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Àbstract

This practicum was designed to L) demonstrate the role
of Èhe neonatar nurse practitioner and 2) identify variables
related to the knowledge and practices of the nurse

practitioner which represent a unique perspective in
comparison with the practice of staff nurses and neonatal

resident,s. The investigator functioned as a nurse practitioner
in a tertiary care neonatal intensive./intermediate care

setting for four months, utirizLng a participant-observer
research strateg-y.

Data collected during this demonstration project
consisted of taped field notes. sources of data included:
systematic observation, daily bedside rounds and weekry case

conferences wit,h the staf f neonatologist.
The field notes lvere transcribed to form a text which was

then interpreted using a framework developed by Benner (L994).

The data from this project provide additional support for the

competencies developed by Benner (1984), and those identified
by Brykcznyski (1985) in her study of nurse practitioners in
amburatory care. Two new competencies were identified in this
study: mentoring and role modelring, and providing
consistency/flexibility in patient care.

The exemprars generated in this study demonstrate an

integration of medical and nursÍng therapies to provide a

J- l_ l_



comprehensive approach to patient care. Evidence of improved

consistency in pat,ient care was also found. Communication with
parents, nurses and other health care workers was found to be

an important role function for the nurse practitioner.
Anecdotal evi-dence suggesting acceptance of the nurse

practitioner role by physicians and other nurses in the

setting was found in this study. Problems with the role
identified in this project, included: knowledge gaps in the

areas of physiology and pharmacology, and time pressures

associated with the integration of medical and nursing

functions.
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Chapter 1

STATEMENT OF THE PROBLEM

1.1 fntroduction

The field of health care has witnessed dramatic changes

in the last fifteen years. Nowhere is this more evident than

in the area of pediatrics, where neonatology has arisen as a
major subspeciarty. Nurses working in this setting have been

caÌIed upon to provide increasingly complex care to bot,h

neonates and their families. rn response to these demands an

expanded role for neonatal nurses has been suggested

(Barnett & Sellers, L979¡ Bellig, 1983; Johnson, Jung c

Boros, L979¡ Tappero, 1-983).The call for this expanded rore
has been met with mixed reactions in the nursing and medical

community (Monnig, 1983; Monteiro, 19ZB). One of the major

areas of concern ¿rmong nursing leaders has been the
potential for a loss of nursing identity in this role
transition (Rogers, L975¡ }Íilliams, 1983).

Tomich (l-978) has stated that ',adoption of the medical

moder by nursing constitutes the single most sarient and

most self-defeating barrier to achievement of full status
for nursing" (p. 303). Prior to implement,ing such a program

in the Canadian health-care system, the role of this
practitioner must be carefully defined.



L.2 Purpose of the Study

The focus of this practicum was to implement the role
of the Neonatal Nurse Practitioner (NNP) in a Level 11I NICU

and to explore the role identity which emerged from this
experience. Specifically, this project 1) demonstrated the

role of the neonatal nurse practitioner and 2) attempted to
identify variables related to the knowledge and practices of
the nurse practitioner which represented a unique

perspective in comparison with the practice of staff nurses

and neonatal residents. By examining these questions, it was

hoped that the rol-e of the Neonatal Nurse practitioner might

be more clearly defined. This definition will facilitate
examination of the contrÍbutions of the nurse pract,itioner
to the health care of neonates and their families.

1 .3 Conceptual Framework

A conceptual model can be defined as a set of concepts

integrated into a meaningful configurat,ion (Nye & Berado,

1966). conceptuar moders give direction in asking relevant
guestions (Fawcett, 1984) and provide a framework for data

analysis. In interpretive research, the model provides an

organizationar basis for thinking and for interpretation of
observations. This practicum project, designed to identify
role functions of the neonataL nurse practitioner, is based

on the work of Benner (L982t L983,1984, L985).



Benner's model ( 1-982, 1983, L984, 1985 ) e¡as developed

from systematic observation, recording and interpretation of
clinical nursing practice. The philosophy of this mode] is
derived from the work of Polanyi (L962) and Kuhn (L962) who

distinguish between "knowing that" (theoretical knowledge)

and "knowing how" or practical knowledge learned or acguired

through experience. Many skills are developed without an

understanding of the theoretÍcal basis or rules governing

the skill. For example, those who ski or skate may not

understand the rules or principles which allow them to
maintain their barance. when applying this to the disciprine
of nursing, túe recognize that, not all aspects of clinical
knowledge can be quantified or described in scientific
formurae. crinical knowledge often goes unrecognized and to
some ext,ent unappreciated. The finely tuned instincts of the

expert nurse may be referred to as a "gut feeling or sixth
sense, " without giving credit to the wealth of knowledge

needed to develop that feeling. Benner views practical
knowredge, the knowtedge embedded in crinical expertiser ês

central to the advancement of nursing practice and the

development of nursing science (Benner, l9B4). rn her words:

Knowledge development in an apptied discipline consists
of extending practical knowledge (know-how) through

theory-based scient,ific investigations and through the
charting of the existent "know-hov¡" developed through



clinical experience in the practice of that discipline
(p. 3).

The development of practical knowledge occurs through

experience when nurses try-out and rethink hygotheses and

theoret,ical expectations in t,he practice setting. Since

experience is a prerequisite for expertise, Benner (L9S4)

has identified five levels of nursing practice: novice,

advanced beginner, competent, proficient, and expert. These

Ievels are derived from observations of how nurses make

decisions in clinical practice.
Expert nurses make qualitative or perceptual

assessments of clinical situations based on senses of touch,

smell, and sight as welL as the patient,s physical, verbal
and behaviorar expressions. Beginners work on each of these

senses separately until they gain the experience to
integrate the information into a holist,ic picture of the
patient (Benner, 1982 ) .

In addition to the identificat,ion of levels of
expertise in nursing, Benner (1984) has also identified
seven domains of nursing practice which serve as an

organizationar framework for describing the intentions,
expect,ations, meanings and outcomes of expert practice.
fnterpretation of data generated by interview and

observation of acute care nursing practice resurted in the
identification of competencies. These competencies rúere then

4



grouped together into domains based on similarities of
function and intent.

According to Benner (1984), a domain may be defined as

" a cluster of competencies that have simÍIar intents,
functions, and meanings" (p. 293). Competenciesr oÍ areas of
skilled performance, emerged from analysis of field notes

obt,ained from the study of beginning and experienced nurses

in various clinical settings. Seven domains of nursing

practice lvere identified as follows: 1) the helping role; 2)

the t,eaching-coaching function; 3) the diagnostic and

patient-monitoring function; 4) effective management of
rapidly changing situations; 5) administering and monitoring
therapeut,ic interventions and regimens; 6) monitoring and

ensuring the quality of health care practices; 7)

organizat,ional and work-rol-e competencies. Detail-ed

description of these domains can be found in Appendix A.

Use of this framework has been compared to the

interpretation of text. Ã. sent,ence alone does not exptain
the meanÍng of a paragraph but must be examined in the

context of t,he entire passage. SimiJ_ar1y, behaviors may have

multiple meanings and are best understood when examined

holistically in a larger context (Benner, 1983).

The int,erpretive approach described by Benner (f_993)

attempts t,o synthesize rather than analyze meanings to
provide a way of organizing and describing practice.



The goal of interpretive research is not to extract
theoretical terms or concepts but to achieve understanding

(Benner, L985). This type of description is needed in order

to better understand the role of the nurse practitioner.
Examination of nursing know-how, and the perceptions and

clinical judgements that arise as a result, of acquiring

skills through delegated practices, are particularly
appropriate in the study of new nursing roles.

Benner's model (1984) of interpretation of clinical
nursing practice provided the framework within which to
organize and interpret data collected in this practicum

project. This model was found to be particularly appropriate

for interpretation of data generated by a ne\il nursing role.
The framework alrows an opportunity for systematic study and

cornparison of the dat,a generated by this project with that
of ot,her researchers using the Benner model.

L.4 Definition of Terms

Nurse Pract,itioner- a registered nurse with advanced

training, working in a collaborative
relationship wit,h a physician, who provides

patient care services previously designated as

medical functions.

Competency- "an interpretively defined area of
skilled performance identified and described



by its intent, function and meanings. "

(Benner, L984t p. 292)

Domain- "domain of practice is a cluster of
competencies that have similar intents,
functions and meanings." (Benner, L984t p.293)

1.5 Background

In the last ten years survival rates for low birth-
weight infants have increased sharply. Improvements in
neonatal mortality have been most significant in those

infants weighing 500-1000 grams. Manitoba statistics
indicate a 20* survival rate for infants 500-999 grams born

in L980. In 1-986, the survival rate for this group had

increased to 508 (College of physicians & Surgeons of
Manitoba, 1980, i.986) .

Decreases in neonatal mortality, combined with factors
such as improvements in antepartum care and the provision of
a neonatal transport team, have greatly increased the number

of admissions to the neonatal intensive care units (Nrcu's)

in Manitoba. In L988, 542 of the 4,363 deliveries at St

Boniface Hospital rdere classified as high risk according to
standardized perinatal risk scoring. There were 323

admissions to the hospital's Nrcu, up 2s* from ten years ago

(MacDonald, L988). The length of stay in neonatal units has

aLso increased. Very low bÍrthweight infants may stay in



NICU as long as ten months before going home or being

transferred to a chronic care facility.
As neonatal care becomes more complex and more

proronged, the needs of the neonate's family arso increase.

A number of researchers have demonstrated the positive
effects of structured support programs and consistent care

givers on parental comfort and involvement with their infant
(Hawkins-I{arsh, l-980; Meier, 1978). parents have arso become

more active in decisions regarding their infant,,s care and

in seeking answers to their questions. À number of books

written by parents for families of premature infants suggest

that parents shourd become as knowredgeable as possibre in
the care of their infant (Henig & Fletcher, 1983; Lieberman

& Sheagren, L984; Pfister C Griesemer 1983 ) . This change in
approach represents an increased workload for both

physicians and nurses who must help the parents meet their
learning needs.

These factors have placed a great strain on the
resources available in neonatolog:y. A shortage of
neonatologists has been in evidence for a number of years

(American Academy of pediatrics, L9B0). The number of
medical- residents being admitted to pediatrics has also been

reduced. fn Manitoba, there were seven fewer pediatric
residents in 1985-86 than in L982-83. This impacts

dramatically on t,he number of senior residents available to
provide twenty-four hour medicar coverage. currentry, BOt of



on-call- coverage for St. Boniface NICU is provided by casual_

or paid call (Ke11y, personal communication, October,

1987). Under this system, a physician is paid to work in
NfCU overnight and on weekends for a varying number of
shifts each month. Continuity of patient care and parent

contact is not possible with this system.

In response to similar manpov¡er challenges in other
settings, nurses have broadened the scope of their practice
to assume a more comprehensive role on the health care team.

Silver and McÀtee (1984) have suggested that the use of
expanded role nurses wirl arlow house staff and ferl-ows in
training additional time to care for more comprex patients
without reguiring additional resident programs. The term

"nurse practitioner or nurse clinician" has been used

interchangeably to describe the nurse who received advanced

training in expanded role functions. The clinician working

in the neonatal setting has been described by strickrand
and colleagues (l-980) as being involved in plannirg,
implementing, and evaluating total care of high risk
neonates, performance of diagnostic and therapeutic
procedures and management of emergency situations.

1.6 Historical Overview

i) United States:

The first NP demonstration project was developed in
L965 at the University of Colorado and was intended to



determine the safety, efficacy and quality of a nursing

program providing care to children and families (Ford &

Silver, f967). Since the 1-960's, the nurse practitioner

movement has grown in the United States to encompass almost

all fields of clinical practice with over 24t000 nurses

having received NP t,raining (Mahoney, L988). As of l-988,

thirty-five states had changed their nurse practice acts to
accommodate expanded role nursing. Twenty-eight states allow

nurses t,o prescribe medication and ninet.een a1low third
party reimbursements (Tflaters & Arbeiter, 1985; Nurse

PractiÈioner, L989).

In the neonatal setting, the first nurse practitioner
program \das established in L973 in Tuscon, Arizona in a

normal nursery setting (Slovis & Comercirl974). AIso in
L973, a NNP demonstration project was undert,aken in a Level

III NfCU in SaIt Lake City (Johnson, Jung & Boros, L979).

This project was initiated in response to identified
manpo\rer shortages and resulted in the development of a

full-scale training program for nurse practitioners. In
I976, one of the best known neonatal nurse practitioner
programs \das est,ablished by Sheldon and Dominiak (1980) in
Denver, Colorado. A 1982 survey done by Harper, Little and

Sia (1982) found that 572 of Leve1 III NICU,s in the United

States employed NNP's. A L987 survey done by the National

Association of Neonatal Nurses identified thirteen masters

10



and nineteen non-masters programs in the united states which

prepare Neonatal Nurse Practitioners (NANN, 1987).

ii) Canada

fn L97L, McMaster University in Hamilton initiated an

education program for nurse pract,itioners with a focus on

family practice. Ninety-nine nurse practitioners graduated

from that, program (Scherer, Fortin, Spitzer & Kergin, L977).

A L972 report (cited in Gray, 1983) commissioned by the

Federal Government recommended that the development of the

nurse practitioner be regarded as a high priority in meeting

primary health care needs in Canada. A Canadian Medical

.A,ssociation-canadian Nurses Association joint committee

recoilrmended in 1973 that "serected responsibilities now

tended to be handled by physicians can reasonably be

deregated to nurses" (cited in Gray, L9B3). rn the neonatal

settíng, McMaster once again developed the first canadian

program for nurse pract,itioners. This program, initiated in
1986 as part of the Masters in Health Sciences program, is
jointly sponsored by the university, the Ministry of Health

and t,he ontario colrege of Physicians and surgeons (schultz,
L987). In a Canadian survey (Askin, 1986) onJ_y one other
center was reported to be considering a nurse practitioner
training program.

I.7 Problem Surnmary

A number of studies have examined the practitioner in

11



terms of patient and physician acceptance and in terms of
outcome results. (Chacko & I{ong, l-984; Ward, L979; Zammuto,

Turner, Miller, Shannon & Christian, L979). However, little
work has focused on the knowledge and practices of this
nurse.

Several authors have cal-led for the investigation of
those aspects of nurse practitioner practice that are

different from physician care (Fagin, L982; Gortner, L9B4¡

Molde and Diers, 1985; Prescott & Driscoll, L97g; Sullivan,
1982). Qualitative description is needed to identify those

aspects of expanded role pract,ice which have not been

captured by more traditional research approaches.

Birlingsley and Harper (1982) have identified as a research

priority, exploraÈion of the care versus cure dichotomy. In
their words: "These functions are the crux of the difference
between nursing and medicine... The bulk of the research

about nurse practitioners has focused on the curative
(medical) tasks. The caring (nursing) tasks have been

ignored" (p.23) .

A review of the lit,erature has shown support for
Stanford's (L987) claim that:

There has been an underlying assumption that nurse

practitioners bring with them to primary care an added

dimension of holistic and humanistic care that
incorporates principles of health maintenance, health
promotion, patient education, counseling, advocacy

L2



collaboration and comprehensive patient-centered

care... These assumptions about the "art-of-care" of

nurse practitioner practice have not been

conceptualized for research purposes. (p. 68)

Specifically, the problem this study addressed is the lack

of information about the methods of care delivery used by

the nurse practitioner and how this care differs from that
provided by the staff nurse and the medical resident.

1.8 Relevance

This study provided an opportunity to study the

implementation of a ne\d nursing role within the context of

the set,ting. It was designed to broaden the understanding of

the role of the nurse practitioner as compared to staff
nurses and physicians. Ìfhile the nurse practitioner has been

studied extensively in the United States, little work has

been directed to studying the knowledge and practices of
this group of nurses. This interpretive study will
contribute to an understanding of the uniqueness of the

practitioner role and its contribution to nursing knowledge

and the health-care of clients. The knowledge gained from

this study should ease the transition of other nurses into
the role due to an increased understanding of the role and

role identity.

l_3



Chapter fI
REVTEW OF THE LITERATURE

2.L Introduction

Much of the practitioner research reported in the

Iiterature has focused on three basic areas: 1-) knowledge

base or preparation, 2) role acceptance and 3) a comparison

of outcome results for nurse practitioners and physicians. A
brief review of the research in these areas will be

described. Literature and research related to the practice
of the nurse practitioner will also be reviewed.

2.2 Knowledge Base

Programs designed to prepare Neonatal Nurse

PractÍtioners vary widely in both length and complexity.

Courses ranging from several- weeks of theory and clinical
pract,ice to Masters preparation have been reported in the

literature (Andrews & Yankauer, L97L; Bellig, 1980; Decastro

& Rol-fe, L973¡ Ostrea & Schuman, L975; Sheldon & Dominiak,

1980).

Much concern has been expressed regarding the adequacy

of educational preparation for the NNp role ( BeJ_Iig, j-980;

Johnson & Boros, 1979¡ NAACOG, l-985; Sheldon c Dominiak,

1980). In 1985, the Nurses Association of the American

College of Obstetrics and Gynecolog-y (NÀACOG) identified

t4



three essential components for a neonat,aL nurse clinician
program: 1-) identified objectives, 2) planned learning
experiences, and 3) subjective and objective evaluation.

Further to this, in l-986, NAACOG's affiliate, the NAACOG

Certification Corporat,ion (NCC), changed t,he eligibility
criteria for the Neonatal Nurse Practitioner certification
exam to include graduat,ion from a recognized nurse clinician
program of at, least one year in duration (NCC, L985). The

trend in the United States over the past ten years has shown

an increase in the number of nurse clinician programs

affiliated with academic institutions and an increase in the

length of the progr¿rm (Bullough, Sultz, Henry & Field, 1984;

Sultz, Henry, Bullough, Buck, & Kinyon, 7983).

In Canada, the Canadian Nurses Association (CNÀ) has

expressed support for the move to higher education for nurse

specialists. In the CNA Position Paper on Specialists' Ro1es

in Maternal Infant Nursing (L984), CNA states:
Specialist preparation is in addj-tion to general

preparation as a nurse. A specialist must

systematically acquire knowledge and skills...Such a

course of study should be developed in academic

settings... (p.6).
The specific knowledge base required to function in the

NNP role has been the subject of several papers (American

Nurses Association & Àmerican Academy of pediatrics, L97L¡

Schneider, Ziegek a Patterson, L975; Bellig, 1980; Sheldon c

L5



Dominiak, 1980). Very little empirical- evaluation of the

nurse practitioner's training has been seen in the

literature. One study (Davidson, et al r L975, demonstrated a

significant (pcO.00L) difference between entry level
knowledge and outcome knowledge in a seven month Pediatric
Practitioner program. Slovis and Comerci (L974) evaluated a

short neonatal program that included cribside teaching and a

supervised clinical experience and found that the program

objectives r{ere met. However, their evaluation methods were

not extensive and further investigation was recommended by

the authors. Other authors have also carried out limited
evaluations of their programs' outcomes and have

demonstrated positive results in quantity and quality of
work, consÍstency of care and patient satisfaction (Barnett
& Sellers, L979i Ostrea 6. Schuman, L975i Strickland, L980).

Few authors, however, have evaluated specific content

reguirements of an NNP program.

2.3 Role Acceptance

This aspect of the expanded role of the nurse has been

examined in several- studies. These studies have looked at
acceptance of the NNP by patients or families, physicians

and other nurses.

i) Patient Acceptance

The acceptance of nurse clinicians by patients and

families has generally been found to be positive. An early

16



literature review by .A,ndrews and Yankauer (l-971) discussed a

number of studies of parental reaction to pediatric nurse

practitioners. All showed high levels of acceptance among

the parents. Similar results !'¡ere found by Day, Egli and

Silver (L970), by Shively (L975) and by Gortner and Nahm

(Le77).

Studies by Yankauer, Tripp, Àndrews and Connelly (L972)

and by Chenoy, Spit,zer and Anderson (L973) demonstrated an

acceptance of nurse practitioners by patients and a

preference for nurse practitioner provision of certain tlpes
of care such as¡ patient education, weII child care and care

in certain medical conditions. In L978, Levine, Orr,
Sheatsley, Lohr and Brodie surveyed T0L patients seen by

nurse practitioners in Philade1phia. 94.L8 of the patients
expressed comfort with the nurse clinicians and 95.5t rated
the clinicians as good or very good.

In 1985 the .American Nurses Association conducted a

poll of the .American public,s attitudes toward nursing. The

results of the survey demonstrated that 85-96 E of the

respondents believed that with training, nurses could safely
prescribe routine drugs, perform physical examinations,

deliver babies and provide home health-care services.

ii) Physician Acceptance

The research relating to physician acceptance of the

nurse pract,itioner role has been mixed. Devlin (L975)

reviewed fifty-eight articl-es on nurse practitioners that
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appeared in the literature betrúeen 1965-1975 and found that

458 mentioned interdisciplinary conflicts involving the

nurse practitioner role. Monteiro (i-978) identified the

following issues as possible sources of conflict "1)

economic infringement and 2) infringement on the physician's

exclusive hold on diagnosis and treatment as legitimate
medical actions" (p.338). Antonelli (1985) surveyed I27

neonatal nurse practÍtioners to identify sources of role

stress. Results of this study indicated that practitioner-

physician conflict was rated as the highest source of

stress. Specific problems identified in this category of

stress included: perceived medical mismanagement,

disagreements over medical management and physician

reprimands.

Lawrence, and colleagues (L977 ) queried North Carolina

physicians as to their willingness to delegate tasks to

nurse practit,ioners and found that only 348 of the

respondents would hire a nurse practitioner while 52*

approved of the concept but would not hire. The authors of

this study speculate that physician reluctance is related to

the manner in which physicians are socialized to their own

professional roles and the lega1 and ethical support systems

which have developed to insure the quality of medical

practice.

Fottler, Gibson and Pinchoff (L978) surveyed 944

physicians in Western New York and found that only 23.42
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would be willing to hire a nurse practitioner. Reasons for
unwillingness to hire included satisfaction with traditional
roles, problems with lega1 liability, perceived inability of
the nurse practitioner to perform the role and a perceived

lack of patient, acceptance.

Other studies have shown that physician acceptance can

be achieved (Levine et aI, 1978). Schoen and colleaçJues

(1973) surveyed carifornia pediatricians and found that the

majority suggested that nurse practitioners be used in areas

where present hearth care \das inadequate. ostrea and schuman

(L975) surveyed a group of medical resident,s, the majority
of whom said that t,hey found nurse practitioners to be

helpful.
Pierce, Quattlebaum and Corley (l_985) studied the

attitude changes of resÍdents associated with a pediatric
nurse practitioner program and concluded that favourable

attitudes on the part of physicians toward nurse

practit,ioners can be fostered during residency through

exposure to the role. Secondly, the authors suggest that
subsequent years of exposure wilL reinforce favourable

opinions.

À randomized crinicar triar using nurse practitioners
in an ontario farniry practice setting demonstrated that
physicians involved in the triar berieved that their own

work became more efficient when nurse practitioners were

util-ized (Spritzer et aI, L974). Spector, McGrath, Alpert,
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Cohen and Aikins (l-975) conducted a controlled trial in a

large medical clinic setting and found that two thirds of

the 115 physicians in the clinic referred patients to a

nurse practitioner during the study. They concluded from

this that "nurses can be integrated into direct patient

care. . .without dif ficulty" (p. L236) .

Silver, Murphy and Gitterman (1984) found in a pilot
project utilizing nurse practitioners in hospital pediatric
wards, that the nurse practitioner had an improved

collaborative relationship wit,h physicians and other health
personnel. fn their words, "physicians with whom they worked

stated that t,hey were more comfortable in t,ransferring many

of their own funct,ions and responsibilities to the nurse"

(p. 14).

iii) Nurse Acceptance

Studies addressing support among nursing colleagues

have been scarce. Many authors speak incidently about role
stress and isolation related to collegial relationships
(Bellig, 1980; Sheldon I Dominiak, L980). Herzog (1976)

suggested that the nursing colleagues may be threatened by

the nurse practitioner because she is thought to be more

capable than other nurses.

Findings of acceptance are also found in the

Iiterature. Mauksch (1975) found that initial criticism of
the nurse practitioner had been replaced by acceptance on

the part of many nurses, and has suggested that the initiat
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resistance resulted from confusion of the nurse practitioner
with the role of physician,s assistant.

T{right ( 1976 ) surveyed the attitudes of 800 registered
nurses toward expanded role functions and found that 888

expressed positive or very positive favourable opinions of
the expanded role concept. Johnson and Boros (L979) found

that there was a high degree of satisfaction among NICU

staff working with nurses in an expanded role. Tharp, Baker

and Brower (L979) studied the change in attitudes occurring
when geriatric nurse practitioner students were introduced

into a long-term care facility. They found that initially
the staff held a wait-and-see attitude, while foll-owing the

triar, the staff demonstrated a positive attitude toward the

nurse practitioner.

2.4 Patient Outcome

Competence, safety, improved health status and

increased compliance wit,h treatment regimens were

demonstrated in a number of early nurse practitioner studies

(Charney & Kitzman, L97L; Conant, Robertson, Rosa &

Alpsert, L97L¡ Yankauer et aI I L972 ). In L967, Lewis and

Resnick published a study of nurse practitioners working

with chronically ilI adults. The results of that study

suggested that patients seen by the nurse practitioner had

greater adherence to appointment schedures and received a
higher quality of health care.
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The classic study of patient outcomes in a care-by -
nurse practitioner setting was reported by Spritzer and

colleagrres in L974. This randomized, control-Ied study

assessed the effects of substituting nurse practitioners for
physicians. Health status of the patients (physical,
emotional and social) was evaluated before and after the

trial. Quantit,ative analysis dernonstrated a similar guality
of health care for both physician and nurse practitioner
patients.

Simborg, Starfield and Horn (L978) examined three

pediatric and three adult primary care practices. He found a

higher rate of follow-up of identified problems in the nurse

practitioner group when compared to the patients seen by

physicians. Runyan (L975) demonstrated superior results in a

group of diabetic and hlpertensive patients cared for by

nurse practitioners. This study found that patients cared

for by nurse practitioners had greater decreases in blood

pressure, greater control of blood sugars and 508 fewer

hospital days than similar patients cared for by physicians.

Thompson, Basden and Howell (1982) report a comparison

study which examined, among other variables, the detection
rate of significant new findings during routine exams. The

resurts demonstrated the nurse practitioners recorded new

findings at a rate nearly double that of physicians in an

aged matched group of pat,ients. Other studies have also
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demonstrated superior results in nurse practitioner
performance ( Merenstein, I{olfe, c Barker, L974)

À comprehensÍve review of patient outcome research was

done by Sox in L979. He examined twenty-one studies which

compared care given by nurse practitioners and physicÍan

assistants with that given by physicians. The resul_ts of all
of these studies showed that the quality of primary

amburatory care given by these groups was indist,inguishabre.

Other review articles reached simil-ar conclusions

(Abdellah, L982; Feldman, Ventura & Crosby, 1982). Edmunds

(L978) reviewed 471 books and articles dealing with nurse

practit,ioner research and concluded that there was

convincing evidence that nurse practitioners were fully
accepted by patients and were competent to deliver high

quality health care. Fagin (L982) anaJ_yzed twenty years of
nurse practitioner research and found convincing evidence

that nurse practitioners provided safe and efficacious
health care.

similar results were found in pediatric practice (chen,

Barkauskas, Ohlson et al, 1-983; Foye, Chamberlin a Charney,

L977; Graham, 1978). fn a chart review of L82 children seen

by nurse practitioners and pediatricians, there was total
agreement in assessment findings in 86t of the cases

(Duncan, Smith & Silver, L971). prescott and Driscoll
(L980) arso report equivalent care given by physicians and

nurse practitioners. Goodman and perrin (L978) found that
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nurse practitioners actually scored higher on history-taking
and disposition than pediatricians and pediatric house staff
in a telephone management study.

2.5 Knowledge and Practice

Much of the preceding research has focused on the nurse

practitioner as a substitute for medical care. Little
research has been done to address the nursing components of
this expanded role (Diers & Molde, L979).

Prescott and Driscoll (1979) have suggested that much

of the existing nurse practitioner research has focused on

measures of the performance of the nurse using physician

standards of care. They see this as problematic because the

population served by the two groups tends to be quite
different with the nurse practitioner often caring for a

patient population which is older, sicker and poorer. In
addition, they suggest that guestions as to how welt
physicians perform certain tasks have not been addressed.

Shamansþ (l-985) further discusses the importance of
correctly defining nurse practitioner practice in order to
capture the art-of-care elements which otherwise might be

overlooked in research.

Failure to circumscribe the role of nursing practice
within the practitioner role has been suggested as one

reason for the continued opposition to development of the

nurse practitioner (Brykczynski-, l_985; Lewis, 1972¡ ?teston,
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1975). Hershey (1973) describes an expanded role concept,

based upon an independent practitioner, clearly as a
separate profession with functions paralleling those of
medicine. Ford (L979) identifies the purpose of one of the

first nurse practitioner demonstration projects as being "to
develop a new nursing role" (p. 5l-7) . ft is Ford,s

contention that "fulfillment of the nursing role- that of
support, comfort, teaching, and preventive measures- is
enhanced and enriched by the additional nurse practitioner
skills" (p. 518).

Identification of those factors which constitute

'uniqueness' in the role of the nurse practitioner has been

suggested as an important research agenda (Fagin, L9B2¡

Gortner, L984i Sullivan, L982). Tomich (1928) describes the

"need to specify a central core for nursing which

differentiates nursing practice from medical practice,'
(p.303). Chard, Dunn and Mandelbaum (L983) stress that it is
essent,ial that nurse practitioners develop research studies
to elucidate more effectively the contributions which their
practices make to the health care system.

Molde and Diers (1985) discuss the need to explain
outcome results based on nursing practice. A number of
examples where the outcomes achieved by nurse practit,ioners
exceed those of physicians have been cited in the literature
(Hastings et aI, 1980; Ramsay, McKenzie & Fish, L9B2i

Tüatkins & Vtagner, L982) . However, none of these studies
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examine why the nurse was abLe to achieve a better outcome

or how the roles of physicians and nurses differ
qualitatively.

Only two studies were identified in which attempts rùere

made to examine the role funct.ions of nurse practitioners.
Cruikshank, Clow and Seals (l-986) used content analysis to
examine aspects of the pediatric nurse practitioner role in
a tertiary care Outpatient Clinic. Findings demonstrated

that, the nurse practitioner spent much of their t,ime

functioning as a patient, manager to ensure that the pat,ient

did not become lost, in the system. Time was also spent

promoting continuity, compliance and in arranging support

services. counsering and patient education were found to be

universally part of the nurse practitioner's role.
Brykczynski (1985) used an interpretive research

strategy to examine t,he role of nurse pract,itioners in
ambulatory care. Benner's framework was used to categorize
the functions of these practitioners in an attempt to
uncover their expert knowledge. several nels competencies

were identified which rrere unique to the nurse practitioner
role including that, of self-monitoring and seeking

consultation, providing primary care and providing
constructive feedback to physicians.

2.6 Summary
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This review of the literature has demonstrated overall
acceptance of the nurse practitioner by those that use the

service and by t,he physicians and nurses who work with the

practitioner. The safety and efficacy of the nurse

pract,itioner has also been demonstrated in repeated studies.
Little has been documented about the specific role functions
of the nurse practitioner or about. the aspect,s of practice
which distinguish the nurse practitioner from other health
care providers. .An attempt, to interpret the clinical
practices of t,he nurse practitioner witl help us t,o define
the scope of nursing practice and to broaden our

understanding of the contributions of the nurse practitioner
to the health care system.
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Chapter III

METHODOLOGY

3.1 Introduction

This project incorporates a participant-observer

approach t,o demonstrating the NNP role and identifying
functions inherent in that role. The project took place in a

t,ertiary care NICU/IMN setting over a four month period.

This chapter outlines the steps taken in project planning,

dat,a collection and analysis. Issues of validity and ethical
considerations are also addressed.

3.2 Project, Design

This practicum demonstrated the role of a nurse

practitioner in a tertiary care intensive care/intermediate

care nursery, and explored the concept,s related to role
identity which emerged during implementation. The length of
the practicum was four months. Closure \úas determined by

the emergence of the data. The participant-observer design

involved the investigator functioning in the nurse

practitioner role while coLLecting field notes and case

studies.

During the practicum, t,he investigator spent six weeks

in the Intermediate and Triage Nurseries and ten weeks j-n
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NICU. The NNP worked primarily weekdays with two weekend

and three evening shift,s. No night caII was involved. A

tot,al of 320 clinical hours were J-ogged during the project.
Throughout this experience, the NNP (investigator) assumed

the following medical responsibilities: collection of health

histories; physical examinations; and t,reatment planning,

implementation and evaluation for selected neonates. The NNp

wrote progress notes and medical orders which \dere co-signed

by the neonatologist. Patient management was reviewed

regularly by the neonatologist. The investigator did not
perform any technical skills other than those currently
performed by the unit nursing staff.

Nursing responsibÍIities encompassed by this experience

included: consultation for difficult, patient managrement

problems; assisting with care and discharge planning; and

t.he provision of information and education to the parents.

Nursing supervision was provided by the Director,
Maternal-Chitd Nursing.

This qualitative design, utilizing strategies of
participant observation, offered the advantage of allowing
observation and interpretation in a natural setting and

credibility in the part,icipant role. Brykczynski (1985)

identifies an interpretive approach as being "particularly
appropriate for uncovering the knowledge implicit in the

practice of a cultural group, in this case nurse

practitioners" (p.7).
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3.3 Setting

This practicum took place in the fntermediate and

Intensive Care Nurseries in a large teaching hospital in
?Íinnipeg. Newborn deliveries at this hospital totalled
4,363 in L988, with 54 I of these deliveries classified as

high risk. Àdmissions to the neonat,al intensive care unit
numbered 323 last year. The Ínvestigat,or was previously
employed in this setting for seven years. This setting was

chosen because of an expressed interest, in the nurse

practitioner rore on the part of both nursing and medicine;

and because it was felt that past experience in the setting
was necessary to establish credibility in the role. Ragucci

(L972) suggest.s that, the success of participant-observation
depends on the investigator's ability to establish rapport
and relationships of mutual trust and respect with his
informants.

3.4 Project Planning

3.4.1 Site Access

Negotiations for site
t,he anticipated st,art date

request,ing access \úere sent

Child Nursing and the Head,

access began some time prior to
for the project. Letters

to the Director of Maternal-

Section of Neonatolog,y at the
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hospital (Appendix B & C). Letters granting access may be

found in Appendix D and E.

A formal proposal outlining t,he rationale for the

project, the objectives and the methodolog-y was developed

and submitted to the Department of Pediatrics for approval

(Appendix F). The proposal was reviewed and approved by the

Pediatric Department and forwarded to the Vice president,

Medical and the Vice President, Nursing for their approval.

Memos outlining the project's activities v¡ere sent to the

relevant hospital departments

An advisory committee was established in the hospital
to oversee the project. Committee members included : the

Director of Maternal-Child Nursing, the Assistant Director,
Education for Maternal-Child Nursing and the Head, Section

of Neonatology. This committee met with the investigator
during the project planning phase and weekry throughout the

project to review any problems and to monitor the NNp's

performance.

Prior to implementation, meetings were held with the

staff of both demonstrat,ion unit,s to inform them of the
purpose and the methodorog-y of this practicum project. staff
were informed of the investigator's role and questions

regarding legal coverage for advanced practice were

addressed. rn addition, a statement for project participants
tnras praced in the communication Book in bot,h demonstration

units. A copy of this statement is found in Appendix G.
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3.4.2 Role Preparation

Prior to implementing the NNP role, it was necessary

for the investigator to supplement practical experience in
the setting with additional theoret,ical knowledge. To

achieve this objective, a self-learning program was designed

to upgrade knowledge in the area of neonatal physiolog:y,

pharmacology and radiolog-y. Nursery policies and protocols

were also reviewed. For three months prior to the project

start date, t,he investigator attended pediatric rounds and

selected x-ray rounds. In addition, the investigator also

participated in house-staff teaching sessions.

3.5 Research Methodolog-y

This demonstration project utilized a participanÈ-

observer methodolog-y for data collection. Pearsal-l (l-965)

has defined participant observation as " research aimed at
maximal knowledge of the beliefs and behavior of human

beings in their natural settings interpreted in some general

theory or combinat,ion of theorj-es from one or more of the

behavioral sciences" (p. 37).

Of the four tl4)es of participant observation, complete

observer, complete participant, observer-as-participant and

participant-as-observer, this project utilized the latter
approach. These roles differ in the degree of involvement

which the investigator has in the research setting. In the
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participant-as-observer ro1e, the observer and the observed

are a\ùare of the purpose of their relationship but over

time, relationships approach an intimate level of trust and

sharing. Pearsall (1965) describes the participant-as-
observer role as fo]l-ows:

the participant-as-observer can penetrate farther
beneath the surface of public behavÍor and

superficial expression...In this version of the

role it is possible to collect minutely detailed
data on a wide range of topics and verify them by

careful crosschecking p. 38.

This type of methodology has been Ídentified as

appropriate in the study of complex organizations such as

hospitals (Jackson, L975). Weick (l-968) has described the

benefit of participant-observation in providing data with a

wide range of detail and immediacy with whoLe events

preserved. Leininger (1985) suggests that in nursing, "such

detailed and documented data are essential for building a

sound, reliable and valid base of knowledge. " (p. 40).

Brykczynski (L985) has identified the strength of this
method as "overcoming both the extreme objectivity and

subjectivity by maintaining the situational context and by

studying the person in t,he situation" (p. 70).
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3.6 Assumptions

The interpretive approach to data col-lection and

analysis rests on several assumptions about human naÈure.

The following assumptions identified by Benner (1985)

underlie t.his study:

1-) human beings are self-interpreting. That is, they

are able to examine and interpret thier behavior.

2) In self-interpretation, the individual takes a stand

on the kind of being he or she is
3) Interpret,ations of behavior available to the

individual may change but change is limited by

language, culture and history.
Additional assumptions may be identified as follows:

4l previous experience in the setting wiII provide the

investigator with credibility in the Np ro1e.

5) the investigator,s history with the participants
will allow the staff to feel more comfortable in
sharing their thoughts.

3.7 Limitations

The findings of this study are limited by having data

from onry one nurse practitioner. one method of varidating
data in t,his type of research is to compare data and deverop

shared meaning,s as a group. I{ith only one practitioner,
varidation of data occurs within the larger context of the
unit staff rather than within a nurse practitioner group.
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fn an attempt to control for this, expert validat,ion was

obt,ained for a subset of the data.

fn serving as a participant-observer, Èhe investigator
may introduce bias into data collection. vidich (1969) has

identified the loss of objectivity as a probrem when the
participant observer unquarifiedty immerses himserf in the
group he is studying. rn this case vested interests may be

introduced int,o the data. The use of a separate participant-
observer would have been useful in this study.

3.8 Data Collection
The goal of this interpretive practicum project was to

gather data which could then be transcribed to form a text
for interpretation. systematic observation, dairy bedside

rounds, and weekly case conferences with the staff
neonatorogist, \dere used as sources of data. A summary of the
sources of data, methods and time frame for correction is
present,ed in Table l-.

Table L

DÀTA SOURCE

Investigator

METHOD

Journal

TTME FRAME

written
daily
analyzed
biweekly

daily
weekly

Bedside rounds
Case conferences
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Nurses Bedside rounds daily

The rationale for using these data sources relates to
t,he objectives of the study. Since the nurse practitioner
role is seen as a role overlapping with both physicians and

staff nurses, data from these groups allowed the

investigator to compare and contrast approaches to patient
care between the three groups. Data sought during bedside

rounds and case conferences included: 1) perceptions of
patients needs, 2) approaches to care and 3) concerns

regarding patient care.

Examination of bedside rounds, case conferences and

journal records was chosen because these provide a basis for
a direct, comparison of three different approaches to the

sane clinical situation. Information was collected during
routine interaction between the nurse practitioner, staff
nurses and physicians to maintain as natural a setting as

possible.

Fie1d notes were writ,ten or tape recorded during or
after each day in the setting. The taped field notes

consisted of an overview of the day's events with a detail-ed

description of significant practice situations. The detaired
description included accounts of activities, thought,s,

feelings and concerns of the nurse practitioner. rn addition
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notes were made of comments, concerns and quest,ions raised

by nursing, medical staff or other health care

professionals. This type of narrative record has been

described by Benner and gürubel (1982) as assisting in

"securing sufficient detail, thinking and chronol-ogy for the

Iisteners to understand the incident and for the

interpreters of the script, to grasp t,he essentials of
clinical knowledge exemplified in the encounter" (p. 14).

3.9 Data Analysis

The field notes \ùere transcribed to form the text for
interpretation. Data analysis was initiated at the start of
the project and continued on an ongoing basis according to
the process used by Benner (L984), and Brykczynski (L985).

The steps in dat,a analysis can be identified as follows:
1) The transcript of the field not,es was read through and

initial themes and interpretations identified.
2) Clinical situations rúere studied in depth to identify

coÍrmon t,hemes.

3) Examples of the domains of nursing practice were

identified.
4) The material generated in the previous stages rúas reread

to identify competencies.
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3.10 Validity
The investigator's interpret,ation of identified themes

was discussed with the nursing and medical staff in the

setting for validation and furt,her interpretation.
Validation was also obtained by having two expert neonatal

nurses from outside the study sett,ing independently read

forty-five of the clinical situations and provide verbal

interpretations. These experts were asked to provide their
interpretation of the exemplars as to role function and

areas of differences in practice between the nurse

practitioner, t,he physician and the staff nurse. Benner

(1985) has stressed the need for expert validation of at,

least some of the data in order to prevent the "importation
of meanings not actually supported by the text" (P. 11).

The reader of interpretive research also actively
participates in the validation process. Cherniss (1980) has

proposed five criteria useful in determining the internal
validity of this type of qualitative research:

- the work should help us to understand the lives of

t,he subjects.

- themes should maintain the integrity of the original
data.

interpretat,ions should be internally consistent.

data that support the findings should be presented.

These data usually take the form of excerpts from

interviews.
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- Reported conclusions shoul-d be consistent with the

reader's ordn experience.

3.11 Ethical Considerations

The investigator applied for, and was granted

approval from the University of Manitoba School of Nursing

Ethics Committee (Appendix H). At all tj:nes during the

conduct of the practicum, the investigator respected the

rights of the physicians and nurses in the setting. prior to
commencement of t,he practicum, all nurses and physicians

anticipated t,o be working with the investigator \dere

informed verbally of the purpose of the study. physicians

and nurses were informed that, from t,ime to tj-me, they may

be asked to describe their observations and interpretations
of a particular case they are involved in. They were

informed that they rüere free t,o read the field notes taken

by the investigator and may deLete any portion which they do

not wish recorded. Participants rúere informed that
confidentiarity wourd be maintained and that no names were

be recorded in the data.

All patient interventions proposed by the investigator
vrere carried out only after being co-signed by the staff
neonatologist. Because no changes in patient care resulted,
parental consent was not obtained.
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3.L2 Summary

The phases of project planning, role preparation and

site selection have been described in this chapter. In

addition, methods of data collection and analysis have been

outlined. Rationale for the selection of this methodolog-y

was discussed. Ethical considerations and validity issues

ltrere also addressed.
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Chapter fV

RESTILTS

4.1 fntroduction

Data presented in this section consist of exemplars of
clinical practice ident,ified during the participant
observation experience. Benner (1985) defines an exemplar as

follows:

an exemplar is a vignette or story of the

particular transaction that captures the meaning

in the situation so that the reader is able to
recognize the same meaningful transaction in
another situation where the objective
characteristics might be quite different.. .They

present the context, the intent,ions of the actors

and the meanings in the situations (p. 10)

These examplars have been categorized according to the

domains of nursing practice identified by Benner (1984) and

Brykczynski (1985). Two new competencies have been

identified from the data collected in this project. These

have been identified under the appropriate domains.

4.2 Management of Patient Health/Illness St,atus

Brykczynski (L985), in her study of the clinical
practice of nurse practitioners in ambulatory care, combined

the diagnostic and patient monitoring domain and the domain

related to administering and monitoring therapeutic
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regimens. For the purposes of this study, the combined

domain labelled Management of Patient Health/Illness Status

was also utilized because of the similarity in the practice
responsibilities of the two groups. Brykczynski,s work

(1985) was rnodified to omit the competency related to
scheduling follorü-up visit,s. The competency of building and

maintaining a supportive and caring attitude was combined in
other competencies. This domain is presented in Table 2.

Table 2

DO}4AIN: IVIANAGEMENT OF PATIENT HEALTH/ TLLNESS STATUS

Competencies:

- assessing, monitoring, coordinating and managing health
status of patient,s over time

- detecting acute and chronic disease while providing
routine care.

providing anticipatory guidance for expected changes,
potential changes and situat,ional changes.

selecting appropriate diagnostic and therapeutic
intervent,ion and regimens with attention to safety,
cost, invasiveness, simplicity, acceptability, and
efficacy.

From Brykczlmski 1 19 85 ) p. L24 .
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Assessing, Monitoring, Coordinating and Managing
the Health Status of Patients Over Time

In her study of nurse practitioners, B,tykczynski (L985)

found that this competency reflected the nurse

practitioner's provision of primary care. The definition of

primary care utilized in her study was derived from the

participants in the study and reflected aspects of

continuity, comprehensiveness, contact with the health care

system, coordination, and patient advocacy.

By virtue of the specialized nature of care, the NICU

setting is not traditionally associated with primary care.

Primary care activities are, however, evident in the

following excerpts which demonstrate the nurse

practitioner's role in the provision of coordinated,

consistent care.

Baby D is a 34 week infant who is now six days old

and weighs 1650 grams (growEh retarded). Because

the baby is small she would normally not be

allowed to bottle feed or be cared for in an open

crib. However, since she is growth retarded she is

more mature than her weight would suggest

therefore I elected to put her in a crib and

bottle feed her. She maintained her temperature

nicely and continued to gain weight nicely. This

il-Iustrates the importance of taking time to
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assess where the infant is at not where his weight

would suggest he should be at,. It also

demonstrat,es the importance of having the time to
follow up these infants rather than using the more

conservative guidelines established to provide

safe care with minimum attent,ion.
*

Iùhen I am making daily assessments of my patients, I
spend some time at t,he bedside observing the infant:
how he moves, how well he sucks, et,c. I also spend time

with the patÍent's nurse askíng how she thinks the

infant is coping, breathing, eating, tolerating
handling, etc. I base my judgements on both subjective
and object,ive data because f feel t,hat the subjective
data provides more subtle and hence earlier information
about the infant's well being.

The following excerpt from a physicÍan's comments

illustrates the importance of the ability to take in
information from a variety of sources when caring for an

infant:

One pediatrician who volunteered his conments stated

that" nurse pract,itioners were more expert than

junior residents because the residents haven't
learned to use their eyes and ears and to
appreciate what they are seeing and hearing. "
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Detecting Acute and Chronic Disease Tlhile
Providing Routine Care

Tthen caring for the sick or premature infant, one must

constantly be on the look-out for unexpected complications

or problems. The following constitute examples of the skill
of the nurse practitioner in detecting subtle changes

condition.

Baby T was 25 weeks gestation and 610 grams. Today he

is four days old and already he has l-ost 100 grams

despite being given 250 cc/kg/day. When I examined

him this morning I didn't like the look of his

colour. His pulse pressure was widened and his
femoral pulses were fuII. Vlhen f got an

echocardiogram done, there was a PDA (Patent

Ductus Arteriosus) present.

***

I was doing rounds in the nursery today, when f
stopped to look at Baby S. She was 29 weeks, six
days old, ventilaÈed with moderate RDS(Respiratory

Distress Syndrome). Up until today she had been

weaning on her ventilator settings and was

progressing reasonably well. Today her CO2 had

gone up a little and she was needing a lit,t,le more

oxygen. When I looked at her, f could see that she

v¡asn't comfortabl-e. She was breathing harder wit,h
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more indrawing, buÈ mostly she just looked

uncomfortable. She was kicking and squirming but,

not in a healthy rúay. I listened to her chest but

couldn't real-ly hear anyt,hing unusual. f wasn't

happy with the way things were so I ordered a

chest, x-ray. The x-ray showed a right upper lobe

atelectasis which explained why she wasn't happy.

Providing Anticipatory Guidance for Expected
Changes, Potential Changes and

Situational Changes

There were many examples in the data which demonstrated

that the nurse practitioner assisted parents to prepare for
the alternating progression and regression common to the

premature infant.
Baby M is a 1600 gram infant delivered yesterday at 31

weeks gestation. The baby has moderate respiratory
distress syndrome and is on a ventilator. I sat,

down with Mr and Mrs M to explain their infant's
condition. They had many questions about how long

their baby would be venÈilated, what would happen

next, how he would be fed, and when he would go

home. Dad said that "last night he was on 40

(ventilator rate) and now he is on 37 so he must

be getting better. " I knew that these kids often

have a number of ups and down and set backs that
we consider normal but thaÈ would upset and
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discourage these parents. I made a point with
these parents of really emphasizing these normal

ups and downs. A few days later the baby's

set,tings had to be increased because of
atelectasis. I saw Dad in the hall and he said

very matter-of-factly that " the baby went back up

in his settings but that was to be expected.,'

Selecting and Recommending Appropriate Diagnostic and
TherapeutÍc Intervention with Attention to Safety, Cost,

Invasiveness, Simplicity, Àcceptabilitv, and Efficacy
The nurse practitioner in this study tended to

emphasize nonpharmacologic and low technolog"y treatments

whenever possible. This finding is congruent with that of
Simborg, Starfield and Horn (1978) who found in their study

that physicians prescribed slightly more drug therapy and

significantly less non-drug therapy than nurse

practitioners.

Baby S is a premature infant who has been

extubat,ed for three days now and is beginning to
feed. The physician asked me to order electrolytes
for this baby so that the results would be

available "in case" an IV was needed. By taking
time to calculate the volume of the infant's
feeding I determined that the infant would be on

full feeds by evenings and wouldn,t need an fV

order. This saved the baby from an unnecessary
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blood test, and the pharmacy from making up a

solution t,hat wouldn't be used.

***

Baby Y is three days old, and is weaning from the

ventilator. Her nurse approached me because the

baby was agitated and was felt t,o need sedation. I
worked with the nurse to reposition the baby on

her abdomen. Vte bundLed the baby and used rolls to
help her feel secure. Vühen we had done this the

baby settled and went to s1eep.

The following excerpt demonstrates an inÈegration of
medical and nursing therapies implemented by the nurse

practit,ioner to deal with a complex problem.

Baby T was an extremely premature infant who had such

permeable skin that he was losing more fluid than we

could keep up with. I was checking his urine and

electrolyLes every six hours and increasing his fl_uids

until he was getting almost 200 cc/kg/day. He was also

having temperature problems and was being cared for
under a radiant warmer. I asked the nurses to move him

to an isolette even though he still had a lot of
eguipment. Then I put extra humidity into the isolette,
put, a saran blanket over him and wrapped the isolette
in bubbLe plastic for insuLation. I{ith all of that we
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finally got his temperature and his fluids under

control.
In t,he following situation, the nurse practitioner

el-ected to order a test that the physician may not have

ordered, based on her assessment of the value of the test to
the parents' peace of mind.

Baby C is a premie who was to be discharged on Saturday

(t,hree days from now) . Last night he was thought

to have aspirated his feeding and ended up back on

oxygen. The nurse noted that he had increased

tension in his fontanel and charted this in her

notes. Mum (a nurse) had either noticed the s¿tme

thing or read the nurses notes and became

concerned. The nurse asked me to talk to mum to
explain what might cause this finding and what we

night do about this. f t,alked with her about

hydratÍon, activity, and the chance that something

in the ventricle night be causing increased

pressure. I said that f would talk to the baby,s

doctor about a cerebral ultrasound. The ultrasound
physician came to the unit before the baby's

physician so I asked her to go ahead and do the

ultrasound. She seemed skeptical about my

reasoning and when the baby,s physician came in he

asked for my rationale for doing the test. I
explained the parent's anxiety and the medical
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indications for the test and he agreed to go

ahead. The test was normal and the parent,s \úere

greatly relieved.

4.3 Effective Management of Rapidly Changing Situat,ions

Benner (1984) has described this domain as a form of

management that nurses undertake until the physician

arrives. This domain also describes the activities which

nurse practitioners may undertake in the case of an

emergency. The competencies for this domain are described in

Table 3.

Table 3

DOI4AIN¡ EFFECTT\IE I4ANÀGEMENT OF RAPIDLY CTIANGING SITUATIONS

Competencies:

- Skilled performance in extreme life-threatening
emergencies: rapid grasp of a problem.

- Contingency Management: rapid matching of demands and
resources in emergency situations.
Identifying and managing a patient crisis until
physician assistance Ís available

From Benner (1984) p. l-11-

Skilled Performance in Extreme Life-threatening
Emergencies: Rapid Grasp of the Problem

This competency speaks to the nurse's ability to
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recognize a problem quickly and to intervene appropriately.
AIl nurses working in critical care areas such as NICU

receive traÍning in this area. Nurse pract,itÍoners, by

vÍrtue of their job responsibititiesr ilây frequently be

called upon to provide first response in emergency

situations. The following excerpt illustrates the nurse

practitioner's ability t,o make a rapid assessment of the

situation and to take appropriate action:
Baby R is 42 days of age, has bronchopulmonary

dysplasia (BPD) and is ventilator dependent. This

morning he was assigned to a nurse who didn't know

him very weII. R's nurse called me over because R

was having a BPD "snit" and was looking quite
blue. When I looked at R f could see that he was

struggling to get his breath and fighting against

the ventilator. ?lhen f Listened I didn't hear rnuch

air entry so I suctioned his ETT (endotracheal

tube). f got a smalL plug and lots of secretions
on the outside of the suction catheter. I asked

the physician to come and reintubate R. Íùhen we

pulled his tube the lumen was almost completeÌy

occluded.

(note: "snit" has been described as

bronchospasm initiated by a variety
accute episode of
factors )

an

of
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Contingency Management: Rapid Matching of Demands and
Resources in Emergency Situations

Hospital nurses who know their units well freguently

serve as the coordinator of resources during a crisis
situation. The nurse practiti-oner, because of her

familiarity with the unit and the hospit,al, in addition to
her clinical expertise may aLso be called upon to fu1fi1
this role. The following situation depicts the nurse

practitioner as a team coordinator during an emergency in
the delivery rooms

Tle had a fairly new resident in the unit who was doing

the caseroom calls since I couldn't intubate. It \úas

early in the morning, about 8:00 am when the caseroom

called to say they were delivering a baby with meconium

and a 35 week infant. The neonatologist. wasn,t in yet

and the charge nurse was st,ill in report. I sent the

neonatal nurse who was fairly senior with the resident
to the mec because t,hat baby would need intubating for
sure. I went by myself to the 35 week infant and

arranged to call the anaesthetist for help if I
needed it. Fortunately both babies \úere fine so we

didn't need any extra hands.

The above excerpt demonst,rated

practitioner knew what needed to be

for help if it was needed.

that the nurse

done and who to call- on
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Identifying and Managing a Patient Crisis until Physician
Assistance is -Available

For the most part, the nurse practitioner \das acting in

the role of a physician during this pract,icum. The decisions

made by the nurse practitioner were being checked by the

neonatologist prior to implement,at,ion, therefore action in

emergency situations where a physician was unavailable was

represented by this competency.

The caseroom called to say that they had a flat
baby. The resident was in the middle of putt.ing in
a UAC (umbilical arteriaL catheter) so I ran to
the delivery room. I{hen I got there, I found a

term baby who was dusþ and floppy but who had a

good heart rate. f suctioned and stimulated the

baby and gave some oxygen. The baby came around

quickly and by fÍve minutes had an Apgar Score of

8.

**

f was called to see a baby in Triage Nursery who was 42

weeks gestation and severely growE,h retarded. The

baby's blood sugar was 1.3. I had to make a

decision about, what t,o do with this baby, whether

to start an IV or to give a milk feeding. The

neonatologist rùas unavail-abel at the time. I did
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not feel uncomfortable wit,h the decision t,hat I
made. It was clear to me that an IV should be

started. My only discomfort was in not being abLe

to check with the physician first t.o confilrn my

treatment, decision. The fV was started and the

accuchek was still low so I had the nurses feed

the baby. Vlhen the neonat,ologist came along he was

guite comfortable with what had been done and

helped me t,o establish a regimen for adjust,ing the

infant's fluid intake according to his blood

sugar.

4.4 The Helping RoIe

The competencies in this domain were modified to
reflect, parental involvement appropriate to t,he study

population. The competencies are presented in Tabl_e 4.
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Table 4

DOMÀTN: HELPING ROLE

Competency:

- creating a climate for healing

- providing comfort measures and preserving personhood in
face of pain and extreme breakdown

- providing comfort and communication through touch

- providing emotional and informational support to
patient's families.

* presencing: being with a patient/parent.
* maximizing the parent,s participation and control in

their infant,'s recovery.

interpreting kinds of pain and selecting appropriate
strategies for pain management and control.

* guiding a parent through emotional and developmental
change.

From Benner (1984) p. 50* modified in this study

Creating a Climate for Healing

The highly technical environment of the tertiary care

nursery does not readily lend itself to the establishment of
a healing relationship. Vast, arrays of eguipment with
flashing lights and alarms may overwhelm the uninitiated.
The infant,'s acuity and care demands may prevent the nurse

from spending extra time with the parent to aLlow them to
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ask questions and seek information. Evidence from this study

suggests that the nurse practitioner may be in a position to
move beyond the 'rules, which dictate nurse-parent

interactions in order to foster t,he parents' comfort and

participation in the Ínfant's care.

A baby was brought to t,riage nursery from the

caseroom after a caeserean section for fetal
bradycardia. The baby had a high-pitched cry and

was arching. After consulting with the baby,s

physician I ordered the baby to be kept, NpO and

started an IV. l{hen f went to talk to the mum I
found that she was very anxious to see her baby

so I came back to the nursery and took the baby to
see her. The nurse commented t,hat they didn,t
usually take baby's with IV's out to the mother

but I explained that the mum wouldn't be passing

by for several hours and that, she was very
anxious. Mum enjoyed her cuddle and was greatly
relieved to see her baby.

***

Baby R was admitted to the nursery with a

diagnosis of respiratory distress of unknown

origin. He was on oxygen and had an IV. I went to
talk with mum and explain the baby's condit,ion. I
also wanted to collect a history and to examine
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possible causes of the distress. It was important

to me that I not alarm the mum or leave her

feeling that she was to blame for the baby's

problems so I chatted with her very casually about

how her pregnancy had gone and how lucky she was

not to have any problems with her blood pressure

or sug'ars. By the time f was f inished f had

collected all the informat,ion that I needed and

didn't ring any alarm bells with mum.

***

Mrs Y rüas very anxious about, breastfeeding her baby

because he had a scalp IV in place for
antibiotics. Tùhen f went to talk with her she said

that she planned to quit breastfeeding even though

the baby was scheduled to get, his fV out later
that night. She was extremely upset and refused to
feed the baby. Íthen I t,alked to her further I
found that the IV had been dislodged yesterday

during feeding. I phoned the attending physician

and arranged to have the finat dose of antibiot,ic
administered by IM injection and removed t,he IV so

that mum could breastfeed.

Part of the establishment of a healing climate depends

of the ability of the nurse and the care-giver to
communicate effecÈively. The following comment, offered by a
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staff nurse, speaks to the import,ance of a nursing

background in developing communication skills.
Staff nurse: "The difference between nurse

practitioners and residents lies in the background

training. Nurses are more tuned into communication

with the parents. Residents often speak over the

heads of parents in an effort to be comprehensive

and for legal reasons. This often leaves the

parent, frustrat,ed and uninformed. "

Providing Comfort Measures and Preserving personhood
in The Face of Pain and Extreme Breakdown /providing

Comfort and Communication through Touch

The data from this project provided many examples

of the provision of comfort. Since most of these examples

involved touch, a hand on the arm, or an arm around the

shoulder, these two competencies were combined.

One of my patients needed a chest tube inserted this
morning. I{hile we \dere gathered around the bedside

doing the procedure I saw mum come to the door and

then leave again. I went and found her in her room

crying because she thought the baby had died. I
put my arm around her and explained what had

happened. We talked for a long tjme about her

fears and concerns and about the baby's condition.
Then I took her back into the nursery and sat her
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do¡øn beside her baby so that she could talk to
him.

Communicat,ion and touch were found to be important not,

only for the parents but also the infant as the fotlowing
exemplar suggests.

I have been known to take a chronic baby who needs

attention with me on rounds when no one else has

time to cuddle. I also spend time feeding

difficult patients or bundling and calming

agitated patients. I feel that f provide some good

for the patient but also serve as a role model for
nurses in providing care attention and

nonpharmacological interventions in the chronic

infants.
Providinq Emotionar and rnformational support to patient's

Families

There was some evidence from this project to suggest

that famiries rook to nurses for different kinds of support

and information than they expect from physicians. The nurse

practitioner is in a position to fulfil aspects of both

expectations as is described in the following excerpt.

I feel that I am able to approach parents differently
than some of the physicians do. I go to talk to
the parents sooner after admission than the

physicians do because they often wait for the
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chest x-ray results so that they can explain the

disease process and expected treatment. I feel
that, as a nurse the parents don,t expect me to
have all of the answers when I go to talk with
them. I go the first time to talk about how their
baby looks, what we are concerned about and what

we are doing for the baby. Then I go back later
with more information about the medical diagnosis,
prognosis, etc.

***

Mrs B was a 35 year o1d mum who had delivered 28 week

twins. Although the twins ltrere doing weII mum was

quite anxious and had a lot of questions. She also

expressed some distrust and animosity toward some

of the st,af f . f spent a lot of time with her

answering her questions and explaining to her what

t,he plans were for her sons. The staf f physician

rras concerned that she may have concerns about my

role in caring for her infants but we developed a

rapport which all-owed her to receive information

from me without concern.

Presencing: Being with a Patient/parent
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There are many t,imes when caring for critically iII
newborns that, it, is difficult to know what to say or do.

When a normally happy event goes wronçJ, just being there may

be all that can be done. The foll-owing example speaks to the

importance of 'just being there.'
I met Mrs J when she was on the labour floor with
premature contractions at 25 weeks. She asked to
talk to someone about what would happen if she

went on to deliver. I spent some time with her

that day and over the next week until she

delivered. Her baby was about 800 grams and was

ventilated. He did well over the next two weeks

with moderate RDS and a PDA. l{hen I came back

today (Monday) his bed was empty. The ward clerk
told me that, he had died yesterday. I{hen the

parents came into the hospital the ward clerk
called me and I found them in Pastoral Care. There

vrasn't, much I could sêy, I just put my arm around

mum and held onto her. I{e sat there for a few

minutes and then she and Dad st,arted talking and

told me what had happened to their little g-uy and

how grateful they were for al-l that the nursery

staff had done.
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Maximizinq the Parent's Participation and Control in
Their Infant.'s Recoverv

Participation means much more than helping with
physical care. Asking questions and being at the bedside

important activities for parents whose infants are sick.
Parents express their readiness to participate in their
infants care in a variety of ways.

Mr D was a weII read man whose 28 week infant had

just been diagnosed as having a grade If- IfI fVH

( intraventricular hemorrhage). Because he had

done some reading of a premature baby hanr{bookr

he had an idea of what that diagnosis meant and

wanted to know about treatment options if
complications developed. We don't usually talk
about treatments until we see if complÍcations

actually develop because in many cases they never

occur, but I could see that this man needed some

idea of what he could expect to happen to his baby

and what decisions he might be given to make. f
sat down with hÍm and tatked about the kinds of
problems his baby might develop, the chances of
that happening, how the problems are detected and

briefly about what might be done.

The nurse practitioner goes on to further explain her
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interpretation of this incident.

There is a lot, of discomfort, in the units when

parent,s want technical information about

ventilator settitrgsr x-rays and blood gases. The

parents who get into that are usually welt
educat,ed people, often professionals, who are very

distressed over the lack of control that, they feet
in the situation. I think there is a fine line
between giving enough information to make them

comfortable and overwhelming them with meaningless

numbers. ff asking about ventilator settings helps

Dad to feel okay about coming to see his baby then

I go ahead and teII hím the settings. I just
remind him that the machine is only a small part
of what, his baby is all about.

Interpreting Kinds of Pain and Selectinq Appropriate
Strategies for Pain Management and Control.

The experience of pain in the neonate is often hard to
quantify and qualify. Shapiro (1989), in reviewing the

literature, found that no appropriate tools exist for
measuring pain in the neonate. practical experience

documented in the forrowing exemprars dictate that neonates

do experience pain which may interfere wÍth their recovery
process.
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Baby Y is three days old, and is weaning from the

ventilator. Her nurse approached me because t,he baby was

agitated and was felt to need sedation. I worked with the

nurse to reposition the baby on her abdomen. vte bundled the

baby and used rolls to help her feel secure. Íthen we had

done this the baby settled and went to sleep.
***

Baby J is 31 weeks of gestation and had severe

RDS. He is ventilated and had a chest tube in
place. l{hen I examined him, I noticed that he

arched and stiffened a bit. I thought maybe he was

seizuring but he had good Apgar scores and no

history of asphyxia. T,Ihen I checked his medication

record, I found that he was getting small doses of
Fentanyl every two hours. I felt that he was in
pain and agitated by the equipment and chest tube

so I put him on a continuous fentanyl drip. With

that he soon settled and we were able to wean his
ventilator settings slightly.

Guiding a Parent through Devefopmental and Emotionar
Change

Examples to support this competency in Benner's (1994)

work came from nurses working in psychiatry. Although

intuitivery it was fert by the investigator t,hat exampres of
this competency might exist in the neonatar setting, such
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exampres were not, identified in this study, perhaps because

of the short duration of the project.

4.5 Teaching-Coaching Function

Benner (L984) emphasizes the Smportant rol-e that nurses

play in providing teaching and coaching. " Teaching and

learning transact,ions require great skill under t,he best of
circumstances, but t,hey take on new demands and reguire
different, skills when the rearner is threatened and irl', (p.
78).

Benner (1985) further delineates the tasks of the nurse

who serves as a coach for the patient as: r.) interpreting
unfamiliar tests and treatments; 2) coaching the patient
through alienat,ed stances; 3) identifying changing

relevances; 4) ensuring that care enhances cure. The

competencies associated wit,h the teaching-coaching function
are presented in Table 5.
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Table 5

DO}ÍAIN : TEACHING-COACHING FT'NCTION

Competency:

- t,iming: capturing a parent's readiness t,o learn
* assisting parents to integrate the implications of

their infant,s illness and recovery into their
lifestyle.

* elicit,ing and understanding parent's interpretation
of their infant,s ill_ness.

- providing an interpretat,ion of patient's condition and

giving a rationale for procedures.
** provÍding mentoring, role modelling to nursing staff

(identified in this srudy).

From Benner (1984) p. 79.
* modified for this study.

The nurse practitioner in this study had many

opportunit,ies to participate in teaching and coaching

function with the neonate,s family. The teaching that
occurred offered a unique blend of medicar and nursing
information. As a nurse, the practitioner spoke to many of
the questions that parent,s have about the day to day

routines and needs of their infant. As a medical deregate
the practitioner was abl_e to provide comprehensive
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information about the infant's diagnosis, treatment plan and

to some extent, prognosis.

Timing- Capturing a Parent,s Readiness to Learn

Providing information at a time when the learner is
ready to learn has been ídentified as a basic principle of
adult education (Brundage & MacKeracher, L980). Àssessment

of the readiness to Learn is important, if the greatest

benefit of teaching is to be derived from the situation.
This represents not only a benefit not only to the learner,
but also to the nurse who must, make maximum use of limited
time and resources.

The concept of learning readiness is particularly
applicable to the parent of a sick infant, who may be in a

crisis state and unabre to rearn when the t,eaching is most

availabre. Frequent,ly these parents experience periods of
anger and deniar which preclude their abirity to absorb and

process information ( Brundage & MacKeracher, l_980; Caplan,

1-960). The forlowing excerpts document the attention given

by the nurse practitioner to responding to a parent's
readiness to learn.

Baby K was 32 weeks and was ventilated for moderate

respiratory distress syndrome and a pDA. Mum

didn't ask many questions and seemed reluctant to
talk very much about her baby. Today she brought

in a Premature Baby handbook that a friend had
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Ient her. I sensed that she had guestions t,hat she

wanted to ask so I asked her if she wanted to go

for coffee with me. I{e taLked for a long time and

she asked many questions about everyt,hing from

PDA's to jaundice, feeding and sibling jealousy.

Mum told me t,hat up until today she couldn,t
organize her thoughts to ask many questions but

today she fe1t, like she needed to know more about

what was going on with her baby.

Àssisting Parents to fntegrate the Implications
of their infant's fÌlness and Recovery into

Their Lifestyle

Benner (1984) has used this competency to describe the

function of nurses who work to maximize the functional
ability of patients with temporary or perrnanent disability.
This competency can also be applied to the parents of
critically iII newborns where the disability may be a
physical one, or may be the loss of the perfect chitd that
vras hoped for. The next excerpt illustrates this
competency.

I like to talk with the parents about things that are

not part of the medical diagnosis such as how hard

it is to go home without their baby and how

gorgeous he is or how much hair he has. f feel
that this helps to make this little person more
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Iike a baby and less like a medical problem. f
feel that, the parents give me pennission to do

this because I am a nurse and not a physician and

so t,hey expect a different approach.

***

Eliciting and Understanding Parent's Interpretation
of Their Infant's lllness

The taking in and interpreting of information may be

severely hampered by anxiety, stress and unfamiliarity lrith
the situation. For these reasons, the understanding that
parent's have about their infant's condition must be

validated t,o prevent misunderstanding. Giving parent,s

permission to ask t,he same questions repeatedly ís important

Ín establishing a trusting relationship and in fost,ering the

parent,s' comfort and well-being. The foll-owing example

speaks t,o the role the nurse practitioner plays in checking

what parents hear and understand.

Mr and Mrs H were visit,ing their baby when the

opthamologist came to examine the baby,s eyes.

Ithen he left I asked them if he had talked to
them. They gave me a funny look and said yes. lühen

I asked t,hem what he had said, Dad said that they

had difficulty understanding him but, that they

thought their daughter would be blind. T{hen I
Iooked at his consult on the chart, f found that
he had noted a mild degree of retinopathy of
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prematurity and had recommended further follow-up.

I sat with t,he parents and explained the disease

process and the concerns we had about, their baby.

They were greatly relieved to learn that they had

misunderstood what was said.

Providing an Interpretation of Patient,s Condition
and Givinq a Rationale for Procedures

The provision of information is one of the major tasks

for nurses and physicians working with the parents of
newborn infants. This informat,ion must be both accurate and

understandable and it must also be directed to answering the

immediate concerns of the parent,. Because the parent,s are

asked t,o speak for their infants, rationale for tests and

procedures is also important. Frequently, the nurse

practitioner has t,he task of providing information to the

family and interpreting information which has already been

given.

Baby P was a fuII term baby who was admitted to
the unit because of an intestinal obstruction. I
went to the parents to explain the diagnosis and

plans for surgery. I took along some paper and

drew a picture of the baby's duodenum and sketched

in the surgery that was to be done. I also spent

some time just, talking with these parents and

answering their guestions. Not all of the
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questions that the parents asked were medical. Mum

had a lot of quest,ions about how her baby would be

fed and what she should do about nursing and

expressing milk.
***

Many ti:nes I feel that the staff nurses do not have all
the information that they need to speak to the

parents. Plans for the baby's care are sometimes

made outside the unit or may be based on

Ínformation from several days ago when the nurse

\ùas not, on. I am able to provide that information
to the parent because I am with the attending
staff whenever they make rounds or make plans for
my patients. f am not constrained by having to
avoid giving medical information to the parents

but can also answer their 'nursing, questions. As

much as possible I make a point of talking with
the parents and the baby,s nurse at the same time

so that everyone shares the information and my

teaching can be reÍnforced.
There is evidence from this study to suggest that

information is provided differently by the nurse

practitioner than by the staff nurse or the resident. Às one

nurse put it "the nurse practitioner has permission to
provide the parents with medicar information and at the same

time answer their questions about Nrcu or breastfeeding. "
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Another staff nurse describes it this ways "You know exactly

what the parents have been told and what the medical plans

for the baby involve. I've been off for two days and I
\úasn't at rounds this morning so I can't, explain things to
them. "

Providing Mentorinq, RoIe Modelling t,o Nursing Staff
Part of the job description of a professional nurse

includes self-development and the development of other

nurses. The nurse practitioner role presented many

opportunities to encourage the professional development of

the nursing staff through role modelling and mentoring.

The nurse practitioner was given legitimacy t,o act as a
teacher and was allowed to part,icipate in activities which

are often hidden from nurses in positions of authority as

the following examples demonstrate.

Yühen I collect, a hist,ory from the parents in front, of

the nurses I notice that the nurses are very

interested in what kinds of questions that I ask.

Vühen I'm f inished I try to make a point, of

explaining what kinds of information I was looking

for and why.

***

I sat with R's nurse who was frustrated and anxious

about his care. We talked about her frustrations
and about the plans for R's care. I made some

72



changes in his medications and she made some

changes in his routine. Together we made a care

plan to help other nurses in setting up a schedule

to care for him.

***

Another day f spent some time watching the nurses care

for Baby R and then made some suggestions for
changing his routine to facilitate feeding. f took

him for the next feed and tried some of the

suggestions to see how they would work. My

experience in the past tells me that as teacher or
head nurser my wat,ching the nurse would be very

upsetting and t,hreatening. As a nurse

practitioner, it was felt that I was there to
improve the care to the patient and didn,t pose a

threat t,o the nurses.

I (nurse practitioner) have certain changes that I
want to make in nursing practice such as keeping

isolette temperatures cooler than we have in the

past. As a "nurse" I could explain the rationaLe

and ask for the change but little was done. As a

nurse practitioner I could ask that the patient,s
isolette be kept at a certain temperature and it
rdas doner Do questions asked. My credibility was
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definitely different because of different job

responsibilities .

The following excerpts illustrate the non-threatening nature

of the nurse practitioner role.
I feel that nurses are more willing to ask questions of
a peer rather than of the medical staff because

they don't want to look silly in front of the

physician or t,hey are not sure how the physician

is going to respond. Suggestions about nursing

care that I made as a staff member would go

largely unnoticed. Today the same suggestions were

taken very seriously and without question. A
change in title and authority seems to have

changed my credibitity in the eyes of the staff.
***

f find that as a nurse practitioner I have legitimacy
in what I do. It is clear to everyone why I am in
the unit and what my job is. .As such I can move

freely among the staff and ask or ans\ùer questions

without causing concern or t,hreat. This provides

an opportunity for situational teaching and on-

the-spot learning.

Anecdotal evidence of the legitimacy of the teaching role
was also provided by staff nurse comments.

" It seem that you are a far more effective
teacher in this position because you are in here
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all day you know exactly what is going on with
each patient and you don't mind sharing t,hat with
us. tt

4.6 Organizational and Tlork-Role Competencies

9üorking in a busy tert,iary care unit necessitates skirl
in organization and the abitity to attend to a multitude of
requests and probl-ems in a short space of time. Table 6

presents the competencies that have been identified for this
domain.

Table 6

DOI4ÀIN¡ ORGAIiITZATTONÀT .AND ÌÙORK-ROLE COMPETENCIES

Compet,ency:

- coordinating, ordering, and meeting multiple patient
needs and requests; setting priorities.

- building and maintaining a therapeutic team to
provÍde optimum therapy.

- making the bureaucracy respond to patient and family
needs (Fenton, 1984).

- coping with staff shortages and high turnover.

From Benner (l_984) p. L47
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Coordinating, Ordering and Meeting Multiple
Patient Needs and Requests; Setting priorities

As a novice in the role of the nurse practitioner,
evidence early in the study indicated some difficulty with
the demands of the role. .A,s the study progressed, t'he data

Índicated evidence of increasing ability to juggle the

demands of the role. The first excerpt is taken from very
early in t,he pro ject.

There were several admissions, discharges and kids
to see in Triage. By the afternoon I felt quite
disorganized. I had knots in my stomach about what

decisions f had made or forgotten to make. On the

spot decisions about trj-vial things are hard

because I have to think careful_Iy about how each

decision will be interpreted.

***

By now I have realized that things have to get

done whether or not the physicians are around. I
make a point of being in the unit at 0230 so I can

get report and examine my patients. ff rounds are

late, f write as many orders for the day as I can,

leaving blanks t,o be f illed in on rounds. I take

the charts with me on rounds and fill in the

bl-anks as I go. That wêy, at the end of rounds f
have most of my orders written and ready for so-
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signature. If I don't do it this way it takes

forever to get things done and the nurses are

frustrated with having to wait for routine orders.

BuildÍnq and Maintaininq a Theraoeutic Team to
Provide Optimum Therapv

The nurse practitioner is often in the position of
providing a bridge between groups of nurses or
between medicine and nursing to foster a team approach to
patient care. There was evidence from this study to suggest

that. the nurse practitioner was respected by both physicians

and nurses and was allowed to move freely between both

groups. Anecdotal support \ùas expressed for this
demonstration role by both physicians and nurses.

Staff nurses "I really think that t,here is a need

for a role like this. It makes for better
communicat,ion between medicine and nursing. you

always ask the nurses opinÍon about what should be

done for the baby and about when we want tests to
be ordered. "

***

Staff nurse: " f hope that they are going to
continue with t,his rol-e. It is really good for us

because you are right here when we need you. "
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***

Physician: " I think that the nurse practitioner
role works really well in here especially for the

chronic kids. The nurses have years of specialized
experience and are more knowledgeable than some of
the residents. The residents have a broader basis

of training and should be used for the sicker
babies.

The following exanples provide some evidence of the nurse

practitioner's role in developing a team t,o provide care for
the patient.

In many ways I see the nurse pract,itioner as being

treated as a colleague by both nurses and

physicians. In this way a link is provided between

the two groups of care providers as the Np can

interpret each point of view to the other care

provider. f don't see an adversarial relationship
between t,he two groups but rather different
philosophies which aren,t always understood by

others.
***

Baby K was scheduled to have surgery to repair an

esophageal atresia. ft was anticipated that he

would go to NICU after the surgery so f arranged

for mum to have a tour of NICU. I also had the
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nurse from NICU come to meet the baby and discuss

his routines wit,h the nurses from IMCN. f spoke

with anaesthesia about the case and arranged to
have them start the IV in the OR to minimize the

disruption to his sleep and to avoid waking him up

when he couldn't be fed.
***

Vfhen caring for infants of diabetic mothers I
noticed that there was a lot of confusion and

uncertainty about, the best way to manage their
fluids. Different physicians had different
preferences but the final decision was usually
left up to nursing. I identified with the staff a

need for a protocol or guidelines to address some

of their concerns. I worked with them to bring
some of their questions to the attention of the
physicians who would be responsible for developing

these guidelines.

An IDM (infant of a diabetic mother) baby was admitted

to the nursery today. The staff called me to
collect the bloodwork and start the IV because his
veins \dere difficult to locate. The intern ended

up administering the oxygen while f started the
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IV. This nursing experience gave him an

opportunity to see a different side of caring for
these kids. Later that day a baby needed to go to
ultrasound but the unit was busy so the intern and

I bundled the baby into the transport and took her

for the test.

Making the Bureaucracy Respond to Patient and
Family Needs

This competency rdas identified by Fenton in her L984

study of clinical nurse specialists. The hospital is a

complex bureaucracy which works best for those who know the

system. The following exemplars provide evidence of the

value of knowing the system.

Resident comment: "You always know just when to order

something to make it fit wÍth what the nurses are

doÍng. It is a big help to know the routines of
the hospital. "

!{hen I have to order blood gases I always ask the nurse

what time is most convenient. This is more than a
courtesy because I know if the gas is ordered for
a time when not,hing else is due the baby will be

undisturbed and we'II get, a better gas result.

***

***
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Baby R has chronic BPD (bronchopulmonary

Dysplasia) and needs to have his fluid restricted
but he also needs lots of cal-ories because he

isn't growing weII. I had read about a ne\ú

concentrated formula that, had 27 cal per ounce

instead of 24 so I ordered that formula for the

baby. I was told that it wasn't available in the

hospital so I got on the phone and phoned the

company rep who said she could get, it for us. Next

I talked t,o the Head Nurse and got her to put in
an order, then I phoned the Admin Assistant who

brings in all our products. By that afternoon the

formula was in.

Coping with Staff Shortages and High Turnover

This competency was not ident,ified in this study. One

explanation for that is that, the role of the nurse

pracÈitioner was sufficiently removed from the day-to-day

running of the unit to prevent, the NP from having contact
with shift-to-shift shortaqes.

4.7 Monitoring and Ensuring the Quality of Health Care

The competencies in t,his domain utilize the framework

developed by Brykczynski (l-985) and are outlined in Table 7.
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Table 7

DOMAIN: MONTTORTNG AND ENSURING THE QUÀIITY OF HEALTH CARE
PRACTICES

Competency:

- providing a back-up system to ensure safe medical and

nursing care.

getting appropriate and timely responses from

physicians.

serf monitoring and seeking consurtation as necessary.

(Brykczynski, 1985)

** providing consistency/ flexibility in providing patient
care (identified in this study).

assessing what can safely be omitted from or added to
medical orders.

From Benner (1984) p. L37.

Providing a Back-up system to Ensure safe Medicar and
Nursing Care

This competency speaks to the nurse's ability to detect
errors and shortcomings in judgement on the part of
physicians and other nurses. The nurse practitioner prays a

similar role wit,h both groups of staff as the forlowing
exampJ-es illustrate.
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f went to the caseroom with the resident for the

delivery of a 3L week infant. The baby was blue

and grunting and obviously needed intubation. The

resident elected to wait for the staffman to come

into the unit, because she wanted to have him look

at the baby's eyes and nose because she thought

they rùere funny looking. f felt frustrated because

the child was being compromised. The staff were

looking at me to do something but I felt really
caught in the middle. I went to the desk and asked

to ward clerk to find the at,tending as quickly as

possible. Fortunately the attending came into the

unit shortly and the baby was intubated.

***

f find that my suggestions about nursing care carry
lot more weight in this role than they did
previously. Vühen I was making my rounds I came to
examine a 29 week infant who weighed 1350 grams.

The baby was lying on his ISC probe and the

isolette temperature was 36 degrees. I called the

nurse over and explained to her that the

temperature was too high and that the baby needed

repositioning. I suggested that the ISC

temperature be readjusted to keep the baby at a

cooler temperature to avoid apneas. These
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suggestions rúere met wÍth a favourable response

and a request for more information about

t,hermoregulation and apneas.

Getting Appropriate and Timely Responses from Physicians

As with hospital nurses, the nurse practitioner also

seeks to develop mechanisms for communication with the

physicians. In this project, all orders were co-signed by

the neonatologist and consultation was obtained for all

treatment decisions. For that reason, the nurse practitioner

had to be particularly vigilant about, sorting urgent

req'uests from those that could be dealt with in due course.

AJ-though the system established for this project generally

worked well, there \ñrere occasions when frustrations were

expressed over delays or uncertaint,ies as the following

excerpts demonstrate.

I find it frustrating that each physician has a

different way of dealing with certain disease

processes. Each \ray provides safe care to the

infant but is difficult to follow when the

physicians are changing. Tlhen an infant with

tachlpnea is admitted to triage, one physician has

a set protocol he fol-Iows with chest x-ray and

then septic work-up if suspicious. Anot,her likes

to wait and watch the infant for a while before
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doing any testing. This is frustrating when you

are trying to order treatment for the infant but

are unsure of the philosophy of the attending
physician.

***

It is somet,imes difficult t,o sort out the workings of
the system as to who is responsible for what. I
was asked to go to the normal nursery to see an

infant with a rash. I examined the baby in the

mum's room and fe1t, that the rash was a normal

newborn rash, but I didn't feel that I coul_d

discuss this particular case with mum until the

attending confirmed my diagnosis because it seemed

that I was going to see the baby for my learning
rather than to make a diagnosis or talk to the

mother about, her baby.

***

Having orders co-signed can be frustrating if the

neonatologist isn't readily available. If the

orders are urgent they can be paged but if they

are routine then they wait. This frustrates the

nurses because they are waiting to get on with
their day and want to know if the infant will be

fed, transfused, extubated, etc. Good organization
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prevents some of this. I usually try to have my

orders written during rounds or right aft,er so I
can catch the physician before he/she goes off to
the next task.

Self-monitoring and Seeking Consultation as Necessary

This competency was ident,ified by Brykczynski (L9S5) in
her study of ambulatory nurse pract,itioners. She found in
that study that the process of seeking consurtation changed

over time as the nurse practitioner gained experience.

Similar results were demonstrated in this study as these

examples illustrat,e.
During morning rounds I presented a baby who had

hlperbilirubinemia. The physician asked me several

quest,ions about t,he etiology, complications and

what diagnostic tests should be done. I knew the

theoretical causes of this problem and that
phototherapy was indicated as a treatment. I
didn't know how much testing was \úarranted and

what the most like1y cause of this particular
j-nf ant's problem was .

***

f find that f have to discipline myself very carefully
to follow-up on all of the details of each case.

As a nurse I was used to i_mplementing orders as
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they v¡ere written and to following up certain
details but not on others. I frequently have to
to the mother's chart to fish out, little pieces

information.
***

Language is a short,coming which I have identified. I
had no idea how many anatomic and physiologic

terms were foreign to me and how difficult it can

be to communicate intelligently.

The following exemplar illustrates a critique of the nurse

practitioners work from someone in another department.

Criticisms such as this one result in further self-
monitoring activities.

Baby T, 33 weeks mild HMD (hyaline membrane

disease), weaning from the ventilator. I was in
charge of weaning this baby according to his gas

results so I made changes in his ventilator
settings every few hours followed by a blood gas

one hour later. fn all the baby had twelve gases

in eighteen hours. The respiratory tech felt that
too many gases had been done because the physician

was relying on my judgement instead of making

several changes before confirming the baby's

condÍtion with a gas. I was very concerned about

that comment and sought confirmation from the

go

of
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physician who was supervising. The physician

supported my judgement and felt that the gas

schedule was appropriate for someone who is
weaning quickly from t,he ventilator.

Providing Consistency/ Flexibility in Providing
Patient Care

One of the motivating factors for the establishment of

a nurse practitioner program has been identified as a need

for consistency in providing patient care (Becker, Fournier,

& Gardnert L982; Martin, Fenton, Leonardson, & Reid, l-985).

Evidence from this study suggests that the nurse

practit,ioner is able to provide consistency by virtue of her

commitment to the unit and her presence over t,ime. In
addition, advantages to this role were identified in the

ability of the nurse practitioner to provide both services

in the area of nursing and services which have traditionally
been considered to be medical in nature. Both staff nurses

and physicians identified consistency as an important

feature of the nurse practitioner role.
Physician: " It is rea1ly helpful to have someone

here who knows exactly what is happening with each

of my patients. "

***
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Physician: "I think that the nurse practitioner is
able t,o provide a clear and concise picture of
what is happening with each of the babies in here.

That is realIy important when everyone else is
coming and going. "

***

Staff nurse: "ft is really difficult to answer the
physicians questions on rounds if thÍs is the

first day I am carÍng for the baby. It's so much

bet,ter when you have been here every day and know

what is going on. "

Support for this competency rras also identified in the

following exemplars.

ft is difficult t,o pick up the pieces after a

weekend off. Not alL residents are good about

writing admission not,es so I may end up writing
the note three days after the baby is admitted to
the nursery. This is especially a problem in
Intermediate Nursery.

***

By virtue of my presence in the unit on an ongoing

basis I was able to provide a measure of
consistency to the care of the infant. For

example: Dr X was on caII for one day on the
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Iùeekend. ft was a busy day and he had ten patients
to deal with. He ordered a metabolic screen on an

infant who already had one done because he didn,t
know the baby's history. He also ordered that the

baby be put, on room air even though she had been

on room air for several days.

***

Baby H is a complex patient who has been in the unit,

for two months. We discussed her on morning rounds

and found that she was gaining almost, no weight

and had ten apneas overnight. She has a history of
apneas and many treatments have been tried Ín the
past. The new physician on that week wanted to
continue her CPAP and increase her theophylline.
The on-call physician wanted to extubate her. I
knew she wouldn't tolerate extubation, you just
had to look at how hard she was working. I also

knew that she had been on higher level_s of
theophylline before that didn't work and besides

theophylline isn't good for weight, gain. yte ended

up putting her on the drug Doxapram and a

ventilator rate of 10. She also got a transfusion
and her apnea rate went down t,o two or three a

day.
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Evidence of the advantages of a strong nursing background in
this role are provided in the following examples.

f have an advantage in being very familiar with the

workings of the monitoring eguipment. fùhen we

went on rounds today we discussed a baby with low

blood pressure that, they were going to st,art

inotropes on. When I looked at the baby I saw that
his transducer had been eLevated on blankets and

was sit,ting two Ínches higher than his at,rium.

Vthen I pointed this out and the transducer was

lowered his blood pressure feII within normal

limits and the dopamine was cancelled.
***

Chest tubes are frequently used on infants wit,h RDS but

few residents understand how they work. tthen a

malfunction occurs it is difficult for the

resident to sort out when it is mechanical and

when the chest tube should be irrigated or
removed. Because f evaluated this equipment I have

a clear understanding of the mechanics and can

offer trouble-shoot,ing suggestions for the staff.
***

Several times I have been called upon to provide

hands on nursing'care when the unit is busy. I am
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able t,o assist with procedures,

or suction an infant, who may be

***

go

ln

to the caseroom

trouble.

Today I walked into the triage nursery to check on

one of the babies. The nurse was busy feeding a
baby when I noticed that another baby had vomited

and was choking. I picked up the cat,heter and

suctioned the baby withouÈ thÍnking. The nurse

commented after that I should be paid for double

duty.

Àssessinq What can SafeLy be Omitted from or Added
to Medical Orders

This competency was not, identified in this study. By

virtue of the nurse practitioner role in writing orders,

omissions from the orders \úere discussed with the nursing

staff before the orders were written or, if appropriate, the

orders were changed.

4.8 Summary

This chapter discussed the results obtained from

systematic int,erpretation of the text obtained from

transcribed field notes. Brykczynski's (1985) domain

Management of Patient Health,/ fllness Status was found to be

applicabLe to this study. This domain focused on the
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expanded role functions characteristic of the nurse

practitioner's practice.

Several competencies were not, supported by data from

t,his study. These included: guiding a parent through

emotional and developmental change; coping with staff
shortages and high turnover; and assessing what can safely
be added to or omitted from medical orders.

Some competencies \ùere modified to reflect parental

involvement in this sett,ing. These included, in particular,
competencies related to teaching and the provision of
support and information where the nurse practitioner was

found to have a combined medical-nursing approach.

Other competencies rúere found to overlap. In particular, the

competencies rerating to the provision of comfort measures

and the provision of comfort and communication t,hrough

touch were amalgamated.

fn the area of Organizational and Ï{ork RoLe

competencies Fenton's (1984) competency, making the

bureaucracy respond to the patient's needs, was found to be

relevant to this study. Brykczynski's (L985) competency

relating to self-monitoring and seeking consultation as

necessary r,lras supported by evidence in this study.

Two new competencies were identified in this study. In
the Teaching-Coaching domain, evidence existed to support

the addition of a competency named "providing mentoring and

role-modelling to nursing staff. " rn the domain MoniÈoring
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and Ensuring t,he Quality of Health Care Services, a

competency was identified which was entitled "providing
consistency/ flexibility in patient care.,' The domain of
Effect,ive Management of Rapidly Changing Situations was

utilized in this study with no modification.
These competencies represent only a partiaL description

of the role of the nurse practitioner. Further research of
this type wirr aÍd in the varidation of these competencies

and in describing more completely the practice of the nurse

practitioner.
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Chapter V

DISCUSSION

5. L Introduction

The purpose of this study was to 1) demonstrate the

role of the neonat,al nurse practitioner, and 2) identify
variables related to the knowledge and practices of the

nurse practitioner which represent, a unique perspective when

compared to staff nurses and resident,s. This project
utilized a participant-observer approach to data correction
and analysis. Benner's (1984) model provided the

organizat,ional framework for cat,egorizing the experiences of
the nurse practitioner.

The investigator functioned as a nurse practitioner for
four months in the fntermediate and fnt,ensive Care Nurseries

of a tertiary care hospital. During this experience, field
notes rúere collected and analyzed on an ongoing basis

This chapter will summarize the interpretat,ion of the

dat,a collected using Benner's (1984) Domains of Nursing. À
model representing the unigue competencies of nurse

practitioner practice will be presented along with project
recoÍrmendations. The implications of this project for heaLth

care and future research wilt be discussed.
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5.2 Conclusions

fn summary, the investigator wil_I comment on some of
the findings of this project which have importance for
nursing and health care. As a demonstration project, the

sample size was one and should be enlarged in future
studies. Another sample of nurse practitioners in a

different clinical seÈting may generate additional
competencies and domains.

The utilization of participant observation was

effective in generating nursing practice exemplars. However,

the investigator's rore as a participant-observer calrs into
question the objectivity of the data (Byerly, l-969). Future

studies might consider utiLizing an independent observer.

Categorization and analysis of the data utilized
Brykczynski's (1985) combination of the Diagnostic and

Monitoring Domain and the domain related to Administering
and Monitoring Therapeutic rnterventions and Regimens

(Benner, 1984). This combination was fert to more accurately
reflect the nurse practitioner's expanded rol-es in the area

of direct management of patient care.

The demonstration project suggests that, with
appropriate training, the nurse practitioner is welr suited
to managing the health status of the neonat,al patient,.
support for this finding was generated by anecdotal comments

of physicians who worked in the area and during weekly chart
revÍews done by the project supervisors.
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Questions relating to nurse and physician acceptance

were not specifically addressed in this study, however,

comments provided by these groups suggested a great deal of
support and acceptance of the ro1e. Several staff nurses and

physicians expressed their willingness to write letters in
support of the project. Other nurses spoke wit,h the

physicians and nurses supervising the project, to express

support. Since the termination of the project,, nurses and

physicians in the setting have continued to call for further
development of t,he nurse practitioner role. No negat,ive

feerlhack from nurses or physicians was given to the

investigator or the project supervisors during this project.
Evidence of parent acceptance was also evident during

this project. One parent, a family physician offered the

following comÍients s

We'lI miss you when this project is over, you are

really able to spend a lot of time with the

parents in here. ft helps to have someone to
answer theÍr questions. The nursing staff seem to
appreciate having you too.

Data from t,his project demonstrates an integration of
medical and nursing therapies to provide a comprehensive

approach to patient care. An example of this occurs on page

55 where positioning and bundling are used instead of
pharmacologic methods for pain control. This supports
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Brykczynski's (1985) findings that nurse practitioners are

more likely to use low technolog-y interventions.
Examples of the int,egration of medical and nursing

therapies are found in the domains of Managing patient

Health/ Illness Status and the Helping Role. This

integration represents a bridge between nursing and medicine

and a unique approach to patient and family care.

Current medÍcal and nursing staffing patterns in NICU's

have raised concerns regarding the consistency and quality
of care available t,o the patient (Barnett & Sellers, L979i

Bellig, L983i Johnson & Boros, L979). This project
demonstrated that the nurse-practitioner was readily
avaÍIable to the unit over a long period of time and could

contribute a stabilizing effect on patient, care consistency.

The results of this study indicated that the practice
of the nurse practitioner fit cl-osely with the domains and

competencies identified by Benner (l-984). Evidence suggested

that the nurse pract,itioner played an important role in
teaching, counselling and supporting parents whose infant
may be criticaLty ill. The type of communication provided

combined medicar expranations with compassionate nursing

support,.

Several exemplars highlight,ed the rapid change and

organized chaos which characteríze a Neonatal Intensive Care

Unit. The need for an organized response to patient care

involves priority setting, coordinating activities and
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providing a rapid response in emergency situations. Findings

in this study suggest that the nurse practitioner,s
experience in the area and familiarity with the hospital
allow her to maintain control of these situations.

Self monitoring functions were identified by

Brykczynski (1985) as an Smport,ant competency for nurse

practitioners. fn a relatively new role, the nurse

practit,ioner's clinical competence is often under close

scrutiny. In addition, the autonomy of the position demands

quality assurance and professional responsibitity. Evidence

from this study suggests the nurse practitioner engages in
an almost const.ant exercise of int,rospection and freguent,

self-checks to ensure the quality of care that she provides.

Support was also generated for the work of Fenton

(1984) who identified a competency in clinical nurse

speciarists that she termed "Making the Bureaucracy respond

to Patient's and FamilÍes Needs. " several exemplars outrined
the nurse pract,itioner,s ability to utilize hospital
contacts, policies and a familiarity wit,h nursing practices
and equipment, to the benefit of the patient.

Several of Benner,s competencies were not identified in
this project. Some of these competencies Íncluding coping

with staff shortages, contingency management, and assessing

what can be added to or omitted from medical orders may not

be applicabre to the role of the nurse practitioner. others

such as maximizing the patient's participation and control
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in his or her own recovery may not be applicable to the

neonatal populat,ion although many of the patient centered

competencies apply to the infant's family. Other

competencies may not have been identified within the

relatively short time frame of this project. Further
research is necessary to vaLidate Èhese conclusions.

Several of the exemplars from this project rúere found

to overlap into two domains. Categorization of data between

the Helping Role and the Teaching Coaching Function !üere

particularly difficult to separat,e. Several of the exemplars

fit both providing emotional and informational support, and

providing an Ínterpretation of the patient's condition.
The competencies representing communication rùere conmon

to this study and to the work of Benner (1984). Evidence

from this study, however, suggests a unique approach to
parent communication on the part of the nurse practit,ioner.
The approach of the nurse practitioner to communication

with the parents suggests that a different relationship
between the parents and this nurse might resurt in increased

comfort and satisfaction on the part of the parents. Further
research in this area is needed to examine this
relationship.

Nerù competencies were ident,ified in two domains. The

first, Mentoring and Role Moderring arose from observations

regarding the frequency of questions directed to the nurse

practitioner about her patients and about other situations
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in t,he setting. Addit,ional observations regarding the

response of the staff to care suggestions provided by the

nurse practitioner confirmed this as a legitimate and

import,ant role function. These findings also suggest an

important role for the nurse practitioner in influencing and

shaping patient care practices.

The second new competency identified has been termed

Providing ConsisEency/ flexibility in Patient Care. This

project has shown that the nurse practitioner offers an

approach to pat,ient care that may result in 5:nproved

out,comes secondary t,o improved consÍstency. The nurse

practitioner is able to track various therapeutic

interventions and pat,ient responses to these interventions
which aid in determining appropriate treatment strategies.
In addition, the nurse practitioner becomes very familiar
with her patient, population and is abLe to det,ect very

subt,le changes in their condition allowing more rapid
intervent,ion.

One of the difficulties with the role identified in
this project revolves around making time for the teaching,

coaching and mentoring functions of the nurse practitioner.
These activities have been identified as an important source

of job satisfaction among nurse practitioners (Brykczynski,

l-985), Despite theÍr importance, it is sometimes difficult
to allow time for these activities in a busy NICU/IMN unit
where patient needs for therapeutic interventions are

10L



immediate and life-threatening. Role overload has been

identified as a real concern in an expanded role position
(Rubin, 1988) and t,his concern reguires further exploration.

Several gaps in the knowledge base of the nurse

practitioner v¡ere identified. One of these relates to the

scope in approaching a patient problem. The nurse

practitioner's approach to a physiologic problem was broader

than that of the bedside nurse but narrower than that of the

physician. fn addition, shortcomings in the knowledge of
physiology and pharmacology vrere not,ed. These findings have

implications for curriculum development in nurse

practitioner progr€tms.

The findings of this project suggest that the nurse

practitioner in this setting functioned largely in a

complementary role to that of t,he physician. This may be

accounted for by the fact that the nurse practitioner in
this project did not assume any technical skills not already

delegated to nursing and worked in very close contact with
the supervising physicians. Support for the complemental

function of the nurse practitioner can be found in the

writings of AIIen (L977) who views the replacement function
of the nurse practitioner as ',the expansion based on

increasing the medical knowledge and skitls of the nurse so

that, her understanding of the pathological processes,

diagnosis and treatment closery paralrel that of the medical

person. " (p.39). She sees the complemental role as not
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replacing other hearth professionals but as adding anot,her

dimension to health care services.

The identification of unique aspects of the nurse

practitioner role from this project supports Stanford's
(1987) contention that the nurse practitioners approach

patient care with a unique perspective and are not merely

physician extenders. The importance of this finding relates
to t,he opposition to nurse practitioners expressed in some

of the nursing Literature. Much of this opposition centers
around the argument that nurse pract,itioners do not, pract,ice

nursing (Diers & Mo1de, 1985; Henry, 1986; Rogers, L972¡

tleston, 1975). Bilringsley and Harper (L992) see the fairure
of nurse practitioners to clearly articurate and define the
scope and boundaries of their practice as one of the major
reasons for role identity problems. It is hoped that
quaritative descriptions of nurse practitioner's practice
such as t,his one wirr assist in the process of identifying
the knowredge embedded in crinical practice and will herp to
identify the unigue contributions of the nurse practitioner
to this clinical practice.

5.3 A Practice Model

The findings of this project may be represented in a

model (see Figure 1). This diagram depicts the close fit
between the nurse and the nurse practitioner. The areas of
overlap between these two groups represent the conmon
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domains identified by Benner and in this project. Areas

unique t,o t,he bedside nurse represent those competencies and

nursing practices not found in nurse practitioner practice.
.Areas unique to the nurse practitioner circle represent

t,hose competencies identified by Fenton (1984), Brykczynski

(L985), and in this study. The areas of overlap between the

nurse practitioner and the physician represent functions

reLated to independent patient managernent.

Concentric lines within each circle represent the

levels of practice (novice to expert) identified by Benner

(1984) in her conceptualization of nursing pract,ice. In any

given interaction the level expertise of the participants
may vary and t,he tlpe of interaction wiII change as the

level of expertise changes.
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5.4 Implications for Health Care

The data generated by this project indicate that the

nurse practitioner offers a unique and valuable approach to

the health care of neonates and their families. The

exemplars described in this study demonstrate an important
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role for the nurse practitioner in providing teaching,

informational and emotional support to the parents of
premature infants. This type of communication represents a

unigue approach to parent care unLike that of the physician

or the bedside nurse.

The birth of the premature infant has been described as

a crisis event for the fanily (Caplan, 1960; Elsas, Lg8L).

In addition to the maturational crisis of becoming a parent,

there is also the situational crisis of the infant,s
irlness. The premature derivery interrupts the adaptational
process of pregnancy and forces the parents to confront a

fragile infant before they are fulty prepared. Failure to
resorve this crisis may have long-term consequences for the
parent-child relationship. Several studies of abused and

neglected chÍldren have found that 20 40t of these

children were born prematurery (Elmer & Gregg, Lg67; Gordson

et al , L978¡ Kl-ein C Stern, L97L; and Shaheen et al , L968).

That compares to an overarl premature derivery rate of 10t

(Babson, 1978).

Additional factors including anxiety levels, (Àvant,

1981) maternal visiting patterns, (Fanaroff, L97g) and

maternal information-seeking patterns (Mason, 1963) also
play a role in the parent-infant relationship. This study
demonstrates a posit,ive interaction between parents and the
nurse practitioner which centered around the provision of
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information, interpretation of their infant,s condition and

emotional support directed at decreasing parental anxiety.
The availability of the nurse practitioner on a

continuing basis provides continuity not available with
rotating house officers. This is particularly important in
the neonatal setting where infants may remain in the nursery

for upwards of eight months. This study suggests that nurse

practitioners have both the time and knowledge of the

hospital system necessary to follow up on the details of
complex patient, care. These findings support the work of
Martin and col-Ieagues (1985), who found that medical

coverage by neonatologists and neonatal nurse practitioners
provided a consistent level of care t,hat did not vary
between day and night or day of the week.

.an additionar implication for the health care system is
that the data indicated that t,he nurses in the project
setting received role modelring or mentoring from the nurse

practit,ioner. This role modelling t,ook the form of
consultation with and for the nurses and Èeam involvement in
decision making. This approach to care has been identifÍed
as an important factor in attracting and retaining nursing

staff. Research into the organizational environment which

best attracts nurses indicates that characteristics such as

autonomy, power, and shared decision making are important
in attracting and retaining staff (Mcclure, pourin, sovie &

Ttandelt, 1983). rn light of the current nursing shortage in
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critical care set,tings, perceived improvements in the work

environment may be useful in encouraging retention.

5.5 Project RecommendaÈÍons

The recommendations t,hat evolved from this project are

divided into three sections. The first section consists of
clinical recoÍtmendations specific to this project. The

second section relates to the conceptual framework and the

third, to research questions generated by this project.
Clinical recommendations relate to future development

of the Nurse Practitioner role within the project setting.
The data from this project leads to the reconmendation that
a further demonstration project of approximately twelve

months duration be carried out to address the following
issues:

1. Vfhat legal guestions must be considered in
5:nplementing this role?

2. I{hat technical skills, if any should be undertaken

by the Neonatal Nurse Practj-tÍoner?

3. How can time be protected for the nursing functions

in the NP role? A connon complaint of many Np,s

centers around the medical work which must be done

on a daily basis leaving Little time left over for
other t,asks.

4. Tthat, degree of NP autonomy is desÍrable and/or

feasible within the Manitoba contexÈ? That is to
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sây, many models for NP practice have been developed

ranging from a protocol or standing order system to

a consultative or cooperative arrangement. Both ends

of t,his spect,rum offer advantages and disadvantages

which should be more fully explored.

5. Tühat are the implications for curriculum development,

of such a nursing role? Issues surrounding the

educational standards for nurse practitioners have

been thoroughly addressed within the American

system. Very little has been writ,ten, however,

regarding specific learning needs for nurses going

into an expanded role. Questions concerning to
progrcrm cont,ent should be explored in relationship
to the level of nursing expertise Ín Manitoba.

The second group of recommendations relates to the

conceptualization of nursing practice. Benner (L984) states
that knowledge development in an applied discipline
consists of extending practical knowledge (know-how)

through theory- based scientific invest,igations and

through the charting of the existent ,know-how'

developed through clinical expertise in the practice of
that discipline. (p.3)

The data generated in this project serves to further
describe and define the unigue body of knowledge
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embedded in clinical practice. Specific questions related to
Benner's conceptual framework which arose from this project
include:

1. Do nurse practitioners progress through the stages

from novice t,o expert? In most settings, nurses are

selected for practit,ioner programs on the basis of
their clinical expertise. Further research would be

helpful t,o determine if this group of expert nurses

represent a sixth level of nursj_ng pract,ice or if
they follow a parallel path from novice to expert

practitioners.

2. Does the model of nurse practit,ioner-nurse-physician

interact,ion proposed in this practicum report have

validity. Repeated application of this model in both

neonat,al and other settings may serve to clarify
existing competencies and domains and to generate

additional categories which will further define the
practice of nursing.

The final area for further exploration relates to
specific research questions which rúere generated d.uring this
practicum. There have been many gaps in nurse pract,itioner
research identified in t,he Literature. perhaps the greatest
gap relates to the effects that a nurse practitioner has on

her clients and her practice setting. A clearer
understanding of the effects of Np practice on patients,
families and col-leagues wilr herp to resolve the issues
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surrounding the use of nurse practitioners to complement

physician practice. Specific guestions to be addressed

include:

1. What impact does the nurse practitioner have on the

health of the family unit and on the parent-child
relationship?

2. Vühat impact does the nurse practitioner have on the

parent's feelings of comfort and their ability to
cope when t,heir infant is discharged from hospital?

3. I{hat factors contribute to patient/fanily
satisfaction wit,h nurse practitioner service?

4. Vühat impact, does the nurse practitioner have on

morbidity of patients in NICU? Many studies have

addressed the issue of mortality rates but tittle is
written regarding the effects on morbidity.

5. Tthat effect does the nurse practitioner have on

- nurses' feelings of job satisfaction

- nursing turnover rates?

6. What is the economic impact of the nurse

practitioner in the neonatal setting?

5.6 Summary

This project has attempted to demonstrate that a nurse

practitioner is able to fulfil a unique nursing role in the

neonatal set,ting. Evidence is presented in this study which

suggests that this role is complementary to t,hat of the
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physician and provides an additional source of support, for
parents and nursing st,aff .

Evidence is also provided which supports and further
expands the compet,encies and domains of nursing practice
identified by Benner (1984). The fit between the work of the

nurse practitioner identified in this project and Benner,s

domains rends support to t,he claim that nurse practitioners
do indeed practice family centered, holistic nursing.
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Appendix A

DOT{ATNS OF NURSING

The Helpinq Role

Competencies which were grouped together under the

helping role included such things as providing comfort

measures and preserving personhood; maximizing the patient's
control and participation; providing comfort and

communication through touch; teaching and mediating; and

providing emotional and informational support, to families.

The Teaching-Coaching Function

The role of nurses as teachers and coaches for patients

has long been recognized. The expertise of nurses in this
domain can be captured in the following competencies:

timing; eliciting the patient's interpretation of his

illness; providing an interpretat,ion of the patient's
condition; and the coaching function.

The Diagnost,ic and Monitoring Funct,ion

This is perhaps one of t,he most rapidly expanding areas

of nursing care. Competencies in this domain relate to
funct,ions such as the detection and documentation of changes

in a patient's condition, early warning signals, and
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ant,icipating problems.

Effective Management of Rapidlv Changing Situations
Nurses are often called upon to manage an emergency

situation until the physician arrives. Expertise in such

management is captured by the competencies in this domain.

Administering and Monitorinq Therapeutic rntervent.ions and

Regimens

Compet,encies in this domain reflect the technical
skills used by nurses to manage complex pat,ient needs.

SkiIIs such as fV insertion, administration of medications,

prevention of skin breakdown and wound management are

included here.

Monitoring and Ensurinq tlkfùr+aillräs/ of Health Care

With round-the-clock coverage, nursing is often called
upon to coordinate and monitor t,he functions of a variety of
hearth team members. rn particular nurses often serve to
ensure that the patient receives proper attention from

physicians.

Organizational and Work-Role Competencies

Leadership and management skills become more and more

important in nursing as the hearth-care system grows more
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complex. Skills involved in coping with staff shortages,

building a team to provide therapy, and priority-setting are

grouped within this domain.
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Appe nd i x

November 20, 1987

Mrs Edith Parker
Director, Maternal Child Nursing
St. Boniface General Hospital
409 Tache Àve
tfinnipeg, Manitoba

Dear Mrs. Parker:

Às h¡e have discussed, I am writlng to request access to
the Intermedlate Care and Neonatal Intensive Care Nurseries
at St Boniface Hospital, for the purpose of conducting a
practicum experience. This practicum will be undertaken inpartial fulfillment of the requirements for the degree of
Master of Nursing at the university of Manitoba. The proposed
practicum will take place over four months commencing May 2,
1988. This project will be conducted in the manner outlined
in the attached proposal.

Thank-you very much for consldering this request
have any guestions please feet free to contact me.

If you

S i nce re ly,
f-l \:ì. l\ Ir

U-'M",d{slL
Debbie Àskin'
Practitioner-Teacher, NICU
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Àppenclix C

November 20 , l-9 B 7

Dr NigeI MacDonald
Head, Section of Neonatology
St. Boniface General Hospital
409 Tache Ave
tllnnipeg, Manitoba

Dear Dr. MacDonald:

Às we have discussed, I am writing to request access to
the Intermediate Care and Neonatal Intensive Care Nurseries
at St Boniface Hospital, for the purpose of conducting a
practicum experience. This practicum wilt be undertaken in
partial fulfillment of the requirements for the degree of
Master of Nursing at the University of Manitoba. The proposed
practicum wiIl take place over four months commencing May 2,
1988. Thls project will be conducted in the manner outlined
in the attached proposal.

Thank-you very much for considering this request. If you
have any questions please feel free to contact me.

S i ncere ly,

Debbie Àskin
Practitioner-Teacher, NICU
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Append i x
Hôpital Général - S
409 Taché Avcnue.
WINNIPEG. MANITOBA R2H 2A6

D

t. BonÍface - General Hospital
(2ø) 233-8563

December 7th, I9B7

Ms. Debbie Askin
Practitioner Teacher
NICU
S. B.G.H.

Dear Debbie:

I am in receipt of your letter of November 20th in which you requesEed
access to the patient population in our Internediate and Neonatal Intensive
Care Nurseries for the Lerm of your practicum. We are delighted Èo see
that you are doing this partícular practicum and would not hesitate to
grant you the requested access. I,le are well a¡¿are that you are both
an experienced and expert pracCitioner in this area and so for thaË reason
this doesntt present any problem whatsoever. As you are aware, $re are
still trying Eo ruork something out that would make the notion of this
practicum more appealing to the Neonatologists as well in order that r¡e
can count on their full cooperation and input to provide preceptorship.

I feel very encouraged and committed to this particular project and
I believe it could be both beneficial to you in your graduate studies but.
also could be a positive project and a positive experience for your
department and particularly for our nurseries. r have also spoken Lo
Merle Libbrecht, the Head Nurse in the Nurseries, in regards to this project
and she indicated EhaE you have already had discussions with her. Again,
we are pleased to see you doing this practicum and if there is anything
I^re can do further t.o support and assisc you, please do not hesitate to
ask.

Yours sincerely,

/':-/,--,--
Edith Parker
Director, Maternal/ChiLd Nursing

EP/msur

J. Dick
M. Libbrecht

- 130 -



Àppendix E

Hôpital Général - St. Boniface
409 Taché Avenue.
WINNIPEG, MAÑITOBA R2H 246

General Hospital
(2M1233-8563

ÃprLL 26, f988

Ms. Debbie Askin, 8.N., R.N.C.
Practloner leachlng
Neonatal Intensfve Care Unlt
SÈ. Bonfface General- Hospital

Dear Debbfe:

RE¡ PRACTICIJM' THE NEONATAL NURSE PRACTIONER

A, PROJECÎ TO EXAM ROLE ACCEPTANCE IN I,ÍANITOBA

I wlsh to confLm that supervlslon for the above practicum ¡¡111 be provfded by
Èhe Neonatologfsts at St. Bontface General Hospftal under my dlrectÍon, this
l-ncludes; Dr. M. Davf, Dr. S. Molsl-uk, and Dr. M. KelJ-y.

For thLs, as prevLously agreed an honorariun r¡tll- be provfded and critlcal
wrl-tten and verbaL reports provlded.

Yours efncerely,

N IM)"'ç^
Nigel T. MacDonald, M.8., Ch.B. ' D.C.E., F.R.C.P. (C)

Eead, Sectlon of Neonatology

NT!{/lnr¡
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Àppendix F

The Neonatal Nurse Practitioner:
A project to examine role identity.

Proiect Summary

During the four months commencing May 2, 1988, the

investigator will assume selected functions of the role
encompassed by the term 'nurse pract.itioner.' These

functions will include: gathering health histories,
performing physical examinations with documentation,

developing and implementing a therapeutic regimen and

evaluating responses t,o treatment. This role will include

only those technical skills or procedures currently
performed by NICU staff nurses. Medical supervision will be

provided by the Head, Sect,ion of Neonatology, and his
delegates. Nursing supervision will be provided by the

Director, Maternal Child Nursing.

Proìect Setting

This project will be carried out in the Intermediate,

Triage and Intensive Care Nurseries at St. Boniface Hospital

(SBGH). SBGH is a tertiary care referral center and a

university teaching hospital. The obstetrical department in
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this hospital does approximately 4r300 deliveries per year,

of which about, 53t are high risk. The Neonatal Intensive

Care Unit (NICU) admitted 362 infants in 1986, 74 of whom

were transported from other centers.

Project Objectives

The purpose of this project is to examine the following
questions:

1. What factors represent a unique perspective for
the nurse practitioner in comparison with staff
nurses and neonatal residents?

2. l[hat nursing/medical knowledge is required to

move from the traditional nursing roLe to an

expanded role in neonatal nursing?

Definition of Nurse Practitioner
For t,he purpose of this practicum, the following

definition of nurse practitioner will be used:

Registered nurses with advanced preparation who provide

direct pat,ient care to high risk neonates and their
families in collaboration with other health care

professionals.

The scope of practice of the nurse practitioner
includes the ability t,o:

1. Provide for continuity and evaluation of health
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care through cooperation and consult,ation with other

team members.

2. Manage and provide care for patients reguiring

intensive care, ut,ilizing consultation with team

members.

i) secure a health history and record the findings

systematically.

ii) perform a complete physical examination and

discriminate between normal and abnormal

findings.
iii) interpret findings, initiate appropriate

therapeutic actions and evaluate the results of

t,hese actions.

iv) íncorporate explanations and health education

into the care of neonates and their families.
(adapted from Bellig, 1980).

Purpose of a Practicum

As a final step in obtaining a Master of Nursing

Degree, the practicum is designed to provide an opportunity

for t,he student to implement and evaluate a program in an

area of interest,. The project is undertaken by the student

for her learning, to gain experience in the skills of
progr¿rm evaluation.
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Rationale for the Project

Àfter careful examination of the literature,
implementation of a nurse practitioner progr¿tm was chosen

for t,his practicum experience. Several trends in the field
of neonatology have lead the investigator to explore this
topic.

In the last ten years, survival rates for low

birthweight infants have increased sharply. fmprovements in
neonat,al mortality have been most significant ín those

infants weighing 500-1000 grams. Manitoba statistics
indicate a 202 survival rate for infants 500-999 grams born

in l-980. In 1984, the survival rate for this group had

increased to 788 (College of Physicians and Surgeons of
Manit,oba, L980, L984). Improvements in mortality, combined

with factors such as improvements in antepartum care and the

provision of a neonatal t,ransport, team have greatly
increased the numbers of admissions to the neonatal

Íntensive care unÍts in Manitoba.

The length of stay has also increased. Very low

birthweight infants may stay in NfCU for up to ten mont,hs

before discharge. These factors have placed a great strain
on the resources available in neonatolog-y.

In addition, the number of medical residents being

admitted int,o pediatrics has been sharply reduced. fn
Manitoba, t,here were seven fewer pediatric residents in
1985-86 than in L982-83. Currently, 808 of the on-call
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coverage for St. Boniface NICU is provided by casual or paid

cal-I (Kelly, personal communication L987). In view of the

economic crisis in health care, this is a very expensive

system. The annual cost of this coverage is approximately

$200r000 (MacDonald, personal comrnunication, 1987) .

fn response to similar problerns in other sett,ings,

nurses have been asked to broaden their roles to assume

responsibilities traditionally performed by physicians. fn
many United Stat,es centers this expanded role has taken the

form of a nurse practitioner. Harper (1982) surveyed Level

fII NICU's in the U.S. and found that 578 employ nurse

pract,itioners. Neonatal Nurse Clinicians/Practitioners have

not been widely used in Canada. In a national survey(Askin,

1986), two programs were ident,ified which offered

training for nurse practitioners. Both of these programs

have been implemented in t,he past two years.

Many practical questions about the nurse practitioner
in the Canadian healt,h care systern remain unanswered. The

purpose of this practicum will be to examine those

questions as identified under project objectives.

Project Participant
This proposal is being submitted for consideration by

Debbie Askin, BN, RNC. Ms. Askin is currently employed in
the Neonatal Intensive Care Unit as a Clinical Instructor, a

position which she has held for the past five years. Prior
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to this, Ms. .A,skin worked as a staff nurse in NICU. She

received certification as a neonatal intensive care nurse in
1985 through the Nurses Association of the American College

of Obstetricians and Glmecologists(NAACOG). She is currently
a member of the NÃÀCOG National Committee on Practice, the

Neonatal Network editorial board and is an external item

writer for the NAACOG Certification Corporation. During the

practicum experience, Ms. Askin will be on a leave of

absence from her position in NfCU.

Critical Path

Phase 1- Project Planning

Tíme Frame- Dec 1987-April 15, l-988

Elements- Request access to institution.
Establish advisory committee.

Prepare unit staff for role transition.

Phase 2- Project Implementation

NIay 2- June 10, 1988 Intermediate and Triage

Nursery. Care wil-I be provided for
a varieÈy of patients found in this
setting. Responsibilities will include

t,hose outlined below.

June 13- Aug L9, 1-988 - NICU and caseroom.

Weeks 1 and 2 with chronically
itl infants and families.
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Weeks 3-8 with acute and chronically
ill infants and their families.

Responsibilities: collection of health histories
physical examinations

ongoing documentation

treatment planning, implementation and

evaluation

provision of information to families

Phase 3 Program EvaluatÍon

The question of knowledge wiII be addressed through

analysis of a journal which will be kept by the practitioner
and t,hrough evaluations provided by the medical- supervisor

and his delegaÈes.

Supervision: Patient management plans will be reviewed

regularly by the staff neonatologist.

AII medical orders will be co-signed by the

neonatologist.

There wiII be initial and random supervision of
patient evaluations by the neonatologist.

Supervisors: Dr. Nigel MacDonald, SBGH Medical

Mrs, EdÍth Parker, SBGH Nursing

Dr. Janet Beaton, University of

Manitoba School of Nursing
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Àppendix G

ST.A,TEMENT TO PROJECT PARTICTPANTS

"For the next four months I will be working on a
research project to investigate the potential roLe of the

nurse practitioner in the neonatal setting. During this
time, I wiII be working as a Nurse pract,itioner in
Intermediate, Triage and NÏCU and will be responsible for
histories, physical assessments and treatment plans for
selected infants. I will be writing medical orders which

will be co-signed by the neonatologist before

implementat,ion. r will not be assuming any technical skirls
not current,ly performed by unit nursing staff. During this
project I will be supervised by the neonatologists, Mrs E.

Parker, and Dr. Janet Beaton.

The purpose of this project is to identify the

components of the nurse pract,itioner role which are

different from those of staff nurses and medical residents.
From time to t,ime during this sÈudy, I may be asking you to
share with me, your observations and interpretations of
cases which you are involved with. r will be making notes of
these discussions to help me develop an overview of the case

under discussion. You may read my notes at any time and may

derete any portÍons which you don't wish recorded. The notes

will not contain any names and confidentiality witl be
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maintained. You are free to decline to participate in this
project at, anyt,ime without, consequence. "
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Appendix H

The University of ltanitoba

SCHOOL OF NURSING

ETHICAL REVIEW CO}OIIITEE

Proposal TlÊle: "NEONATAL NURSE PRACTITIONER: A

ROLE IDENTITY IN MANITOBAII

Proposal

PROJECT TO

Number N#BB/11

EXAMINE

Name and Tltle of
Researcher(s): D. Askin

Master of iNursíng Student

University of Manítoba School of Nursing

Date of Revfew: _ Aprll 11, 19BB

Decision of Comlrree: Approved: Ell_?2Lq8 Nor Approved:

Approved upon receipt of che following r:hanges:

Approved with the changes submítËed on April 27, 1988.

Date:

NOTE:

Theresa rge, R.
Associate rofessor

Any significant changes l-n the proposal should
Chairperson for the Ethlcal Revierv Comml_tteets
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