2008port was a major step inurse practitioner
development. The history of nurse practitioner development was described.
Following this Hughes and Carryer (2002) defingtht a nurse practitioner is, what

a scopeof practice actually meantvhat it consists of, in termsf what a nurse
practitioner wasallowed to do and the clinical settings inialh nurse practitioners
practiced This process was similar to the work undken in NSW specificallyand
within other studies undertaken in Australi@Driscoll et al 2005; Australian

Taskforce 2005Gardner Dunn & Carryer 2005ACT 2005; Pearsoat al. 2007.

2.5.2 Developmentof the Nurse Practitioner Rolein New Zealard

Models of service delivery in New Zealand forrsel practitionersliffer from those
in Canada, the USA and the UK. The models of servak into four main

categories:

Integrated Nursing Teams this refers toa group of nurses that includes nurse
practitioners who provide, eordinate and manage esas a cohesive tea(iughes

& Carryer p.2)

Nurse Consultancy the nurse practitioner works independently and refers clients to
other health professionals, where requirédch example here could be nurse
practitioners who work as consultants in a specifadfisuch as cardiac care,

working between hospital and communiughes & Carryer p.2)
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Independent Practice nurse practitionerasho are self employed and establish their
own independent practice, offering care and servigestdo the public. This cdod
include a nurse practitionerfor example,who is under contract to a hospital or
community care organisation to provide a specific service, such as rehabilitation

(Hughes & Carrye2002,p.2).

Nurse Practitioner Speciality Practice: the nurse practidiner is the recognised

lead health professional within the health care team in a hospital, for establishing and
managing speciality clinics and services for a particular health spewalty
population group. A speciality for example,could be acute surge and a group

could be Maori Health Services withirhaspital(Hughes & Carrye2002,p.2).

Hughes and Carryer (2008finedthe difference between a nurse practitioner and a
clinical nurse specialist suggesting that sometimes these roles overlapv{in 3)o
clear boundaries between the two roles. Tikisimilar to the problem Hanse
identified (in Castledine &cGee 1998 p.65) where the role of a nurse practitioner

and clinical specialist overlap in thiSA.

In New Zealandhe cinical nurse speciast providedspecialist care whin a field,
such as diabetgsvhereas a nurse practitioner was the person whothedead
patient careananager and haa remit during dmission, intervetion and discharge of
patients anagnanagedhe total nursing care afie patient. Aclinical nurse specialist
may only have input concerning peits within their own specialtysuch as breast
care, stoma therapy, diabetaswound managememthich formedonly a part of the

total nursing care of thpatient Hughes & Carrgr 2002 p.4). This suggestetha
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the nurse practitioner role wélse more comprelmsive of these roles as they were

often responsible for the whole health capesode.

2.5.3 Regulation of Nurse Practitioners in New Zealand

In New Zealand there is onlyne Nursing Council for the whole country, under the
1977 Nursesd Act. The i nofnursae practitionarsiveasvo r k
introduced within New Zealand in 200Hughes & Carryer 2002 p.4). This
framework included standards of competentinimal education requirements and
the process to be undertaken #ocandidate seeking nurse practitioner registration
As in Australia the title nurse practitionds protectedwhich means that no nurse
may be titled as a nurse practitioner unless thecgss of licensure has been
completed and aegistrationcertificate statinghis has been awarded (Hughes &
Carryer 2002 p.4). Seven scopes of practice hdmben developed for nurse
practitioners asni other countriegBall 2005; CNA 2005; Gardner 2005Pearson
2007). These areMental Health Disease Management Peri operative Care
Palliative CareEmergency andrauma PrimaryHealth CareandHigh Dependency

Care (Hughes &arryer 2002)

The generic categories within the competencies for pradkicghes & Carryer
2002) refleced those ofCanadathe USA and UK ( CNA Report 2005; Pearson

2007; Ball 2005) and include

a) Articulation of thescope of nursing practice and its advancement

b) Showng expert practice working collaboratively across clinisgtting and
within interdisciplinary environments

71



c) Showingeffectivenursing leadership and consultancy

d) Developing andnfluencinghealthisocioeconomigolicies and nursing practice at

a local and national level

e) Showingscholarlyresearch inguy into nursing practice

f) Prescibing interventions, appliances, treatments and medication witlgirs¢cope

of practice (Hughes &arryer 2002p.5).

These ctegories werenot dissimilar to those ofthe Strong Model of Advanced

Nursing Practic€2004)that will be introduced later in this chapter

2 5.4 Education of Nurse Practitioners in New Zealand

The minimum education requirement for licensure in New Zealasda nurse
practitioner wadour to five years experience within the relevant scope of ipeact
and a clinically focused master 6snedegr ee

(Hughes &Carryer 2002).

The New Zealand Nursing Coundibda | | owed for a Operiod o
2000-2010. Currently, those nurses with extensive nurskpgreence andama st er 0 s
degree in nursingnot necessarily specific to the nurse practitioner robelld meet

the Nursing Counadll gequirements. From 2010 the specific postgraduate nurse
practitioner degree will be mandatory, before licensure will dewald (New

Zealand Nursing Council 2000)The establishmendf nurse practitioner posts in

New Zealand is under the auspices of the District Health Boards and primary

healthcare orgnisations (Hughes &arryer 2002 p.7). A nurse practitionewas
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allowed to practi@ independently from any employment organisation but may
contract with employment organisations in provision of a nurse practitioner service.
This is similar to initiatives in the USA (Pearson 20H)ghes and CarryR007)
gavean important irsight into the provision and development of nurse practitioners
in New ZealandThe standards wergirly strict but as this is one of the smaller

countries studied, probably much easier to implement.

The prescribing of medication by people other than aiedh New Zealandhas

always been a contentious issue, not least f@enprractitioners. This was issue in

most countriesn this study apart from the UK, where the NMC has extremely strict
prescribing regulations, but the process of getting thigrprome off the ground was
relatively smooth (Ball 2005)Commitment to prescribing standardy nuse
practitionerswithin New Zealandneantthat all nurse practitionsr would become

subject toscrutiny, in terms of kst practice prescribing and wouddso follow the

same standards of use of medicines and prescribing regulations as other prescribers,

both medical and nemedical (e.g. psycholosfis) (Hughes &arryer 2002).

2.55 Legal and Professional Issues New Zealand

MaloneyMori (2006 was the fist Maori to become licensed as a nurse practitioner
in New Zealand. She prestedan account of what it means to be a Maori woman
and a nurse practitioner working amongst her own Iwi (tribe) in New Zealand and
the events that led up to thider journey bward seeking endorsement as a nurse

practitioner was stormy, with majpersonaktressors.
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Prior to seeking endorsement as a nurse practitioner, MaMpeywas a registered
nurse, working in the field of disease manageniestHughes & Carryer 2002As

this was one of the categoridsatthe New Zealand Nuirsg Council soughturse
practitioner applican{sso began her journey. This wasiailar process to that of
Australia, in that senior nurses working within a specific scope of practice (e.g. A/E
or Remote Area Nursingsought endorsement aarse practitioners (Maloneyori

2006).

Cultural avareness and cultural safety amgortant aspects of nursing practice for
any nurse, but one sees a different vitality to this domain of cultural awareness w
examining MalonesMo r i 0 s) wr{tiiyOwhé&re she dwelvithin her culture and
presentechew and dynamic ideas to a mdlaori. Within New Zealand, to practice
nursing in a culturally unsafe manner is liable to attract sanctions from both the
employerand nurse regulators and thus this issue has legal implicgimsing

Council of New Zealand Code of Professional Conduct 2008

MaloneyMori (2006 presentedvaluable informatiorwithin this text for overseas
nurses working in New Zealand, in undenstimg the context of the Maori d¢ufe in

the practice of nursingnd the importance of cultural safety. This could be equally
important to nurses from overseas working in Australia, when beginning to

understand what it means to Ibeligenous

As part of ler practice se aimed to identify, describe and generate a theoretical
explanation of her nursing care, its origins and how this improved health outcomes
for her clients. This she calldgi Ki a Msihe pathway to wellbeing and stated

that this was twofd and combinedhe old and the newMaloneyMori 2006
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p.178) In this context the caregivewasnonjudgemental and striveb achieve a
whanau (family) relationship between carer aiént, so that a bond developed
Wherever a Maori person is, howeuwemporary,the Maori see this as a whare
(home) and hospitalisatioof Maori patientsin a ward involveda strong family
network who aad as assistant care givers ardhancd the value of nursing
intervention, by assisting in empowering patients to maribeir health, developing

co-ordinated and collaborative cargl@loneyMori 2006 p.178).

This isan important issue in New Zealand nursing. If a nurse is found to practice in a
culturally unsafe manner in New Zealatideremay begrounds for removalfahat
nus ed6s name f r (dlursing Gowncil of Ngw Zealamd 2008 For the
nurse practitioner working in New Zealand it is considered a mandatory part of
clinical practice to work in a culturally safe manner. Removal from the register for
provenculturally unsafe practice means loss of livelihood and possible poor future

employment prospects outside or within the field of health care.

In New Zealandthe Northern District Health Board (2002) undertook a survey about
GP attitudes towardurse pradtioners askingGPsif they were likely to employ a
nurse practitioner in the future. Many New Zealands @dubted that they woulih

the beginningbut after a series of awareness sesdiyrhie New Zealand Northern
Health Boardthis trend was turned arnd with 75% of GR in favour of tle role.
This showedthat willingness to emply nurse practitioners wadirectly related to
how well the role wasinderstoodThe Northern District Health Board asserted that
awareness of others about tharse practitionerole showedtha this would allow

themto stand fast as an accepted member of any healthcare workiftodbern
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Health Board 2002)The pathway toward role development was eased as a result of
this survey (Northern Health Board 2002). This is dantrag to initiatives

undertaken in Australjghe USA Canadaand the UK

Jacobs (2007 describedthe criticisms cited by New Zealandnurse practitioners

toward Hughes and Carryg002). Contrary to these authorbesemphasisedhe

need for political supporas being central to further developmentt the nurse
practitioner roleand assertedhat differences in class, gender, personal experiences,
values and beliefs have caused gulfs throughtioeihistory of health care ifNew

Zealand Shecited the many inahces that occurred in the 1990s, through consistent
health reform so that nurses had become
become difficult to build energy and enthusiasm for any poligcalt i vi t yé6 (p. 2
reflecteda similarsituationin Canada in the 1980s, where poor support politically

led to many nurse practitioner initiativessappeang (CNA 2005 p.3). Jacobs

assered howeverthatthe health reforms had repeatedly signalled opportunities for

nursing.

By the mid to late 1990&n New Zealandmany nursing leaders understood the
opportunities that had been foreshadowed by incessant health reform and in 1998 a
ministerialtaskforce was commissioned. Jacobs (208dmmendedas didHughes

and Carryer (2002), optimisingf the potetial of highly skilled experienced nurses
within the healthcare workforce. At the sartime Bill English (the then New
Zealand Health Minist¢rannounced plans to amend the Medicines Actrtable

nurse prescribing.
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Jacobs continuetb identf y t hkad d y & eo fé jostbeginnimggo develap
astute approaches to politics and that nursing was still struggling to be heard when
decisions werdeing made about nursing or hegiblicy (Jacobs 2007)This state

of affairs wasnot too far removed frontomments made byunn (2004) who
outlined the difficulty Australian nurses had in getting their voices heard, when the
medical profession appeared to be the dominant force in health service decision

making(Dunn 2004 p.5).

Jacobs concurredith otherauthas (Dunn 2004; Gardner 200Briscoll et a) 2005)

as to the four main areas within politics whareurse might exert influencsuch as
within the community, the workplace, as a member of a government statutory body
and within professbnal organisationsNurse practitioners could become involved
through their associations and nursing colleé®seareas also correlatevith the
deteminants of professional power from the nursing profession itself, from the laity,

the employer and the Stati&atob2007, p.3).

Each nurse hathe opportunity to contribute as a citizen, a trade union activist or as
an elected member of a governing board/bwithin New Zealand (Jacob2007,
p.3). The elimination of barriers to the effective deploymehnurse practitioner
requirednot only an understanding of policy and politics but also an appreciation of
the pull of conservative givs. This reflectethe conclusions dbardner (2004 who

discussedssues affectingurse practitioners in Australia.

Jacobs (2007, p.3) claimed that most of the community within New Zealand,
including GPsretaired a view of nursing and medicine that is notyotraditional,

but also archaicAgain, a similar sance exists in Australidt is vitally important for
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Australia and New Zeatal o work together in standardisirige role of the nurse
practitioner in both countrieg order to comply withthe provisions of the 1973
TransTasman Agreement. This agreement allows for freedom of travel for New
Zealand and Australian citizens in both otries and thability to gain employment

for New Zealand citizens and Australian citizens within both countiéss means

that competency standards, regulation and registration and educational requirements

for nurse practitionermseeckdto be mutuallyagreed

In defenceof medical staff opposition to nursing developmegdtscobs cited Diers

(in Jacobs 200p.3), andsuggested that where physician resistance is encodniere
could be due taheir inability to respond in a changing worldlue to lack of
knowledge about the role of the nurse practitio¥hen physicians argdethat
nurse practitioners woulde in diect competition with them, it wasportant to note

that behind this claim is the acknowledgement of there being nothing faulty in the
nurse practiioner knowledge or skill, buabout their perception of the role and
competition for government fundingacobs2007). Jacobs (D7) adduced that the
problem wasot actually about performanceompetence or qualitgr indeed legal
rights of nursepractitioners in New Zealan@acdos 2007). Nurses when viewed as
subordinate beinganmore of a risk of perpetuating thmirsing handmaiden image
(Chiarella& McInnes 2008) or arousing professional patch protection as in the USA
and Canada CNA 2005; Parson 200). Jacobs statethat it is the right of health
consumers tohave access tprofessional care and improved population health
outcomes Jacobs asserted ththere was aneed toconsider the use of high profile

marketing and media expesé to enste that the public wakilly aware about what
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nurse practitionerdid (Jacobs 2007, p)4To not engage politically wat® limit the
potenti al for awareness and t he devel
consciousness, oneds @bpidnd ypdwerusand otua

capacity to nurs@Jacob2007, p.4).

Jacobs presentedvery powerful message in this paper for all nurse practitioners and
academics to become politically aware and politically active, to prevent the
continuance of the tditional handmaiden image as described Qiyiarella and
Mclnnesin Australia Chiarella & Mclnnes2008 p.1) and enhance the modern day
image of the nurse practitioner as a professional capable of providing care for
patients and clients, with good patienttcomes that is not in direct competition with

medical staff colleagues (Dunn 20@45).

Like MaloneyMori, Phillips (2008) presented from the perspective of a nurse
practitioner intern (trainee) amtovidedher observations of nurse practitioner work
in New Zealand. She begdy introducing the task force irgtiive (Hughes &
Carryer 2002)and statedhat up to the time olfier publication (March 2008) even
though nurse practitionefsegan in 2002, there weanly 45 nurse practitioners
with just25 ofthese as registed prescribers. Phillips citéo reasons for thikck

of growth (Phillips 2008 p.1):

1 A requirement to pve prescribingcompetence to the New Zealand Nursing

Council

1 Lack of ability to obtaira nurse practitioner position
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This wasa similar situation tAustralia (Gardner 2004 Nurse pactitionerinterns

first hadto provecompetence in the six designated competengigditionally they

had to provide documentary evidence withtheir portfolio that supportetheir
competence towsppor t staff, coll eagues, manage
clinical associates and academigpervisors.Competencevasassessed in a variety

of ways such as designing new dowents demonstrating initiative by generating

ideas abouthanging somng-standing practice and creating learning contracts.

Phillips (2008) suggestedthat sheis not sure that proving competence was
consistently apped principle and that seenedto her that unless the area of practice
IS very narrow, the nurse praatner would not be able to complete certain tasks.
newly endorsechurse practitionewould require supervision when prescribing at
leastat the first attempt. This wouldampen the ense of worth for the nurse and
indeed, lead one to question what viesng asked of potentialurse practitioners
and wouldthis process evebecome transpare(®hillips 2008 p.3? Phillips argued
this raisedthe question of how th®linistry of Healthvision for nurse practitiogrs
wasactually being articulated within ¢hnursing profession arttie regulating body
(Phillips 2008 p.3). Phillips 2008 p.3) recommendedbur changeslesigned to lead
to a more consistent ap@h to the registration processmove barriers to practice

andimprove public safety. These were

a) The portfolia this wasan excellent tool, when constructed properly, with a focus
on criteria that address the practice of an el#vgl nurse practitioner. That is, the
criteria should reflect an acceptable minimum level of clinical skills reqtoredter

safenurse practitioner practi¢@hillips 2008 p.2).
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b) An entrylevel nurse practitioner should be encouraged to focus on the precise
application of advanced clinical skills their specific area of practicehe portfolio

of the firsttime gplicant should document the education, experience and rigorous
evaluations of the applicant by trusted senior practitioners in nursinipemdedical
profession This would ensure that the nurse practitioner has the experienceedequi

and the support &t mentor (Phillips 200%.2).

c) Registration A nurse practitionerapplicant should automatically include
prescribing within their practice specialty. To demonstrate prescribing competence
the nurse practitioner should be able to document a courseuay sicluding
pharmacology and pharmacotherapeutics. The applicant should be able to identify
medication they feel competent to prescribe and submit documentation of actual use,
while underthe mentorshipf a prescribing professional, or document the rfeed
specific medications and the circumstanaesvhich thesemedications would be

prescribedn their practicgPhillips 2008 p.2).

d) The interview by a select New Zealand Nursing Council panel should be
abolished. The panel is a time consuming, egpenand a stresaducing exercise

in subjectivity. It is an artificial barrier to practid¢@hillips 2008) The time and
expense of assembling and preparing the panel to question an applicant could be
better spent on ensuring the educational and exptibackground of the applicant
supports their application and that individuals are safe practitioners in their new roles
(Phillips 2008 p.2). Action by the Queensland Nursing Council in 2008 concurs with
this. Today in Queenslandf a nurse practitiomecandidate is able to provide

documentary evidence of sucdedly completingt he master 6s degre
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practitioners they areligible for endorsenent The formal interview procedsas

been abolished within Queensland

There are gaps in Phillips (280four steps for change. There was reference
whatsoever to legal issues of accountability, autonomy, atytlarresponsibilityof
nurse practitionersin clinical practice. She madeo reference to the legal
implications of advanced clinical practibait arguedthat the above changes would
not create more risk to the patients fact changes such as these may lessen risk to
patients and the practitioner by ensuring the system is creating competesieeitry
nurse practitioners who wouldave the cofidence and knowledge to expand the
horizons of practice and nursing knowleddéese weremportant legal issues
associated with development of the nurse practitioner role in New ZealarighsPhil
(2008) identified some key elements about clinical riseeially involving novice
prescribers. The lack of a mentor was a further issue that could result in a costly error
in practice without a suitable person to assist in problem solving, immediately

following endorsemen(Phillips 2008 p.2).

According to Rillips (2008 p.2) employment issues weeereason for slow growth

in nurse practitionersvithin New Zealand She citedreports ofregisterednurse
practitioners whoare working as volunteers or have returned to their previous
mainstream nursing posthis reflectedittle change to theipractice or income. In
addition, Phillips (2008) reportedon some nurse practitioners beimgemployedor
underutilised asa nurse practitioner. This showed that supply exceddethnd and

is a reflection of good educati marred by poor utilisation of the nurse practitioner

or norracceptance of the role
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Few nurses from primary care westidying to be nurse practitiarseand Phillips
(2008) questionedwhy primary health organisations andongovernment
organisations wernot creating nurse gctitioner positions. It wasurious that there

are so few positions for nurse practitioners within individual health boards.

Phillips wasat this timeregistered as a emtal health nurse practitionbut was
actually employed as aurse academic ahe local polytechnic, highlightinger
inability to secure a nurse t#ioner position, asoneexisedwithin her own health
board (Phillips 2008 p.2). This beggedhe questiorthat if there are no positions
within this health boarébr nurse practitioners then whiyey weretrained in the first

instance, in the knowledge that no position was available at the end of the process.

The slow growth of nurse practitioner numbers within New Zealand was further
impaired by Health Boards thatavered in establishing new nurse practitioner
positions. Attempts to resolve the issue by the implementation of a five year plan that
could include the establishment of new nurse practitioner positions may alleviate this

position (Phillips 2008)

Phillipsd (2008 p.2) recommendations appedrfeasible and some regulators in
Australia have indeed abolished the panel interview as a means of assessing nurse
practitioner candidateHer prescribing recommendation is well wgrthf attention

from academics,mployers and regulators.

This wasan importat paperdocumentingthat all is not entirely well with nurse
practitioners in New Zealand, despite reports of successful implementation from

regulators (Hughes and Carn@002).In Australia,Dunn et al (2008)describé an
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interactive internet training programme that describes nurse practitioner training in
the Quality Use of Medicines (QUM) perhaps in the future New Zealand could take
advantage of this training package for their nurse practitioner internshasd t

Phillips (2008) recommendation will be fulfilled.

2.6 AUSTRALIA

2.6.1 History

Driscoll et al (2005) describe the history of nurse practith@rs in Australia and
chronicled nurse practitioner developmeritom the early stages up to 2004
Developmentdata from 2004 onwardswill be discussed later in this Australian

review.

The nurse practitiomemovement began in Australia New South Wales (NSW) in
1990when the first discussions were held there at a conference of the NSWd\urses
Association. A taskirce was set up after this conference to examine nurse
practitioner development within NSW, by the chief nursing officer to consider the

issues of nurse practitioner implementation (Driscoll €2@05).

In the late 1980s(as inthe UK and USA, NSW wasexperiencing a shortage of
doctors in under servicedcommunities, especially in rural and remote areas.
Additionally, retention of experienced nurses in NSW was proving difficut.
reason for critics questioning substitution of nurse practitioners folodoand to
promote retention of senior nursegs an inadequate clinical career structure
existing within NSW at this time, especially for more senior experienced nurses
(Driscoll et al 2005). It emerged (Driscoll et.&1005) that the nurse practitian®le
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would help solve the retention crisis amongst nurses, through the creation of an
additional clinical career pathway. Prescribing and ordering diagnostic tests by nurse
practitioners was one of the issues to be addressgubcially because advanced

practice nurses were already ordering diagnostic tests outside any legislative

boundaries (Driscoll et a2005).

Between 1992 and 1995 pilot projects were established to igatstnurse
practitioner modelsuch as primary care in rural, remote and npatlitan areas
(Driscoll et al 2005). The evaluationfahese pilot projects in 1995 was positive but
debate continued about the geographical areas within the state where nurse
practitioners would practice. Consequently, the first nurse practitioner moiteis

NSW were to be concentrated within rural and remote areas, as this was viewed as
the most coseffective appoach and gave access to heatle to casumers within
remote areas with limited healthcare provisidrhis move restricted the nurse
practtioner to practie only in rural ad remote areas in NSW, as this role wasn

asa substitutdor doctors (Driscoll et aR005).

In 1998,the Victorian taskforceconsidered that the utilisation of nurse practitioners
solely within rural and remote areavas too restrictive when the taskforce was
formed. This taskforce was of the opinion that a nurse ipcexEr should not
necessarilyact as a substitute for a doctor in areas of poor provision, but be based
upon the development of an advanced nursiaghéwork that focused on advanced
practice nursing and decision making, to ensure that the needs of the patient were
met (Driscoll et al 2005). Within Victoria in March 1998, 11 nurse practitioner

categoriesvere developed and funded, with phase 1 of trsenpractitioner project
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being launched by theehlth minister. The pilot categorigscluded primary health
care, operatinghte at r e, e me r g e healty, paediatries, neonatahearre,0 s
haematology wound care and the psychiatric and homelesprogramme. In 2000,
Melbourne University undertook to evaluate the pilot models (Driscoll. &085).

The outcome of these evaluations was that nurse practitioner legisiasoanacted

in 2001 that made provisidior nurse practitioner regulation anelgistration within

the state of Victoria (Driscoll et.&005)

In 1999 South Australia (SA) took a similar approach, developing nurse practitioner
projecs. The initiatives in SA acknowledged the relevanchtefature produced by
other stats, endorsig the value of the nurse practitioner role (Driscoll e28D5).

The legislation for implementian, regulation and registratiowas formalised in

1999 with candidates commencing the process for endorsement later in 2000.

The Australian Capital Territorfunded trials of nurse practitioner models in March
2001. The report on these trials was published in 2002 and nurse practitioner
legislation chages began in the same year, as wethasdefining of the role of the
nurse practitioner within thierritory. Table1, The Comparison of Nurse Practitioner
Policy in NSW,demonstratea state by stateerritory comparison of key elements in
nurse practitioner development in the five states that had made legislative provision
at this time (Driscoll et aR005at page %. The table overleaf shows some of the key
elements of nurse practitioner development at this time within the states that had

developed the role of the nurse practitioner (Source: Driscoll et al. 2005).
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FABLE 1. Comparison of Key Elements of Nurse Practitioner Policy in New South Wales, Victoria, South
Australia, and Australian Capital Territory Nurse Practitioner Taskforce Reports

tation of the nurse
practitioner role

Definition of nurse
practitioner (as cited
n relevant policy)

Scope of practice
and health care
sector

Minimal educational
qualifications

[Prescribing rights

Diagnostic tests

Referrals

|Admitting
privileges

Advanced practice
with the character-
istics defined by

context of practice

Initially only rural
and primary care.
Currently specialist
areas. Private and
public health care
sector.

Dependent upon
qualifications and
experience and/or
master’s degree

Yes with limited
formulary specific
to context of
practice

Yes specific to
context of practice

Allowed to refer
only to outpatient
clinics, allied health
professionals, and
community health
centers

No

Advanced practice
skills and knowledge,
educator,counseling,
manager, admini-
strator, quality
improvement

Specialist areas.
Private and public
health care sectors

Master's degree

Yes with limited
formulary specific
to context of

of practice

Yes specific to
context of practice

Referrals to be
coordinated by the
patient’s general
practitioner in
consultation with the
nurse practitioner

Recommends

Advanced practice,
educator, mentor,
research,
autonomous

Specialist areas.
Private and public
health care sectors

No minimal
qualifications

Yes with limited
formulary specific
to context of
practice

Yes specific to
context of practice

Yes

Must apply to the
Nursing & Midwifery
Clinical Privileges
Advisory Committee
(at the Department
of Human Services)
and if granted, to
individual hospital
boards

Australian
Key Elements New South Wales Victoria South Australia Capital Territory
Year of implemen- 1998 2001 2002 2002

Extended practice in
autonomous assess-
ment and manage-
ment of clients

Specialist areas.
Private and public
health care sectors

Master's degree

Yes with limited
formulary specific
to context of
practice

Yes specific to
context of practice

Yes

2.6.2 Developmentof the Nurse Practitioner Role from 2004 Onwards

From 2004, the statesd territoriesnvolved in the Driscoll et al. (2005) study had
established the role of the nurse practitioner. dliseourse within this reviewill
now transcend to issues concerned with theher devebpment of the nurse

practitioner rolan other states and territories within Australia

Dunn (2004 p.4) statel that Australia, in the Zicentury didnot offer a level playing

w out hkalthhcare
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system. This wagelevant to the nursegctitioner because Dunn relatiéds directly

to how the health system #ustralia viewedthe nurse practitioneShe suggested
that advanced practice ddot §arGo Ga ion .ADunm (2004(.9) asserted
that thenursingp r o f e wlutiomnfosadvanced practice wast simply a few
more skills thrown into the ppor the passage of time within a clinical setting. She
staed that there werecompetency standards defining the role of theaaded
practice nurse in AustraliaThese included thantegration of clinical and
professional characteristicccombining a high level of specialist skills and
knowledge, leadership ability and an advanced level of professional practice above
that of maingeam nursingDunn (2004) asserteithat healthcare withiustralia
was not friendlyto clients or families and didot value the pressional status of

nursing.Shequoted(p.9) Laurence (199 Dunn 2004 p.9) who said:

ABureaucr acy dueofloagnpdss thettimewhentq@othas $ost its
statuso

According to Dunn (2004p11) rurse pratitioner extended practice ditbt exist as

an isolated set of tasks, but rather as an additional arena into which the nurse might
confidently step in order tprovide a comprehensive and coherent health care service

t o me e tneedd. She suggestied thatxtended practice demands an extensive
knowledge, the skills required to apply that knowledge and the clinical problem
solving ability to determine whemd how to best utilise knowledge and skiffsich

apractice arenaasthe domain of the nurse practitioner (Dunn 2G041).

As stated in the Victorig South Australia and New South Wales guidelinethe
extended practice skills associateith the nuse practitioner include
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Advanced clinical assessmeitdering and interpretation of diagnostic tests
including diagnostic imagingmplementation and monitoring of therapeutic
regimes including prescribing, pharmacological interventiongiating and
receiving appropriate referralunn 2004 p.11).

Although the rad of a nursepractitionerincorporatedthe components of extended

practice, Dunn(2004 p.11) suggested thahis extended role wagrovided in the

contextof nursing care including assess g , di agnosing and man
requirements in activities of daily living, health education, health promotion,
counselling, managing the care environment and addressing both biophysical and

psychosociaheeds (Dunn 2004.11)

Dunn presented strong argument as to the reasons Wwie/ nurse practitioner role
hadnot beensufficiently embraced within Australian healthcagéher in primary or
hospital care settingghe question arisesn 201Q as tohow farthis hasmovedon

in the ensuingix years since Dunn presented these comments.

Dunn (2004 p.15), assertedhat of just over 60 nurse practitioners endorseithait
time, nonewasable to practice to the full extent of their educadl preparation and
experience This wasdue to the inabty of the nursing profession in Australia to
develop a strategy to prevent the medical fraternity in Australia fromjaoging

the moral high groundVith the highjacking of the moral highrgund the medical
fraternity wasallowed political dominanceand assumed authority to speak as the
legitimate voice of health ca®unn 2004 p.15) Today,althoughthere have been
some small inroads into reducing the dominance of doctorBeasrily voice, this

issue remains contentious within Australia
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According to Dunn (2004 p.15) te Australian Medical Association (AMAas a
trade unionjs an industrial body committed to the protection and promotion of its
members. It hasassumedhe prerogativeepeatedly enforced in the media and the
policy-making bodie®f this countryto impose their opinionas towhat is right and
good for Australian health care. Despite decades of accumulated evidence to the
contrary the AMA, in 2004 was of the opinion that nurse practitioners were
dangerous, poorly trained andeljuipped to deal with the health related probleims
the Australian public.In contrast evidence gathered around the world has
demonstratedhat the nurse practitioner httge ability to provide safe, effective and
accessible heditcare.Dunn statel (2004, p.17) that eery day these brave pioneers
werefacing intolerable barriers fabricated by those for whom it is more important to
ensure theirturf is protected than to provide equitable, efficient, effective and

acceptable health care.

When D u n nZD®) comments are comparedi t h  J(2007oviewpdint on
nursesd duty t o b eooeocaneseeptioel strengthc af IDlOws act i
argument in promoting the role of the nurse practitioner through the political arena as

well as through the acadendad journalistic portals.

Gardrer, Carryer Dunn andGardner(2004) supporéed such commentsutlining the
embryonic nature of the nurse practitioner role at that time, both in Aastnad
New Zealand. Theyalso identified that nurse practitioners were pcaagj in
environments that were not entirely prepared for them and in some dbetongere

politically resistant(p.1). Nurse pactitioners were pioneers, forging pathways
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toward improved services and expanding interpretations of the rolhapdtentid

the role offered

The core role of the nurgaactitionerwas distinguished by autonomous extended
practice Gardney Carryer, Dunn &Gardner2004 p.1). Thepractice was dynamic,
in that it requiredhe application of a high level of clinical knowledged nursing
skills, in stable and unpredictable as well @snplex situations. The role was
characterisedby professional efficacy and haal therapeutic potential enhanced

autonomy and legislative privileges (e.g. prescribing).

Practice in this role wasustained by adhering to the primacy of a nursing model of
practice, movemnt awayfrom medicalcontrol in advanced practice nursing and a
commitment to lifelong leaing. The nurse practitioner wagen to bea clinical
leader with a readiness and obligatito advocate for their client & and their

professionGardney Carryer,Dunn& Gardner2004 p.1).

While the Gardner, Carryer, Dunn and Gardner 2004) research wawery
comprehensive both in the research methods smogheof the research itself, it

lacked anyspecificlegal focus. Interviewsreveln ur se practi ti oner s
their increased autonomy and authority the study failedto capture other aspects

of professional practice, such as responsible practicaerwlntability These may

have been addresség the authorat interview but there waso written evidence to

show that with increased accountalilitauthority andautonomy came more
responsibility and alspotentialliability. Their report waspractice driven and this is
understadable, given that the role of ainse practitioner focusedn a uniquescope

of practice This did not excuse the absence aifention toclinical practice errors,
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acts and omissions having a serious effect on safe practice when following the
unique scopeof practice. Equal emphasis needexd be placed orevidence of
initiatives to prevent legal sanctions caused by moving outside the prescriptive remit
of a scope of practice, as well as providing evidenceefarellence in clinical

practice(Petersen in feckleton & Petersen 2006.487).

We live in a litigationconscious societyTye 1997)and all nurse education should
have a focus on legal issumsd legal educatio(Dimond 2004 p.1). There is degal
focuswithin competency standards within Austradiad also legal and professional
issues form part of the curriculum for many reuggactitionerm st er 0 sat degr e
universities within Australiabut not all of them(See Appendix A Opportunities
exisiedto capture the depth of knowledge uptake by nuraetpioners themselves

in relation to legaboundaries and the evidence provided withiportfolio. This is
required to establisactualknowledgethat a nurse practitioner candidgiessesses
The portfolio assessmeimrocess is very limited and reliegtally on theaccuracy of
evidence.This is supported by Philligg2008 comment. Phillips (2008asserted
that portfolio evidene is a valuable tooin assessing the competence of a nurse
practitionerif this evidence is properly assesd®da panel oexperts experiendein

nurse practitioner practice.

In 2007 (Pearsonet al. 2007 published a report that evaluated the service provided
in healthcareof aged carenurse practitionelike roleswithin the Australian Capital
Territory (ACT). This study use the terrmurse practitionelike services in order to
accommodate those registered nurses working toward establishing their elifpbility

registration as a nurse practitioner. The trial involved the establishment of nurse
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practitionerlike roles and hyadly evaluating thepto investigate issues within the

candidates endorsement journey as Phillips (2008) identified in New Zealand.

These nurses did not have access to PBS or MBS and therefore could not prescribe
for their patients. As aresultthe presétsi ng was Ohypothetical 6
the overall results are interestingand important to future nurse practitioner

developmen{Pearson edl. 2007, p.1).

Two thirds of residents in one of six sites participating in the trial were female and
aged 80 and over. Over 20% were born outside Australia and over 10% of these
spoke a language other than English as their first language. On average, residents had
about six cemorbidities and were king eight medications indicating their

suitability for he study(Pearson el. 2007).

Practitioner interventions totalled 3146 and involved 510 residents. Nurse
participants in the trial made referrals to a specialist in 13 per 100 visits and ordered
diagnostic tests for 7 in every 100 patieidtsypotheticabprescribing by nurses was
compared directly to the .Redlisclmwedtdtf i cer
nurse prescribing was done at or before the time of medical officer prescribing and

on average 11 hours before the medical officer interventidicated the same
prescription. Nurses in the study identified that the most common intervention was
implementing treatments/medication for acute conditions (Pearson2€04l). The

study concluded that full access to PBS and MBS was clearly warranted.

Barriers to successful practice were identified as part of this study and ineluded:
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The Aged @re nurse practitioner role needs to be identified as a generic role

rather than persespecific role

The need for national clinical practice guidelines spedifi aged care are

required, rather than state/territory specific guidelines

No access to PBS or MBS

Lack of continuitybetween states and territories in terms of licensure and
regulation of nurse practitioners prevents simple movement of practitioners

between jurisdictions

The need to recognisend promote the clinical leadership potential of aged
care nurse practitioners and to also educate the population about the role

(Pearson edl. 2007, p.5).

An earlierreport published in 2005 within the Austeali Capital Territory (ACT)

was the Nurse Practitioner Pilot Projg@005) The report was overseen by a

multidisciplinary steering committee and was led by the Chief Nurse supported by an

investigation team, a project team, aardinating team, a clini¢support team and

from representatives within the residential se(A&T Pilot Project 2005.62).

It was notedas in Pearson et al. (200fhat the aged care nurse practitioner would

make a substantial contribution to aged care settings especiallyglthctinical

leadership (ACT Pilot Bject 2005p.62).

The ACT Pilot Project (2005)model identified a need for traf®undary

mechanismen several levels including:
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1 Across Disciplines through collaboration

1 Across locations of care, including both pabblnd private sectors and

organisations

T Throughout the clientbds jo,pbhey of cal

Resistance to the nurse practitioner role mated by the researchefhese included
concerns expressed by registered nurses who occagiaqadistioned the link
between the hierarchical management of nursing care and this new nurse practitioner
level and also questioned whether the nurse practitioner would provide any skilled
care that was natlreadycarried out byexistingregistere nursesClients and other

health professionals expressed acceptance for the concept of an aged care nurse
practitioner in the community residential and acute hospital setting (ACT Pilot

Project 2005p.63).

The reportidentified that there was need for nurseractitionersand employers
within agedcare in Australiato developa generic role involving transboundary
responsibility. It repesentedan important move towardsnovation and considerable
development within aged care services. Roles and responsbilitize clearly
defined and investigated and the clinical model included a prescribing formulary,
despie no access tBBS at that time. This suggestbat PBS and MBS needed to

be considered by parliament much earlier than 2009, as a priority for nurse

practitioners.

The National Nursing and Education Taskfof2@05 investigatechow the role of a

nurse pratitioner had been implemented up until 20@@ithin Australia The
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Taskforce report identified further probte involved as Pearson et al. (2007)
identified, such as acceptance of the nurse practitioner role by colleaboes
document does not primke a history ofimplementation(seeDriscoll et al. 2005).
More importantly it focusedon the nurse practitioner modeh place at the time,
with particdar reference to nurse/midwife regulatory authority and state/territory

government approval processes in place for nurse practitioners.

The Task Force (2005p.3) acknowledgedthat in jurisdictions where nurse
practitioners have been established, the jeyrto implementation was often
protracted and problemati@ecisionsmade about how the nurse practitioner role
was to be introduced needed to take into account the disparate positions, views and
opinions of a range of stakeholders, many of whom were ursen.In the majority

of states, the nurse regulatory authoritthadsed the nurse practitioner. The process

for establishingpostsremained withinthe remit of health service organisations i

each state. New South Wales whs only state to dborisemidwifery practitioners

as well as nues practitionersvho are advanced practitionersnmdwifery (National

Nursing & Education Taskforce 200p.1).

The Task Force repogtosiied that thiswas based on designated prescribifas
opposed to authorised paibing undertaken by nurse practitionerguthorised
prescribing rights werthose given only to doctors, veterinary surgeonsdendists
(National Nursing &EducationTask Force 2005) It means that the prescriber was
not to be limited to any partidar formulary or protocol. Convelse designated
prescribing meanthat theprescriberwas limited toprescribe medication from an

approved formulary or through the use of a particular drug protddoist
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prescribing for the nurse practitioner involvesnulary and protocol us@ational

Nursing & EducationTaskForce 200%

Nurse practitioners werenot independentlyeligible for an Index of Health
Professionals Provider Number (IHP) and are thus ineligible for benefits under the
Prescribers Benefits Sggn (PBS)or the Medicare Benefits Schedu(#®BS).

Currently nurse practitioner prescribing rights are limited to a hospital pharmacy

and its dispensing medication only accol

formulary. A communitybased nurse pratoner cannot prescribe without incurring

a cost to the patient as t.hisssbecausedtisas s ed

outside the provisions of PB@herenormally a prescription attracts no additional
dispensing fee Ineligibility under PBS for nurse practitioners has been a major

setback in nurse practitioner development

The decision to allow nurse practitioners access to PBS and MBS was made on 12
May 2009 (Australian Nursing and Midwifery Media Release 13 May 2808)as a

result he autonomy of the nurse practitiorstrould have becomenhanced due to

their dunhindered license to prescribe medication regardless of clinical $etting
(Australian nursing and Midwifery Council Media Release 13 May 2008)s

noti on of dnosatb prescileeras ddi beénirealised.

In its earliest form the 2009 Health Amendment Bill (Nurse Practitioners and
Midwives) attracted opposition from medical pti#ioners, in that they demanded
every nurse and midwife with access to MB®d PBS shald enter into a
0coll aborative care agreemento with a

continuity of care. This led to a senate inquiry and the findwigthis inquiry,
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supporting acollaborativecare agreememnwere accepted by the federalvgrnment
(Report of Senate Inquiry 20Q9A further amendment to the original amendment
bill was added that demanded a collaborative care agreeff@ntproposal to add
such an amendment received criticism from the Royal College of Nursing Australia
(RCNA) who argued that the amendment demanding collaborative care duplicated

existing regulatory mechanisms.

The RCNA asserted that the Australian Nursing and Midwifery Council (ANMC)
competency standards, code of professional conduct and code of ethicsstr nu
practitioners form part of a strong regulatory framework supporting collaborative
practicewithin which nurse practitioners currently work (RCNA 2008Bjis wasa
strong argumenfor it positedthatall registerechurses prove their competency in
collaborative practice but the medical fraternity wereesisting progress by
demanding a collaborative caagreement This suggested theontinuous needor
doctorsto supervise the work of a nurse practitioner, regardless of their proven

competence.

Despit the positive aspects of collaborativereagreements, the overall oatoe of
this process demonstratgeet another example of intprofessional downward
closure (Yuginovich 2009by the provision of an imposecbunterfeitsupervisory
relationshp on the part of medical practitioners who werk alongside nurse
practitioners The nurse prditioner and the midwife, who waalso subject under
this amendment to the sanprovisions, werdreated differently to other health
professionals such as dentists gsychologistswho also have access to PBS and

MBS. The answer may be to impose a time limit for this collaborative care
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agreement to remain inplacehe | egi sl ati on for nurse pr
and MBS does not come into force until Novembet@®0QThere is still time toe-

consider the legislation more closely by nurses, doctors and the goverireunld

be feasible for Australia to undertake a similar initiative to that in Canada by the
CMPA/CNPS Joint Stateme(2005) If such a similar irtiative werenegotiated by

doctors andnurse practitioners working together Australig further criticism of

current legislation could be avoided.

The fact that PBS and MBS have now been approved at Sémataurse
practitioners and midwives not without criticism fran outside the health care
sector Sammut &n independent researcher from the Centre for Independen
Research in NS\ criticised the Health Legislation Amendment Bill (Nurse
Practitioners and Midwivesh 2010 Hestaed t h at i fationalsandénamorali r r
rationing in the (2040 pd) becduse aurse practitieners ae | a w
undertaking tasks previously the domain of doctemd by nurses gaining further
status by being allowed PBS and MBS privilegds.perceived this wouldake the

nurse practitioner away from patient care did not mention the midwife at all
despite reference to midwives and nurse practitioners as the key personnel affected
by the bill He alsostatal that problems in nursing stenedfrom the shift of hepital

nurse training into tertiary education because nursing roles are not as clearly defined
as they were prior to this shifthis assertion by Sammut (P@) wasuninformed and

perpetuates the ancient handmaiden image of nursing.

He mistakenlyaligned practice nurses with the role of tmeirse practitionerHis

perception about what a nurse practitiomde entailedvasentirely false. He seemed
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to believe that practice nurses and nurse pracét®weredhe same. Hatatel that

t a x p amorey wobldoe wasted by creating another tier of nurse entrepreneurship
(Sammut 2010) This assumption of Sammut (20Maspossiblydue to the failure

of the nursing profession to enlighten the public about the role of a nurse practitioner
from the beginning Publc awareness about the role would have enabled better
understanding and an increased awareness about why PBS and MBS are an essential
component for the successful developmenthufse practitioners in Australi&uch
comments openly conflict and attemptrtegate those of Gardner (20@}1) who

claimed that the nurse practitioner level in health care is one of the most important
developments in nursing during the last 30 years and marks the oppofamity

significant reform within the health care indusimyAustralia.

In Australia,the introduction of th@urse pradtioner role was atate function rather
thana federal initiative and in consequence the introductias been gradualith

title protection and practice privileggsoclaimed in legislatiorn every Australian

state that has made provisions for nurse practitioner develog@andner 2004

p.1). This new role has been complicated by existing nomenclature (title given)
relating to advanced practice roles in nursing. Titles such as nursetigmacti
advanced specialist, clinical nurse consultant, clinical nurse specialist and advanced
practice nurse are frequently used in nursing as interchangeable titles and at times
without problemgGardner 2004p.1). However, there is no international sensus

in the use of these terms. Thde of nurse practitioner cainues to evolve and
developglobally as the most significant of these advanced practice roles (Gardne

2004).
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The definition of a nurse practitioner is important, in giving credencehfemeed to
protect the title and the definition adopted within most jurisdictions in Australia,
following the publicationof the GardnerCarryer Dunnand Gardner studg2004).

For example

AA nurse practitioner i s raautonengoustyt ered nur s
and collaboratively in an advanced and extended clinical role. The nursing of

clients using nursing knowledge and skills, may include, but is not limited to,

taking a patient history the direct referral of patients to other healthcare

profesionals, prescribing medications and ordering diagnostic investigations

and making diagnoses. The nurse practitioner role is grounded in the nursing
professionds values, knowl edge, t heories a
and flexible health care deéry that complements other health care

providers. The scope of practice of the nurse practitioner is determined by the

context in which the nurse practitioner i
2004 p.2)

This is te definition that will be usedithin this study todelineatethe Australian
nurse practitioner rolefhere ard hr ee poi nt s )idefinitGrethatdaree r 6 s (

central to understanding the nature of the nurse practitioner role:

i) Extended Practicethe element that differentiates therse practitioner from
another advanced practice rol@fhe scope of practice of the nurse practitioner is
subject to different practice privileges that are protected by legislation. This means
that the privileges awarded to nurse practitioners throughld¢éign are specific to

the nurse practitioner and remain outside the scope of practice of a mainstream
registered nurse (Gardner 2004 p.2). Examples of these privileges include

prescribing medication, ordering plain filmrays, and ordering blood tests

In order for a nurse practitioner to be allowed these privileges, amendments to Acts
of Parliament within the states of Australia were necessary, sutle &ueensland

NursesAct 1992, Health (Drugs andPoisonsRegulation$ 1996 (QueenslandyVith
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a ope of practice that incorporates these extended practice activities, the nurse
practitioner functions in such a way that incorporates both nursing activities and

some other activities normally within the remitroedical practice (Gardner 2004

p.2).

i) Autonomous Practicthe nurse practitioner engages in clinical practice with
significant clinical autonomy and accountability, which incorporates accepting
responsibility for the complete episode of patient d@ardner 2004p.2). This
means that theumnse practitioner makes all the decisions and carries out the follow
through in patient care without recourse to another healthcare professional. This
autonomy is situated, nevertheless, within a team approach to care whereby the nurse
practitioner works wthin a multidisciplinary team in a clinical partnership role to
optimise m@tient outcomes.This would include an accident and emergency
departmen{A/E), where a nurse practitioner will triage, examine and treat patients
who donot requirephysicianintervention This process could entail treatipgtients
suffering from minor injuries such as sprains and strains within jointgound

infections chestcolds, and uncomplicatedoundsthat require suturing

Such nurse practitioners carry their own caselofagatients and are able to assess
follow-up visits and treatment options without physician involvement. This
complements the role of the physician through allowinghbistime to be spent

dealing with cases where physician involverns essential (Gare@n 2004 p.2).

iii) Nursing Model This type of practice is firmly located within a nursing model.
That is, nurse practitioner practice is rooted in the caring ethos of nursing and is

about flexibility in the delivery of nursing care (Gard2604 p.2).
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Encouragingly wthin Australialies the determinatiorfor nurse practitionerso

remain focused within a nursing model adre A nurse practitioner may perform
tasks normally undertaken by doctors, but remains focused on nursing management
and nursing ca. Whilst nurse practitioner kadedge will continue to develops

will the medical profession, about the pathophysiology of disease and disease
management (the medical model), nurse practitioner practice in Australia has firmly

moved outside the maxhl model of care (Gardner 200d.2).

The nurse prditioner role has been shown to offer a beneficial service and fill a gap

in health care provisio(Sherwood et al. 1997; Hugh&sCarryer 2002 Dunn 2004;
Gardner 2004Gadner & Gardner 20082earson etl. 2007). Such services include
working with the homelessyomen and children, aged care rural and remote
communities and specialist services in hospitals such as A/E, neonatal care and as

midwifery practitionersas in NSW

In addition to contributingmprovements in déalth careGardner 2004 statedthat

the nurse practitioner role is an exciting and new clinical caratwway The nurse
practitioner isnota medical substitute, nor@hld the role replicate existirggrvices
The role is most effeste when it fills a gap in existing services such as in rural and
remote areas, cardiac rehabilitatiomental health liaison, primary healthcare

diabetes, gerontologwr sexual health (Gardner 2Q0@41).

The consequences of increased autonomy, authaespondiility and indeed the
potentialliability have not been addressed by Gardner (200#he legal framework
involving nurse practitioner practice has been poorly addressed. Gardnen had

opportunityto do this here Shedid not &ke this opportuty. The roots of legislation
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for nurse practitionerprct i ce ar e cont ai nepapervsuchasi n Ga
title protection, legislation, the scope of practi@tonomy, authorityand role
developmentThere are neverthelessvo othertenets thatare essentialvithin the

context of nurse practitioner clinical practice that are not mentioned. These are
responsibiliy and accountability Early investigation that could have been
undertaken by Gardner (2004jthin a legal contextvould have put theote on a

much firmer footing anghossibly subject to less criticisirom the medical fraternity

as icentified earlier by Dunn (2004) because the legal context of nurse practitioner

practice woulchavebesnapparenearlier.

2.6.3 Education of Nurse Practitionersin Australia

Gardney Dunn, Carryer an@Gardner(2006) provided parallels to findinggpresented
in thetaskforce(2005 researchalso by Gardner, Dunn, Carryer and Gardner (2005)
The focusin 2006 was indeed different because it waslely on eduation and
preparation for nurse practitioner practigather than a whole gamut of nurse

practitioner issue@Gardner, Dunn, Carryer & Gardner 2006)

The primary argumengtatedthat findings from this particularesearch undertaken

included supportformmst er 6 s | evel education as prep
role (GardnerCarryer, Dun& Gardner2006 p.1). Such a program needtmhave

a strong clinical learning component anddepth education for the sciences of
specialty practice. Additially, an important aspect of eduaati for the nurse
practitioner waghe centrality of student directed and fleribdéarning models. This

supportedhe National Nurse Education Taskforce (2005) findings.
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While the mutuainterstaterecognition of registition hadbeen in effect for several
decadesin Australig there hadbeen no standardisation of education, practice
competencies and authorisation process relating to the nurse practitioner in the
different juisdictions within AustraliaTo address thisnmmalywithin Australia and
between Australia and New Zealafdhe Australian Nursing and Midwifery Council
(ANMC) and he Nursing Council of New Zealand formally committed to
collaborativédy develop the nurse practitioner raadto supportrecognitionof nurse
practitioner endorsement qualifications between the two coui@msiner Carryer,

Dunn,& Gardney2006)

Gardner,Carryer DunnandGardner 2009 statel that of 14 programs leading to the
award of a ntse practitioner qualificatioat thattme 1 3 wer e at master

|l evel . Nurse practitione+trsdé6 views on qual

ayPublic perception of the | evel and st at

important aspect of ensuring public confidenta nurse practitioner seréc

b)A bel i ef t hagtee dfftred samadasshipetmatwemsnmhrable with the

nature of the skills, kwledge and attributes required.

c) Personal experience of the valueoh st er 6 s de(p.Bee educati on

In some instances nurse practitionprevided support for this view based on their

own experiences as pioneers while others offered a perspective influenced by having
come to the nurse practitioner role through a differeate (Gardney Dunn, Carryer

& Gardner2006) Nurse practitionerswh di d not have a master
take a more qualified stance and were overwhelmingly committed to the primacy of
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clinical experience as preparation for the nursetggi@aner role Gardner,Carryer
Dunn & Gardner 2006). This supportdade findhgs of the National Edation
Taskforce (2005) and byunn (2004) who outlined the importance of education for

nurse practitioners.

Entry requirements across the 14 programs were highly consistent apart from the
main variation of experience in a speciatlywhich the applicant desired to work.
This varied from no experience at all to five years. Nine programs required
postgraduate qualifications in the specialty of choice and most of these concerned
entry into mastero6s degr eos fapentry gndawos .
required membehip of professional/specialty associations. Ten programs had

flexible entry andexit features@GardnerCarryer,Dunn& Gardner2006 p.3).

Gardner et al. (20Q6related teaching and learningo the importance of adult
learning principles with learning as collaborative and use of the clinical field with a
mentor/preceptor. This included experiential/situated learning the promotion-of self
directed/lifelong learning skill§Gardner,Carryer,Dunn & Gardner2006 p.3). The
apparent diverse curriculum content, particularly between Australia and New
Zealand, with content imperatives being determined locally and in response to local
regulatory requirementsheattitudes and opinions of each health service and clinical
environment had to be recognised. In New Zealand curriculum content was found to
be more cohesive due to the centralised nature of nursing regul&tioelation to
pharmacologyin manyprograms the content was spréadseveral courses, across
the curriculumand included pharmacology and phacatherapeutics (Gardner

Carryer,Dunn & Gardner2006 p.5).
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Other study areas that were common across many of the programs included:

Clinical Sciences: Anatomy, physiology arRhthophysiology Professionka and
scope © practice studiesClinical leadership Society Law and EthigsCultural
Awareness andCultural aspectsof nurse practitioner practiceContent such as
symptoms management and therapeutics tended to be linkBgettific speciality

practicé(Gardney Caryer, Dunn& Gardner2006 p.5).

Athough most of the above topics in oO6o0oth
adjunct areas of study within a nurse practitioner program, it could be argued that

law and ethics is not given enough emphasis withirsengractitioner programs.

Most universities address the need for this within programmes but not as a primary
area of study, such as pharmacologhefe are specific areas of lawlative to
autonomous practice that are important such as authority, acbiitytand
responsibility. The more the rolextends,expands and diversifies, the greater the
potential for liability. This is especially important for nurse practitioners who
undertake independent practice, because they are no longer protected by the

vicarious liability of an employegiPetersen ifrreckleton &Petersen 20Q§.487).

Vicariousliability arises when it is possible that another person or organisation may
be held liable as well as someone who is alleged to have committed th&htrt
employe is therefore liable for all errors, acts and omissions oéthployeg(\Walsh

2006 p. 362). In such a situation there has to be a clearly recognised relationship
between the parties that results in the one party being liable for the torts of another.

Examples of such relationships include:
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1 Master and servant relationship

1 Principal and independent contractor relationship

1 Principal and agent relationship

{1 Parent and child relationship

Vicarious | iability can be afpcitpeyaliunescr i b
facit pers eearing) O he who does a thing fhrough
quoted byWalsh 2006, p.363). In healthcare an employing organisation fulfils the
criteria for vicarious liability and is responsible for the civil wrongshef employee

during the course of employment. The employer will be vicariously liable for the acts

and omissions of its employees providing that the employee was not in breach of any
policy, procedure, protocol or contract imposed by the empldyeprovider of
indemnityinsurance is1ot obligated to indemnifg person in breach of any of these

provisions(Dimond 2004).

There are standards that healthcare emplo{®esh as competency standards for
nurse practitionersjmust uphold and legislation iplace for nurse practitioners
within Australiathat governs regulation and registrationrafrse practitionersThe
civil liabilities legislation within Australia is also important to consider when

examining the role of a nurse practitiomdren addressing lebesues.

According to Forrester and Griffiths (2005 p.94) The Queensland Civil Liability Act

(2003 S.22) for example, stated

1. A professional does not breach a duty arising from the provision of a
professional service if it is established that the ggsibnal acted in a
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way that (at the time the service was provided) was widely accepted by
peer professional opinion by a respected number of respected
practitioners in the field as competent professional practice

2. However, peer professional opinion cant rie relied on for the
purpose of this section if the coucbnsiders that the opinion is
irrational or contrary to a written law.

3. The fact that there are differing peer professional opinions widely
accepted by a significant number of respected practmanethe field
concerning a matter does not prevent any one or more (or all) of the
opinions being relied on for thmurposeof this section.

4. Peer professional opinion does not have to be universally accepted to
be considered widely accepted.

5. This sectiondoes not apply to liability arising in connection with the
giving of (or the failure to give) a warning, advice or other information
in relation to the rislof harm to a person, that is associated with the
provision by the professional of a professionalvice (Forrester &
Griffiths 2005 p.94)

All nursesneed to be aware of the implications of errors madevary aspect of
clinical practice in the knowledge that any acts and omissions that result in alleged
negligence will be examined by a group of igeappointed by a courtWhen role
expan®n and extensiors permittedin arole such aghat ofthe nurse practitioner,
the implicationdor risk in litigation becomssignificant As a result othe expanded
role the nurse practitionercarries sole autanomy, accountability, authority,
responsibilityand most importantly sole liability for everything thhgy do in the
role (Petersen irFreckleton &Petersen 20060.487). Safeguards against litigation
such as Quality Use of Medicines (QUM) can be implet@e but these are only as
good as the commitment of the nurse or doctor following any QUM prodriaisis
totally contrary to the findings of Sherwood et al. (1997) and Pearson (20@y)
describe some medical practitionerswho employ nurse practitiongrsbeing
responsible for nurse practitioner practisel therefore the medical practitioner may

be vicariously liable if a master and servant relationship is establigfedh 2006)
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Gardher, Carryer,Dunn and Gardner(2006 p.12) suggestd that nurse praitioner
narratives spoke strongly about l' i felong
you need Therisanaddittodalargument ok nurse not being aware of all

thati s known, i n particul ar areas odt prac
k n o (@iinond 2004 p.1). If a nurseis unawareof the implications of movement

outside the clinical remit of a scope of practibat nurse could become liakier

sanctionas a result of any litigation, if harm to the patient arose as a direct oésult

his/her actions (Dimond 2004).

In Australia, the needexisted for a nurse practitioner nursing modeG4rdner,
Carryer Dunn, & Gardner 2006p.13) as the core tenet in preparation nurse
practitioner practiceGardener, Carryer, Dunn and Gard{2006, p.12) statel that
capable nurse practitioners are those who know how to learn, are creative, have a
high degree okelf efficacy, wouldapply competencies in unfamiliar and familiar
situations and are able to workellv with others. Furthermore they #gd that
capability emphasisethe value of complexity in influencing nurger act i t i oner
learning byhaving to work within dynamic systems that prodi@da environment for
learning in nodinear and unpredictable eveniBhis wasfurther evidece that a

nurse practitioner wasapable of autonomous clinical practice, reflecting leadership
potential for clinical practicevhere high standards of care weeguired in complex
situations.This refectedthe findings of Hughes ar@arryer(2002) in their studpf

the nurse practitioner in New Zealaahdings within be report on which this paper
wasbased also identified a lack of standardisation emerging in Australia in terms of

nurse practitioner education. These variations inctude:
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Standards: a variety ofstandards, competency frameworks and interpretations of the
role itself have informed and influenced the decision makers, in terms of curricula

development and regulatory requirements for nurse practitioners;

Education Levels this also variedin termsof the lack of clarity between nurse
practitioner and advanced practice study requirements consistent with ambiguity in
nomenclature and educational requirements for the mrnessitioner(GardnerG,

Carryer Dunn& GardnerA. 2006 p.14).

In 2006, an oppatunity existed for New Zealand and Australia to become
trailblazers in standardising educational and licensure requirements for nurse
practtioners within the Tran§asman regionA standardised researchedormed
approach to nurse practitioneducationand nomenclatureould provide obvious
advantages within the contexts of interstate or Fhiasmmnan agreements for the
future. The authors of this study adduced tharewasa need for the avoidance of
fistructured pedagogical approaahgpedagogical: elated to formal, structured
education) to nurse practitioner education and more importantly for nurse
practitioner candidates as advanced specialist nurses, well placed to define their own

specificlearning needs (GardneéZarryer Dunn & Gardner 2006 p.13).

This statement mearthat there sbuld be less emphasis on structured, formal
education approaches (such as a fixed syllabus that is generic to all student
participants) and more emphasis on education that met the specific needs of nurse
practitiorer candidatesGardner,Carryer DunnandGardner 2006) providd a very
comprehensive account of problems and examples of benchmarks for nurse

practitioner educatio within Australasia.They offered an emphasis on capability
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learning and the advent of fible learning pathways that all@d for increasing
complexity and curriculum scaffolding through a rich variety of learning resources

and monitored selfdirected learning.

2.6.4 Legal and Professional Issuem Australia

Chiarella and Maines (2008) expbred the legal and ethical frameworks that
informed nursing practice and health care cultures. They used methodologies
informed by critical race and feminist jurisprudence (also called id=uts
scholarship) Chiarella andMclinnes (2008 p.78) identified images of nursing and

the positive and negative effects of these images and their legal and moral impact on
nursing practice. They explateand assigld in exposing some of the power
structures and assumptions that goedrrcontemporary nursing pctice and
standards of cargvhich impact on factors such as wonkde retention. This is
reinforcedby the work of Dunn (2004&nd Driscoll et al(2005)in Australia and

Sherwoockt al. (1997 in the USA.

Case lawillustrated the relationship between image and poveed how these
affeced legal and moral frameworks and the realities of the wodeplar nurses
(Chiarella & Mclnnes 2008p.78. This wasachievedby examining the lavas a
form of insider stories (whereby the wonldas described in terms of prexisting
power structures) and outsidemosttelling (whereby stories werehallenged to
reflect experiences). Five dominant and recurrent images of nursing enfienge
case law analysi These hadmplications for he way in which nurses respond to

critical stuations, which involvehe adoptiorof a moral stance and includem s e s 6
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legal and ethical statuend theenvironment in which nursgwactsed (Chiarella &

Mclnnes2008 p.79).

Moral and ethical frameworks wederived also in normative ways, developad
response to historical and sociological
Tyranry o f Ni c e nes sdted (n\VCThidrdle & MchBe8 2008vhich

stated:

AThe-e mireent val ue inherent in the technigq
ni c & one that insists that overt conflict must be avoided wherever and

whenever possible. This sensibility is sanctified in our culture in the notion

that a good woman does not contradict and a nice woman does what she is

told. By extension then, a good nutsé&es what she finds (or is given) and

does not question. A nice nurse therefore must be a goodonisdker

2003 p.4 inChiarella &Mclnnes2008,p.78)

Chiarella and Mclnnes (2008) further quoted Walker stating-that:

iThe behavi ouritiateshis ene af backing bdfiy assumingna
passive posture, or silencing oneself. It is a technique of sensibility which
shapes us in pervasive and powerful ways. The reciprocal behaviour such a
technique of sensibility elicits is one that is generallyttéicdoes not usually

ever come to expression. The combination of value, behaviour and response
leads to a form of silent but mutual agreement between the individuals
engaged in the conflict situation...it generally insists that no further dialogue
is ne@led to resolve the situation (Walkéd( p.145n Chiarella &Mclnnes

2008 p.78)

Comments such as these suggegsth at t he Ot y hainflugncedbthe ni c er
legal, moral and ethical frameworks that have developed in nursing and most
particularly contributel to feelings of powerlessness in the workplace, affecting the
nursesd ability to be he aithdkvewrhoeensenprat i e n:
nurses such as nurse practitioners becoming unable to state their views

A stockstory Chiarella &Mclnnes 2008p.78 was defined as:
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ifiThe one the institution collectively forr
picks and chooses from among the available facts to present a picture of what

happened: an accountthjustifies the world as it iDelgadol1989 p.2421 in

Chiarella and Mclnnes 2008.78).

Medical stock stories providexplorationsof powe, especially when one considered

the challenge (Roxon 2008) to doctors b
Roxon argued against this notion of tos being gatekeepers of primary care, but in

terms of primary care, at the present time, the doctors are those in power. Any
outside stories that challenge this stance are likely to meet resistance (Australian
BroadcastingCorporation 7.30 Report 2008 no author citedl . Roxonbs out
challenge was to suggest that this stance is outdated, because doctors need not
necessarily be the sole gatekeepers within primary care (k) hada direct

impact on the development of the nurse practitioner, espefriain the perspective

of nurse practitioner/medical fraternity arguments witthia five countries studied

by this current research

Chiarella and Maines (2008) dened five recurrent themethat emerged from the
case lawanalysis.Thesethus providd the backdrop for the ethical and legal practice
frameworksthat haddeveloped innursing. Thesemages weredomestic worker,
ministering angel doctos handmaiden, subordinate professional and autonomous
professional. Thesenages provide themes as etk and outsider stories and were

classified accordingly:

a) As stock stories where nurses warele control: associated images wemnagrses

as domestic wor k e ensgnd slibmrmditieo professionl.aThid ma i d
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reinforced the notion of inteprofessionh downward closure (Yuginoeh 2009)

because the nurse was considered to be of lower.status

b) As outsider ®ries where nursewere in control: associated images being the
nurse as ministering angel and as an autonorpmifsssional (Chiarella &Iclnnes

2008 p.79).

The authors statkthat this model hatleen pursued at the expense of redress to the
power imbalances ithe way in which health care was structured. It mad
addressed, and may even have perpetuated, the cultural problems, such as
institutional powerlessrgs that affectechurse retentionTwo reasonsgiven for

nurses leaving the profession were that nursesufeble to deliver the quality of

care they beliewet was requirecand thatnurses wereaneither valued norespected
(Chiarella & Mclmes 2008p.79) Factors likely to reverse this trend includea
multidisciplinary approach to care, the ability to provide care whichfieatiboth

nursing and piéent expectations, a formula theisuré reasonable workloads aiad

work environment whih fosterechurse autonomy and control over practice in order

to provide safe patient caf€hiarella & Mclinnes 2008p.79)

As a leader,ite nurse practitioner could become a prime facilitator in ensuring that
the abovdegal factors become reality in atlinical setthgs in which theypractice
Chiarellaand Mclnnes @008. Other issuegaisedincluded the need to @dress

power imbalances and the need to have a system based on practice expectations, not
personalitiegChiarella & Mclnnes 2008p. 79) Nurses can be seen concomitantly

as both advanced practitioseand as subordinate to doctors thig factor shouldbe
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addressed from both a medical and nursing perspg@iviarella & Mclnnes 2008

p.79)

The case oBolitho vs. City and Hackney AHA (1998} 232was cited by Chiarella

and Mcinnes (2008) tolustrate the power differences between doctors and nurses
A two year old child was admitted to hospitlffering from coup. Up until the
incident the child had improved slightly, appeared livelgt bad been playing in his

cot. However, the childater had three episodes of respiratory difficulty. After the
first episode a nurse was assigned to be with the child to monitor his condition, as
ordered by the registrar. The child had a second episd@erepistrar was in clinic

and told nursing staff to page the house officer, who failed to respond. The dilemma
here of nursingstaff helplessnesswith nonattendance of both doctors meant to be
looking after the childwas not addressed in this caSgpertevidence showed that if

a doctor had attended at the time of the second call, and intubated the child, the child
would not have diedThe case stoofbr the proposition that the expert opinion must

be logically defensibléi.e. the expert must be alile defend the evidence submitted
when questioned by a legal counsel or juddéjough the doctor was in breach of

the duty of care it was not establishibat the breach caused the damégkiarella

& Mclnnes p.80)

Power issuewvithin health care do exisThe case oBolitho found that the registrar
was in breach of the duty of care. Chiarella and Mclnnes (2008 p.80) rightly state
that thepowerlessnesisélplessness felt by nurses involved in the care of the child

was not addressed in this case.
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Chiarela and Mclnnes (2008xdvocatd a solution tolack of power issueshy
personnelself care, as followed in the aviation industry (Flight Safety Foundation
2000 cited in Chiarella & Mclnnes 2008p.80. In this situationall employees are
encouraged to speabut forcibly if they consider there is a problem, through a
process of escalating their conceifhe authors argue thatch anexpectatioris an

impemative for health care organisations (Chiarella & Mclnnes 2008 p.80).

Chiarella and McInneg2008) claimed that here is a correlation between staff
retention and patient outcomedistorically this hada direct impact on recruiting and
retaining experienced nurse praotiiers,andit outlinedthe necessary systems that
need to be in place to achieve tl@srrecting power imbalancésdthe potentiafor

senior nurses(such asnurse practitionejsto provide the clinical leadership
(Chiarella &Mclnnes 2008p.81). Chiarella ad McInnes(2008)illustrated thisby
describinga USA study (p.81) where hospitalswere investigated to identify the
organisational attributes that were successful in recruiting and retaining nurses
during national nurse shortagesThese characteristics included effective and
supportive leadership, nursing staff involvement in hospitatision making,
commitment topr of essi onal clinical nurseso (qua
autonomy and accountability and a supporgverironment(Chiarella & Mclnnes

2008 p.81)

In Australig efforts have been made to drilee nurse practitiomerole as a senior
nurse leader capable of functioning within a senionaggment team as a nurse
directingsafe nursing practice such as in primary care, operating thestuts,care,

accident and emergency and neonatal (@exdner & Gardner 2005However, the
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medica fraternity remainssteadfast in not always amending their viefvalways
seeing the nurse as a subordinatefessional (Chiarell& Mclnnes 2008p.82.
Chiarela andMclnnes (2008 p.82 suggesd that the way power relations have
evdved and how they have been maintaibgdemployers and stakeholderger the
decadexonfirmsthat health care delivery is firmly ensconced within enedical
paradigmand therefore under medical staff cont(@hiarella & Mclnnes 2008

p.82).

Often the only resource anainstreamnurse hasvhen concerned about
condition is to call a doctor. However, whilst some images of nursing such as the
nurse practitioner give a nurse some degree of moral andaatliresponsibility
(Gardner 200% there ontinues to be no promise odwer for nursing in Australiat

a clinical level despite major inroads involving advances in extended and expanded
clinical nursing practicef a nurse practitionerThough all nurses carry out nurse
interventions that form amajor contribution to client care, medical control
sometimes prevents the nurse having total clinicalrearhy. Doctors wio may be

less knowledgeable than senior nurses about wound dressngsto prescribe
wound dressings prior to ubg nursesespedcally the more expensive types. A nurse
practitioner who has such wound dressings on her formulary is able to prescribe
these without recourse to a doctor. This is suggestive ofaliautonomy but not of
control. However, this example provides evideri@d & nurse practitioner is able to

work as an adjunct to a doctor

In terms of autonomous rae practitioner practice, whileursinghas welcomedhis

(Gardner 200% consideration hadhot been given to addressing any power
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imbalances, neither Hanursingaddressed thg@roblems which affect retentipsuch
as nursing/medical staff turf wars, prescribing and role expan&iarella &
Mclnnes 2008p.82).Indeed, ChiarellandMclnnes (2008) state thttis may hae

perpetuated som@oblems.

Peterser(Petersenin Freckleton & Petersen 200pp.478489) discussedurses as
defendants and emerging riststhin clinical nursing practiceThe authorswere
specificallydiscussinghe emerging risk of the nurgeactitioner (p. 478). A licerec

to practice in Mw South Wales will expire after three years and the licesit®e
reviewed to ensure that the nurse practitioner retains the skills required. This ensures
that the nurse practitioner maintains the required expertise for continued registration
as a nurseractitioner (Petersenn Freckleton & Peterser2006, p. 478). At the
present time in the light of National Registratitims remains unchange(National

Health PractitionerRegistration Agencf2009).

The Ipp reforms have major bearing on issues ofgadenegligencein relation to
nurse practitionergFreckleton in Freckleton & Peterser2006, pp. 381404).

Legislativeamendmentshat have occurred in Austialas a result of theseforms
since 2003 arexplained The Ipp committee was formed in 20@2review the laws

of negligence in Australia. The terms of reference for the review indicated that:

fiThe award for damages for personal injury has become unaffordable

and unsustainable as the principle source of compensation for those

injured through théault of another. It is desirable to examine a method

for the reform of the common law with the objective of limiting liability

and quantum of damages arising from pers

Recommendations from this committee were enacted intb l@bility legislation

within the States and Territories of th€Eommonwealth in 2003Bennett &
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Freckleton in Freckleton & Petersen 2006382) A major impact of these reforms

that affects nurses is in determining the standard of care in negligence tkimeugh
use of anodified Bolam est. TheBolam st has been a standard test in negligence
for many yearqBolam v Friern Hospital Management Committee [1997] 1 WLR
582). Mr Bolam wasundergoing a course of electtonvulsive treatment (ECT) for
depressionDuring the convulsive phase in one such treatment Mr Bolam fell from
the trolley and sustained a fractured pelvis. No muscle relaxant was given. Mr Bolam
suedin negligenceon grounds that if he had been give a muscle relaxant he would

not have fallen fronthe trolley. Inenunciating the Bolam testcNair stated:

fiwhere you get a situation which involves the use of some special skill or
competence, then the test whether there has been negligence or not is the
standard of the ordinary skilled man exercisargl professing to have that

speci al skill ééin the case of a medical
act in accordance with the standards of reasonable competent medical men at

t he t {Ertractedrom Whitehouse vs. Jorddt981] All ER 267cited

in Forrester & Griffiths 2005p.92).

This test was modified to some extent in the casBadtho v. City and Hackney
Health Authority [1997] UKHL 46[1998] AC 232 [1997]4 All ER 471[199¥}here

it washeld bythe judge that:

Al n cases of mentalgmre are cases wherd, ddspite a t

body of professional opinion sanctioni ng
defendant can properly be held liabde negligence....In my judgement
that i s because, in some cases it cannot

satsfaction that the body of opinion relied upon is reasonable or
r e s p o r{Bemnét & Eréckleton in Freckleton & Petersen p.384)

This statement mewd that the judge set precedentb rejectexpert opinion wherghe
judge thought that this expert opiniavas neither reasonable naesponsible in
defence of a cag®ennett & Freckleton ifrreckleton & Petersen 2006.384) As a

result the lIpp committee recommended the use of the Bolitho appraadha
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modified Bolam tes(Bennett &Freckleton in Freckleto & Petersen 20Q.384)is
applied using the precedent of rejecting expert evidence theitier reasonable nor
responsible in most jurisdictions.The Northern Territory, the Australian Capital

Territory and New South Walesse a different modified ®@am test:

AA person practising a profession does
negligence arising from the provision of a professional service if it is

established that the professional acted maaner thafat the time the

service was provided) was widelgccepted in Australia by peer

professionalo pi ni on as compet en(Benngitr of essi onal
& Freckleton in Freckleton & Petersen 20p6384)

One of the main aims dhe Ippr ef or m was to prevent o6époc
being accepted without exdéning the wider body of expert opinian negligence

caseswithin Australia (Bennet & Freckleton iffreckleton & Petersen 2006.384):

AfPeer professional o pthenpurposes af this n ot be r el
section NSW Civil Liabilities Ac) if the caurt considers that the
opinion i.s irrational 0

This meant that a court coutdject expert opinio that it consideregrofessionally
illogical, but wasused ina similar context to the Bolame§t of unreasonable or
irresponsible Bennett & Freckleton irFreckleton & Petersen 2006.385) These
provisionsthus excludd small pockets of opinion being allowed to protect the
culpable professional from sanction in negligence, without examining a wider body
of opinion in Australia(Bennett& Freckleton inFreckketon & Petersen 2006p.
383385). This placea nurse practitioner who provides a scope of practice that is
unique and provided by that nurse practitioner alona very precarious positiont |
may only bea small pocket of opinion able to provide erpopinionfor a nurse

practitioner,should @ alleged negligence suit arisehe expanded role of any nurse
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practitioner is yetto be tested under Australian civilability legislation in
negligence but each nurse practitioner needs to be cognizarihefdefences in
negligence applicable to the scope of practice undertaken and where expert opinion

is likely to come from.

Most other jurisdictions in Australia followdtle New South Wales lead. Freckleton
outlines the scope of the rolebviously much brader than mainstream nursing. The
changing roles of nursing within the present healthcare environment give rise to two
significant issues regarding the nurse practitiqRetersenn Freckleton &Petersen

2006 p.486):

fiwhere the nursing roleseaexpanthg, both informally &t employer level)

and formally &t nurse regulator and professional clinical specialty

organisation level) there is the real potential for lack of clarity on behalf of

healthcare consumers and the profession itself, as to what is, nat, a

reasonabl e expectation I n  dorapetems of t he I
professional practicebo

In attempting to reach a decision as to whether a nurse has breached the duty of care,

by failing to meeompetehtprofdsgogahrl a cstidprotdedéa rtd o f
lay in detrmining this standard. Whenursing roles werechanging and nurse

prct i ti oner s 0 s cspegifec ordyfto thatr narset thecnarse wanrsot be

totally certain thahis’Th er act i ons adbgpeérpraissienal yppinor c e pt
by a number of r es p e dReterdenin Freckldton & Petersenr s i |
2006 p.487) There wasan element of doulas to obtaining specialist expert opinion

to assess whether the standard of competeriegsional practicactually was, or

wasnot, the standard expected of the nurse practitioner in any gheeifis role.
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The impact here wasn potential role expansion and the greater risk for potential

liability of nurseg(Peterserin Freckleton & Petersen 2006.488)

Where the expanding roles of nurses are formalised and sanctioned by regulatory
authorities, and clinical spmlty organisationsthere isa need to ensure that
competency standards are validated and consistently applied at the initial stage of
registration or certification Petersen ifrreckléon & Peterser2006,p.488). Thishas

been addressed by other auth@@&amner, Carryer Dunn & Gardner 2006 in
discourses aboutlevelopment of the nurse practitionesle, but not the legal
implications of extenditand expandegractice where a nurse practitioner provides a
unique service as a sole healthcare provider (e.g. sexual health needs in a brothel as

in Gardner & Gardnef2005 p.2).

I ncreasing demandsrolesthatare egparaliogeadd abgmgto ur s e s
meet the health care needs of our populat®ardner & Gardner 2005However,

there wasan increasedisk of being sued for negligence, due to expanding roles,
greater autonomy and rising patient acuity resulting in clinical nurse leaderg havin

to cope with this rise imore complex nursing care settinghe potential in these
circumstances of being involved in an adverse event and later being sued in
negligene wastherefore significant(Petersen ifrreckleton & Petersen 2006.489).

In terns of negligence the nurse practitioner, owing to their vulnerability in actually
assessing the standard of care is mogisét (Petersen irFreckleton & Petersen

2006 p.489).

Peterserfin Freckleton & Peterse?006 p.489 did not mentiorthe vital impatance

of the Scope of Practice or the ANMC Competency Standaittién the discourse.
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Theseare the benchmark of nurgeactitioned <linical practice There are best
practice standards for the use of all professionals in health care (e.g. breastasancer)
well as clinical practice guidelines and protacthat are mandatory requirements

within the scope of practice

Freckleton andPetersen (2006yererather pessimistic itheir views. Theypossibly

failed toappreciateclinical compegncies that havetbe met beforendorsementf

a registered nursas a nurse prétoner can take placelThese nurse practitioners
must maintain these competencies throughout their career as a nurse practitioner.
Such competencies, accompanied by a thorough examinétioa practice model in
which a nurse practitioner worlese the benchmarks of practice and can be used as
evidence for measuring a standard of cdieey did not take into account the fact
that eab registered nurse practitiondas does everyegisterednurse) has to

demonstrateompetency whethey renew their licence togutice annually

Individual Performance Reviewhich isundertakenn most healtbare organisations
(Falcone2007) is a process where each candidate must identify training needs to
meet performance criteria. This is an additional mechanism thatssss
performance andlentifieswhere goodgerformances lackingin some wayamongst
employees Problems such agriekeepingor interpersonal relationshigonflictsand

disputesfor examje, would be identified.

Falcone (2007) explored individual performance reviews as a means toyttlram

i nto a Ostrategico corporate exercise.

intellectual capital defied anor gani sati on6s feomiitd peérgy t o

measuring that human capital as a true
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success or failureFalcone (2007) assertedthat this challenge has gone mainly
unresolved because managers see performancesap@s an exercise thatcitssed

only gqualitatively on individual performance as the core foundation and building
block of the performancereve w O pr oc e s s 6 . pdvfarrmance maews ger s
as an exercise of benevolence and compliakaéconesuggestedhat there is a

0GolQyecnl ed6 of per f owhittanwalves:r management

1 Goal setting and planning.

1 Ongoing feedback and coaching

1 Appraisaland reward (Falcone 2003.1).

Falcone(2007) suggested that the first two steps rarely get addressadng the

culmination in thethird step largely theoryatherthan reality.This implied thatit

was essential for managers involved in nursecptianer development to recognise

the nurse practitioner as a capigalset in the overall strategic planning within any

health care orgasation If such performance reviews westuctured in ater to tie

a nur se poaveral perfdrmmancgaadthérsefore meritfo the teamn which

that nurse practitioner workethe overall merit of that teammus increasednd the

value contribubn of the capital asséthe nurse practitionexyithin it (Falcone 2007,

p3)6 St rategicd performance (Falcenern 2007 p.3vi | | t |
Whenthis approach isindetaken the work of the nurse practitioner would be more

readily embraced Y organisations as a capitakset within a team. The team
cohesion is also maint ai theslccessnof thahteamt e a m¢

was achieved in no small way by the nurse practitioner.
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From a legal perspective, when considering employment the rights and
responsibilities of a nurse practitioner can be more clearly defined by goal setting
and planning for further developmengngoing feedback and coaching (a
mentorsupervisoris an important resourclr this to succegdand the appraisal

aspect would dictate the success or failure of any post ensuring value for money.

2.6.5 Development of Clinical Practice of Nurse Practitionersn Australia

Gardner andsardner 2005) reporedthe results of a trial of nurse practitioner scope

of practice pror to the ACT producing its Frameworkrf Nurse Practitioners in

2006, suggesting thaven injurisdictionswhere the nurse practitioner role is well
established there is often difficulty in @rpretirg the scope of practice. This waise

parly totheh oad i nterpretation of the term O0a

range of often confusing nomaature Gardner & Gardne2009.

Gardner andsardner 20095 admitedthat in Australianurse practitioneroles were
similarly dogged by a lack of clarityn describingthe scope of practicelThe
collaborative nature of the role and the emphasis placed on maintaining a nursing
focusfor the rolehad allowed the Australiamurse practitioner to move awayd

becone separatetfom medicalcontrol(Gardne & Gardner 200h

The medical control inferenaef 6t ri esaeta stehde( Qlasrardautdated @h@ 0 4
hypothetich assumption that any nurse wipoacticedoutside mainstream nursing

into a nore advanced practice role woddat o mat i c¢c al Impdel(efg.ahel ow t |
physician assistant roleYhis hadresulted from theorists who pasitthat nurses

who practicd at a more advanced level leadhto master skills and procedures
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previously performed by doctgrbut at the same time spetiteir working lives
conentrating only on the pathophysiology of disease and disease management
(Parse 1995). Tlse wereprocesses to be masteredorder to provide optimum

sewvices for patients, but they wermtt he oOwhol ed nur se. Thi s
also leads the fieldyorldwide, innurse practitioner developmel¢causehe issue

of adherence to medical contrbbs largely beersuperfluous The emphasis in

Australia is orcollaboration and holistic care within a caring ethosw8ing.

Gardner andsardner(2005)usedthe trial of practice procesbased on the prenas

that researchers did not know prior to conducting reseahett the potential scope

of practice might be within any demonstrated clinicaddel (Gardner &Gardner
2005p.1). The four models selected wesexual health with an outreach component,
wound care, mental health consultatimson and military primary care. Each
candidate worked as part of a multidisciplinary care team. Aspects of role extension
consisted, at that time, of procedures that latgide theAustralian Capital Territory

(ACT) legislative frameworks, such as prescribing, referral, ordering of diagnostic
tests and some treatments. These aspects were monitored, supported and reviewed by
the specific model 6s the legainrequirments farpgheser t t
services being met by the medical mentor withia tkam (Gardner &ardner
2005. This was necessary to ensure that the participants within the study were
supported by the medical staff mentor, in fulfilling all legal iegments with regard

to clinical supervision of nurse practitioners iaiting Comprehensivaegotiatiors

wererequired to this en@Gardner &Gardner 200b

127



Fifty one patients (% n-302) indicated prior knowledge of the nurse practitioner
services. Catlidates receivedeferrals fo 56% of patientgless thanl68) primarily

from other health professionals within the base organisation. The mental health
candidate received referrals from GPs as did the sexual health candidate who also
received referrals @fm community health and support agencies. Throughout the trial

t he support t eams undertook clinical
management plans for patients. Of 396 completed clinical reviews across the models
only three caused disagreementsall cases, the team considered the circumstances
were beyond the control of the candidatesceonedand thus had no relevance to the

outcome of the study (Gardner@ardrer 2005.

Each candidate was able to develop a specific scope of practice foottet within

which they worked ad, at the same time, identifyrther training needs required to
further develop the model. This process was a totally different approach to any other
scope of practice model approach gimented elsewhere améhs very innogtive in

developing nurse practitionergmtice (Gardner & Gardner 2005

The findingsof Gardner and Gardner (200Blustrated the diverse nature of the
health servicehat nurse practitioners wea@ble to neet. This include service for
brothel workes; specialist wound care management and liaison for mental health
patients admitte to acute hospitalsThis further addedredence to the Australian
approach to nurse practitioner development being firmly rooted within a nursing
ethos and nobn medical ontrol. Medical controlis advocateds the appropriate
approach within nurse practitioner practice elsewhere, such as the(R&a#son

2007)
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Gardner et al. (2008urther exploredthe level and scope of practice of the nurse
practitioner in Australijmnd New Zealandusing a capability framewoykeekingto
identify competency standards for the extended role of the nurse practitioner in
Australia and New Zealand (Gardner et2008). In doing sahe authors became
aware that while competencies descrilmedny of the characteristics of the nurse

practitioner they did not tell the whole story (Gardner e2@08).

A secondanalysiswas undertakento ascertainrwhether or not the components of
capability would adequately further explain the characteristitsthe nurse
practitioner (Gardner et a008).Results showed thatapability and its dimensions

is a useful modelfor describing the advandepractice level attributed tourse
practitioners. The nurse practitioners described elements of their practite t
involved using their competencies in novel and complex situatioey had not
previously encounteredis well aswith the familiar. The authors concluded that
nurse practitionerslemonstrated creativity and innovation as well as the ability of
knowing how to learn, having a high level of selfficacy and working well in

teams.

Gardner et al. (2008) adduceatiat distinguishing between different levels of
competencavas a particular problem when it comes to assessing clinical (€kittst
2000cited inGardner et al. 2008)rom this researc¢hhe researcherncluded that
in addition to competency frameworks, nurse practitioner standsindsid be
informed by an evahtion approach that accommodaidditional characteristics
and the researcherdescibed the secondary deductive analysis for thieidy

(Gardner et al.2008)
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Capablepeople wereriewed ashaving highlevels of selfefficacy, they knew how to
learn, they werecreatve and most importantly they werable to use their
competencies in bothew and familiar circumstance$hey were more likely to

manage complex and ndinear challenges (Gardnet d. 2008). The researchers

aligned this to the requirements for capability involving the role of the nurse

practitioner. Findings of this researcimoted that nurse practitioner narratives

suggested that not only were nurse practitioners ready to utilise the knowledge they

had accumulated through education and experience but were also committed to a

process of building their practice knowledgtoweve it could be debated that this
was not newin terms of defining capabilityAll registered nurses, in order to
maintain their individual level of competendeaveto be prepared to undertake a
similar process, albeit at a lower level of prac{iastralian Nursing and Midwifery

CouncilCompetency Statards for Registered Nurses 2006

Gardner et al. (2008pased their study on a previous 1995 study, rhatle no
reference to capabilitpmongst nurse practitioners from the standpointgamfing
and applyng extended knowledge that included and the awareness about when it
is safe to take riskg\ccording to Gardner et al. (2008ppable peopleverepeople
willing to experiment and take risKPhelps,Hase & Ellis 2005 in Gardner et al.
2008) However or the nurse practitioneéhese risksouldinclude a certain amount
of patientriskk nd onedés ability to r ecogonnotse
may come into question. The wotkat theauthors cited for the charaastics of a

capable persomgriginated ina studythat revealed the characteristics of a capable

computeruser (PhelpsHase & Ellis2005in Gardner eal. 2008 p.3. It would have

130

wh e



perhaps been more appropri#itéghe Gardner et alstudy(2008) had drawn from
these characteristicand documentedhe applicability of them to the nurse

practitioner.

Dunn et al. (2008) describe@ web based teaching tool that developed expertise in
prescribing, based on the National Prescribing Service (NPS) Quality Use of
Medicines (QUM) principlegDunn et al 2008. As a result of the newness of the
role al nurse practitioners are comparative novices, in terms of presc(iDungn et
al.2008) Because prescribing is no longer the sole province of medical practitioners
veterinarians and dentists, »densions of this practice to other healthcare
professionals, including nurse practitioners, is seen as a way to improve the quality
of service offered to patientdhis enhances thenaintenance of patiensafety
increasing patient choice and improving a&ss to servicegDunn et al.2008)
However, nurse practitioner prescribing remains politically and professionally

contentiousPearsor2007 Dunnet al.2008.

A consortium made up ofigh level Australian multidisciplinary, regulatory and
educational paners including members of regulatory bodies anmiversity
academics collaborated to develop flexible innovative professional education to
enhance nurse practitioners6 judicious
the Quality Use of MedicinesThis was an important factor in maintaining a
multidisciplinary approach and helped to ensure that education and practice were
addressed togethébunn et al 2008). The programme devised by the consortium

assisted in supporting nurse practitioner presagibaxpertise so that a nurse
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practitioner was able to progress from a novice prescriber to a competent prescriber

and broaden prescribing boundaries.

These freely available usefulinteractive wekbased modules engafenurse
practitioners in relevant profassal education based on research @uality Use of
Medicines principles. The collaboration of key Australian organisations in
developing this programme formeah outstanding platform on which to build
clinical excellence and professional acceptance witfie contentious arena of nurse

practitioner prescribing (Dunn et 2008).

The programme was significant advance in addressing prescribing issues and
providing the necessary education to addprescribingissues. This project waes
developing procgs but in time to comea positive outcome may be ftnaining in
prescribingto be collaborative, with both doctors and nurses using this interactive

training proces¢Dunnet al,2008)

Critics of development of the nurseagtitioner role in Australiavereinsistent in
cutting the nur s &Pegetera2003phentteyncensidedethevn t o
negative value oprescribing and other expandedactice initiatives within nurse
practitioner role development. This is sometimes referred tthadall Poppy

Syndrome Peeters 2003 This is particularly relevant to medical staff (see Dunn

2004; Gardner 2004; Gardné&r Gardner 2005; Pearson etl. 2007; Dunn et al.

2008)

It is possible that nurse practitioners ai@ims of Tall Poppy $ndromein Australia

asthe role is notyet universallyaccepted within the nursing profession, the medical

132



profession or the healthcare workforce as a wheleause the nurse practitioner is
treated differently to other healthcare professional discipl{Regters @03), This
occurs sometimes to the detriment of the development of the role of a nurse
practitioner This further supports the Yuginovich (2009) notion of inietra

professional downward closure.

2.7 Chapter Summary

In this chater conceptstexts and disussion paperselating to the five countries
studied that best served to answer the research quedtiave been reviewed
Concepts explored related the five countries studied. There is paucity of
knowledgeabout legal issues as partrafrse practittner role development and this
is reflected inthe limited articles able to be sourcedssues have beaaisedabout
legal implications of the expanding role of the nurse firacer. Fewresearchers
have exploredthis areaevenfewer have proveihrough research, the implications
for lack of knowledge about law irelation tothe daily extendedpractice of the

nurse practitioner.

The concept of a theory of liability has not been addressed in published literature in
Australia Thiswasan important stem reducingany potentiakanctions placed upon

the nurse practitioner in alleged negligence especially when the scope of practice
clearly definel areas of potential liability and clinical rigBaker 1992) Petersen (in
Freckleton & Petersen 2006.487)took thefirst stepin discussing the increased
litigation risk but the nursing profession need to go a step further in making liability

and clinical risk anajor featureof any scope of practice.
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Current Australian governmemight be well advised to ka note ofPearson
(2007) and its contents, with regard to different ways of working in healthrease
practitioner role development and the problems associated with this in the USA.
Some of the problems, such as turf wars (Pearson 2007) and exptredstgppe of

practice that were encountered in the US&ld be minimised in Australia.

In Australia, as in the USAUK, New Zealand and Canadd# is necesary to
recognise th@ositive impacthatthe nurse practitionerole has within the healthcare
workforce Even more progress could be madgth the correct legislative change,

such as access to the Pharmaceutical Benefits System @®BISjhe Medical
Benefits Schedul@IBS) without a quazsupervisory role by doctors implied within
current legislatio (Federal Government of Australia Heakimendment Bill (Nurse
Practitioners and Midwives) 2009) The et hos AastraliaGsFequally Go 6
applicable to nurse practitioners as it is in other employment arenas throughout the

country (Dunn 2004).

Findings such as these have identified a need for the current study and contributed to

two of the three research questions for this study:

1. To what extent did nurse practitioner development, educational requirements and

legal and professional issues diffatween five countries?

2. What is the most appropriate approach to further enhance the professional

autonomy of nurse practitioners in Australia?

It is intended that the answering of the above will enhance the body of knowledge in
nursing and positively pronte further development of the nurse practitioner role.
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CHAPTER 3 METHODOLOGICAL THEORY

AHumani ty wil| ever seek but never attain

andkep on tryi nd®b5)( Dora Russell

3.1Introduction

The methodological theoryor this study wasderived from The Parse Human
Becoming Theory (Parse9%5), which clearly demonstratéige interrelationship of
humanbeings the universeand health (Parse 199p.9). The nurse practitioner, a
clinical expert, is chiefly concernetith peoplerelevant to their health stat(Barse
1995) Thetheory can be directly applicabie the nurse practitioner journegnd its
relevance tcdhumanpatientswithin the unverse and their healtffhe theory is not
based on g@roblem solvingapproachlt is alived experiencdor all partiesthatis

dynamic and evolvingParse 1995)

The Parse Human Becoming Theory has its roots in phenomenology (Parse 1995
p.5) and hermeneutics (Parse 1995 271272). It is the study of lived, human
phenomena withireveryday social context3he phenomena occwithin the lives

of people wlo experience them anithey are comprised ofnythingthat human
beings live or experience (Tichen & Hobson in Somekh & Lewin 2@06.21).
Phenomena can bdirectly researched expling humanknowing by accessing
conscious thought aniddirectly by investigating humabeingsby accessing their

senses and shared background, meanings and practices.

This presentedhe differing perspectives of phenomenology (Tichen & Holson

Somekh& Lewin 2006, p121)if approachesvereexamined in terms of foreground
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andbackground (as in photographyhe researchefocusedon the foregroundthe

direct approachandthen on the bekground (theindired approach)n the same way

we take a photagph. Themainfocus wason the foreground (directe. the subject

of the picturg, which in phenomenology would b& k n o wand ghén on the
background (indirect), which would be our perspective on what relation the subject
of the picture(the personhas with the background. The shared experience of life
within the universe is thbeing Taking a photograph is a form of phenomenology
because a@hotograph illustrates a livedxperience of life through an expressed

image.

3.2The Origins of Phenomenology

In the 1800s, German philosophers began the quest for a new approach to
interpretive science. The work led to the development of two philosophical
frameworks that still influence interpretive methodologies toddysserl (1859
1938)founded phenomenologgremsed on epistemological conceststhe starting

point wasthe separation of a conscious actor in a wofladbjects (Grbich 1998).

This wasthe root of thedirect approachused in this study in which thesearcher
investigatedthe foregroud of the phenomenon and developeglsearch questions
thatrelatdt o a systematic study of the ment al
(Tichen & Hobson in Somekh & Lewin 2006.123)This meantt h a t a perso
unique place within the universe wasplored in tle contet of the way a person
describedhis (the foreground) and images that crdatesense of being with others

in the universe (background).
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While accepting the epistemological premise of phenomenology (Grbich) 1998
Heidegger (1992) disagreed with Heds believing that humans wergrimarily
rooted and immersed in thveorld and not separated from ftheywere part of the
world, fully integrated and not separate enti{i@@sbich 1998) The ultimate goal for
Heidegerraimphenomenology wa® deepen ounnderstanding about what it iste.

His concern is ontological. Thadirectapproach used to study phenomenon grows
from this ontological root. Researchers exploreow participants interpret, make
sense and seek meaning within their wol@sbich1998) The Parsdheory (1995)

follows this approach.

Neither Husserl nor Heidegger any of the philosophers whimllowed developed
methodobgical frameworks or procedureBhey concentrateanore ondevelopment
of theories because theories wetteeir chief nterestandappearedess interested in

applied reearch(Grbich 1998)

In nursing Benner (1984)Parse (295) and Crotty (1995) are best known for their

work on phenomenology, eachawing on the work of Heideggé€michen & Hobson

in Somekh & Lewn 20@). Crotty (1995)disagreed with the Benner approach,
inferring that Benner Omani pul atedd the
processes of phenomenology within her research, rather than applying the concepts

of phenomenology to hework. Crotty (1999 became extremely critical of this

modified approachAccording to Crotty (1995) this wasappropriateas any type of

Omani pul ationd may | ead to inaccuHacies
was correct to criticise manipulatioof phenomenlogy within researchwithout

applying the concepts withphenomenologyo theresearch.
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3.3Hermeneutics

Hermeneutics is the art and science of interpretation (Neumari). 280origins are

both traditionaland modern. The traditional focusfisding meaning within a text
followed bycentral processes of interpretation and understanding. Without meaning,
there can be no interpretation or underdtag (Parse 1995).nl order to for
example, understand and interpret the Ten Commandmeénts Biblical tet,
researchers auld have had to understand the meaning bethiedaying down of
these Commadments to Moses on Mount Sinavhy they were givenat that

particular time and key events surrounding this phenomena.

A hermeneutic study where the human becwrtheory is the perspective is rooted

in the basic principles of the theory adducing that humans structure personal meaning
in co-creating rhythmical patterns while -t@nscending (transforming) witthe
possibles. Cdranscending within the context odiBe means that humans forge their
own unique paths with shifting perspectives as light is shed on familiar rhythms in
life. The energisindorce of forging ahead in life or standing sétlivensi f e 6s ebb
and flow as one is livingpetwea conformity anl nonconformity, from certainty to
uncertainty and from the familiar to the unfamili@arse 1995)Each of us will
respond in our own unique way to these foroced #hus our own ctranscending.

The different ways of becoming (being within) resultaminevitable ambiguity in

the creation of different ways of becoming, in sfmming within the universe.
Parse has identified that peopléll change as theyespond to the ebb and flow of

changing forces of life within the univer@arse 1995).
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In sunmary, research involving hermeneutics is a dialogical process uncovering
meaning interpreted through a particular perspective (Parse p94). In this
study the perspective will be the meaning found inlitexd experiencewithin the
journey and thevork of nurse practitionerand how the human becamgi theory is
applicable to the world of the nurse practitionsing a restrictiofireedom approach

(Mitchell 1995in Parse 1995.161165).

The Heidegerrain(1962) approactas used by Pargavolved the fsudy of human
experiences studied through human projects (e.g. the development of the nurse
practitioner role as seen through the lived experience of nurse practitiortbesr
care of patientand their journey to endorsemgnit wasa way of understating
human existence through the interpraext dialogug(Parse 1995)Interpretation is
the mtological emergence of meanirgising as the researcher views and dwells
within the text In other words e researcher forms meaning within the text, by
appling the Human Becoming Theory to thext. This meaningis interpreted
throughthe posts of the Human Becoming Theoiry a restrictiorfreedomcontext.

As the nurse practitioner evolves within the wamse of clinical practice,
undestanding is developedboutthe elements of the role that are restrictfeey
restrictions in prescribingnedication suclas lack of access to PB&nd also the
freedomthat the nurse practitioner hisdaily practice (e.g. acting as an autonomous

practitioner)

There haseen much debate about medical contmadvanced nuespractice roles
(Pearson2007). Medical control is less apparer Australia, interms of nurse

practitioner developmeniGardner 2004 however,there is much debate about the
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control that medical nactitioners are able to impose on nurse practitioners and

mechanisms to reduce medicahtrol.

While theremay be elements of negative aspeating to medicatontrol within

the nurse practitioner rokevident in dinical practice the ethos of arse practitioner
development waa nursing ethasMedical control where it exists not necessarily
duetot he practice model empl oyed (e.g. wWo m
mental health or primary care) by a nurse practitionather it isthe degee of

medical control that a doctor places on clinical supervision and imposing
unnecessargirectionof nur se practitionerso clinica
to prescribing medicinal products and ordering diagnostic tésig Federal
Governnent of Australia Health Practitioners Amendment Bill (Nurse Practitioners

and Midwives) 2009)The competence of any registered nurse practitioner is already
proven and should be acknowledged as sbotedomin this study wagxamined in

relation to theclinical autonomy within thepractice modelin which the nurse
practitioner isemployed and restrictiowasexamined in the conté of the negative

aspectof the nurse practitioneole where medical control is more obvious

The additional texts exploredin this studywere provided bythe transcripts of
interviewswith nurse practitionersThe Pars& heorywas applied for discussion of
the current research findings combination withthe Strong Model foAdvanced
Nursing Practice (2QD which also has itsoots in phenomenologylhis process
provided a modelof practice for the nurse practitioner that will be capable of

measuring the complexity and extent of nurse practitioner vamdk evaluating
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knowledgeof and theperceivedrelevance of law to this worlis seen through the

eyes of nurse practitioners

3.4Explaining the Human Becoming Theory

The Parse Human Becomifidheory was first created in 1981 as the Mawing-

Health Theory and is a human science theory (Parse 1981). The change of name is
related tathe changg at that time, in the dictionary definition ofanto mankind to

male genderThe Human Becominglrheoryis not therefore,genderspecific. The
theory is grounded in the belief that humansaathor their becoming (being or to

be) in mutual pocess with the universén this study the nurse practitionean be
seenco-creating clear patterns that reveal the uniqueness of both the human being
and the universean relation to therole of patient carén nurse practitioner clinical
practice(Pare 1995) Parse uses the tetmmanto meanHomo sapiengyenerically

(Parse 1995 p.5). The assumptions of théluman Becoming Theory in the

philosophicalcontextare:

1 The human is cexisting while constituting rhythmat patterns within the

universe(Pare 1995 pp.56).

1 The human is an open being, freely choosing meaning in situatods,

bearingresponsibility for decision@Parse 1995p.56).

1 The human is a living unity whoontinuously constitutegatterns of relating

with other humans, living cedures and his/her owaniverse (Parse 1995

pp.56).
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1 The human is transcendin@ransforming) in many dimensions with the

possible withirhis/her own univers@Parse 1995p.56).

1 Becoming is an open press, experienced by all humaPRarse 1995p. 5

6).

1 Becoming is the pattern of relating value pties, what is important in life

(Parse 1995p.56).

1 Becoming is an intesubjective process of transformifiganscending) with

the possible withinh umandés uni vepp.H68). (Parse 1995

1 Becoming is hman evolvingParsel995 pp 56)0 .

Threeadditional assumptions in additionttee philosophy context are:

T Human becoming is freely choosvhahg per
is important to them, what is not important. This is w#ebjective ad
evolves within many areas of our lives such as work, health, leisure,

education, what we see, whaé doand our experiences in life (Parse 1995

pp.56).

1 Human becoming is eoreating rhythmical patterns of relating, in open
process with the universeh o we ar e, what wke ido tamme

overall scheme of life.

1 Human lecoming is cdranscending (ctransforming) through many

dimensions with the emerging possibles of life (Parse ,18956)0.
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There are three major principles that flow ditlgc from the philosophical
assumpt i onBheon.fTheRpanciges 6ring to light the notion mdradox
apparent opposites but dimensions of one phenomenon (Parsef89%). It is the
only nursing theory that regards paradoxical processes a®imnhe being human.
These paradoxes are to be viewed not as problems to be solved or eliminated, but as

natural rhythms of life (Parse 19956).

3.4.1Principle 1

AStructuring meaningand freely choosing meaningpg many dimensions is €0
creatingreality through languaging of valuing and imagm@Parse 199%9.6). This
principle means that humans construct what is real for them from choices made
within many realms of the universe. Humans apatinuously languaging values,
expressing through speaking,itivrg, being silent, moving, being stiiParse 1996

Valuing is the confirming or not confirming of what we cherish in therpfiective

or reflective knowing within imaging: what we understand through learning within
the universe and what is precioosus as a result of this learning. Humansczate
meaning whichchanges as we move through the different experiences of life. As
new images arise, these expand the possible. People live their cherished beliefs amid

the process of evolving (Parse 19p5).

Within this theory a nurse practitioner will forrar have formedyalues that guide
thework of a nurse practitioneiThese values will create meanitigough thdived
experienceand by using these values they wib-create within the universe éh
individual meaning and practice derived from unique human values. Each person

within the universe has a unique perception about how we apply ourselves to our
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work, through experience and value formation about what is important ihese
values arisehrough their day to day work (the apex) and through the role definition
of a nurse practitioner, as interpreted by a nurse practitioner (the origin). These
values become apparent as the apex and the origin hapgsrorade through the

processes of evolng.

Theimage of becoming a nurggactitionermay becomepparent to someone as a
possiblenext step in their caredthe origin) because they see this as a means t
make a di f f er 8vasctieat ismore pignificanttimbh théir present
contribuion (Gardner 2004)They have the image (possibility) of moving upward
within their employment organisation, anceggersonal development their sights
as otherdefore them havsuccessfully done. Thegnergise within this image the
notion of belief inoneself that this image can become reality and it is pre¢mus
them After much thought, they appty their Health Districfor the position ohurse
practitionercandidate The application is successf(the apex) The next stagén

theirlife become reality.

3.4.2Principle 2

fACo-creating rhythmical patterns of relating is living the paradoxical unity of
revealing or concealing, enabling or limiting, whilst connecting or separaiing

(Parse 1995p.6). This means that humans live in rhythm with thaverse, ce
constituting patterns of relatinghese patterns are paradoxicahature. A person
conceals or reveals edtonce t he oOwhod one is becomin
person one waand the person one is to li@necannot reveal the all @fhom one is

and there is always mysteryleinghuman (Parse 199p.7). In life, there are many
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choices and one can be enabled and limited simultaneously. For every choice, there
are opportunities and limitationgith each choicePeoplecannot have one wiout

the other. When people move together and separateft-atice, we connect and
separate within the natural ebb and flow of the universe as we evolve through the
rhythmical flow of cecreating. All humans live with mutual processes together and
sepaately dl-atonce within the univers¢Parse 1995p.7). There is a shared
experience fothe nursepractitionerevolvingthroughlived experiencesaringfor the

patientalongside théived experience of the patiein the context of health.

A group ofnurse practitiones might beat a seminaaboutthe value of bift control.
They would cecreatealongsideheir colleagues the importance of the discussion and
its relevance whin the universe for patients. This takes pleegardless oWhether

the groupis composed of men or womear a combination of bothirheymight then

think aboutwhat values are precious to themsupporting, or not supportinghe
notion of birth control. Theyeed to make a choice. Procreation of the species is a
natural rhythmof life within the universe. The nurse practitioner nidgcide that
theydo not support birth control. Theseparate from the support@fthe notion of

birth contro| even though they might lmtting adjacent to them armbnnect with

the people who areoh supporters, even they are sitting across from theon the
other side of the ron. Theyt hus &t r ansc e nid duppartsof karth per s o
control, with all its opportunities and limitationsThis becomesa value that is

precious to therand everyoa el® in the room that supports theiew.
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3.4.3Principle 3

ACo-transcending with the possilslés powering unique ways of originating in the
processof transforming (Parse 1995p.6). Parse (1995) suggests that thisans

that people forge pathsunique pathsvith shifting perspecties as differing meaning

is placedwith the familiar. The energising force of forging ahead or holdiagkb
enliventhe ebb and flow of life as one conforms to the norm or moves away from the
norm, as one mogefrom certaty to uncertaintyor as one shifts away fronhme
familiar to the unfamiliarHumans seek to be unique and et others all-at-once.

They live with the inevitable ambiguity of creating different ways of becoming, in

transforming(Parse 1995.5).

In another example, family makesthe decisiorto migrate to a new country. They
will move from the familiar to the unfamiliar, theertainty to the uncertainty. They
will need to learn what conformity means in different surroundings in a different
culture perhaps, in order to understatite notion of not conforming. The family
forge ahead toward a new lifehdy do not yet know what thigfé will hold. The
family proceed with the ambiguities of fear of the unknown, hope for better things,
the different &periences they will have, and thagpire toward an improved quality

of life.

Such is the reality for the nurse practitioner, who proceeds from the kasven
registered nurst the unknowras a nurse practitionegxperiences different aspects
of nursingpracice and patient care and strivihg give patients a better quality of

life.
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The noti on ionotnéc Bepaa@ruaotegl by Remen Remen 1996p.
261 It must be noted that Jung came after tH& &htury athirteenth enturylraqi

philosopherstated-

fEach person is born with an unencumbered
regret, free of ambition and embarrassment, free of fear and worry: an

umbilical spot of grace where we were each touched by God. It is this spot of

grace that issuegeace. Psychologists call this spot the psyche, theologians

call it the soul, Jung calls it the seat of the unconscious, Hindu masters call it

the atman, Buddhists call it the dharma, Rilke call it inwardness, Sufis call it

gualb and Jesus called it thentre of our love.

To know this spot of inwardness is to know who we are, not by surface

markers of identity, not by where we work or what clothes we wear or how

we like to be addressed, but by feeling our place in relation to the infinite and

inhabiting it. This is a hard lifelong task, for the nature of becoming is a

constant filming over where we begun while the nature of being is a constant

erosion of what is not essential. We each live in the midst of this ongoing

tension, growing tarnished or covdrever, only to be worn back to that
incorruptible spot of grace at our coreo

While this quotationis ad i f f er i ng n ot tothat ofPdrse, thbre areo mi n g «
unmi stakeabl e parallels. It becomes app.
realms of agiritual dimersionin whichall of us live. Atthe same timé& becomes a

co-created process of evolving as we ebb and flow during the process of living our

lives, suggesting thalife is full of the variants we encounter by meeting different

people, by oulearning and value formation and the closeness or otherwise of family
members. Where there is no family unit we reach out for the support of others

outside the familyParse 1995p 4-6).
3.5Research Paradigms

Research flows from a value laden ontoldgythis studyontology isused to mean
study of concepts and the nature of being) or paradigm perspective. In nursing this

paradigm perspective centres on a certain view of human beindpealtial (Mitchell
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1995 in Parse 1995 p.161). Using theprevious analogy of the lensfrom
photographyone can view the paradigm fnothree different perspectivebhe zoom

lens focuses on participants and particulatke wide angle lendocuses on
relationshipsand the motion lens focusesn process (Smith 199® Pase 1995

p.16]). In this study thefocuswason all three perspectives at diféat times. The
6zoom focusedo® t he nurse practitioner part
prac i ce. The 0 fecusgeslonavimagrélagionshipsnase Gignificanteach

pat i ci pant . T h cussedam tpioaesses kcomaernidg the participants

such as qualifications necessary to become a nurse practitioner, assessing

competence processes and the processes within the endorsement journey and beyond.

3.5.1The Nature of the Restriction-Freedom Paradigm and the Parse Theory

The restrictioAfreedom paradigm extension to the Parbeory wasdevelopedby

Mitchell (1995 in Parse 1995 p.161165 who studied the restrictionfreedom

paradgm in relation to elderly pgents Shedefined restrictiof r eedom pati e
daily lives, guided by the Pars¢éuman Becoming Theorge.g. movement and the

freedom and ability to move).

The presenstudyalsoexaminel the restrictioAfreedom paradigm, guided by Parse,
using all threedé | e ndf the énalogy of the camera. The study examined the
restrictionfreedomparadigm asthe lived experiencéof nurse practitionerin ther

day to day workFactorsthat wererestrictive,factorsthat constitutel freedomto act
make judgements dnfollow up when treating patientsvithout recourse to a

supervisoror other healthcare personnetre all explored

148



The restrictioAfreedom paradigm is a basic tenet of existential thogigfitchell

1995 in Parse 1995p.161) This paradigm posits thatuman beings create the
meaning and essence of their lives, as opposed to deities and authorities creating this
meaning for them. Heidegger, from whom Parse drew to substantiate her work, was
an existentialisand theexistential features of the restrictimeedom paradigm relate

to three basic truisms:

9 iHuman beings are born with certain unchangeable features that
provide a defined yet .open ground for o

9 Human beings are born as finite beings, in thatleing can exist as a
possibility with being

T All human beings are born at a particular time and place in the
historical evolution of the world (Mitchell 199&ted in Parse 1995
p. 161p.

All these truisms mean that human beings live with certain unchandgeahleesof

their livesthat ma both enable and limit their journey through life (MitchE3I95in

Parse 1995p.165 . Hei degger referred to(Parski s as
1995p.165) I n bei ng 0O°t-bxiste with 6thes aspadimits meimg, and

yet, one is pure petnt i al for being and becoming
possibilities (Mitchell 1995n Parse 19950.165. Without memory for examplea

person cannot retain information, without reasoning ability a person cannot analyse
information and gain meaning from However, fully equipped with these abilities a
personshows their uniqueness, lbgtaining informaton and gaining meaningom

informationby reasoning in potential for being in their journey through life.

Parse suggestedthat human beings experierteestrictionfreedom in unique and
shared ways. Indeed freedom cannot exist without restriction, for each opposing

force breathes vitality into the other. The rhythm of the restridtieadom pattern
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might vary throughou life and in different culturesut all people experience

situations thaarerestricting yet freeing.

In this study, restrictioAfreedom wasexamined through the natural rhythm of the
work of the nurse practitioner to discowehat restrictions or #edoms existvithin

nurse practitione 0 b éni Auggrdlia a nurse practitionehas some prescribing
privileges accading to an approved formulary bod Index of Health Professionals
(IHP) provider number thatllows accessto the Pharmaceutical Benefits System
(PBS). The PBS system sutlises a prescription and there is no dispensing fee
though there is a charge for the drugs themselves. All prescriptions written by a
person without an IHP provider number incur a dispensing charge to the patient for
whom the prescription was written. Therse practitionemn primary care hasthe
freedom to prescribe but this is restrictive, because the prescription will incur a
charge to the pent and the nurse practitiondn order for the prescriptioto be
dispensed free of charge the nurse practérhas to have doctor to countersign the

prescription(restriction)

ft he above situation is a paradigm of
affected is able only to live within the potential for being: to do only what is possible
to obtainthe drugs without further charges beingurredandthis reduce their own
potential for beingbecause they lack the autonoroy do so This means that a
legitimate prescriber in Australia without access to PBS is severely disadvantaged, in
comparison tgeers in other countries, yet the International Council of Nurses (ICN)
advocates universatandardghttp.www.icn.cli accessed June 2007)his is, in

itself, a multtdimensional paradox.
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3.5.2The Nursing Perspective

From the Parse perspective, humamfgs cecreate health imelationship with the
universein the unfolding process of living value ignties. Human beings are
unitary, living in mutual process with the universe and are free to construct and
structure the meaning of lived experiences twvenin unique ways toward possibles

that are cecreated with other@Parse 1995.4).

The first principle & the ParseTheory guided the researcheto realise that each
par t i cregita nwasdsiquely created involving the articipant® chosen
meaning, values and experiencd$e secad principle guidedhe researcher, in the
context of this study to view the nurse practitioftem their ceconsttuted patterns
of being An example would béhe personwho theyare and what they believe is
importart in life that may impact on their work such as working within a tdaging

well supported obeing isolated

Each of these examplewas likely to influence how a participamhight respond
within a work setting. However, the researchvasnot judgemental wén guided by
the Pars@heory. Theresearcheembracd the values and beliefs the participdwatd
and livedwithin these valas, cecreating with the participanvhat wasimportant
and transcending with the possibles, in terms of care planning and managéme

the patientbés care.

The main conceptsvere revealingconcealing, enablirimiting and connecting
separating Parse 1995)The researchewasonly able to work within the realms of

what a paicipant chose to reveal and haw knowledge about that hich the
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participantchoseto conceal Thee mayhavebeena s pect s of a parti ci
life that the participant choge reveal or conceal.Theremay havebeen conflicts

within working relationshipshat the participant felinable to talk about

The third principle mvolved the concepts of empoweringoriginating and
transforming. These processes reBecthe belief that people continuously reach

beyond the now and look to the future-amstituting and careating possibles

within the multidimensional realities ofife. The researcher guided by this

principle, recognised and acceptech e s e pr i ivadt peese x patilei éhced
working environment with the nurse practitioner Thi s i 9r e leFamset 60 t(r u
1995 p.5). The reseaterdidnotda t e mpt to i nfl ueewswth t he p
regard to choies. Rather, the researcher talikedhe participant in depth to see the

par t i cpergpectiveiins accor dance wlivedhexperieneeang ar t i c i
value prorities: what values the participant held that maitie participantive and

act in a certain way, even if this way proves contrarythe sipervisor. The
researcher could ngadge the participanh a negative way ando-constitutel with

the participant the ways inhich the participant overcame proble(®arse 1995).

To be guied by the ParseTheory the researchefor this study utilised
communication skillenddemonstrate the ability to dialogueand gain rapport with

a participant This was extremely important. The researcherbegan with a
metaphorical blank pag and t he i nd e hedh mesearcliee and | v e d
participantco-createdhe rhythm of the interviewand transcendedith the possibles

in term of actions and processes thatcoastitutel the journey of lte nurse
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practitioner in theéreatment and management of patient gavidedby the nurse

practitioner

This approach presentéite nurse practiticer with an opportunity o 6 me airs ur e 0
unique work byco-creating this work alongside the rhythmwisthe researcherThis

was demonstratedy development othe care plan and supporting documentation.
Often, a nurse practitioner dealtith a whole health care episode for a patient
without recourse to another healthcare professiandltherefore the oa plan and
documentation of same weseen as the work of one person, not a multidisciplinary
team In measuring the care plan and management of care, several markers can be

investigated such as

1. Physical examination: the method of inquiry and documentafiéindings

2. Abil ity t o mak e a di agnosi s of a pat

documentation

3. History taking and method of inquiry and documentation of findings

4. Investigations ordered and the rationale for these investigations: examimeghthr

documentation;

5. Prescribing and the rationale for the prescription: examined from formulary and

documentation

6. Thetasks a nurse practitioner carries out that a mainstream nurset carry out:

examined vianursing documentation, endorsemeagulation and job description
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7. The intervention carried out by the nurse practitioner that may demonstrate
capability whilstworking in complex and straightforward situations, innovation in
nursing practice, analysis skills, problem solving, learniaging place whilst
intervention occurs, reflection on actions taken and working autonom(&atgdner

2004 p.1).

8. Theattributes a nurse practitioner has that may be unique. For example, the ability
to work in the absence of a physici@apability in carrying out certain procedures
well that would normally be assigned to doctarsl capability in making clinical

judgementsexamined through scope of practice gatient carelocumentation.

Within the legal and professional perspectivee Parsemodel (1995) also has

distinct advantages. The greater the true presefoceexample,the lesser the

possibility for compaint and subsequent litigatidar a bond has developed between

the nurse and the clienfThe researclnterview dialogues identified that the nurse

practitiones had formed a unique bonavith the patientthrough the partnership

formed within the lived experience. Both nurpeactitionerand patient worid

closely together in finding solutions to health problems and the maintenance of good
health. Tot he best of t he thePasdheaybfiers diuech butn o wl e ¢
has notbeenutilised previously in relation to the nurse practitiopeurney and the

role of a nurse practitionevithin Australiain the legalprofessional context

The theoretical proposition that relates to the lived experience has been defined as
imaging the originating of enablidgniting (Parse 1995) This meantthat a
participant was able to provide images to the researcher about what had enabled their

practice andvhat limited their practiceln this study ach of these concepts was
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considered in the light of extending research guided by the PE998) Theory in

order to explore the depth of knowledigvelopment.

Imaging is the process through which people coudt reality, seek answers and

develop an understanding of the world through thegnateon of new ideas (Parse

1995. Interview datafrom this study synthesised and extractd®e meaning of

reality for four nurse practitionedexperiencs of restiction-freedom This was

shown by illustratingevealingasthe phenomena nurse practitioners sesad¢br in

their imaging abouhow restrictiorfreedom affectedheir clinical nursing practice.

These werentegrated intdreely taking actiorand making decisits (freedom) or

aspects of practiceanpinge or interfere withp ar t i ¢ i p a n tinsclinicg] ud g e mi
practice, such as being restricted in practice by a physician (restridanmicipants

were able to identify certain freedoms and restrictions that direffitcted their

clinical nursing practice.

Originatingrepresentan unencumbered salfrection within the restrictiofreedom
experienceas enunciatedby Mitchell (in Parse 1995pp. 161164). This meanta
unique unfolding and a particularay of selfemergence: what madte nurse
practitioner role unique This included self-directed action, respect, autonomy,
authority, responsiltly and accountabilityApplying all the ways of originating that
were revealedin this study placal the notion of restrigbn-freedom in nurse
practitioner work on more solid ground: aring point for debate perhajslooking

at the work of the nurse praadiher and its uniquenesgsa different light.

Additional conceptsihked to restrictiorffreedom werethose ofenabing-limiting

and concealingevealing (Parse 1995pp.161164) Enablinglimiting related to
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opportunities and limitations inheremd making choices.The choice a nurse
practitioner madefor example,in becoming a prescriber, even though this means
working without an ISP provider nurah Concealingevealing related to a
participanb s wi | I i ngness t o -limtng wlated totrestrickomar e e |

freedom processes in relationship with oth{@arse 1995)

3.6 The Strong Model of Advanced NursingPractice

As an adjunct to Pae (1995) this study appliedhe Strong Model of Advanced
Nursing Pratice (2004)to the research in order to demonstrate a syneegyeen

the restrictioAfreedom paradigmMitchell in Parse 1995pp.161165) and the
Strong Model (2004) Whilst not a theory of practice thmodel is composed dive
domains that comprise the Advanced Nursing Practice role: direct comprehensive
care, support systems, education, research, publication and professional leadership

(Mick & Ackerman 206, p.1).

The model is apptable to both advanced practioerses and nurse practitioners.

The fulfilment of each domain will vary, depending on the role and the needs of the
popul ation served the practmmterestsedi ti ng
strengths. Thelomains are not mutually exclusjvees some aspects of practice will

fall within the bounds of more than one doméstrong 2004) If for example, a

nurse practitionewasresearcing a new type of dressing for leg ulcetkis would

involve:

Research:about the dressing and its uses and benefdséct patient care
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Education: when using the dressirtgis would involveeducationof self and others

aboutthe dressing and how to use it.

Support systems would includeinvolving a postble protocol/policydevelopment
and implementatiorsupported by the manufacturer and employingaarsation.
Collaboration: with colleagueswould include colleaguesin hospital andthe

community

Publication: of research findings angracticedevelopmenthroughresearctbased

studiesand publishing thigvidence

L eadership of nursing practice involving leg ulceby rolemodelling best practice

in the treatment of leg ulcers and developing appropriate guidelines for all to use.

On completion of thesprocesses, aurse practitioner, who specialises in wound
management and wounchre,would enhance both scholarship and expertise within

the field of wound management.

The conceptual strands of collabooati scholarship and empowermefwthich
descibe the attributes of practic@ as well as the approach to car and the
professionahttitudes are included in this model. These strands are circulamend

unifying threads which envelop the domains of pradi8teong 2004)
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3.6.1The Domains of Practice within the Strong Model

There are eight strands that form the domains of practice within the Strong Model

(2004) Thesestrandsare:

a) Direct Comprehensive Care:patient focused activities that include assessments,

procedures, interpretation of data gratient counsellingMick & Ackerman 2006

p.6).

b) Support Systems:professional contributions to standards of performance, quality
initiatives and development of policies, procedures, protocols and practice guidelines

to optimise nursing practigdlick & Ackerman 2006p. 6).

¢) Education: contributions toward learning within the healthcé@am (Mick &

Ackerman2006 p.6).

d) Research: practice that challenges the status quo and seeks better patient care
through rigorous inquiry and incorporating evide#vased practice into direct

patient caréMick & Ackerman2006 p.6).

e) Publication and Professional Leadership:promotion and dissemination of
nursing and health care knowledge beyond the individual practice s@itic &

Ackerman2006 p.6).

f) Collaboration: supporting the belief that the unique skills and abilities of various
care providers in combination, contribute to the goal of lexuee in patient care. A
Nurse practitioner is able to influenti®e multidisciplinary nature of provision of

cae within complex clinical situations or settin@dick & Ackerman2006 p.6).
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g) Leadership: signifies the continuing inquiry that underlies every nursing action
and decision and disseminating this information to juniors, particulanyhen

guiding junios in complexcaresituations Mick & Ackerman2006 p.6).

h) Empowerment: having the authority to identify and analyse relevant problems
and to develop, implement and evaluate/ modify a plan of agak & Ackerman

2006 p.6).

These different skill levs reflect changesn aspectsof skill performanceas

advocated by Benner (1984)hese include

a) A movement away from reliance on abstract principles to the use of past concrete

experiences

b)Achange in the | earner 6aidegmendsc epti on abol

c) A passage from théetached observén one ofinvolved performerthe performer
no longer stands outside a situation and becagngagedn the situation(Benner

1984)

Benner 0 %is ag pithootats critics. Gitty (1995, criticised the ways that
North American nursemanipulated the field of phenomenology, accogdia the
European tradition. He stated these nuraeaptedconceptsto sut their own ends
and thatrather than promote academic excellendeat they descried was not
phenomenology at allbut a hybrid concept developed from phenomenology
(Barkway 2001).A hybrid concept developed from an original concept could be

perceived by others as misleading and thus credibility will be lost.
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Thedebate in nursing continuestotagké¢ ace as t o (1@8SpMorkwas Cr ot |

a scholarly critique or a severe, judgemental, fantting criticism of nursing
research. To this day, opinisemainsdivided (Barkway2001). This is an important
factor when conslering any form of phenomelogical research by nurses, because
evaluators of such researatight be looking for the same faults as Croffy995)
described and, if found, could discredit the research, even ifegearcher had a
valid premise Despite criticism the work of Benner antinuedto be developed
through practice models, as seen in the Strong M@€4), whichwasone of the

practice models in existence created as a framework v@nadd nursing practice.

3.7 Chapter Summary

This current researchhas been embeddedithin the Parse Framework and
Heidegerain thinking which are very strongly embedded within the realms of
phenomenologyin the European traditionCoupled with the Strong model of
advanced practicehis makes it a most appropriate framework for this study to
explore the lived experienceof nurse practitioners as seen through the eyes of four

nurse practitioner participants.
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CHAPTER 4 RESEARCH METHO DOLOGY

ATruth hags no mearotfi dwaly@onfucibse t i me i s nowbo

4.1 Introduction

In 2005the statenursing boards and councils withkustralia produced policiesnd
guidelines thatdentified the meanby which nurse practitioner candidates were to
be trained amh formally endorsed by nursingoencils and boardsas nurse
practitioners (e.g. Queensland Mg Council 2005). The most striking feature of
these documentsvas the omission of any reference to legal issues and the
professional bearing of nurse practitioners. Advarmedtice level in nursing meant
that a nurse practaner wasable to undertakseome of the duties previously assigned
to doctors and they must perform such taskihe same standard and carry the same
accountability for errors oacts and omissions, which meant that nurse practitioners
would thus carry similar liability for sanctis that follow Petersen irFreckleton &

Petersen 2006.488).

4.2. Problem Statement

The professional beariraf nurse practitioners is not widely accepbgdother health
professionals, particularly within the nursing profession and amongst medidal staf
(Gardner 2004; Pearson et al. 200Mey are recognised as clinical experts in their
field by some members of the nursing professibat there is limited written
evidence to show how this expertise measuresespeciallyin relation to legal
aspects bclinical practice(Gardner 2004; Petersen in Freckleton & Petersen,2006
p.487).
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4.2.1. Aims of this Research

Theaims of this study are

1 To bring legal and professional issues to the forefront of debate by exploring
nurse practit i ofang abdityto applyegarfranewarkéa n g

an advanced levelf practice.

1 To provide clearer identification of the legal boundarmaposed on nurse

practitioners in theidaily nurse practitioner practice.

It is anticipatedthat change will be effected #ie level of academics and policy
makers as a result of the findings of this studyis Mould enablemore advanced

legal training to be available, where applicable, to nurse practitioners irakais

4.3 The Research Methodology

In this study, the mabdologyutilisedthree distincelements inorder to investigate

the differentaspects of the study. These were

a) HistoricakComparative Research

As the emergence of the nurse practitioner has occurred over Histericat
comparative research wasel to study this emergence in five countries: Australia,
Canada, New Zealand, the United States of America (USA) and the United Kingdom
(UK). This was dondo compare and contrast how the nurse practitioner role was
defined and how it developed within thesee countries.In addition the legal and
professional issues identified within tiséudy of five countries wereompared in

order to further bring legal and professional issues to the forefront of debate.
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b) Analytical Comparison

A process of analyticalomparisonNeuman 2006yvasused to compare methods of

agreement and methods of difference in the approaches for each country.

c) Field Research

In-depthinterviews were followed by the investigatiof the lived experiencef

nurse practibner work usig analysis withthe restrictioafreedom paradigm athe

Parse HumamBecoming Theoryds enunciatedhy Mitchell in Parse 199%p. 161

165). This aspect of the studgxplorad the world of the nurse practitioner through

the eyes of four nurse practitier paticipants. Ths was for the purpose of gaining
insight into the process of seeking endorsement, the extent of legal knowledge of the
participants and how they utilise this knowledg@éis provided information about

how relevant law is to them in their ptae.

4.4The Research Questios

The research questisffior this study were

1. To what extent did nurse practitioner development, educational requirements and

legal and professional issues difféstoricallybetween five countries?

2. Wha do nurse practiticgrsbelieve arghe most important legal and professional

aspects of their pract@

w

3. What is the most appropriate approatch further enhance the professional

autonomy of nurse practitioners in Australia?
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4.5Historical-Comparative Research

Before a resacher can definethe present context of the role of the nurse
practitioner, the research muwestplorethe emergnce of the role in the pa@olit &
Hungler 1991 p.204. Historicatlcomparative research (HC) draws from the
Annales school and revitaliseschl, national regional and global conceptions of
history and interpretations of self and other by systematically linking historical paths
of development and social processes (Seigrist 208@7). Historical comparitivism
uses comparisons of societieslamltures across time in order to explore how social
and cultural differences and similarities were constructedirsstdutionalised asn

the development of the nurse practitioner role in five countries in the last 46. years)
This process provides theeans to determinéhe power of social structures and
revitalise theories (Seigrist 2006.379). It depends on the survival data from the
past (normally in the form of documents) and the researcher is reliant on what has

not been destroyed or lost.

Time isan important factor in HC researcrhe researcher blends together diverse
conditions and collective beliefs into a comprehensive reconstruction of past events.
The approach takes a whole view as if situations have multiple layers describing
these levelsr layers of reality and linking them (Neuman 2006) This means that the
researcher must translaggthesise and analyse that dataducel within the social
context and practices and take a contingent view of causalitiscussand form
conclusions tcexpand the body of knowledgéAs a result the researcher not only
analyses structural similarities and differences but also processes and motives,

interests, conflictsdecisions and the players associated with them (Seigrist 2006
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p.379) Without expandinghe body of knowledge any research endeavour in any
profession is futile because professions are constantly seeking answers to questions
and it is the objective of research to answer these quegRolis & Hungler 1991

p.204)

The steps of the HC pros® include locating evidence, evaluating the quality of the
evidence, organising the evidence into themes using theoretical insights (Neuman
2006 p.429). Further steps include synthesising the evidence (refining, revising,
identifying) similarities and dfierences between the concepts to identify plausible
explanations and to unite the concepts and evidence into a coherent whole (Neuman

2006 p.430)

Thornton (2005 p.1) defines historicat o mpar at i ve research a
me t handdiscusses the di€ulty scholars hadaced with the impossibility of
describing historical records due to a dearth of reliable information in the 1700s and
1800s. Many of these scholars turned to the experiences and institutions of
contemporary societies that they judgedbe less developmentally advanced than

their own and used these societies as proxies for their own. For example, Thornton
(2005) cited Ferguson (1767) as onehsscholar who usedhformation from less
developed contemporary societies to proxy for thessing information about

societies of the past. Fergusérited in Thornton 2005 p.2) suggested that this

methal was used in ancient Greece atated that:

AThucydi des, notwithstanding the prejudice
Barbarian, understabthat it was the customs of barbarous nations that he

was to study the manner s o fcitedainci ent Gr ee
Thornton 2005p.2).
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Historiansresearching issues of any contemporary society are able, especially when
acarate documents are undedle, to retreat to an earlier dimension of history.
Imaginefor example aresearchewho wished to examinghe hitorical development

of algebrabut there were no reliable documentsikade. The researcher using the
0si deways met h o dignificand del’etbpments unvithyn mathematics
through all historical dimensions andetbtudy of mathematicshus becomes the

Oproxyd6 for studying al gebr a.

Similarly, the development of nurse practitioners can also be researched through the
dimension of nuiag history and nosolelythrough recent or pasliscussion papers

or contemporary t e Rrotion., Grbiche(1088p.149)dssertsdhati d e wa
trends in history are not limited by chronologibalundariesin nursinga reseecher

might undertakea study about gender in the nursing workforce aray find that

females predominated within the nursing workfarceras of nursing history.

Abel-Smith (1979 p. 27) identified the gender distribution of ward managers in
1937 and showedthat amongstnurses in general hospitals there were 60 ward
managersvho were male and 307who were female Today, females outnumber
males within the profession as they did when Als#hith studied the same pattern

for 1937 (AIHW Nursing Workforce Review 2004). The mwifigures show that in
Australiain 2003, 8.6% of nurses were male and 91.4% were female. Though the
time span here is 66 years there is very little change in the nursing ratio a6 men
women within the profession hence the applicabilityttod sidewaysmethod in

historical comparative research.
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Historicatcomparative research can be organised along different dimensions. It is
crosssectional (Neumann 200§.425; Grbich 1998p.148149) suggesting that a
researcher couldocus on historical fact demd from one countryor group of
countries.The dimension focuses on time factors relative to historical fact (when,
where, for how long) across a single time period or ovenger period of time.The
research can combine both quantitative data (dates,nhany etc.) and qualitative
data (why, how and consequences) both acrossamntén the present time (Neuman
2006 p.420;Grbich 1998,p.9). Theintegration of theory begins with thaitical
evaluation of the evidence based on thedfgr this study eidencewas collected

about nursepractitioner development in fiveountries, covering a time period of

1960 to the present day.

Preliminary analysisn historical comparative researonganises the evidee into
themes suchas hownurse practitioner del@ment began, did this begiin a
particular region of aountry or was it a nationwide development, where ttel
development occyhow many people were involved, what input was received from
regulatorsaand stakeholdernis the early stages, how were seipractitiones prepared

for the role, how are they galated now? Once the themes were organised it was
apparent where agreemesisied and where differences werre the approach to
nurse practitioner development. To further define this, the researacbbkt explore
how the role of a nurse practitioner differs from an adedrpractitioner within the
five countries, or if there are instances where these roles are comiitieg. study

data werecollectedrelating to the themes diie registration andegulation of nurse
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practitioners, education requirements, role development of the nurse practitioner and

legal and professional issue€ing nurse practitioneis all five countries.

A seminal historical branch within the roots of historcamparatie research can

be found inthe work of Voltaire (1694.778). The most sigicant work ofVoltaire

was the Comparative History of Natimand hei s consi dered to be
historicalcomparative research. Voltaiveas the first historian to move aw from

traditional methods of writing histohrough storiesrad chronological accounts that

stated what happened, where it happened and when it happened. However, stories
and chronicles of the time did not state why an event occurred or what ledhgp to t
event, or consequences of nent occurring (Jones 200%/oltaire and Rousseau

were famous proponents of comparative history research and its value in researching
and writing of history, so mucko that this research method remaagpopular

approactioday.

4.5.1The Role ofHistorical-Comparative Research in this Study

When comparinghe beginnings of the nurse practitioner role ia five countries
identifiedthe time frame formergence of the role becammpparent for &ch of these
countries.In the USAthe role ofnurse practitioneras we know itodaybegan to
emerge in th 1960s, in the UK in the 1990& Australia from 196 and in New

Zealand from 2000 onwards

While not formally identified as suclautonomousiurse practitionerexisted mub
earlier than this in the UK (Ab&mith 1979). A comparison of roles through these

dimensions of time needs to be examined in order to understand howrdlesse
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differed and how theoles compare to what we see in the pneda Australia, rural
and renote area nurses haweorked at the level ofiurse practitioners for some

considerable time, without the beneff support and regulatiof@ardner 2004)

This currentstudy exploredhe differencedetween countriehow they cene to be
and why. There araural nursesn Scotland, Wales, Canadlae USAand Australia

and there are some similarities in their autonomy

Historicatcomparative research a@ble to cross dimensions iime andin different
countries This makes it an ideal method to explore andnepare different
developments, in different countries and within differing time dimensibhemes
including early formation of the nurse practitioner role, policy making and guideline
development for endorsement, preparation and training requirements for
endorsement and role definiti@merged from the documerasid wereexamined

across a large time period, frohet1900s to the prest day.

Primary sources used includetbcuments from nursing counciland boards
academia, nursing organisations and gonent papers, discussion papers from
leading authors and some text booksternet searches weratilised to gather
relevant historical informatianThe studyused a combination of both primagnda

smallnumber ofsecondary sources.

Cross reference anasbmparison with other documents in a single dimengom the
time dimensionwasrequired(comparingUSA, New Zealand, Canadian, Australian
and UK papers from the 196@0 the present day)lhe currentresearctiwassubject

to Internal Criticismwhich involved evaluating the worth of the evidence (Polit &
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Hungler 1991 p. 204208). This involvedd we i ghi ngdé of evidence
impact documents had in bringing about charthe weight of a documeimvolves

the evaluation as tahether the author i@ competent recorder of fa@s it reliable
information) whet her the authordés representat.
unbiased when compared with others and whether the content is in fact accurate for

the period about which the author is wrgifPolit & Hungler 1991pp. 204208).

The outcomeof any publication such asooks and articles wasso relevant sice
this providedan impression athe credibility of an author. A documthat has been
largely ignoreduntil examinedlater by a single researchemight present a totally
different perspectiveand enrich current researcAlternatively the documentnay
remaina piece of irrelevant materiallhis is important because it is necessary to
focus on theseeds of research: where have nurse ipaetrs been? Where are nurse
practitioners now? Where are nurse practitiorgaimg? Analysis of the evidence

providedthe discovery of the answers

The major task for historicalomparative researchers is organising and giving new
meaning to the evider presented in the research. Sko¢oI79,cited in Neuman

20086 p. 430) argued that:

firfThe compar at i v-and hotestitl @ahdladyncénsributioties k

not in revealing new data about particular aspects of the large time period and
distinctive places surveyed, but rather in establishing the interest and prima
facie validity of an overall argument about causal regularities across various
hisbor i cal di mensi onso

The above statement means that a researcher using this method does not merely
focus on the discover of new information but isble to use established fadb

provide an argument about causal factorsoaera short or long time periad
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differing settings in history by a comprehensive analysis and synthesis dhdia.
study this hcludednot only the various strands of opposition to nurse practitioner
development in five countries but also the favourable aspects of nurse practitioner

development within the five countries.

Another important factor for th researchwas the formation and illustration of
critical indicatorsin synthesising the research. The aseritical indicators involved
presenting unambiguous evidence (e.g. regulation of nurse practitioners specific to a
time period), which is usually sufficient for inferring egific relationship(Neuman

2006 p430) Researchers need these indicators for jBasts of an explanatory
model. This includedstudyng the different endorsement regulation systems as part
of a oOomddelr ampictweiabi how the regators had catrol over the

regulated nurse practitionemerged

When studying human i@ions and actions, care w#sken to avoidGal t ond s
Problem(Neuman2006 p.441). This occurs when a researcher observes the same
social relationship in different settings afalsely concludes that this relationship
occurred as a result of a differing ration@deuman 2006p.441) For examplethe
researcher might claim that a similar relationship exists independently from others
and in differing settings of the research. Théuakreason for this however, is a
shared or common origin that has diffused from one setting to anBgaiation of

nurse practitionerover time can beaesearched by lookingt nurse practitioner

regulation over different time periodscam differentcountriessuch as in this study

The consensus for regulation may provide a similar method of approach (e.qg.

maintaining registers), the rules for gaining entry to a registay differ from
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country to country, may have changed over time or an entieslyset of rules might
have beenmplemented A researcher needs to look for these false conclusions in
order to produce accurate synthesis of research and prevenestwrah losing

credence (Neuma200§ p.441).

For the above reasongsistoricalcomparatve researchwas usedto study the
emergence of the nurse practitioner in five countries: the United States of America

(USA), Canada, the United Kingdom (UK), New Zealand and Australia.

4.52 Validating the use of HistoricatComparative Research

The historicalcomparative methois the approach of choice for understanding social
processes that operate across time or across different societies. In this study, legal
and professional issues involgithe nurse practitioner in five countries over a time
span fran the B00s to the present day has beerestigated. Research into roots of
emergence of the nurse practitioner, in different cultural settings and in different time
periods is possible. No other qualitative or quantitative research method can do this
with the same level of credence, avoidance of bias, translation, accuracy and richness
of research contenfMaloney 2004; Neuman 2006 Seigrist 200% Exploring
different cultures, different concepts such as legal and professional issues, in
different countres in different time periods and in difent social societiggrovided

the nursing rootsand thereby providkan accurate history of nursing developments

in different eras of time and different dimensions in practice developments
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4.6. Analytic Comparison

John Stuart Mill (1806.873)a philosopher antheorist issaid to be the inventor of
analytical comparisarHe deweloped thdogic of comparison that is still in wide use
today. Hi s oO6method of di fferenced and 0
amalytical comparison(Neuman 2006p.47]). When analysing the mgulation of

nurse practitionerin different placesicrosgime modelsof difference and models of
agreemenemerged This can be likened to the applicationveéight as a level of

worth as onewould use a weighing scal@he weight parameter is the impact the

model of agreement or model of difference had on the outcome of later developments
(e.g. standardising mandatory educational requirements for endorsement as a nurse

practitioner)

In orderto explore the domain of professional regulati of nurse practitioners the
researcheexploredt he &6éwei ghtingdéd all owed by gover
formulating theirown systems ofegulation or whethergovernments did this by

legislative praedure. If nursing councils in some countries were allowed to
formulate tkeir ovn systems of regulation it woultke possible o 6t r ansl| at ed
of autonomy nursing councils were givém regulate themselves withouta® o

Federal Parliamentary oro@gressional (in USA) intervention.

The degree of difrencewasimportant intranslating how much influence raimg
councils hadhistorically on the developng nurse practitionerole or how much
influence governments will potentially have in this reg&durther example is the
use of ideal types (e.g. the desirable marfdegal awareness on the partrafrse

practitioners in terms of awareness of law relevarther role). This wasexplored
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using field researcho ascertainhow much nurse practitieers knew aboudf law

relative to their day to day nursing practice.

Analytical comparison is sometimes calledminal comparison because the factors

in the qualitative data are at the nominal lewdminal relates to meaning in its
adjective form: purped or supposefNeuman 2006p.472. A simplistic example

Is an ordinarycarcompared with a four wheel drive vehicle. A car is a type of motor
vehicle but is different in shape to a four wheeled dralso a motor vehicle, yet
they both have four wheelThe method of agreement is that each is a motor vehicle
and they both have four wheels. The method of difference is shape and wheel
control. A four wheel drive vehicle is shapdifferently when compared to a cdt.

also drives differently because s abk to drive on different terraiwhereas a car is

mostlylimited to sealed roads and only certain mbteedoads.

4.6.1 Method of Agreement

The conceptof method of agreemembcused attention on what waemmon across
the domainsfor analysis A common factorwas established and a common cause,
where possiblgNeuman 2006p.473) Causalfactors might be differentWhen
comparing the USA with Australiat was noted thatthe time factor for
implementation of the nurse practitioner ral@s very different in each country
Factors that were not shared between domains wkm@nated (e.g. minimum
educational qualifications between countries not in agreemkngddition itwas
possible to eliminate alternative possibilities ahehtify primary causafactors(e.g

the need to implement minimum educational qualifications in all five countfiks).
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argumentbecomesstrengthenedh that despite the differenceke critical indicators

exist.

Examination ofthe domain of education and preparation for rinese practitioner
rolerevealed that he 6 Gr a n d fwasusea inAusBdliafar a kemited time

only to facilitate the endorsement of experienced nurses,wdre working at the

level of nurse practitioners in their workplaegthout formal recognion or post

graduate qualifications The Grandfather Clause facilitated nurse practitioner
endorsementwi t hou't t he need (e.g Queenslamidussingg r 0 s d
Courtil NursePractitioner Regulation®005. Thisfactorwaseliminated as a causal

factor in educationas it is now obsolete The critical indicator is mandatory
education to masterds degree | evel t hrou
nurse practitionersThis is oneparameter that fored the measurement when one

country is compiaed with anothem this study

4.6.2Method of Difference

The method of difference is usually strongjean the method of agreemeartd is a
O0didb | e ap pdeitoche fact thah@ agreement has to be weighed to obtain
the difference Similarities letween casearenormallyidentified first asagreements
(positive) and differences second (negati (Neuman 2006 p.473) When
examining the education domairfexample,it may be necessary texamine
whether or not there is a mandatory time periodirgenneeds to be qualified before
undertaking nurse practitioner training.The mandatory period would be the
similarity (positive) and whether this applies to all countries studied or not

(negaive). The negative would providemodel of difference.
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4.63 The Validation for Analytical Comparison in this Study

Peopleoften discover differences by comparing two or more objects with each other
(Neuman 2006) In the physical assessment of patiefite example,nursesuse

certain rules to diagnose prdbms wren first examining limbs, these being
comparison, colour, continuity and capd#i(Walsh 2006) Thelimbs are compared

in terms of anatomical position: equality of length, joing@inent,protrusionsand

range of movementSkin and soft tissue status examined noting any pallor or

redness, rashes, swelling, bruisimgoooken areas of skinRangesof movement are
completed] ooki ng at the patientés ability to
the problems encountered in so doing. One arm otemnes examined alongside its

neighbour to compare and identdyproblem, if it exists (Walsh 2006).

In this stidy, analytic comparison wassed to compare the emergence, impact and
challenges in developing the role of the nurse practitioner in five wesimAustralia,
Canada, New Zealand, the USA and the United Kingddine historical-
comparativeprocessexploral the history of the emergea®f the nurse practitioner
role. To analysethe datathe researddr neededo take further steps tdentify how

the role was implemented, time factors involved and policies and guidelines relative
to training and pnearation. These wereompared to identify models of tBfence

and models of agreemeint relation tothe critical indicators that identify agreement

or difference.
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All nurses have a Spe of Rofessional Practice and this was a key feature that
identified professional boundaries and advocatedlaborative nursing practice with
other health professionalslurse practitioners also have a defined Scoperattice
specific to their role, some of which are unique to a specific service a nurse
practitioner provides (Gardner & Gardner 2005)herfeaturesincluded explaining
initiatives in nurse practitioner developmeamid comparinghem in order to examine

the different ways of working within each country that could potintize an
improvement in another countrjnalytical comparison was used to analyse the

historicakcomparative data within the study.

4.7 Field ResearchStudies

Nurse practitioners workt an advanced level of practieehich is differentto the
normative work undertakenby mainstream nurses (Gardner 2004)Nurse
practitioners are regulated within a different supplementary register to general nurses
due to this advanced practice status #redpreparation that needs to be undertaken

to become endorsed with nursing counédsy. Policy on theRegulation of Nurse
Practitioners in Queenslar&D05) How this occurred within théive countries was
explored. As amxamplein the USA and Canadaome Nursing Boards within States

and Territories are not allowed to govern regulation of the nurse practitioner alone.
In some states joint governance is in place involving Nursing Boards and Medical

Boards

For this phase of thestudy, the examinatiotook the form of inrdepth interviews
with four nurse practitioners in their workplacehe purpose of this wae explore

thar endorsement journey, issuethey faced in the workplace, previous
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qualifications held in their chosen scope of practice as aenpmactitioner and
supervision of the nurse praatner both prior toand following endorsementin
addtion, how eachparticipant sawthe relevance of law in their dag-day clinical
practicewas explored Interviewswere taped and transcribet@hesetranscriptions
were assessed for accuradyy participantsto ensure that the researcher had
transcribed the content correctljhe data was then compared and analysed using a

thematic analysidp explore theommonemergent themes

4.7.1The Parse Human Bcoming Theory

As previouslystated in chapter,Parse(1995 p.1) positedthat here ae two types
of research tdve undertaken. Firstheuse ofinterpretive research thaheds light on
meaning of texts from the perspectiviettoe Parse (1995bheoryandsecond, the use
of applied resarch,for evaluating théHuman Becomingheory in practice.Thefirst
approachof interpretiveresearch wasised in this study to guidéhe research by
describing the value of tHearse (1995)heory in terms of nursergctitioner clinical
practice. The ssumptions underlying this werthat h e $S@red wi t hin t hi
was not a consumer of health carewas the nursepractitioner. The research
explorel the journey and rolef the nurse practitioner idepth and traslatal this
usingHermenaeaticsinto how the journeynterconnectd with the Human Becoming
Theory. As an adjunct to the Par3éeory,the Strong Model of Advanced Practice
(2004) which also has roots iphenomenologywas usedThis formed the initial
foundationgfor joining the first principles of the Parse (199%)eory with the Strong
Model of Advanced Nursing Practiq2004) and demostraed the synergy that

exiss between them
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4.7.2Hermeneutic Analysis

As part of applying the Parse (199beory toHistoricakFComparative research
hermeneutic analysis withigritical hermeneuticavas used to exploréhe lived
experience of nurse practitioners in their day to day work. There are six dimensions
of the processhat overlap with HistoricaComparative @search and Parse (1995).
These conceptare also called thélermeneutic Spirabnd the dimensions of this

processnclude:

1 The researchezngagd in dialogue with nurse practitioners, who helpede
researcher, through their own languagad discoveredlife as a nurse

practitioner; the highs, the lows, the problgi@sdyin Parse 1995.280)

1 The researchaskedkey questionsa bout nur se practitione

it meantto be a nurse practitioner (CootyParse 1995.280)

1 The researcharonfigured this inquiry by using the Parse Human Becoming
Theory (1995) as the methodological theonysing this as a backdrop to
hermeneut interpretation: what it meanto be a nurse practitioner

connecting witthuman becomin¢Cody inParse 1995.280)

1 The meaning was constructed by movement, item by item, between
participantsd | anguage and researcher
derived from actual descriptions of day to day work (the apex) and role
definition (the origin) and connectingishto the hman becoming theory

(Cody inParse 1995.280)
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1 The horizons wereexploredby assigning meaning to
believal, what they wereertain abat, what their uncertainties weaad the
problems they defirkeas significat. This included explainng restriction
freedom dimensions in whateledoms a nurse practitioner haad wha the
nurse practitioner defineas restrictions, making connections throughout with

human becomin@Cody inParse 1995.280)

1 Possibilities weredisseminatedthrough ths study by the researcher defining
a nur s e practitioner s day-fre¢egdom day
dimensions and connecting and applying these to human bec@@odgin

Parse 1995.280.

4 .8 Ethical Considerations

Approval from the University of Sdhern Queensland Ethics Committee was
granted for this study, as per NHRML guidelinesn Australia androm employing
organisations of p#cipants before commencingnterviews. Participantswvere
recruited from various geographical areas withustralia. The recruitment wathus
opportunisticNeuman 2006)Inclusion criteria were defined as any registered nurse
practitioneror nurse practitionemternswho were able to participate, through their

agreement and agreement from the employer.

Participantswere those able to giweritten informed consent to the study awntho
were able talearly articulate their practice to the extent requirBaclusion criteria
included any nurse practitioner who felt that sanctionsnfemployersas being a

likely consegence of participating in the study.
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The rights of participnts were protectdaly using plain languagestatements giveim
order toensurethat what wasrequired was easily understood. Each participant was
accordedthe right to knowhow the resarch wagso be used, le right to formal
consent, via an approved consent fdrefore any research commencés tigh to
know how the research woule storegdhowit is sored and for how long. Dat&s
storedon acomputer onlyaccesible to the researcher, withénstorage system that is
password protected and the password known only by the researitter stored for

a periodof five years.

Participantswere informed of their right to feedbackhistook theform of awritten

report and will be sent to relevanparties on request The written transcripts,
following taped interviews, wergent to participants in order for them to check the
content and foaccuracyand are stored securely in a safe place only accessible to the
researcher Participants were infored oftheright to withdrav from the research at

any timewithout sanctionandthe right to complain to the University of Southern
Queensland Ethics Committee at any time, should the participant deem that the

research was carried out in an improper manner

4.9 Limitations of the Study

The small opportunistic sample sigave the research rich data but this data is not
able to be generalisdoecause of the sample sizéleverthelesghe sample size
provided insightinto the nurse practitioner journey as Wwas some of the unique
experiences nurse practitioners bring to the workplace with regard to postgraduate

experience prior to seeking endorsement and the all important postgraduate courses.
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4.10Chapter Summary

This chapter hasxplainedthe research meddologyundertaken for this dissertation.
The concepts of HistoricaComparative research and isle within the study were
discussed witlanalytical comparison and evaluation studies of the nurse practitioner
universe, as seen through the eyes of fause practitioers. Each of these aspects

formeda uniquebut interconnectingasis for undertaking resech for the study.
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CHAPTER 5 RESEARCH FINDINGS AND DISCUSSION

5.1 PHASE 1 OF RESEARCH FINDINGS

5.1.1The Emergence of the Nurse Practitioner irFive Countries

nwe wil |l continue our journey for some tim
exploring, we will return to the place where we staed know it for the
f i r s tT.SEliotfi84R)

In this chapter, findings from the HC analysis dhe emegence 6 the nurse
practitionerin five countries: the United States of America (USA), Canada, the
United Kingdom (UK), New Zealand and Austrakeie presentedThe analysis
beganin the literature reviewstarting with the USA, where nurse praabihers
emerged earliest andnward to the most recent country (&tralia) to fully

implement the role.

The specific concepts (characteristio§)ocating evidence, evaluating the quality of

the evidence, organising the evidence into themes using theoreticahtsnsig
synthesising the evidence (refining, revigingentifying similarities and differences
between the conceptgere appliedThis enabled the researcherexploreplausible
explanations and to unite the concepts and evidence into a coherent whatea(Neu
2006 p.430). By utilising cross dimensions in time and in different countries, critical
indicators (which involved presenting unambiguous evidence such as regulation of
nurse practitioners specific to a time period) were applied to the data. Within HC
data the latter is usually sufficient for inferriagspecific relationship and to identify
causal regularities across various historical dimensions (Neuman 2006 p.430).
Evidence was weighted in terms of the history of the emergence ohuilse

practitiorer, development of theunse practitioner role, education, regulation and
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legal and professional issues pertaining to the role within the five countries across 46

years of time.

In some areas of the USHe role of a nurse practitionsr classified as aadvanced

nurse practitione(Hamric 1998in Castledine & McGee 1998An advanced nurse
practitioner is a registered nurse who has completed an advanced programme of
nursing, considered as a clinical expert in a specific field and capable of working
without supervision t@ predeterminecadvanced practice leveGardner& Gardner

2005).

Advanced praice means that nurses undertake additional clinical practice
dimensions (e.g. ordering and interpreting diagnostic tests) that are not part of the
remit amagst mainstream registered nurses, involving duties that are normally
undertaken by ddctdéorsl. asTshifd ¢ amidwbas,e lal s o
clinical specialists and physiciam® a s si st an tinsHanriB,iSprbss&e 19 9 6
Hansen 1996 p.5)Additiondly, in the UK any mainstreamurse whas successful

in completing the Nurse Prescriber Programme developed by the UK Nursing and
Midwifery Council is allowed to prescribe medicinal produdts.the UK, only

nurses who are authorised to order diagnoststst approved by the employer is
allowed to order such tests and interpitedm. These nurses do not need to be
designated nurse practition@sindeed designated advanced practice nuidesre

is no registration or regulation of any designated advancesing practice roles

within the UK. This is a significant critical indicator of why the UK is so out of step

with other countriegxploredwithin this study
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The aboveprocesses werrot uniformly adoptedwithin the five countries studied
and no two counmies presentecexactly the sam@athways to endorsement for the
nurse practitioneiThe resealtt findings will be discussed mesponse to the research

questions. These will be identified at the beginning of each relevant section.

5.2Nurse Practitioner Developmentin Five Countries

To what extent did nurse practitioner development, educational requirements

and legal and professional issues diffehistorically between five countries?

5.2.1USA

In the late 1950s and early 60s, discussions took place irJ8# about the

expansion of nursing function8igbee 1996jn Hamric, Spros& Hansen 1996 p.

16), related especially to domains of nursing practice expamsidgextendingnto

roles traditionally seen asroledobtetpablics 6 pr a
health nursas the closest example of a broad scope of practice and a relatively high
degree of autonomy, examples of developments in innovative nurse practitioner
practice emerged, in settings such as rural nursing, occupational de@ittenecal

disease clinicsBigbee 1996,in Hamric, Sprosg& Hansen 19960.17).

In addition nurse anaesthetists emerged as specialist nurses trained to administer
anaesthesia and have since becomecialgs within their own rightwith a
remuneration in dact competition with doctors who areaasthesiologists (Bigbee
1996, in Hamric, Spross &Hansen p.17). These nurses were amsnthe first

advanced practicgpecialist nurses to emerge within the USA.
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At the same time medicine becamenore specialisedDoctors were gradually
moving away from primary care and into hospital medicine. This factor became the
main impetus for the development of the nupsactitioner role (Bigbee 1996n
Hamric, Spross Hansen 1996p.17). The womerd s ovement(1981) increased

and at the same timpublic awareness of nurses being undervalued wartkr
utilisedbecame notedHealth care costs were increasing at an annual rate bf%0

(Jonas 1981, cited by Bigh€E996)in Hamric, Sprosg& Hansen 1996.17).

As a result ofcombatduring the VietnamWar with medics and nurses returning

from Vietnam to the USA a further role was developttit oft he physi ci a
assistan{Bigbee 1996n Hamric, Spros& Hansenl996,p.17). These wemnilitary

nurses and combat media$o wee trainedon cemobilisation from the militaryo

assist physicians in hospitaend were superviseth y consul tants. P
assistantgould take patient histories, order diagnostic tests, prescribe medication,

refer for specialist treatment and actamsassistant during syery (Bigbee 1996n

Hamric, Spros& Hansen 199618)butther ol e of physiciands as
to that of a nurse practitionethough they are both nursingles The physici
assistant training is centred morae dd egat ed dactRhryssOndcd watnises
sur geons 06 aaesaicarmamfdatsire of omadery day healthcare and come
under the O6umbr el | ad bubthey arelnotdassifiesl dswupe act i c

practitioners

Thelandmark event in the emangce of the first formally trained nurse practitioners
was the establishment of the first paediatric nurse pawtit course,at the

University of Colorado, in 1968Bigbee 1996n Hamric, Spross & Hansen 1996
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p.18) It was funded by the Commonwealfoundation (Bigbee 19961 Hamric,
Spross &Hansen 1996p.18) and was designed to prepare experienced registered
nurses to provide comprehensive watlild care as well as the managemef
common childhood ailmentuch as asthma. Family orientated card @mmmunity
cultural values were strongly emphasised. This initial programme shifted away from
the medical model of care to family orientateelalth promotion (Bigbee 1996

Hamric, Spros& Hansen 19960.18).

The emergence of the nurse practitionethét time attracted considerable attention

from professional nursing groups and policy makers. The National Advisory
Commission on Health Manpower (1996) supported nurse practitioners and
established a committee to studytended roles for nurses. Tlegemmittee was

charged with the task of evaluating the feasibility of expanding elinmrse

practice (Bigbee 1996n Hamric, Spros& Hansen 1996p.18). Itconcluded that
extending the scope of a nurseds role wa
care for all consumers. They advocated a commonality of nursing licenghne

the USAand certification, including a model of nursing practice law suitable for
national applicatiotthroughout the USA (Kalisch &alisch 1986in Hamric, Spross

& Hansenl99§6 p.19).

By 1984, approximately 20,000 graduates of nurse practitioner programmes were
employed in mainly primary care settings. By 1992, there were 48,237 nurse
practitioners who were licensed, of which 88.4% were active in nursing (American

Nurse® Association 19931 Hamric, Spros€ Hansen 1996p.19). By 2006, there

were 139,520 licensed nurse praotigrs in the USA (Pearson 200Qurrently,

187



thereis a mechanism for all nursegatitionersto gain nationatredentialing within
their home statethrough the United States Academy of Nurse Practitioners

Credentialing Board (Pears@007).

The nursing profession in the USA failed to fully embrace tie ob the nurse
practitioner(Bigbee1996in Hamric, Spros& Hansen 1996p.19)and While the
roe of physiciands assistant emer ged
opposition (Bigbee 199 Hamric, Spros& Hansen 1996) the nursingprofession
itself brought to bear the brunt of opposition to these practitionerole in the early
stages. Findingsfrom history suggestthat despite such opposition the role of the
nurse practitioner gained credence as more graduate nursing scheuodsl offirse
practitioner coursesPearson (20Q7p.2 cites that in the primary carearena,the

nurse practitoner role is just asfiective asis that ofthe physician

5.2.2CANADA

As in theUSA, theintroduction of the nurse practitioner role in Caneda be traced

back to the 1960sesulting from the changing roles of nurses, perceived shortage of
physiciansand the movement towards specialisation. Whilst there was general
recognition of the need for the nurse practitioner role, there was little or no
movement to formalise the role in legistet and rgulation (CNA2005 p.3).In the
1970s, several approvetiucation programmes began to emerge, offering graduate
programmes without the support of legislation or regulation. This meant that nurses
could complete a course at universggeific to the nurse practitiondsut were not
actually regulated by a NurgirBoard as nurse practitioners on completion of such

courses, aBappensn the United Kingdom todafBall 2005)
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Some registered nurses, without formal nurse practitioner qualifications worked in
posts that mirrored the nurse practitioner role. Theseesurgorked through
delegated functions assigned by physicians and were primarily dependent upon
physician collaboration and supervision, particulanlyural areas (CNAR005 p.J).

The fact that these arrangements existed wemgelarwithout commentwithin
healthcare in Canaddn some countries, nurses firmly believe and demand that
nursing be run and governed by nurses with all nurses being accountable both
professionally and managerially smother nurséDimond 2004. However, this may

not be possiblevhere resources are scarce such as in rural areas. In some areas one
can only work with what is availableln Canada, such initiatives were successful
only because professional people were prepared to work together in circumstances

wherehealthcare withira rural area was providé@NA 2005 p.3).

By the 1980s, unliken the USA, most nurse practitioner initiatives in Canada that
were underway in the 1970s had all but disappeared. Some of gonsdar this
decline included a perceived ova&ipply of plysicians, lack of proper remuneration
mechanisms, the absence of province and territory legislation, little public awareness
of the role, weak support from policy makers, health camganisations and

regulators (CNA2005 pp.35).

In the 1990s e Canadia authorities performed total review of healthcare
provision and the rolesf dealthcare professionals. Thenewal of interest in the
nurse practitioner role happened particularly as a result of a desired shift towards
primary health care in Canada. iFhesulted in many Canadian provinces and

territories pursuing legislation, regulation and provision for education requirements
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These initiativesincluded a defined scope of practice for all nurse practitioners
particularly those in primary carand seondary caresettings. Today, nurse
practitioners irboth acute and primary care have become an important resource that

is able to contribute to improved access to health caxé (ZD05 pp.35).

In Canada in 2004, there were a total of 878 licensed puasétioners registered in
the jurisdictions of Newfoundland, Labrador, Nova Scotia, New Brunswick, Ontario,
Saskatchewan, Albertaghe Northwest Territories and Nunavut. Qfese 66.9%
worked full timeimplying thatnot all registered nurse practitiosewere actually

utilised in full timepositions CNA 2005, p.2).

Early development of the nurse practitioner roleCanada wasubject toboth
acclaim for development of the rolgs apparenin the 196@ andto indifferenceas

in the 1970sThis suggestthat this role wagas in the USA not fully embraced by

the nursing profession in Canadde nurse practitioner role during the 1970s was
ignored as a de&lopmental opportunityresulting in most nurse practitioner
development initiatives disappearif@NA 2005) It appears to be a sad fact that in
both the USA and Canada the nursing profession failed to support nurse practitioners
and stakeholderi their endeavours to establish this role as part of the healthcare

workforce.
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5.2.3UNITED KINGDOM (UK)

The advanced practice nurse, including the nurse practitiameidentified as
beginningin the USA (Hamric 1998; Bigbee 1996; Castledine and McGee 1998).
However, it could be argued that this is not truly accurate.-8beth (1979 p.52)

identified an early role of a similar type in the United Kingdom that existed in the

late 19" centuryand early 2bc ent ury. He describes the rc¢
were trained O0scientificallyd and who |
collaboration with,but not subordinate or accountable to, the general practitioner

(GP).

Abel-Smith (1979, p.54) suggestedhat it could be argued that lady nurses were
amongst the first pioneers of advanadidical practicein nursing.This was at the

time prior to WorldWar 1 (19141918), and at this time there was no legislation that
made provision for the registration and regulatiommy nurseswithin the UK The
registration and regulation of nurses eventually came about as a result of strong
associations with thengancipation of women, through the Suffrage#tevement
(Abel-Smith 1979 p.91) The Nursing Registration Act was finally proclaimed in
1919 (AbeiSmith 1979 p.92 and the first General Nursing Council establisired

the UK

Nursepractitionersas we knowthem todayhave existed in posts with this designated
title in the UK since the early 1990s and work inaaiety of clinical setting®oth in
primary and secondary health care (Royal College of Nu(&ikg 2006). However,
legislative provisions for regation and licensure of nurse practitionersnd exist

there The title of Onur se pr ac(Balt2006)ner 6 i
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meaning that anyegisterechursing post could be designated as a nurse practitioner
and aregisterechurse in a degnated nurse pcétioner post does not require in law
any specific additional qualifications in order to accept such a position. In order to
protect a title within a profession, a change in legislation is req(Bad 2005)

Title protection means thdhe role (e.g. nurse practitioner) is protectbcough
legislationand no other registered nurse is able to use this title unless registered by
nursing regulators as rag practitionergBall 2005) The government has announced
(Nursing Times March 2 20180 author citefithat the prime minister identified the
need for all dvanced practice nursing roles lte regulated through the legislative
process. Work is to begin on this long awaited initiative in the near fahdds a
critical indicator of the ned to regulate all advanced practice roles in the UK,
including nurse practitionersiowever, the recent change of government in the UK

couldpotentiallycurtail all such initiatives.

Eachof the UK principalities: England, Wales, Scotland and Northerariceare
regulated by members from each principality servingenited Council, so that the
interests of all of the principalitiesrea managedy one councjl the Nursing and
Midwifery Council (www.nmcuk.org viewed 16 November 2007).terms of nurse
practitioners, ©uncil awaits permission from the Privy Gmii to beable to open a
further supplementary register for all grades of advanced practitioner nurses,
including nurse practitioners (Nursing and Midwifery Council (NMC) Position
Statement 2006)0Once Privy Council permission in granted, provision can be made
for regulation and registration of nurse practitioners and advapasditioners.

Neverthelessthis might not be as simple as it sounds. &pih Rofe & Fulbrook
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1998 p.219) arguedhat in the UK as in other countrieghe role of all grades of
advanced pradtoner wasstill developing with as yelittle agreement about what

advanced practice is or what this might become.

Despite some general consensus about the advanced practitiogesspug, using
and communicating expert clinical knowledge aidl, little consideration hatbeen
given by regulatorgn all countries exploredsto precisely what this means, how it
will be achieved or what titles to use. This is, in essence, theeemkigy of

advanced practice nursiifBolfe in Rolfe & Fulbrook 1998p.219)

In 1989 the UKthe Department of Healtlin Rolfe & Fulbrook 1998 p.219)
advocatedhe use of evidence based practice as a means of rolpleent for
nurse practitioners. #\ Rolfe argued this is the sameevidence on which all
registerednurses base theiclinical practice and hadittle significance for the

development of advanced practitioner rqleslfe in Rolfe & Fulbrook 1998p.219).

Rolfe argued(Rolfe in Rolfe & Fulbrook 1998 p.219) that people with the most
knowledge abouturse practitionerole development issues watet clinical nurses
(suggesting that Rolfe believes their knowledge is insufficibat)academics and
researchers: those most adept at passisgkttowedge on to others. This suggested
that if all advanced practitioner nursing wlaased on higher degree knowledge and
university based researahpst advanced practitioner nurses would ndidspital or
community basedbut in academia.Accordingto Rolfe (Rolfe in Rolfe & Fulbrook

1998 p.219 academics have the knowledge required but the hospital and community
nurses who are likely to be developed as nurse practitionerstdawe sufficient

knowledgein order to make the transition into nursegiteoners However, most
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hospital and community nurses who have successfully qualified as nurse

practitioners could rightfully challenge this statement

As most nurseswho have successfully become nurse practitiordersso without
regulation or licese within the UK, this claim wasirguable becauseniversities
werenot the institutions responsible for role innovation within the UK health system.
Healthcare Trusts (health &als in geographical areas) htmls responsibility in
conjunction with governmenthe university may provide eduaatial requirements

but they hadittle or no influence in the establishment of nurse pracigrgositions.
Theargument waghat Rolfewas criticisingthe profession at large in statisgperior
knowledge in academieompared with hospital or community as being the prime
source of educational ability. This could be severely challenged by hospital and
community based nurseRRo | f e d s (1998) the positoe roft dev
experiened and motivated nurses who sougghbe@me nurse practitioners within

the UK.

Despite Rol f e 6 swasnotgMithow mhoyation im éerm$) &f nurse
practitiorer development. According B42006, a nurse practitioneravking in the
Scottish Isles, wathe sole health care provider on sland in the Outer Hebrides
Referralto the mainland for moracute caravasrequired but evidencgBall 2006)
showed that there wakess incidence of deessive illness on the islan@hronic
illnessessuch as diabetes and asthma werter manageds theone practitionerin-
charge hadthe clinical expertise to work autonomoudlyereby validating the

efficacy of the nurse practitioner role in rural communities

194



Despite lack of regulationheé Nursing and Midwifery Council NMC) had
recognised nursprescribers and specialist practimerse qualifications. These were
added t o t heir registration as 6addit
qualifications, as postgraduate certificates and diplomas, irtlatlelevels of
prescribing and advanced clal practice in hospital, community, learning
disability, paediatrics and mentatalth(Rolfe 1998) Thisprocess, though it was not
O0regul ati ond #e deglopnent of nusse presaibels endhe UK as
well as advanced practice nurses. ldesrfor nurse prescribers to gain the additional
qualifications required to prescribe, registeradsesfollowed a strict policy and
assessment proaa (NMC 2004). Desqi e Rol feds argument ,
obviously moved on to policies and procedures tilitmake the transition easier

when formal legislation processes are completed, following Privy Council approval.

With the establishment of nurse practitioner posts and courses for preparation in
progress prior to NMC endorsement, this could work todikenct advantage of the

UK nurse practitioner.Experienced arsepractitionerswould have clearer direction
because they already worrk established postSomeof the preparation required to
become endorsed will already be contgte(e.g. prescribing)lhe scope of practice
would be better established because nurse practitioners will have had opportunity to
develop the own scope of practice that weelor made for their caseload, with less
bureaucratic, political and regulatory demands placed upgan.ifhe UK could fall

victim to the Canadian experien¢ENA 2005) whereby many nurses worked in
posts that mirrored the nurse practitioner role but were never regeigted by

legislation or a nige regulator organisatioiowever this factor was oveome in

195



the UK March 2010, when Gordon Brown, the then UK Prime Minister, as part of
the UK health review (Nursing Times March 2010) stated that all advanced practice
posts within the UK, including nurse practitioners, should be regulated. This work is

currently ongoing with anstimated completion date of 2013

5.2.4 NEWZEALAND

The 1998 report from the Ministerial Taskforce in New Zealand focused on the
untapped potential of the numgi workforce. It concluded that to release this
potentialnurses neededo use their knowledge and skills more effectively, pioneer
innovative service provision, enhance the access to and quality of primargncare

contribute posively to health gain (Hughes &arryer 2002).

This highlighted the existence of increasing narsof highly educatednd skilled
nurses in practicevith advanced practice and leadership competencies. In the public
health system the most visible of these nurses worked in multidisciplinarg team
and/or in acute care settingsch as neonatahits a emergency departmerds as
clinical nurse advisors (Hughes & Carry2902) The taskforce considered that
diverse factors worked against the best utilisation of nurses, including poor access to
postgraduate education, legislative and funding barriedsttaa working conditions

under which many of these nurses practised.

These factors were identified as inhibiting the effective development and utilisation
of nurses with advanced practice competencies and the development of clinical
career options. The ta®rce recommended the development of the nurse practitioner

role in New Zealand to provide highly skilled care;ardination of patient groups
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(e.g. diabetic care, asthma care) across the hospital/community interface and a high

level of family health car services.

The key principles of nurse practitioner role development in New Zealaret

a) Nurse practitioners work towards health gain and reduce inequalities and
inequities in health; this includes addressing health needs of all Maori and Pacific

peoples;

b) The nurse practitioner is the most advanced level of clinical nursing practice;

c) Nurse practitioners should continue to evolve in response to changing societal and

health care needs;

d) Population health status will drive the provision of nymsxctitioners;

e) Development of the nurse practitioner challenges traditittmalindaries of

nursing practice (Hughes & Carryer 20924).

The nurse practitioner role will mostly complement the role of other health
professionals, bubverlaps will happe. Such overlapwould enable substitution
between groups to occur and thus progi@dficiency and flexibility in the use of
valuable resourcedNurse practitioers, like registered nurses, were autonomous
practitioners and dichot require supervision oheir practice by other disciplines
who hada defined scope of practice and substantial clinical expertise in their chosen
scope and are certified to practice by the Nursing Coundles¥ Zealand(Hughes

& Carryer2002 p.4). The pactice of nurse praciiiners wadased on colladration

and colleagueship and wéassed on concern for mutual goals, equality in status,
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power, prestie and access to informatiowith diversity in expertise, skills,
knowledge and practice (Hughes & Carry@002). Nurse practitioners in New
Zealand wereecognised by the Nursing Council and &we registered as n&s
practitiorers when they haé clinical y f ocused Masmeiithés deg
Nursing Council assessment criteria and competeratidsompleted four to five
years &perienceat an advanced level in a specific scopepictice (Hughes &

Carryer 2002.4).

5.2.5AUSTRALIA

The nurse practitioner movement first began in thalig in New South Wales
(NSW) in 1990. Similarly to the UK and USA in the 1980¢SW experienceda
shortage of doctors in undserviced communities especially in rural and remote
areas (Driscoll et akR005p.1). At the same time, retention of experienced nurses
was becoming difficult and was at atically low level (Chaboyer &Turner 2002,
cited in Driscoll et al 2005 p.2). Nurses indicated that one of the reasons for their
leaving the profession was inadequate clinical career struct(&W Department

of Health 1995; Turner 20QHarris & Chaboyer 2002n Driscoll et al 2005 p.2).
Currentthought by policy makers at this time was that the nurse practitioner role

would assist the retention crisis through the creation of a further career pathway.

Nurse pactitioner developmemnwas seeras a way of addressing shortfaltshealth
service delrery caused by fewetoctorsworkingin rural areasgiven that theole of
a nurse practitionewas viewed as a substitute doctor rale this time (NSW
Department ofHealth 1995; Turne001 in Driscoll et al 2005 p.2). However,

legislation and regulain within NSW prevented registered nurses from prescribing
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medications or ordering diagnostic testsstorically, advanced practice nurses (e.g.
physiciamsodosasgecnadmt assi stant s) wer e al
outside the legislative dundariesfor up to two years prior to nurse practitioner
development in 199&ven though itrequired a change in legislation for nurse

practitioners to obtain similar privilegéBriscoll et al 2005).

The nurse practitioner role was first dissed at a annual conference of the NSW
Nurses Association (NSW Department of Health 1995). Following this conference, a
tak force was established by the Chief Nursin§d@r to consider the development

of the nurse practitioner rol&@he remit of this taskforcevas to produce an action
plan for the development of the nurse practitioner role within NSW (Driscoll et al.

2005).

During the period 1992 to 1995 in NSW, pilot projects were implemented to
investigate nurse practitioner models within primary care andmnitte rural and
metropolitan health areas. Evaluation of these projects was very positive (NSW
Department of Health 200&ted in Driscoll et al. 2005p.3). Eventual consensus
was reached, following negotiation with medical staff organisations, health
departments and nursing organisations, which resulted in the nurse practitioner role
being restricted to rural and remote areas (NSW Department of HE@®Hin

Driscoll et al. 2005p.3).

In 1998, The New South Wales Health Registration Act 1991 was arthdnde
incorporate the role of nurse practitioner (NSW Nurses Registration Board 2000
cited in Driscoll et al. 2005p.3). This was an important step in nurse practitioner

role development, both within NSW and Australia.
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In Victoriain July 1998, a similaraisk force to NSW was establishe&kter similar
organisational negotiations 11 nurse practitioner models were funded, under an initial

phase lof a nurse practitioner project. Thalowed nurse practitioner development

in primary health, theatres, emergep car e, womends health,

care, haematology, wound care, psychiatry and a honeless s pyogransme but

not rural and remote where the need was gre@ddesicoll et al, 2005)

Unlike New South Wales, the implementation of nursetgraners in Victoria was

not based upon substitution of medicatecin undesserved communitiebut on the
development of an advanced nursing framework that focused on advanced nursi
practice and decision making. This wasensurethat the needs ofgients,within
primary and secondary health care were met (Victorian Department of Human

Servicex2000in Driscoll et al2005,p.3).

After twelve months, edcnurse practitioner appointéeok part in an evaluation,
undertaken by the University of M®ume. The findings of this evaluatioyielded
insights rather than conclusions (Driscoll et 2005) and werewithheld from
publication by the Victoria Department Bfalth.Driscoll et al (2005) rightly argue
that withholding publication of the evaluatioeport seved only to mystify the

reportrather than clarifying processes and outcomes.

In early 2000, the report of the Victoni&lursing Task Force was released (Victorian
Government Department of Human Services 260€d in Driscoll et al 2005 pA

At this time The Australim Medical Associatiorwere firmly against any form of

nur s e prescribing or nursesd ordering

privileges. Their reasons included insufficient training of nurses, potential dangers of
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unsafe pescribing and fragmentation of health care (Victorian Department of Human
Services 200@ited inDriscoll et al. 2005 p )4 The Australian Medical Association
was firmly against the idea that nurse practitioners were able to undertakeltatties
were previously the sole domain of the medical profess{@miscoll et al. 2005

AMA 2005).

Despite this oppositigrin 2000 the Victorian Nurses Act 1993%vas amended and
provisions were made to allow nurse practitioner registration and regulation; this was
enactedin 2001. Similar implementation and developments took place in South
Australia the Australian Capital Territory (ACT) Western Australia and Queensland,
in 1999, 2001, 2004 and 2005, respectivéDriscoll et al. 2005) The ACT
published its full FrameworBocument, which outlines all policies and procedures
for nurse practitioners, frorandorsement preparation onwand2006 (ACT Nurse
Practitioner FFamework 2006). Western Australia (WA) did not change any
legislation to implement the role of nurse praatiersuntil 2008 The process of
registering as a nursegutitioner haeen streamlinedp until 2008 nd i s- an
thecounterd process for all/l registered
Nurse Registration Authority of Western gtealia. All that is required is proof of

completion of these approved courses.

Since 2008 Australia is nowa nation of a standard process for the regulation,
registration and education of nurse practition€hés occurred as a result of all states
and territoris within Australia becoming compliant with the Inter Government
Agreement (2008) that made provision for a uniform approach to nurse practitioner

regulation, registration and education through the legislative process within each
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state. Western Australia @rsouth Australia now carries these minimum standards in

line with all other jurisdictions.

Table 1compareghe historicalnurse practitioner policy in the differeAustralian
states. It must be notedhat twojurisdictionsin Australia The Northern Teitory
and Tasmania have only recentlgveloped legislation processes and policy for the
implementation of nurse practitioner eotlevelopment, so no dataasailable for
comparisonand cannot be included within this tablene first nurse practitioner

initiatives were begun in the§asmania and the Northern Territoby 2008.

Using the concept of Analigal Comparison the table overleatfllustrates the

findings, comparing the various nurse practitioner initiatimeSustralia
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5.2.5.Historical Comparison of Nurse Practitioner Development

Table 1 Comparisonwithin Australia of Nurse Practitioner Policy

(Source: Nursing and Education Taskforce 2005)

KEY NSW VIC SA ACT WA QLD

ELEMENT

YEARCOMMENCED | 1998 2001 2002 2002 2004 2005

SCOPEOFPRCTICE | DEFINED DEFINED DEFINED DEFANED | DEFANED | DEFINED

EDUCATION MNS# MNSH# MNP* # MNS# MNS# MNS#

PRESCRIBING YES YES YES YES YES YES

DIAGNOSTIC YES YES YES YES YES YES

INVESTIGATIONS

REFERRALS ALLOWED | ALLOWED | ALLOWED ALLOWED | ALLOWED | ALLOWED
WTHGP

ADMITTINGTO NO RECOMMEN | LIMITED NO NO NO

HOSPITAL DS

TIMLEPROTECTED | YES YES YES YES YES YES

Since 2008*# MNS = Master of Nursing SciencgNurse Practitioner) MNP = Master Nurse
Practitioner

5.3.1Method of Agreement

Analysis usinghlie method of agreemeimdicatedthat rurse practitioners in all states
and territorief Australiawereallowed to prescriberdgs and order diagnostic tests
following amendments téegislation. Fourf the six states didot grant admission
privileges to nursepractitioners All states allowd nurse practitioners to make
referrals to other health care agencies and health professiBoajses of practice
were defined in all statesand territoriesto include primary and secondary health

care, with no restriction in clinicaletting (Driscoll et al2005).

The titl e 6 nwaspsotectedin allcstatémid itenitoreesvith legislative
provision for nurse prditioner development. This meaiihat registered nurses
cannot call themselves ragr practitioners unlesse wereendorsedand registered

by nursing regulators within a staieterritory.

203



Currently within all states there was uni f orm demand for a
minimum qualification for registration as a nurse practitio(®ustralian Inter

Governmenigreement 2008)

5.3.2Method of Difference

There are no methods of difference within Australiee 2008 when all jurisdictions
within Australia madelegislative provision for a uniform approach to nurse
practitioner education, regulationand registrabn (Inter-Government Agreement
2008) This uniform approach had to take place before the vision of national

registration(2010)could become reality.

5.4 Regulation of Nurse Practitioners in Five Countries

5.4.1USA

Regulation and registration of allgistered ntses in the USA wagverseerby State
Nursing Boards, in every statd@ his includedhe registration and regulati of nurse
practitioners and wathe sole authority fogovernancen many statebut with some
exceptionswhere nurse practitioneregulation wasun jointly by medical boards
These exceptions diabt necessally govern all aspects of nurse practitiopeactice
and were chiefly concerned with prescribing, but some medical boards required
supervision of all elements of nurse praetier clinical practice Some health
departments also have a role in governance of nurse practitioner development

(Pearson 2007).
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5.4.2Method of Agreement / Difference betweetdSA States

5.4.2.1Method of Agreement

Out of the 50 USA states, 16 BoardsMirsing do not have total control of the
regulation and regtration of nurse practitioner3his equates to 32%f Nursihg
Boards in the USA that could naotally control the governance of their nurse
practitioners. Some medical boardgthe governing bdy for doctors)only had
prescriting concerns whereas others hatht regulation for all aspects of nurse
practitioner regulation.Some health departmentslso held interests in nurse
practitioner deviepment. All the other nursing boards with jurisdicions of the

USA hadcontrol of regulation, registration and education of nurse practitioners.

5.4.2.2Method of Difference

Of these sixteentates, Nursing Boards jointly helgovernance with 1 State via a

Joint Committee between the Health DepartmentsigrBoard and Medical Board

13 Nursing Boards helgovernance jointly with the State Medical Boartl 2 sates

with Nursing Boards holding joint governance with the State Department of Health.
This suggestedhat Nursing Boards conceded to joint manageimof nurse
practitioner development. With Medical Boards playing a part in this management
perhaps other states could consider a similar approach especially in states such as
Ohio where nurse practitioner prescribing is a major issue (Pearson Z0@%.
findings shoved that the joint governance of nurse practitioners vdrigetween
heal t h d enedicalboargswarksg conjoirily with nursing boards within

states(Pearson 2007)
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The philosophy of traditional andontemporary nursing has historigatbeen that
nursing should be run and controlledrayses (AbeSmith 1979) Whether the USA
nursing profession considers this as a retrograde sewims to be seerlhe
Pearson Report (2007) dmbt identify any conflict in these arrangemesiggesting
that this process workedell. While inconsistencies persishe USAseemedo be

well developed in the arena of nurse practitioner registration and regulation.

5.4.3CANADA

All provinces and territories inCanada had or werenacting legislation and
regulation that allowedhe development of the nurse practitioner role. Provinces and
territories that were leaders in paving the way farsaypractitioner legislation were
undertakingreviews and revisio of legislation and regulatioio reflect and suppor

the evolving and autonomous natureha nurse practitioner role (CN2009.

Canadianprovinces and territories that haegislation and regulation in place
included British Columbia, Newfoundland and Labrador, Prince Edwistdnd,
Nova Scotia, New Bmswick, Quebec, Ontario, Manitoba, Saskatchewan, Alberta
and the Northern Territories @rNunavut. The Yukon Territory wabke only area
that waswithout current legislativgrovision for nurse practitioners. However, in
January 2010 this was proclaimeddathe first steps toward making sha reality

have now been takg@NA 2010)

Within those provinces and territories with exigtinurse practitioner regulation

there was greatdeal of congruenckeetween the competency frameworks developed
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by each jursdiction. This allowedor inter-province transfer of skills to occyCNA

2005).

The title of nurse practitioner wamsotected in aljurisdictionswherelegislationwas

in place. However, it shoulbe noted tht this protectiorexised as in Alberta asin
Oextelnalesddd cr egi st e whemrby alluspesiaist nureibg tidels bra
protected under the O6éextended cIGNAsSO r ec
2005) The termextended classneantthos registered nurses who wen®rking

beyond tle remit of mainstream registeretirses. Similar provision existeit

Ontario and Manitoba. In all other judistions title protection existefdr the defned

role of nurse practitiondlCNA 2005.

5.4.31 Method of Agreement / Difference between Province/ Territories in

Canada

5.4.31.1Method of Agreement

a) There wasmuch conguence in these Provincesd Territoriesin competency
frameworks in each jurisdiction making skills transfer possible between all States

and Territories.

by The t i tdite n é n rotwoted ip all Provinceand Territories that

have legislative provision for nurse practitioner development

5.4.3.12 Method of Difference

As of February 2010, legislative provision for the development of the nurse

practitioner roleincludes the Yukon Territorywfww.yrna.issues/issuesccessed 26
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February 2010).There wasno method of difference in legislative provision in
CanadaTherewan o mandat ory demand s flegreedvelihuc at i o
Canada for nurse practitionmmendeAd dmaosnt!ey
Only 23% of the nurse practitioner workforce in Canada had educational

qualificationsatorabove master 6s degree | evel in 2C¢C

5.4.4 UNITED KINGDOM

In the UK there wasno current legislation that makes provision for nurse
practitioner regulation or registration. The 2006 Nursing and Midwifery Council
Position Statement statetthat application hacdbeen made to the Privy Council, for
permission to open a suppientary regster that wouldprovide for nurse practitioner
regulation and registratioinoweverpermission has ydb be given. There waso
indication within this statement that identifiedthen this permission is likely tbe
granted. The titlénurse pratitione®  wnat protected within the United Kingdom.
Title protectionwould onlyarisewhen an Act of Parliament mageovision for title

protection for a profession, or a discipline withiprafession (AbeSmith 1979).

In order for protecton of title, the title of nursepractitioner regulationsmust be in

place that statkthe qualifications, licere provision and regulations for endorsement

as a nurse paéitioner. This provision allowedbr the uniqueness and professional

status of thenurse pratitioner role being preserved and protected, preventing any
otherregisterechurses oemployers or managefomu si ng t he titl e on
basis to describa title for a registered nurge anyone elseot qualified for such a

position.

208



5.4.4.1 Method of Agreement / Difference within the United Kingdom(UK)

5.4.1.2 Method of Agreementvithin the United Kingdom UK

a) Within the UK thedevelopment of the nurse practitiomele has occurred.

b) There is no legislation allowing for the regulation amgjistration of nurse

practitioners in the UK.

¢) There is no minimal educati@ualifications standard demandedhin the UK.

d) There are no National Competency Standaqsroved byegulatorsin the UK.
The only competency standards available areethm®duced by the UK Royal

College of Nursing, which is a trade union body and not a regulatory council.

d) The title O6nurse practitionerd is not

5.4.1.3. Methods of Difference within the UK

There are no methods of difference witlihe UK because there is no regulation

within which to compare differenceas is the case in other countries

5.4.5NEW ZEALAND

In order for an experienced registered nurse to register additionally as a nurse
practitioner he/she must first complete apapoved master 6s degr ece
nurse practitionerole that prepares nurses to undertake this rAtepresent, if a

registered nurse possesses a different clinically focuse¢é M e r 6 suchchgthger e e
Master of Nirsing degre¢hen the applicatiomwill be considered, providing that the

employer supports this and if the post held by the applicant is within the remit of the
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nurse practitioner role. Thiwill only be allowedduringt he 6decade of t
(200062010 (Hughes & Carryer2002). The sde entry gate for nurse practitioner
registration is through a Mastero6s Degr
recognised as being appropriaide title is protected in New Zealand and the sole

regulator for nurse practitioners is the Nursing Golusf New Zealand.

5.4.5.1Method of Agreement / Difference within New Zealand

This does not apply within New Zealand as thisngist one nursing counaihich is
the soleregulatory authority that has jurisdiction throughout the couiitingre were
mandatory educational qualifications in place and all legislative provisions, including

title protection were enacted.

5.4.6 AUSTRALIA

From July 2010, Thélational RegistratiorAuthority commenceandorsement of
nurse pratitioners in Australia who were prmusly governed by State iNsing
Boards/Councilslongside the Australian Nursing and Midwifery Council (ANMC)

This governance includes:

1 Compliance withlegislation thatmade provision for nurse practitioner

development, regulation and registration

1 The ANMC National Competency Standards for nurse practitionEngse

hadbeen accepted throughout Australia

1 Regulations for the preparation of nurse practitioners

1 Endorsement requirements for registration as a nurse practitioner
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There is now a Nursinghd Midwifery Board of Australia with each state having its
own nursing boardhat works in conjunctiowith national governance organisations
in health care Australian Health Practitione Registration Authority(AHPRA)

2009)

The processes for endorsemesd required competems to this end must be
completed before endorsement is grardeda nurse practitioneRequirements for
endasement weremirrored in all states and territories within AustraliBhis
excludedthe Northern Territory and Tasmania winiat thetime of writing have
developed legislatiobut no data is available for comparisddtatesand territories

with well developedegislation include

Australian Capital Territory: A ma s t e r Oesific tb&wgse practitisnprs was
required. Allnurse adorsed nurse practitioners html meet the requirements for
prescribing within thisterritory. The Health Professnal Act 2004 (ACT)
consolidatedhe common provisions for the regulation of all health professions into a
singlepiece of legislatin. Nursing wa®verseen by a Nursing and Midwifery Board,

under separate schedules (3 and 4) eHkalth Professiondlct (2004)

New South Wales: This wasthe only state in Australia that made legislative
provision for midwifery practitioners as well agirse practibpners asdirect care

advanced practitione(®riscoll et al. 2005)The regulatiorof both these disciplines
wassimilar. The Nuses and Midwives Board regulatiedth, with a separate register

for midwifery practitioners and nurse practiteon Nor mal | vy, a master
required, but for very experienced nurses and midwives ansystasted for

endorsement through provisions fore qui v al e n c e/{reparationetithtu c at i
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must be demonstrated through a portfolio of written evidemwmk @eer review

interview (Nursing Education Taskforce Mapping Rep@@05 no author given

This wasa temporary arrangememlyg (Nursing Educadn Taskforce 2005). For all
applicants from 2008, a master os d e g r @eastralians Intec o mp u |

GovernmehAgreement 2008).

Queensland: The Qeensland Nursing Council assum#te positon that nurse
practitioners wereexpected to be advanced specialist nurses prior to seeking
endorsement. As experienced andoaetable professionals, they wéheis expected

to ensure that they have the appropriate education mast er 6,sandthe gr e e
experience and competence for practice at thd fevevhich they wereauthorised

(Nursing Education Taskforddapping Report 2005).

South Australia: The Nursing Boal of South Australia authorisedurse

practitionersto practice. There weretwo pathways thatcan be followed fro

endorsement:
1 The alternative pathwayhiswason!l y avail able until Ju
degree in the candi dat e@swrsingyn speci al |

T A mast er(Busse graetgioneyeas mandatory for all new candidates
and for al | candi dates without a ma

practitioner

(www.nbsa.sa.gov.aureg_nurse_practdner endorsement.html accessed 27

February 2010).
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Prescribing wasptional, but if an applicant chote be endorsed to prescribeetth

the prescribing criteria had tehow an individual formulary developed by the
applicant and approved by teenployer. This process had toclude evidence about
how prescribing by the applicant will benefit patie(ursing Education Taskforce
Mapping Report 2005). Once approyéte famulary wadlisted on the reverse side

of the practising certificate for a nurse practier.

Victoria: In Victoria, applicants for endorsement didot have to use any
predetermined practice groupings, bands of specified practice or areas of practice to
be recognised by the board. To date, the nurse practitioner areas of practice have
beendefined by curret endorsed nurse practitioners. Nurse practitioner candidates
proposedand subsequently gained approval from the baaghrding details about

their own specific areas of practi@d hav this area of practice bene&fd the
population sared The process was complex and cotalkle up to a year or more to
complete, in total contrast to the South Austredigulations, which arsimplistic in
comparison The use of clinical guidelines in the endorsement process (ascdist
from a medicatiorist) hadbecome central to the Victoria regidey model. These
guidelines wereeviewed by the board. The regulations dicldteat a guideline is
reqguired f or e vaticethat & svolved. miisncludeprescribingy r a
ordering of diagnstic tests, making a diagnosis and referral procedsassi(ig
Education Taskforcéapping Report 2005). Guidelines must be developed by each
registered nurse who sougitidorsemends a nurse practitioner and weeyiewed

by the board as an integral paftthe endorsement proceasd for the purpose of

continuing endorsement
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Western Australia: Comparedto other s$atesand territoriesin Australia the

process in Western Austraieas streamlined perhaps arguatitythe extreme. The

process wasn overthe-counter process for those who have graduated in courses
approved by the National Regulatory AuthpriiNRA). This authority approvedll

nurse practitioner courses throughout Australia for preparation of nurse practitioners.
Providing proof of graduain from one of these courses was produced, endorsement

took place. No written evidencportfolio of current practice wagequired. Nurse
practitioners who mowkinto the state from another state territory in Australia

must have completed a similar NRAwse.These weraisually atma st er 6 s de gt
leve. Wit hin Western Agreetcousdsiara availabfdlovewma st er
applicants for endorsement hado p os s e s s acounsespeciicrtdthe de gr e
nurse pradtioner and it is this that wase the parameter used for comparison with

other areas.

In the Northern Territory and Tasmania, policies and procedures forurse
practitiorer development were in place, as wlagislation provision for nurse
practitioner developmenEndorsemenénd regulabn policies and procedures were

now in place and regitment into degree courses hesimmenced.At the time of

writing, no data wasvailable outlining the number of nurse practitioner candidates.
Therewaswosgci fi ¢ master 6s frengrsepmctitorfefdegree d i n

preparationwithin the Universityof Tasmania (See Appendix A)
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5.4.6.1 Method of Agreement / Difference in Australia

5.4.6.2Method of Agreement

a) All states anderritories within Austalia haddeveloped competency stands for

nursepractitioneryANMC 2006)

b) All states and territories hathade provi si on for a mas:

practitioner) as a mandatory qualificationorder to register as a nurse practitioner.

5.4.6.3Method of Difference

This does not applwithin Australia because all states and territories have legislation
in place that is required to develop the

(nurse practitioner) is now mandatory in all states.

Each state in Augtlia hasits own nursing bard within Australia overseeing
assessment and qualificatiorgoverned by TheNational Health Practitioners
RegistrationAuthority for regulation ofall 10 professional disciplines within health
care in AustraliaEach state and territory within Australas a professional board

for each of the professional disciplingst undertake governance of that discipline.
The boards are accountable to the National Health Practitioners Registration

Authority (National Health Practitioners Registration Authorit92p

The table overleaf shows a comparison of the numbers of nurse practitioners in
practice, in 2005, within the states and territories that had legislative provision for

nurse practitioner development at this time.
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Table 2 Comparison of Numbers in Practice in Australia (20095

STATE NUMBER NUMBER OF
ENDORSED PRACTICE
AREAS
AUSTRALIAN 23 25
CAPITAL
TERRITORY
NEW SOUTH 62 WITH 2 15 TO DATE
WALES MIDWIFERY
PRACTITIONERS
QUEENSLAND 13 NONE
SPECIFIC
VICTORIA 4 NONE
SPECIFIC
SOUTH 11 NONE
AUSTRALIA SPECIFIC
WESTERN 23 25
AUSTRALIA

Thesefigures suggesd that those states with defined areas of practice and a more
complex, but possibly more complete, endorsement process are those thadattract
the higher uptake of applicant numbers. Those statds moitspecific areas of

practice werattracting fewer numbers seeking endorsement.

A further comparison table overlediustrates education preparation comparisons
within the five countries studiedAustralia and New Zealand are the only two
countries tht have developedninimum educational qualifications for nurse

practitioner endorsement.
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5.5 Table 3.Education Preparation Comparisons in Five Countries

Country Ma st er 0 s| Diploma Allowed | Other Qualifications
Mandatory Allowed

USA Not all Staes Yes Postgraduate

certificate

Canada Not all Provinces | Yes Postgraduate
or Territories certificate

United Not regulatetf* n/a n/a

Kingdom

New Whole Country | No Nil permitted

Zealand

Australia All Statesand No Nil permitted
Territories

*** Until 2015and 2013 respectivelywhen uniform approacto beimplemented

In the USA, not al states requirga mandatory Master of Nursing Scierdegree.

States that dishot require such a degree accept patduate qualifications, both at

certificate and diloma lewel. The states involved includeelaware, District of

Columbia, Hawaii, Idaho, Indiana, Maryland, Massachusetts, Minnesota, Missouri,

New York State, North Dakota and Washingtém.2009, Stanley (2009) reported

that the APRN Council whbasbeen neeting for the last four years have finally

reached agreement that there will be a uniform approach to nurse practitioner

regulation, registration anéducation throughout the USAThis is a landmark

decision in the USA with an implementation date of 2@f&8 a critical indicator in

developing a uniform approach within the USA.

In Canada, while a

master o6s

degr ee i s

recommend

compulsory. Indeed, within the Gadian Nurses Associatiq2005 p.14 Table 3

only 21.6% of licensed nursegpc t i t i oner s

wer e

educated
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In the United Kingdom, there washo regulation and thus no minima or maxima in
terms of education levglin order to become a nurse practitioner. However, there are
courses established at 10 UK univees, which are Royal College of Nursing (UK)
approved courses, in order to prepaurse practitioners. Thesereatma s t amad 6 s
b a c h elevelr ahd includé universities in Aberdeen in Scotlgnduffolk,
Sheffield, London South Bank, London City, Bigham, Cumbria, Plymouth and

Bournemouth in England and Swansea in Wales.

In New Zealand,a Master in the Science of Nursing degree for nurse practitioners is
requiredthroughout the countrfor all new applicants. In some cases however, if an
applicantis very experienced and has a clinically focused Master of Nursing degree,
this is acceptable, baunt s iotnil e01@) (H{ughes0g2 t h e

Carryer 2002

In Australia, ama s t e r degreelisemaredatory for endorsement irsttesand
territories Some universitiesaward these degrees under different titles. In the
Northern Territory, for example, graduands are awarded a Master of Health Practice
(Nurse Practitioner) and in South Australia graduands are awarded a Master of Nurse
Prectitioner (see Appendix A for a web link to all universities that offer nurse

practitioner courses).

5.5.1 Method of Difference / AgreementbetweenCountries

5.5.1.1Method of difference

The method of differencbhetween the five countries includes:
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a) The findings from the inter country comparisons in terms of the method of
agreement/ difference revedlsatinternal consensus within twoountries(UK and
Canada)has yet to be achieved in terms of the minimal education requirements in
order to become end@&d as a nurse practtier.This factbecomes aerious method

of differencebetween the countriesnd acritical indicatorof differences between

five countries The exceptionsvhere consensus exisise USA, Australia and Ne
Zealand. However, becauseyamon-consensusloes not comply with the ICN vision

for identical legislation and education standards for all its member courttrees
developed worldas a wholecontinues without consensus in nurse practitioner
development This provides a major barrieglobally to implementation and

acceptance of the role

b) The findings suggest t hat nurse pract.i
qualified only to diploma or certificate level would have difficulty in registering in a
different geographical areaonext of practicehat demands a mastelevel degree

and would bdimited in mobility and career progressiorhis lends credence to the

danger of a career cde-sac (Castledine 1998 Castledine & McGee 1998

c) The UK has no legislation provision forurse practitioner development with

regard to regulation, registration or title protection.

d) The UK has no competency standards approveddyators.

5.5.1.2Method of Agreement

Method of agreement betwetre fivecountries includes:
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