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FOREWORD T
With the advent of mi ifery practice in the 1930’s, expanding roles
for registered nurses in areas of healtif¥are traditionally supplied by
physicians have been described, particularly in pediatrics, adult and &
. family health, t4 better meet the needs of the people for health care
services. Since the mid-1960’s the Division of Nursing has supported .
the planning and development of programs to prepare nurses for ' .
expandgd roles, and more recently to increase the nurfibers of these
practitioners. - . Coe :
In the past decade education pregrams to prepare nurse prac-
titioners:- have increased, with the more recent innovation, family
nurse practitioner (FNP) programs, developing independently in
- various parts of the country and having little communication among
. them. Recognizing the contribution that the exchange of ideas could
.- make in enhancing the quality of family nurse practitioner educagon,
the Division, of Nursing contracted with the University of North .
Caralina at Chapel Hill to hold a conference consider conmon
problems and successes. Physicians and nurse faculty from 25 FNP
programs based in 21 States, and the faculty of the host program
convened at Chapel Hill in January 1976.
Curriculum was the major focus of fhe conference and FNP
education was discussed in terms of five identified components: role
realignment, family and community, adult medicine, pediatrics, and
obstetrics/gynecology. This report of the conference proceedingsg -
brings togethey. the background papers, responses of four reactors,
task group reports, and a summary of the discussions, in the hope that
they will be useful to the many people'who are eager for informationon
this subject and are involved in the education and utilization of family
nurse practitionérs. ’ : ) sy
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A ..
PREFACE. ~ . A

Although much had been shared informally among FN I‘> prégrams

. throughout. the country, the N ational Conference of Representatives. -

from FNP Programs held in January 1976 was' the first formal
opportunity for faculties to discuss educational issues in the prepara-
tion of FNPs. The University of North Carolina atChapel'Hill entered
into a contract with the Pivision of Nursing, DHEW .to conductsuch a
conference and publish the proceedings. A committee composed of
representatives of the schools of Nursing, Medicine, and Public Health
and the Division of Continuihg Education for Health Sciences was
formed to plan the conference. i -

'I‘Zﬁ(mg into consideration the number of issués/tﬁ which attention
could be directed, the need to bring together people with a reasonable
amount of experience in educating nurse practitioners and thelimited

time which seemed feasible for such a conference, the planning .t

c’ommmt‘ee decided to establish priorities for inclusion of FNP
- programs. Only formalized training programs established to prepare
registered nurses to become FNPs wete invited to participate. These

programs were expected to have graduated at least one class, to have* ,

included both didactic and clinical experience in a time span of not
fewer than 6 months, and to have had as their purpose the preparation
of nurses to deliver primary health care, including physical assess-
ment and medical management »with medical back-up but not
necessarily the physical presence of the plysician. Prior to the
breparation of a proposal for fl?nding, eight -possible, issues fqér
consideration were sent to 41 NP programs askipg that they be rated
inorder ofpriority and/or that.other issues be added to thelist. Thirty-
three responses were received. The objectives of the conference were
established on the basis of the responses. . .

e

hese objectives were: : a

(1) to identify and rate according to importance course content for

ob/gyn, family and community, arld role change;
(2) to share present practices related~to .evaluatiorn’ of student
‘progress in clinicdl performance; and e \
(3) to stimulate planning for future conferences énd further
collaboration. .
Two representative teaching faculty, - physician and a nurse, were
invited from “each ,of the .33 responding programs. Twenty-three
' phy§fcians and 30/nurse faculty representing 25 programs from 21

the preparatjon of the FNP in tﬁ{areas ofi medicine, pediatric§,

\)4( M ’ '

rd

hrd




-

-

States attended 'tlﬁqonference. Dr. Katherine Nuckotls was asked to
present a paper on the definition of the FNP and implications for
curriculum development, and Dr. Glenn Pickard was asked to speak
on evaluation of clinical competence. Prior to the conference, those
identified to be participants were asked to send materials related to’
the educational philosophy of their programs, definitions of the FNP,

and clinical evaluatlpns This material was then made available to the
speakers for gfe in preparing their papers. To open the discussion of
each paper. two conference participantsfwere asl?d to serve as
reactors. Though these reactors reviewed the papers before the

. conference, they were themselves requested not to prepare formal

responses but,to speak informally and briefly. Dr. Frederic Kirkham
and Ms. Vlolet Barkauskas opened the discussion of Dr. Nuckolls’
paper, and Ms. Rosemary Pittman and Mr. Robert Koewing served as
reactors to Dr. Rickard.

One whole day of the cdnference was designed for group werk to put
emphasis on curriculum content needed i preparation of a persori for
a defined role. Operational definitions of a family nurse practitioner
and primary care were established. Preliminary homework was
requested of participants as a springboar | for group “discussions
related to curriculum content. A further descriptionof thisis incJuded
in the introduction to the group repon !

The conference opened with welcommg addresses by Dean Laurel
Copp, Vice-Chancellor Cecil Sheps, and Margaret Sheehan. speaking
for Jessie Scott. The concluding summary of recommendations
reflects evaluations of the. conference by participants and final
recommendations of group leaders. - “

1
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THE POTENTIAL OF THE FAMILY NURSE,
.PRACTITIONER MOVEMENT .~
, CEGIL G. SHEPS, MiD., MP.H. . . 2

i i _ Vice-Chancellor for Health Sciences and
‘ \ Professor of Social Medicine o b S
- Unz'rersity_of North C"arquina at Chapel Hill < . .

.| address you as colleég'ues and fellow workers in the field of

developing |mprovements in the delivery of personal health services to N
« the peeple of our Nation. This university hasea highly developc_ad- *
. interest'in these matters—and that is not an accident of fate, [t's not
simply the result of bringing together deliberately—or thtough good,
fortune—characters who have similar notions and can work together.”
That helps. But whatlies behind thaton thiscampus is bespoken in the
¢ traditions and history of this institution. '
This is the first State university in the Nation. The constitution of the
State of North Carolina, written in 1776, pravided that thereshould be
a State university, and in 1795 the cornerstone was laid for the first ‘.
building, which still - exists. From-the beginning it was lways L
understdod thgt this university would pursue academic objectivéswith .
due regard for service to the State and the region. And it has always :
been characteristic for the people of this State to come to us and say,
“What have you done for us lately?” This conference is abput the same
kind of question. I, for one., welcome this because that kind of
discomforting question is vgry good for people who. are, faculty _ . .
members, who are dedicated to their work and whe cansee 2!l kindsof .
marvelous things that are yet to come: But Recause of their obsession
with their work, they fail to recognijze that what makes the difference’
between a road and a rut is the height of the walls. Therefore, it is
important for these walls to be broken down. I don't say this becauseit
simply squnds ke a wise thing to say; | say it this afternoon because it

T e

seems to me that what this conference is devpted tostems from issuesof - o

thatkind. -~ - ' | A , SR
Let me now very briefly sketch for you the history of our family .

nurse practitioner program. Six or seven.years ago soné of us on this” -

campus began to work on the question of what we cguld do to bring
primary care to rural people. We had enough of a sensg of history to

* know that new clinic buildiflgs and ec'oni)mi'c.in'centi 1ad nolasting
. valué and what was needed” was a new approach,-a different .-
. ARY - Fanl .
s . s . . P— \ i
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framework for the delivery of care, which would solve the problem, or

gv some distance towardselving it. We didn’ tsimply sit here in Chapel

Hill and ruminate about that; we worked with people intowns and

¢ villages to learn how they perceived the problems. Out of this work we
.devek)ped*a plan for a demonstration in one little town.

That town had a population that shifted from'389 to 390 to 392, witha
surrounding population of'some 1,500-to 2,000 people. Lgaders came to
us from this town and said, “Can you help us find a doctor? )

~ Wesaid, slowly, “Well, that may not be the answer. Mayf)e there is
something else that can be done. What kind of experience have you had
with-dgctors?” | ¢ « i
And they said, ““We had two doctors and then we had_ eae and then
we had none, and then one came but hedidn’t stay very lorxg because it
turned out that he was an aleoholic. Then another one came and he had
tuberculosis and he couldn tdo very much; he only came\because 1t was
his home county . ..” and so on. "T:
So we said, “Lets talk about ways in which somethmg can be done
that will be lasting and will not be second class.” . Ve
At the same tlée we were also talking amongst-ourselves about
making it possible for.people with different backgrounds and
preparations for heal th care to use those backgrounds and skills to the
fullest, without the constraints of an artificial, though traditional,
concept of whose job it was to do what and whose turf was what. These
two kinds of discussions and explorations were going onsimultaneous-
ly. We considered developing a physician’s assistant program here
similar to the one at Duke University, but decided that, although the
physician’s assistant program appears to have a place in theschemeof
- things, we would rather dévelop an educational program for nurses .
. avho, with thisadditional training and experience, could combine what
. they already know and are dedicated to by way of caring for patients
. withgreater skills in diagnostic and treatment functions. We believed
‘that if that were done we would de'velop adifferent kind of person who
would not only pick up some of thé things that physicians ordinarilydo
but have less and less time to do, but would also provnde somethmg
most physicians simply are,not prepared to do. in terms of the caring
aspect, because of the way they practice in thie system today. We
interpreted “caring” to mean not enly seking to jt that the day-to- day
treatment prescrlbed was_ understood and carried out but also”
possessing and using skills in communijcating and interacting with
patients. [t seemed to us that this was a sensible way togo, partlcularly
since we already had on this campus a broad array of academic efforts
in the various health professions—medicine, dentlstry, pharmacy,
nursing, and public heal th.
We began to think about what kind of currlculum we should have.
And suddenly everything crystalized afid we had to move; one of the
[N N N LS
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. cbmmunity programs that we had been instrumental in helping to

plan suddenly 4 as funded. Partof the program’'splan wasthat amajor
portion of tﬁ‘

. sDractitioners. So my colleagues on the faculty found thémselves in the
. unwelcome position of having to plan a program, a Quéricul'um,

.

without all the time that one-ideally wants for something fike that.

I have:tiken_the time to tell you this story because when we in

academic sitgations think about the kinds of people who ought to be
prepared for'service and the natureof the learning opportunities that
we might provide for them, it isimportant to remember that weshould
not do this in isolation. We are doing this to meeta need, and we are not
going to understand this need unless we bripg into the discussion—
Swith full voting rights. may [ say—the people who pay for atd are to
receive the service. One of the reasons that I believe our program is a
good one is that we have had our feet firmly rooted in the soiband we
have made it possible for people to see “W hat have you dope for us
lately”” . -

Plea%'é‘d as| am that the two subjects to,be concentrated on here are
cprricxﬁgm and clinical evaluation, I am 4 bit disappointed that there
is no provision at this conferenge to discuss the emerging role of the
family nurse practitioner on thg‘9 A
discussion i needed in the open and it needs to be vigorous if not
strident” With such new developments, policies are never decided on
the basis of full, accurate, irrefutable evidence. Changes are made
because they appear to make sense. New kinds of personnel, new
frameworks for service have rarely been developed wholly within the
academic situation. In fact, the very notion thatyou can train people in
a specific way to carry outspecifically delineated responsibilities,
withoutall the trappings traditional to some of the professions, arose
because of a demonstration in war time. The conceptof group praetice

".was not developed in an academic situation. Mhst changes in the

patterns of care were not produced in the university: they were
produced when people had to solve a problem and it was not possible to
do so with the standard means and the traditional wisdom, so they did
what seemed to make sense. When it worked, it becarne acceptable;

when jtdidn'twork, it was not acceptable. Thus. it is important to work,

with the public and with fellow workers in the field, to get their
pérceptions of what is needed and how it is working, because there is
very little point, really. in talking about curriculum without a clear
notion of what it is all for. The preparation for the future is only
partially in our hands: most of the decisions are made by others. And |
b\elieve that is as it should be.

E

e'medicf{lware would be conducted by family nurse.

American scene. [ think thatkind of _
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g / FIVE QUESTIONS FOR FAMH.Y NURSE
“ - ‘PRACTITIONER EVALUATION

LAUREL ARCHER COPP, RN., Ph.D.!

Dean, School of Nursing, )
University of North Caroling at Chapel3Hill

[

+ IT'want totalk about how toevaluate the product of the FNP program LI

or, “What to Do Until the Accreditors Come.” In an article in RN |

== DOsed four questions of accountability that I thought I would want to

ask myself if | were a beginning practitioner of a new role.! I'have. -

added one further question now. The questions seem as real todayas

they were when people began to expand the purview 'of their

functions, their skills, their appreciations, and their collaboration

with other members of the health team. I'm asking these questions to

the product of the programand to all of us as planners and evaluators s

of programs. If] were looking at curriculg I'would expect to find some”

threads that begin to answer the questions and hopefully-some tools

that might also help. - \
As a family nurse practitioner facing the new role, the question [

would ask myself would be these: “May I?”. Not “May I” as we

usedto play thatgame when we werechildren, but“M ay I practice at

all”” and certainly, “M ay | practice legally?” I think some of you have

gone through <this painfully in your States, and it has meant new

definitions of primfary care, and new definitions of “nurse prac-

titioner.” When we began we did not have Federal guidelines, and asa,

miatter of fact, many read the Nurse Practice Act and the Medical

Practice Act for the first time, and said, “Why didn’t.anyone ever tell

| usthey wereslike this?”’They were either too constraining, or too lpose;.
they absolutely did not fit our needs, and many went to work to
redefirie the practice so as to accommodate in a better way the
expanded role. In that connection F'would like to recommend toyou an

+ excellent paper written by Audrey Booth, entitled “Legal Agcom-
modatiofi of the Family Nurse Practitioner Concept: The Process in

- North Carolina.” This is a short and very succint paper. Perhaps the
process it describes will be helpful to some of you who are learning the
pitfalis. The, paper not only points out'}he concerted efforts made by
the respective professiona?-gomh]unitigs that were going to beinvolved :

s

'Copp. Laurel A ".llow to Plan for an Expanded Nursing Role " RN Magazine 36.11, November 1973 >~
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— The bchool of Medicine, The School of Nursing, The School ofPubllc
Health, and sometimes other, schools as well — but also points out that
there was a great deal of meeting, learning, educating, and inter-
disciplinary exchange fostered by a number of groups. When the
groups did not have the kind of structure they needed in order tostudy
and recommend change in both the Medical Practice Act and the
Nurse Practice Act, they found that structure and went to work.
Audrey Booth also brings out the personal contact, the climate that
was necessary, and she talks a little about the political clout needed
and the parallel political maneuverings that made possible whole
forums and arenas in which we could talk about these things i in new
ways. So I would suggest'that you look at this whole answer to“May [
practice?, May [ practice legally?” Now, the evaluator may say,
“How're you going to know when they’re doing it?” 1 don’t think the
answer_ is merely to count the absence or presence of lawsuits, claims,
and the like. But I do think knowing the law“observmgthe constramts

until modified, and then working out a Jomt approach to the change of

the law is one of the best learning experiences that.professiondls may
have together. The answers-to “May 1” Stl" differ from State to State.
In some States the answer is still “No”; in some States the-answer is
“almost legally,” asgd in other States we have some good role models,
some good State Taws. .,

The,second question [ would ask if I were a new practitioner lookmg
" in the mirror and getting ra%]aeg:ntrospectwe—and scared—would

be, *Can 17" Can I really do i1 Can L accomplish it? Am I able? If
someone teaches me can I then demonstrate that [ have. the skills to do
what is expected of me? The answer to “Can I?” comes deep in the

_ curriculum ahd in demonstration of the learmng skills. As you

il

consider your FNP students, how are you going to make thei‘
phenomenon of time work for you? For example, what if some of your

students can show the skills that you wish in 13 weeks butthe courseis
only 12 weeks? Just a little longer, just a little more extra help, Jus;a
little more attention and maybe they could have made it. The whole
question of “Can I” relates not only to the calendar, and to teaching
techniqUes. but certainly also to evaluation techniques. Many of usin
nursing have asked, £Do yoyu need to make a bed three times or thirty-
three?” Some of us knew it was 33, but we were in classes with people
who needed to make it only 3. We also have wondered, “How do you
measure whether or not the learn€r will perform when you're not
looking?” Teaching is not telling; teaching is communicating ard
dernonstrating effectiveness. Thus we stress observation skills, com-
munication skills, and premeasures and postmeasures asking always
the questlons, “Is the problem with the student, is the problem with the
teacher, is the problem with the lesson‘ or is the problem the tools of
evaluation?”

(%




As if that isn't'enoug‘n questions, we'll ask more. The problem is to
develop va}id and reliable tools that are also flexible enough to be
changed as changé is needed so that relevance remains. How do you
know if I. the practitioner. have learned what I've been asked to learn”
That certainly gets into the tvhole area of how much practice, how
rﬁugb followup; "how many standards—and how reliable are the
standards? Just 'igtatntjfying safe practice standards is a kind of
assignment that mostof us cope with every day, but always feel that we
don’t do very well. Then, of curse, there is the curficulum that we
develop. teach. in which we all are involved every day. How do you
teach things you yourself don’t know? Most of us try to do that
presumptuously. How do yqu teach about pain when youyourself have
not suffered? How do you 4each about despair and hopelessness? How
do you teach someone to handle grief? How,do you recognize and treat
anxiety? How do you bridge the gap between persons and cultures and

* beliefs and values. experiences that are completely foreign to you?
Look atour curricula: we're trying to do all that because it represents”
the needs of the consumer. “ .

If I'a legal and if I'm skilled, theie’s still a third question: “ Should

« 17" I've always been interested in how popular expanded scope is at
3:00 a.m.—much more popular and acceptable than at 3:00 p.m. Thus
we come,into thg whole area of appropriateness, and “Why me, Lord?
Why was I called out of bed”” The FNP is saying, “Is it real, or is itjust
convenient? Is it real, or is it sloughing off the unpopular patient load?
Isit real, or is it because I'm actually handling an abandoned patient?”
The preceptor is sdying, “Well, she’s got to get into it sooner or later;
she may as well show us if she’ll sink or swim.” Interesting philosophy,
but most currently heard in the wee small hours. “Should I” relates to
appropriateness and to setting limits. Should 1? In a study that [ did of
12 practice sites and 184 nursé practitioners I found that one thing »
they had to doright away was to assess where their own limits lay and
to abide by inner nudges they had about getting in too deep, or
ingppropriately getting into cases they could not handle. They had to
decide when tosay “no,” asa matter of fact. So FNPsaresaying, “What
are m)geskills and limitations as related to the patient’s-needs?”
Conversely, the FNP often has to work her way info a situation where
she has not been invited. Sometimes she knows that she can be
thérapeutic and she has to beg, borrow, and demonstrate that indged
she knows what to do for this patieat if someone will just let her. If she
feels she is being barred, she then has to derhonstrate that she is the
appropriate person. the right person, the skilled person. C

There's another aspect to appropriateness that I'll touch on'briefly.
The F'NP is very aware that she sometimes is the therapist of choice
when the patient cannot pay, when the patient is nof of the popular
diagnosis, when the patient is not accessible geographically, and most

-
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certainly when the patient is a chronic complainer with many
demands for health care. So the F NP sometimes has tosay “Why me?”
How does one know if she should be the choice? If her care is
appropriate, 1 think she knows. She has a case load that seems
appropriate to her because patients are referred.to her and because
she has back-up suppgrt. She is indeed involved with other membersof
the team and is nof on her own.completely, and sheknows she istrying
to assess appropriateness b) the nature and numbhers of demands
made on ler. ’
Another question the F NP asksorshould ask but all too often doesn t
ask is: “ Will 17" “After they pick me out of my previous position, invest
all of this timeand money in me, thenwhat will I doin response?’ Some
. of us have seen with our owneyes what the answerto thisis, and weare
" concerned. for all too often the FNP does not (because of the setting,
because of the peoplein the setting, or because of lack of confidence) go
out and do what she was prepared for. Very often shé retreats to
things. to nurses’ stations, to,charts. and is not demonstrating what we
know she can do. We are aware of disappointing sfatistics that show
that even after the investment of time and energy, and course work, °
and Jpreceptorship, the F'NP often does not go'ahead and demonstrate
. real abilities. We must then in evaluation ask ourselves, isit a problem
of the setting, isita problem of self-confidence and self-image, is ita
problem of preparation, is it a problem &f social pressure, or is it 4
problem of self-concept and role concept” W.ho are colleagues? What
supportsystem is developed? I'm really saying that [ don't know who's
her worst enemy—physicians or other nurses. Other nurses are very,
very troublesome as she tries to be a new person ina new setting. Allof
this has to be wogked through. I grant you there are still handmaiden
stereotypes she has to work through, there are .man/woman
relationships, and woman/woman relationships. [t's not very comfor-
ting to her sometimesto hear a physiciansay, “Butof course | get along
with nurses. I'm married to one, am [ not?” Perhaps therein lies the
problem in perception. She wants to retort, “Fine, then yell at her, not
af_ me. I'm ‘not your wife.” On the other hand it must be terribly
maddening to the physician to have th& FNP go all tearful and soggy.
(I remember a physician saying to me, “For God’s sake. ¢an't you get
her out of the linen closet? Must we play out yet another act of “As The
World Turns?’ He really considered it not playing by the rules, not_
standing up to the problem;, and I had t#%agree with him.y
If the nurse does not have confidence enough in herself to play this
role,” how can .she be involved in the healthy person-to-person
realtionships that are so vita} for the succass of the role?
The same psychological ground rules that apply. between persons
_also apply between health professionals(and I'djust like to remind us
of a few. In the doctor/nurse relatichship,-each person should have a
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realistic concept of the other’s person ity, values, and goals. (I didn’t
say they had to love each other.) Secon ly, we would hope that they
would-like each other—at least we woul hope there*would be more
things about on another that'they like than'that they don't like. Third,
each of the membersof the team must feel con erned for the well-bei
and thcz{growth of the.other and act accordingly: it's a two-way strest.
Each cémmunicates his feelings honestly and openly to the other with
gslittledefensiveness and personalization as can be had. (I laugh about
the story of the psychiatrist who said to the patient, “I find that my
major problem with my patients is that every time | say something to
them they always personalize.” The fatient said, “Oh I don't think I
do.”) Demands and expectations impoted must be feasible, mutually
agreed upon, and consistent with the values inherent in the
relationship. And finally, each must respect the right of the other teabe
. self-determining. Even included in this is the eventual determination,
\)erhaps. of‘the termination of the relationship. :
The last question that I think we have to ask aswe look in the mireor
is, “Will it make a difference?” I'm not at this time adding that scary
. word “significant”—] am not asking, will it make a significant
difference—but will it make any difference at all in the long run?
. Some of us havebeenlooking at what evidence there is to show whether
or not any tracks in the sands of time will be there to indicate that the
nurse practitioner and the physician implemented this new role
relationship. Without giving you footnotes and ibids [ would like to say
that I could show you studies that do demonstrate that it makes a

¢

difference. And how does it make a difference? It makes a difference’

in that there is more direct care given to patients, using the role; there

is more nursing care given to patients, using this new role—including

« comfort measures and crisis intervention. With the new role
relationship there is more recognition of the multiple problems that

» patients have. All too often as we're trying to put patients through
protocols we forget that they don't have one problem, they have a

+ ~ multitude of problems, all of whichare related to the other members of
the family and the other problems that exist for,them. With the new
collaboration there is more recognition of the multiple problems that
patients undergo. In one study there was improvement in the
“ménagement of patients and what was more significant, there was
improvement in the coordination of care. So these both do improve.
We can show that there is much more health.teaching. The long-
term signifi¢ance of that is not yet known, but at least there are many
more minutes of health teaching going on. There is less wait time for
the patient in the waiting room. I wish we could:say we were using the
waiting room more creatively. We're having the patient wait X
number of minutes to be seen for three or four or five minutes. They

sell real estate in airports, but wé do nothing in waiting rooms. The -
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‘nurse makes crisp announcements at the door when she should be

sitting on the davenport and talking and listening.td the family about
their health problems. We can see by research studies that there is a
better and more satisfactory disposition of patients and their
problems, in which the patient feels as though he was notonly listened
to, butthe right thing was done in his case—whether it be referral,

‘hospitalization, or transfer to another agency. >

Using the new collaborative role, there is more time for patients and
there is some improvement in patient satisfaction, so goth 3uantity
and’quality are demonstrated to be better in the collaborative role. |
hope as researchers we can demonstrate this to make a significant

ﬁdiffer.'ence in the future. One thing I do not see: I do not often see the
~collaborative role used to do quality of care research. Whether it be
assessment of the outcomes of care using new and different, tools,

whether it be assessment of the content of care, the assessment of the
‘process by which the health care is delivered, assgssment of better
utilization of resources, or efficiency—in _time and people and cost—
the key people to look at these problems are the members of the health
team in collaboration. : '

Lastly, I'd like to remind us that this is a people-to-people effort. I'm
sure there is arv easier way than the way we have been turning
ourselves inside out to show that this concept can work. Hopefully the
concept will be easier: for people to use in the future: pioneers don't
have thuch fun. There are more expedient ways, easidr ways, but |
don’t think there are more effective ways. Mostof all I think it's caring
about the health care of recipients that has motivated us to take this
approach. I think we're here because we care abbut people. We want to
give the patient the kind of care that wecan admit was associated with
us andour effort and our names. [ do worry thatif wedon't care and try
hard enough, the opportunity, the privilege, or patient care may pass
us by, and in the future there may not even be a track in the sand to
show we cared. . _ '

Thatis my lead-in to telling a story. I said tomyself once, “What will
nursing, doctoring, patienting be like a hundred years from now?”
(When [ wrote this story, I thought I wastalking about something that
was going to happen a hundred years from now, then when it started

happening 8 and; 9 years from when [ wrote it, it made me pause to

think that we'd better use our privilege of caring for patients while we
have it, because if we do not come up with an effective answer the
privilege may be taken from our hands.) So, if you could project
yourselves fo a few years in the future—my story.2

Marla and Christy were in their first year of nursing school: One
morning as they were coming fromht‘heir clinical assignment, they

R e —— t'
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walked along the corridor togethet. Marla had been assigned to the - -

patient monitoring unit for the first time and she was so excited that

she could hardly believe that the night shift had pagsed—4:00 a.m. to . -

7:0Q a.m. Marla bubbled on‘and on. “Christy, you should have been

with uslast night. Jt was Wwonderful. W ait till youget transferred to the

monitoring unit and you'll know what I mean. It was . a great , @

responsibility. Y ou really have to be alert. | was assigned to only a few

patients in our building, but when you get to be a graduate you have

the unit all by yourself. All the patients in this complex, in the one ;&;‘aa
across town. and a dozen or so astromauts assigned to our circuit. You

know, I thought it would be different watching vital signs on them, but v -
unless you know the code you really can’ttell them from other patients .

on the machine. [ mean, after all. the body temperature and pulse are
-the same on anyone. What's the difference if you monitor it from across
the city or from outer space? ) o

Although Christy listened politely, she was enveloped in her own .

thoughts. Finally, Marla noticed. -
- “What's the-matter.,Christy? Are you tired? Did you forget 4o:
regulate your blood pressure endocrine selector?” ; |

“No, Marla, that's not it this time. I know I'm, careless and [ . “
sometimes forget to watch fy own reading, but that's not what it is
this time.” - . ‘ . '
© “Well, let's hear it.” Marla insisted. “You might just as well tell me
before the supervisor beeps in. He'll know from your reading that

* there’s something wrong and he'll check you on the intercom.” ) /

(You'll be happy to know that supervision is alive and well in the
future.)) - - -

Christy sighed, almost with relief. “Marla, | had the strangest
experience last night. [t made mewish that [ had read more microfilim
and listened to more videotapes about how nursing used to be. I know
we're all new at this sort of thing. but I wish we could know more ahout
our ancestors. [ mean, Marla, what did it used to be like when people ~
were ill?” S

Marla stopped andstared at Christy with cgmplete attention.

“What is it, Christy?"” she said. “Why are you so upset?” ,

“It's this,” Christy said. pulling a strange-looking,object out of her -
equipment pouch: The two girls inspected itinquisitively. It was about
fourteen inches long and shaped somewhat like an inverted A. Plastic
tubes ran down either side and were connected by a thin cross-piece; at
the end of each of thé plastic tubes was asmall black bead-like thing.

At the other end where the two tubes came together there wasa disc,
and the underside of the disc looked fragile. - - s

“Whatever is it?” Marla gasped. )

Christy let Marla'hold it a while and- then she said. “Thats what [
wondered, t0o.so | went to the library and [ programmed eve%t
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* the physician said. Oh yes, I forgot. phys% n would sometimes
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index I could think of. The instant writer gave me various prmtouts
but from one of the telephotos.l think it's somethmg they used m
precomputer medecme calléd a stethoscope

Marla said, “I undérstand the ‘scope’, but what's a stetho"@mean [

didn’t learn that in our indoctrination.”

“It's an instryment they used back in the twentieth century for
diagnosis.” Marla couldn’t stand that answer, and she laughed so loud
that thesupervisor noticed her’changed decibels, and, dialiag her in on
the transistor, warned her about professmnal behavior.

“Christy,” Marla said in a voice that was Somewhat quieter, butstlll

LI

_disguised with laughter. “What do you connect it to?” -

Chrlsty went on to explain as much as she knew. “Thisend went into |
a person’s ear. They called this person a 6hysician The other round
end went ona person’s chest.Physicians would shut their eyes and llsten
hard, and that's the way they tried to tell what was the matter inside.”

Marla protested. “You mean that's all this person would do? He

. ‘would just listen and then tell what he tought he heard?” s

“That's correct insofar as I get it. Inthose days'the nurses would help
the physicians by pfeparing the patients, by writing down everything

strlke his fingers against the patient’s estor h%wve the patiemt'cough. ©
That was supposed to tell something about illness, too.” P 1

“What a fraud. And what's a physician, anyway"" Marla said.
~ “Well, it's somebody théy called a doctor [ts a person who studied
medicine.”

“You mean all this was before computgr d1agnost1c1an unit$ and
therapeutic programming?” . .

Christy began to nod her head. “That’s r@t They had doctors ”
instead.”

Marla’ knew that Christy must have endocrine-imbalance. Or -
perhaps her oxygen tube was clogged. These 1de§§ were weird. Witha , .
final effort she said, “Let’s get this straight, Chrlsty You mean that the
doctor was just an ordinary man?" -~ . .

“That'sywhat the data bank says.” A o .

“Now Chrlsty. Just a minute. We b‘ﬁhknow a man isn’t smart

L)

Bothgirls were quiet for a long tlme Finally Chrlsty sa1d “Are you
thinking what I'm thinking? [t makes me wonder what the nurses used
to be—and do.” o

“Yes,” Marlaanswered.“I'm wondermg if, when the doctor used this
¢ piece of equipment, he actually touched the patient. Wouldn t'that be

funny?” (
“Yes,” Christy sa1d and added thoughtfully “1 wonder what it used
to be llke when the’ nurse saw and talked tothe patients she cared for.”

k] . ¥
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. NURSING PRESENT TENSE!! -
. JESSIE M. SCOTT .

Assistant Surgeon General, Director, Division of Nursing,
Bureau of Health Manpower, Health Resources Administration, .
Bethesda, Maryland T

. . &

It is very good to be here. The University of North Carolirja ard the,
Divisién of Nursing have enjoyed a continuous and productive
colleagueship. It was nearly a decade ago that we initiatg&;,a 7-year .
training serjes to foster critical analysis of nursing service. In that *
project, public health nurses from al] sections of the country learned
the principles of epidemiology; and applied that knowledge to correct
patient-care problems in their own agencies. As part of theirtraining,
they carried out numerous patient-care studies of scientific merit and
practical consequence.

Through the study process, for example, they validated midwifery
—Ppractice,quantified deficits in'geriatric care; delineated and analyzed

problems of children in orthopedic casts; 4nd affirmegi the efficacy of

group teaching sessions to help mothers work outchild-care proplems.

[ might add that study projects growing out of this training program

have beenreported at national meetings and in the nursing literature.

In a cooperative effort of more recent date, this University and the
Division of Nursing studied the role of the family nurse practitioner,
which is the very concern that brings us here today. That national
study will affect the work of every one of us here. not only because of the
subject matter but also because it is the excellent product,of excellent

- nurse-physician collaboration. Conducted by faculty miembers Dr.

Carolyn Williams, nurse-epidemiologist, and Dr. Michel: Ibrahim,

" physician-epideniiologist, it has documented the impact ot‘th\e family

nurse practitioner on medically deprived populations. .

‘This ig a,study that will have continuing value also for its implicit
recognition that the urgencies for primary cdre nursing and for equal ;
access to nursing skills cannot be considered separately and apart.
Their inkerent relationship is borne out by fact and engrained in logic.
I shali be elaborating further on these related urgencies, for both have *
graduated into major national issues. [t will take their early solutjon—

1
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on a national scale*—to move/nursmg into full command of the present
tense.

Inexorably you are part of this movement into the present. Your
exchange here as educatprs for primary care—and the published
proceedings of your deliberations—will illuminate the issues before
,us; and will bear w1tness that physician-nurse collaboration, an
essential compo}\entof primary care nursing, is alive and flourishing.

[t is heartening ta note that training for primary care i3 indeed so
pat1ent -oriented that it relegates certam rituals of the hiealth scene to
the past, where they belong. Allow me to develop ti#s point. Recently I’ ~N
read in the journal of the Bostan University Médical Center about a
primary care residency program for physicians. “Mrs. Morgan and

_her family,” the piece relates, “are patients of the\prlmary care center
at Boston City Hospital's outpatient clinic . . . [where] interns.. . . see
their own patients on a continuing basis. . The doctor and r{urse who
together examined the [Morgan baby] ; and questioned [Mrs. Morgan]
with little . . regar{ for the. .. superior-subordinate relationships of

doctor and,nurse were, in fact. student and teacher....”" The doctor, we
are given to underftande is the student; the teacher, a nurse prac-
titioner and a member of the Center’s primary care faculty.

This same mstrrl?ctlve article can further remind us that although
deficits in pr1mary care add up to the number-one issue in healttharq,
delivery, geographlc inequities in access to health care expertiserufta

close second. The(?oston re51dency program we are told, is produc1ng
physmlans todeh er pr1mary care “inthe inner city, w here the need..
is great.” ! /

What we must understand then, is that preparation for pr1mary
care, and plan ing for the more equ1taf)le distribution of health care
skills are para] lel lanes for inducing health progress. We asa Nation - .
can no longer decept the fact that large ents of our population are
bereft of health care opportunity, an t'their condition is rooted in
economic reasons, or geographic locatlon or crippling deficits in
primary care skills. As Americans, we must reset our conceptual time-
clock to str;ke for fair access together with qualzty in health care_ ,
delivery. ' i

Your attendance here bodes well for more equal health opportunity.

As educators of family nurse practitioners, this is your time to take
stock of your training resources, styles, and results; to consider as well
how many nurses you can imbue with the primary care ideal, for the
reasop that nationwide quality in health service has a very practical
dependence on the quantity factor. If it shotild ever come to pass that
we have a sufficiently large pool of family nurse practitioners, we shall
not only achieve a higher level of family care, but indeed care to
families irrespective of their situation or location®

By participating in this conference. you are promoting the well-
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being of the health care consumer who now regards good healthasa .
right thatshould be guaranteed: demonstrating collaboration between
nursing and medicine; and apprising the Congress of how deeply you
share its commitment to nursing at pracfitioner level..

This past July 29, as you know, the Congress enacted the Nurse
Training Act of 1975. With certain modifications, this law extends our
earlier nursing authorities!Of its nine provisions, several—including
two that are tetally new—stress education for leadership in nursing
education and practice. . - - .

There is the new authority. for the support of-advanced training to
prepare nurses for teaching, administering and supervising nursing
service, or contributing ds clinical specialists. This provision bears
similarity to—indeed has an element of overlap with—the renewed
professional nurse traineeship program. The overlap is valid. becZuse
although the total number of nurses has increased over the last 25 - +
years, the proportion with education beyond the minimum level for
nursing practice has actually declined. The intent of the advanced
training provisions is to provide the rank and fil&“ef nurses with
leaders to delineate the nature, and uphold the quality, of preventive
and crisis care. .. : ' ‘

The second new authority in the Nurse Training Act of 1975 bears
directly on the professional concern that brings you here—nurse .
practitioner training. [t supports both grants and contracts for
developing, operating, significantly expanding, or maintaining prac-
titioner training opportunities. It calls attention to the needs of

‘geriatric and nursing home patients. [t points as well to primary care
requirements in other types of health care institutions; in ambulatory
care settings; and in the home, which is the proving ground of the
fdmily nurse practitioner. ‘ . )

[ have mentioned that the bill containing these new provisions was
passed at the end of July 1975. As the administering agency, by mid-
October my Division had distributed nationwide an 11-page series of

. fact sheets describing all its support programs and the sums
authorized for their implementation. '

“Authorization,” of course, is a wq,rd—f{at has to give us pause. [t
indicates what sums the Congress felt might be needed to put the law
into operation. It does not dictate the actual sums that—in the course of
events—will be appropriated for that purpose. As the authorizations
are no¢ assurances, they cannot answer our questions. Will we, for
example, have sufficient funds this fiscal year to support additional
grants and contracts to improve nurse training? or will the appropria- .
tion suffice only to continue ongoing projects? May it be necessary to
cut traineeship grants across the board” How much will the publi

* purse allow for aid to schools In financial distress? Although'such
questions are our constant companions, we must nevertheless program,
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to ¢arryrout the “;/i_ll of Congress. In short, .the work of preparing |,
program guidelines, regulations, descrlptwe docaments, and apphca-

tion forms continues apace. ‘.

Thés, we have beeh very much preoaupled w.th the debelopmentof \

guidelines for nurse practitioner training. For our own guidance, we
have the law tself, which specifies that practitioner training should be
designed for groups of at least eight nurses; should span at least one
academic year; and should combine classroom instruction .with
supervised clinical pragctice. Working from this starting puint, we
have des&hmt the \nterpretive thinking of leaders in™”
national m nursing, hosphtdl, and educational organizationfs.
We haye also met with medical and nprsing personnel who have
demonggrated their expertise in nursepractltlonereducatlon [tisthus
"through the route of educated dialog that suggestions for training
‘guidelines surface and take form.

v In the Federal system of checks and balances, the Offlce of the
Secretary of HEW puts close\cruirny on the guidelines we propose.
When accepted, they are sent for publication in the Federal-Register.
" Then further, dlalog—thls time from~ the concerned public—may
ensue, and may occasion revisions in our draft document. But once
gu1delmes do take final shape, they, are not subject to change. instead
they become ;tart of estabhshed Federal regulation.””

. Please be assured that the moment guidelines for the‘conduct of
nurse practitioner training have been apprpvedfin every detail, we
shall speed them into your hands. We need your continuel support to
make primary care nursmg a more stable aspect of the American
environment, . Voo

As educators for nursing, you wlll ‘want to know that certain other
provisions of our new leglslatlon also call for the expansion of nursing
capabilities. The renewed *provision for special project grant
assnstance authorizes dctivities to impmeve the distribution, by
geographic area, or by specialty group, of adequately trained nursing
personnel. We may take this #s congressional recognition that good
nursing care and the fair distribution of nursing skills cannot be
sepafited as aims. I'n purpose, they are indivisible.

Then there is the renewed construction authority, which spec1f1es
that building plans providing for the expansion of graduate training
be given specjal consideration. As fpr a school’s eligibility to rédmiye a
. capitation (or basic support) graht, this may possibly depend on
commltment to primary care. A school has the .choice of either
increasing its first-year eénrollment, or conductmg atleastiwop typesof
training actlvltles from a prescribed list of four. Prlmary care
trammg, which is your concern, heads the hst -

° So thoroughly has’ ghe conceptof primary care impinged itself on the

national co'nscmusness that- the Bureau of Health Manpower—of
' : at " : :
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which the Division of Nursing is a part—recently defined prirary,
care for the entire family of health disciplines. TheBureau’s definition
puts strong emphasis on patient teaching, strategies for preventing
health crisis, and client participation. Let me read from it: ‘o
primary health care includes services for the promotion and
maintenance of health; prevention of disability; basic care during
acute and chronic phases of illness; guidance and counseling of
individuals and families; and referral to other health resqurces. , ..[It]
provides a timely access to entry into the health care system and may
be initiated and mobilized by the client and/or provider...in avariety
of settings. . . althoughalarge numbergérgrovider:s [may be]involved
... asingle or small team of providersmust be responsible for the
... coordination and management of all aspects of basic health ser-
vices....” . ’ .

As I mentioned, this statement has application to the various health
disciplines, nursing and medicine included. Interestingly, it has
similarity tq a definition of primary care medicine as proferredby the
Coordinating Council on Medical Education. About a year ago, the
" Council defined the primary care physician as “one who establishes a
relationship with an individual or a family for whieh he provides
continuing surveillance of their health éare needs”; also “comprehen-
sive care for the acute and chronic disorders which he is qualified to
care for”; and, in addition, “access to the health care delivery system
for fhose disorders requiring the services of other specialists. . . .”-

I also find it interesting that the Coordinating Council on Medical
Education has gone a step beyond definition to issue three very timely
, recommendations: (1) that_schools of medicine motivate students
toward the teaching and practice of primary care; ( 2) that graduate
education institutions establish Yesidencies oriented toward primary
care; and (3) that training programs ip primary care medicine
motivate their trainees tocollaborate with o¥her membersof the health
care team. —— ' o

The latter recommendation in particular should appeal to us here,
because we have actually put its preaching into practice. The winds of
changeareblowing that way. You will recall that alitt}e earlier I made
reference to teamwork as it is influencing physician training in
Boston. Let me now add an example of professional collaboration in
support of nursing. )

A year or so ago; the health authorities in a midwestern State
initiated a nursing demonstration for geriatfic patients. To take this
step, it assigned a gerontolggfcal clinical specialist, i.e., a geriatric '
practitioner, to a 200-bed nunging. home. It was found, in this research
and demonstration project, th3 when newly admitted residents were
accorded nurse practitioner trejitment, they either maintajned ability
to function in daily self-care, oy made functional gains. But among
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newly admitted residents who received a more routine type of nursing
home care, a number unfortunately lost function.

These are bare facts—too bare, as [ have stated them—to depict the
professional outreach of the qualified nurse practitioner. If you will
allow me then, I will tell you that the geriatric practitioner in fhis"

Q, nursing home project also worked with some of the Jong-tersi

residents. One was ahemiplegic who cried each time he tried totalk. In
addition to suffering a stroke, he had also fallen and fractured a }ﬁp e
A\lthough ayear had passed, as yet he was walkingonly i in the parallel
-, bars. To the practitioner he confided that he wanted to talk without
4 crying; and he wanted to: walk.
Workmg with the other members of the health care team, thlS expert
in gerlatrlc nursing was able toeffect achangein medication—and the
. crying stopped. She recommended a change of cane as well, and the
patient began to walk with only minimal assistance. Having increased
his ablhty to ambulate, he began to show interest in dressing himself.
These results would not have been possible without a setting that
assures interprofessional consideration and acceptance of the nurse
practitioner role.

As the record shows, role de]meatlon in primary care Kas continued
as a Division of Nursing concern for nearly 4wo decades. It was in the
late 1950’s that we began supporting a2 demonstration of nursing
assessment in the student health clinic at Yale University. The project
data affirmed that f0¥assessment purposes, a nurse’s interview with a
student could quite safely replace a physician’s examination.

Among our many subsequent activities in role delineation and
evaluation, about a decade ago we helped to assess pediatric training
offered at the University of Colorado. We learned (1) that graduates of
this practitioner program independently handled 75 percent of the
pediatric clientele at a Denver health station; (2) that graduates

. working in the offices of pediatricians were sought out by parents of
the young patlents for counseling; and (3) that still others—despite
.cultural and language barriers—took decisive care of pediatric
emergencles within a poor, lsolated mmorlty group. -

r Also in the interest of role expansion, for a number of years the
Divisjon hag been working toward models of primary care practice in
school nursing. Drawing on our intramural study of 1llness and
absence from school, the University of Delaware is currently devising
models to meet the” requxrements of students in urban, suburban, and

&srural locations; and in Tacoma, Washington, the Public School System °

18 developing a model of nursing practice for inger-city students.

_For some time we have been funding research to prepare nursing’
personnel for the prevertion and treatment of decubitus ulcers. Weare
currently funding a study to find out what strategies the nurse can

use—other than drug admmxstratxon—bo induce relief from pain, We

]
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are the sponsors of a project that erficompasses the first known attempt .

to. measure the effect of Environmental factors—mother-infant

relationships, for example—on childhood progress. Project staff are

presently devising tools to help clinic nurses identify, evaluate, and

treat problems of childhood health and development.

We are also supporting two programs of training for primary care
and research in burn therapy: orie is being offered by the Uaiversity of
Texas Southwestern Medical School in cooperation with Texas
Woman's University: the other, by the University of Cincinnati. And in .
Denver—at the Medical Care and Research Foundation—we are
examining the components and impact of primary care nursing for
people of advanced age. *

To touch for a moment on the specific field of community health, it
appears that training sponsored at the University of Texas School of
Public Health has resulted in acommuni)y nurse practitioner of a new
stamp. Products of this course of study arenurses whoare additionally
community assessors, community thinkers and leaders. They are
addressing health problems that are community based, and thus of
essential detrimentgto entire segments of the population. These nurses, ’
we understand, have joined with citizen groups to correct gaps in
immunization, deficiencies in nutrition and sanitation, and, problems
of teenage drug abuse. Their practitioner training—their advanced
nursing education™has fitted them for a new kind of nursing service -
and community command. .

As you have no doubt'gathered, these past several years we have put
highest priority-on training for primary care nursing. In addition to
supporting research and demonstration projects, we have nggotiab‘ed
fully 47 trdining contracts with educational institutions. By 1978, an
estimated 3,000 nurses will have been prepared for primary care
contribution in such areas as nurse-midwifery and medical nursing;
family, maternal, and rural health; and the fields of pediatries and
geriatrics. . ]

A number of our nore recent contractual agreements have impor-
tapce for improving nursing distribufion as well as nursing practice.
Sig\ institutions, for example, are preparing geriatric nurse prac-

titioners particularly for service in medically disadvantaged locations.

“These programs are on going at Rush-Presbyterian-St. Luke's Medjcal

Center and in five universities. They are combining didactic instrue-
+ tion with clinical experience in the care of elderly people;, also of

chronically ill adults of lesser age. .

A total of rijne training agreements. also of somewhat recent date.
are for improving the primary care skills of nursing faculty at
baccalaureate and higher lével. Through these contracts we are

ping to ensure that some 300 primary care faculty will themselves
have the skills they propose to teach. As all the participating

L
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institutions subscribe to the tenet thact nursing education must be

*evaluated in terms of its impact on nursing service. all are expecting
their faculty -member trainees to combine teaching with clinical care
on a continuing basis. %urely the tighter the bond nursing can forge
between education and service, the sooner patients in greater number
can aspire to nursing of ‘merit. - .

You will be interested in hearing. | think, how some of our -
practitioner graduates are reaching out to utilize their.skills in patient
settings. We have learned that a graduate of a family practitioner
program on the Pacific coast had been working in a logging
community, and has also contributed to clinic services for Indian
Americans. (Here again, we see that’commitment to primary care
means commitment as well to the more equitable distribution of
nursing expertise.) Another family practltloner graduate is working
in a methodone clinic. Products of a maternal nurse associate
program, we understand, are Dbeing hired to work in the offices of their
physician preceptors. Men p‘arﬁc‘ipants in that same study opportuni-
ty are counseling husbands to engure the success of family planning.
Another male member of the student group is committed to reducin
infant mort;a.llty in his native Nigeria. Pediatric nyrse practltlone§
graduates'are ministering to children of migrant families.

And yet—thousands upon thousands of people. particularly in rural
areas and the inner cities—remain without fair access to health
" protection. In this sense, we are far from being a practical democracy. )
But at least the national conscience is npvx perturbed about the plight
of the medically disadvantaged.

Last year the National Health Servxce Corps a551gned some 600
physicians, dentists, nurses, and other health professionals to un-
derserved communities in 42 States. About 85 percent are situated in
rural areas having fewer than one primary care physician for every
4,000 people. Corps personnel empha51ze the teaching aspect of health
care, and comfortable 1nterrelatlonsh1ps between health care
" providers and consumers. They joinwith citizen groups and communi-
ty agencies to help migrant families. and to staff emergency and
preventive services. Certainly Corps nurses have made notable
demonstration of “operation outreach.”A nutse practitioner assigned
to a southwestern community made it her businessto seek out and treat
elderly people who never before—not in a lifetime of 70 years—had
" enjoyed the services of a health professional.

Similarly in concern for the underserved. the A merican Medical
Student Association is using Federal funds in a project to improve
health conditions among Indian Americans. This past summer, some .
30 or, more students of medicine, pharmacy. nursing. and other health
fields took externship training in Indian communities, and will be _
repeating this experience inthe summer to come. We understand that
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representatives of the Indian groups have a voice in setting training
emphases. And so. as we see; the primary care co cept of patient’
participation—the recognition of patients’ potentyal for self-care—is
attaining reality. ' . .

Another project, the Project IODINE of the Southern Regional
Education Board (SREB), has furnished convincing proof of health
care potential among disadvantaged people. IODINE is the

“prdvocative acronym for the long project title, “To [ncrease Oppor-
tunities for Students from Disadvantaged Environmentsto Enterand
Be Graduated from College-Sponsored Schools of Nursing in the
South.” Three invaluable publications have comeout of the IODINE®
activity. There in print ‘is evidence that disadvantaged nursing
students who received counseling,-financial aid, and tutoring per--
formed comparably with others from their schools on their State
Boards. And there, forcefully spelled out, is the educational principle
that faculty must Iéarn as well as teach; indeed, must learn in order to
teach. Aspartof the project, nursing faculty in the SREEB arealearned .
to revise their teaching strategies to suit the untraditional nursing
student; learned, in short, how to counteract the pall of educational
deficit. . , ) )

We need more projects of this kind to broaden our base of

recruitment for nursing practice, becauseall people need nursing; and
by this token, nursing needs the life experience of all who can
* contribute to the health of our societ, ust as we cannot have a free
country unless all are free, so we'can ave a healthy country if some
peoplé are short-changed on health opportunity, and are denied a fair

chance for health contribution. ) o

Also by the same token. it seems to me that practitioner training
centers should tak@ pains to recruit trainees who have known the lot of
disadvantage. They—not the more protected membersof our society—
hayg a “head start” in defying the web of poverty. disease, and
disability. Their life experience, and their professional education—
particularly when broadened by practitioner training—can mean
nursing present tense for untold numbers of “have nots.” They can |
undo the irony of too little and too late in health care for the very
populations thatneed it most. Whatare the areasof particularly sharp
medical disadvantage”’ Rural zones and the inner cities. Where do we
find the ‘severest dearth of primary care nursihg? Exactly in such
locatipns. , .

Surely the time must come when we will look back on, the poor
distribution of nursing skills in djsbelief that we allowed it to persist
for so long, and with such damaging consequences. | cannot predict
how soon that time will come, but [ can tell ypu about a Division-
sponsored national project to reduce geographic inequities in nursing
numbers and _types of nursing skills. Last March we awarded a
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contract for this purpose to the Western Interstate Commission for
Higher Education—the regional compact knqwn as WICH E. The
project rationale is that accurate geographic projections of nursing
manpower requirements areind Lspensa-ble to plannmg for fairnessin
“nursing distribution. .
WICHE, although a regional compact of 13 Western States, is
committed to the propodition' that nursing mappower is a national
resource, and thus has the obligation to attain its highest potential for
% national effectiveness. The project calls for WICHE, to identify the
. kinds of data which are essential for reliable projections of nursing
manpower requirements, and to werk diréctly with States and regions
to develop and implement suitable prOJectlon methods. It entails as
well two national conferences. .
The first conference of some 250 participants took place last fall in
Denver, Colorado. The conferees comprised representatives of Federal *
and State agencies; Cabinet Departments; State and nfitional nursing
and hospital associations; educational foundations; and consultants in
the fields of research and management.
The agenda provided for concurrent seminars devoted to such
con51deratlons as data bases, national concerns in health care develop-
ment, and innovationsin inventory methods Forum discussions at this
national gathering explored suphyroblem areas as the measurement
of nursing manpower needs, methods for judging the productivity of
nursmg sefvice personnel, and approaches for the assessmeént of
nursing distribution, With this kind of orientation, the conferees
. began their work of developm g planning procedures and con51dermg
methods for the, projection of geographlc requirements for nursing.

' This coming’ summer, the same group of conferees will meet for
presentation of the prOJectresults conclusiong, and recommendations.
Thus you'see that nursing at the Federal level, and educational
institutions, and health-concerned: entities countrywxde and our
legislators are working together to advance primary care; and to
accord all Americans a fair and equitable share of health protection.

, We have a hard row to hoe, but the heartening fact is that we are
understanding and we are capable of addressing the separate and

. o compounded urgencies for primary-care and egquitable distribution.
We are working,to translate the conceptual idealism they share into
trends of visible import and undeniable impact. Surely we know that
these trends-accelerated by collaboration within nursing itself and
amOng nursmg and the other health professions—will change all our*
. lives. These are the trends that will make health care of quality and

dispatch a staple of our natlonal environment.

. =

.




.

|
i
?

*  THE ROLE OF THE FAMILY
NURSE PRACTITIONER: .
IMPLICATIONS FOR CURRICULUM

KATHERINE B. NUCKOLLS, R.N., Ph.D."
' Associate Director. for Nursing, Mountain AHEC .-
Asheville, North Carolina and formerly Associate
Professor and Chairman, Pediatric Nursing Program
Yale University School of Nursing

[tis now 10 years since we first bedan to hear about that new breed of
nurse, thenurse practitioner, and [ have been intimately ihvolved with
the movement for 7 of those 10 years. Therefore, when [ was asked to -
present a paper on “Thé Role of the Family Nuprse Practitioner:
Implications for Curriculum,” it did not seem a very formidable task—
especially since the date was 5 months off and acceptantce would gain
me admission to this conference. Besides, writing would force me to
learn more and clarify my own ideas on this subject. So { accepted! I
should have know n—Ilearning learns btit one lesson: Doubt! I must note
at theoutset that this paper will havefew answers and many questions.
Perhaps the questions will be useful in stimulating discussion as we
work toward the establishment of standards for the education of
family nurse practitioners. |~ - '

To help me in preparing, Julia Watkins sent me copies of each
participating program’s description of the FNP role, and analyses of

the questi:gmaire responses from all the programs. There was other .

material to help too: published descriptions by practicing nurse
practitioners\ and data from several research studies. In reviewing _
these materials, [ felt thdt the issues related to role and cugriculum
could be discussed under the headings of Task, Teacher, Trainee,
Topic, Time and Rest. For this paper thesesix T's will bean organizing
framework and [ will start with Task. o )

¢
.

Task Lt

There was almost unanimous agreement in your program descrip-
tions that the task was to prepare nurse practitioners to deliver
primary care. Some, but not all of you, defined primary care. Here are
two such definitions, one which was suggested by the planning group
as a preliminary operational definition for this conference, and one

wh_ich [ developed last year after review of a large number,of such™~
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definitions. The first reads as follows: “Primary care is what most
people use most of the time for most of their health problems. Primary
care is majority care. It describes a range of services adequate for
meeting the great majority of daily personal needs. This majority care
includes the need for preventive health maintenance and for evalua-
tion and management, on a continuing basis, of general discomfort,
early complaints, symptoms, problems, and chronic intractable ~
aspects of disedse (1) A nice commonsensical and fairly realistic
definition. , ’ .

The second definition is more idealistic and speaks'more precisely to
what.many people think primary.caré should be. It reads: “Primary
care is a type of health care delivery which emphasizes first-contact
care and assumes an ongoing responsibility for the patient for both
health maintenance and therapy for illness. It inchde’é’ser-vices forthe -
promotion of health, prevention of illness, guidance and counseling of
individuals and families and referral_to-other health providers and
community.services. Concern for the physical, emotional,social, and ,’
economic status of clients and. their families in relatjon to their
cultural and educational backgrounds and a pattern of contipued
interaction between client and care provider are important aspects of
primary-care (2).” . °C

One could argue, perhaps, that all of the second definition is implicit
in the first, or that the scope of practice implied in the'second definitlbn
is too broad and therefore impractiéal. The principal difference is in
the relative emphasis inrﬁle second definition on continuity of care and
psychosocial care and on the family and community. ‘

These definitions of primary care canserye as ageneral definitior of |
the FNP role. Morespecific information about the role canbe obtained ‘
from the literature. The Feedback Report No. I of the North Carolina |
Family Nurse Practitioner Program deals with selected activities
reported by 52 North Carolina Family Nurse Practitioners (3, table 1).
Note particularly that 67 percent were teaching other personnel and
54.percent were teaching students. It is also of note that*40 percent/
were yorking. with community organizans and 27 percent W .
teaching patientgroups. We will return to these data in the subsequent
discussion. ’ Lo o

[ attempted an item analysis of the role descriptions sent in by each
program, knowing full well the limitations of such prose butbelieving
that the most strongly held ideas would be stated. [ also analyzed role
descriptions of four practicing nurse practitioners, three reported in
the literature (4, 5.6, 7) and one from a project proposal, using the
~ same analytic system that I had used for the program descriptions.

One of the nurses spoke to continuity of care, three saw themselves as

INumbers 1n parentheses refer to hterature cited. page 35
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B Table 1.—Selected FNP activities by type of Setting ’
g .
. * FNPs by type of setting . -
B} ) Community - Institu- °  Private ) Publie . 'Q:
- . ' health tional solo/group “health. All FNPs
» center settings! pradice department .
FNP activities in setting No. « PRet. No. Pet. No. Pet. ~" No. . . Pet. No. Pect.
Direct patient care 29 100 11, 100 8 100 . 4, 100 52 100
“On-call” 23 9% _ - 2" -~ 25 - - 25 48 -
Teaching other personnel 22 76" 5 - 45 5 63 3, 75 35 267
Home visits ' 20 69 4 36 6 5 3 (@ 33 63
Teaching students 18 62 4 36 . 2 25 -4 100 28 54
Working with community . . , T s
organizations 13 45 3 27 2 25 ‘3 5 21 40
Teaching patient groups ] 31 1 9 , 38 '3 25, . 1 14 27
Nursing home yisits 8 28 1 9 5 63 . 1 25 15 .29
HOSpita]_viSit§ = 7 24 3 27 .4, 50 - = 14 27
School visits 4 14 2. 18 1 13 - s 3 75 10 19
Emergency room visits 2" 7 2 18 -3 *38 " = - 7 13
Total, fall 1974, (N=52) 29 . 1 8 4 . 52
2 -
'lnchides(‘hlldql)e\elopm_em('onl,er Institution for Mentally Retarded, Hospit 1OPD/ER. Employee Health Service, Student Health Service, - . -
. ou - .
. ’ < .r .
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heavily focused on families, andone reported extensive involvement in
community health and development. All four saw preventivecare and
the management of,chromcalb ill patients as important parts of their
jobs. )

How do the program descrlptlons fit with these role deflnluons’
Twelve out of the 18 descriptions indicated a concern for families, nine
mentioned commumty, and only five saw continuity as an 1mportant
aspect of primary care. UsualTy commfunity was mentioned in térms of
awareness and referral to community agencies, though se\fm‘al
programs saw the FNP as one who should assist the community in
identifying and planning for the resolution of health problems and ’
needs. The lack of emphasis on contmulty of care is mterestmg inview
of all'that has been published concerning fragmentat;on of care and
lack of continuity. Is it thought not to be important, or is it assumed as
an mtegral‘part of primary care for which no teaching is required?
Arg the conditions of training family nurse practltloners such that_
continuity is difficult to build into the program and, since it is not
provided for in trammg, it is notemphasized in theroledefinition? My
personal bias is that it is importanf for all FNP students to ‘have
experience in caring for at least a small cadre of patients over -a,
prolonged period so that asense’of personal commitmentto theclient is
fostered and so-that thé student is able to observe health and
dévelopmental change over time.

The difference between the two definitions of pr/mary care may
Speak also to a philosophical i issue in curricglum development Is the
primary raison dét're “of the nurse practmoner to increase the
avallablhty of primary care asdescrlbed in the first definition, or is it
to 1mprove the quality of care by sproviding services not usually,
included in the traditional models of either clinic or office medical
practice; or is it both? Although the purpose-of this conference is to
, begin to establish standards for trainin FNPs, I submit that at least
some consideration must be given to this very basie question. It i is**
relevant to issues of Teacher, Toplc and Time, to say nothing of
Territory, a seventh “T.” Territory in terms of professional territory
(whose job is it to do what?) and in terms of the'work setting. ()nly four
of eighteen programs reviéwed specified that they were preparing .
nurses for practice in medically underserved areas. Studies at the
U niversity of Comnecgicut and at the University.of North Carolina at®*
Chapel Hill have shown that the.scope and emphasis of care- taking
activities are determined in large part by thesetting and may be quite
dlfferent for & nurse practitioner in a rural clinic and for one working

in a group medical practice, or in a medlcal center clinic. Do these

- nurses need to know different things, or is there a common core of

knowledge which will serve the needs of both? Keep this question in

-
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Teacher :
he question of who should teach what tonurse practitipnersisstill a
viable one. In the early days of the practitioner movement the
physician was the primary teacher—not surprising since the first
programs developed under the aegis of medicine and focused primari-
ly on teaching the skills of history-taking and physical diagnosis
together with medical management of common illnesses. Some factors
which have tended toward increasing nursing responsibility . for

practitioner training are: ¢ .
® the development of a cadre of nurses who are educationally
prepared to teach and who have been prepared as nurse prac-
titioners; * ’ Co-
®. the high cost of physicign time, and in sonfe instances the
difficulty in recruiting suitable physician teachers even if money

&% is available; ~ .

and the development of new programs with\n nursing schools

which earlier rejected the “eoncept ‘(this mo ement has been
accelerated by funding agencies: in time e¥en the most traditional
nursing faculties capitulate to the pewer of Mammon);

® the territorial imperative of nursing, Qur need to control our own
house and fear of being co-opted by medicine; R

® the conviction on the part of many nurse practitioners that their

.

role is, or, should be, as much an expansion of their narsing

* knowledge as of their medical knowledge. .
Should physicians be involved in teaching nurses? What are the.pros
and cons? First, let me say that the urgent need for nursing faculty
prepared at the master’slevel and qualified to teach in these programs
is well recognized. I also would point ouf that néither a master’s degree
in nursing nor a doctorate in medicine is guaranteed to confer
pedagogical skills.[f have tochoose, I will choose sound knowledge of
content over knowledge of teaching methods. Given that, I see the
pros and cons something like this. o :
Asregards nurse-teachers—[ believe that nurses can best assess the
previous knowledge of nurse practitioner. students and hence their
learning needs. Nursing faculty, who are themselves practitioners,
are often more effective role models than physicians and are also more
likely to retnforce the’nursing component of the role. Théy are often
better prepared than physicians to teach content about human
development and family and community and sometimes may be
equally effective in'teaching muchg the rest of the curriculum. There
are some cons, however. The onethat concerns me most is the fact that
few schools of nursing make it possible for nursing faculty members to
practice. Until there is third party payment for nursing, schools can
hardl/y‘gfford to support faculty practice, not can the nurse well afford
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it on her own. This means that the nurse-teacher may be teaching
without the benefit of concurrent practice and indeed on a very weak
base of previous-practice. {I mean weak base of any previous practice.
The issue is bigger than the NP movement.) When this happens,
teaching lacks depth and vitality and even as a'clinical preceptor the
nurse-teacher has legs credibility. . .

As for physician-tehchers, their greater depth of medical knowledge

. Wuestipned. This, and their ability to talk in terms of everyday s

practicevare prime advantages. The ‘advantages go beyond that,
‘however, and accrue to both professions, for in the teaching-learning
process each learns to know and understand the other. Not only is
informal communication facilitated, but formal nurse-doctor com-
munication can also be improved. A good p}fysician-precepbor can
‘insist that his practitioner students tighten up their case presentations
and present succinctly, using medical terminology. The nurse prac-
titioner must sound like a physician if she wants to be heard by one.
Having achieved that, she may be able to gain acceptance of her *
nursing concerns.

' & Thedisadvantages of the physician-teacher, apart from expense, are

frequently related to lack of contiruity of teaching with.consequent
lack of a sense of the level of understanding of the class. Each program
has to resolve the quéstion of whether it is better to opt for continuity of
teaching or for greatest expertise in a givén clinical speciality. The
decision may in the end be a pragmatic one, but the question should be
considered. There may also .be problems._in teaching method. -
Physicians tend torely heavily onlectures, since that is usually the way
they were taught themselves. Nurses too often respond to this
passively as recipients of the Word instead of actively seeking to relate
new facts to their existing knowledge. They may hesitate to'ask
questions for fear of seeming stupid, and it takes ,considerable
teaching skill to lead them into a discussion. This passive dttitude is
furthered when there isa tight scheduleof classes and clinical practice

* and students have additional home Fesponsibigties so that preparation

for elass may be negligible. Should preparation be expecdted? How
much? Hpw. do you handle bibliography and reading assignments?
My personal belief is that both physicians and*nprses should be
. involved in teaching nurse practitioners and also involked in teaching
medical students and house officers. The teacher-student relationship -
builds peculiar bonds that go:beyond the relatively brief period of
training, and I think it is important for nurses and doctors to be
bonded in this way in order to develop understanding and respect for
each other’s professional competencies. As long as nursing handles its
own job competently we need not fear being taken over by medicine,
and in time we can gain acceptance ag professionals from whom
physicians can learn. , .

e,
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[ have been talking mdstlsin terms of didactic teaching, butwhat |
have said applies equally to clinical supervision. I think wne of the
*veakest points’ at Jeast in our program. has been nursing supervision
of clinical practice, especially during the preceptorship phase. The
-problem pf selecting preceptors, orienting them to the goals of the .
program. and assuring students of both 2 propriate experience and
supervision is one which requires a great deal more thought. How.
should it be done? By whom? Who should screen preceptors? If the
nurse is paid by her physician.preceptor during the training period.
does that interfere with program expectations? Would it be better to
lengthen the didactic phase to 9 months and shorten the preceptorship
phase? That is a_question of time: defer it. ’

o

Trainee | . ‘

Table 2 was developed by&larry Sultz as partof the Buffalo study of
nurse pragtitioners (3). It details selected characteristics of nurse
practitioner students. You will note that 22 percent df the certificate
students were 45 years or older as compared to only 4.6 percent of the
master’s stﬁdents: they. of course. also had more years of ex erience.

«In terms of prior nurBing preparation. almost all.of the%ﬁaster’s

’ program students had baccalaureate degrees (not always in nursing), ,
but less than half of the certificate students did. although some of the
certificate programs participating in this study requjred the bae-
calaureate. How do these data relate to curriculum? First let us think
about the agedistribution and what they may mean. | wish that we also
had the data on mgrital status and number and ages of children. I
think that the personal demands on a mother with children at home
are quite different from those of a single woman without children. [ f
the Woman is a silgle parent. the demands are even greater., but the
motivdtion ma‘y}also be greater. | do not know whether there.ape yet
any.data relating success as a nurse practitioner to these-factors. butit
would beinteresting to know. However. let us take agealone. Theolder -
nurse will have had a very different sort of preparation in her basic
training: she may be naive as far as objective tests are concerned.-and *
-she may have more difficulty in assuming the student role. Norne of
these are insuperable difficulties. but .should we have some.
program learning modules of basic science material and pretests
which are prerequisites to admission? These could help us to assess the
knayledge level of the students and help them to get back into the
swillg.of learning: . )

Baccalaureate students, «especially younger ones. md¥ also differ
considerably from nondegree nurses in their knowledge of the
behavioral sciences and in theip perceptions of the nursing role and the

" appropriate relationship of nurses and physicians. These differences
canworkin favqrbfgroup learning. if they are used skillfully—the life
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Table 2.—Selected chargcteristics of NP students .
RN g > ) Certificate . Masters Total
VoL . . p . . ©ocen
Foo. ) ' o ¢ : : Na. Pet. No. Pet. . No. . Pet.
# Agein years | ‘ - O
Under 25 smemesoeecesemoneses 29 - = 4.2 4 15, 33 - 35
. (2634 340 . 296 164 62.6 504 53.2
- .. 3544 _ e 166 24.2 82 " . 313 248  26.1
o . 45-54 . 121 176 . 11 42° 132 13.9
e . ‘55 and over —ss-mesececeeeemaie 30 44 , 1 047 31 33
> Tota 686 1000 ~ 262 1000 . - 948  100.0
' Mean age —--eemeeeemeeseees 36,2 327 w K
. Sex . ) . IR
... Male : 14 2.1 7 25 21 "2.2
* ~ Female - : : 668 979 « 275 975\, . 943 978 °
N «  Total = - 682 1000 282 moo 964 100
; N .' " e - . » " % .
3 . Race N e N ’ "
.»  White = ' 596 884 262 93.6 858  89.9 -
+ 2™ Black -~ NS | 8.4 10 -36 _ 61. 10
<. Othe . 22 32 g - 28 -~ 3 -3l
' * -Total ... 675 1000 280 100.0 955  100.0
o . ~ . - i . ’ L -
Years in professional s .
. .nursing .
None ---w--r--s 23 + 31 4. 14 27 2.6
e 1B . - 226 301 152 - 515 378 . 36.2
5 [ ‘ 213 284 .68  .23%, 281 269
RIS ¢ 9 J112 7149 471 159 159 152
s ©16-20 - . 91 - 122 18 . 6.1 109 10.4

reee 750 .100.0- . 295. 1000 ..e1.045 1000

. 21 apd gROre sremeeermzeeep-ies 85 113 6 20- 91 8.7
: ,row@ :

T Mean Yéar —--mereeeiee 103 7.0 -,
. o - T, ”
° S - Prior nursing preparation e : ‘
Hospital diploma ...-- - 364 . 480. .11 3.7 375 35.6
_ Associate N 59 178 2 07 , 61 58
Baccalaureatt -$..-.l.. 282 | 37.1 275 93.6 557 529
¢ Master's - 54 11 .6 20 -~ 60 5.7
. Total 759 10Q.0 294 100.0' 1,053 - 1000
o, B < ¥

expenence of the older nursefservmg as*a f01l for dlSCUSSlon of theory
y from the behayjopal sciences and as a 'source of ¢ase material for role
.. problems Our trainees of the future will be dlfferent—i am sure of
that. but I'am less sure bf how they willdiffer. [t would seem likely that
if we continue to admit nondegr’ee students;, wewill begin to run out of
diploma graduates and get. mcreasmg applications from assqciate
-"  degree nurses. How will t}us change our cumcula" If, in fact,-a
51gmf1car?t part of the FNP role involves teaching other nurses and’
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students and leading patient groups, is the associate degree nurse
ready for that? Also. the baccalaUre?Re programs are beginning to
teach physical assessment, including history-taking and the full
physical examination. As nurses leave off their caps™>they add a
stethoscope around their neck as a badge of office and some of them, at
least. seem to know what they areé hearing when they use it. Are we
adapting to our changing students? Is the whole family nurse
practitidner certificate program an interim thing which will not be
needed if basie nursing programs pick up the ball? I douht that they
can. given the constraints of time in the undergraduate programs; but
these changes. as well as changes in medical/nursing practice, will
havetobe constantly monitored, and the curriculum of FN P programs
modified, if teaching is to be relevant to the needsof studentsand their
patients. As you set up standards, it is vital that review of the

» v

standqrds be built in. \

" Topic
In considering the topics which should bgcovered inan FNP course.
one is confronted with severgl very difficult questions: (1) What should
be the bases for decisions about content” (2)In what depth should each
topic bé covergd? (3) How much time should be spggf'en rare but life-
threatening conditions? (4) What should be done about topics that are’

‘>not covered i class?

(ne obvibus guide te decision-making about topics is the set of
program objectives. [f they are clearly thought out. they can becormea
valuable tool in curriculum development, and thediscipline of writing «
them can clarify your thinking. Sometimes in curriculum planning,
objective writing is a back and forth proposition. When you start out,
writing objectives may seem to be irtelevant; you know whatyou want
to teach. In that case. you probably have some.sort of objective
formulated in your head. Very good! Go ahead then.and outline your
curriculum first. and afterwards write the objective. Then go back _
and see how well the two jibe. You may well find yourself redrafting
the cirriculunt jn order to resolve the diserepancies. When the whole

«thing is done, objectives stated. curriculum lihed up complete with
lectures, seminarsand clinical experiences. itis useful to go back to the
objectives and for each objective identify the knowledge, attitude
*and/or skill needed to achieve’ it. Then chéck the curriculum to see
where you think that information, skill o attitude will be taught.
Attitudes are caught more than taught. You have to look at the way you
teach, thé way you -talk about patient problems, and tht way you
relate to students when yqu are trying to'instill attitude§. - .

Theprogram objectives help, but they donot solve the topic problem. -
For example. an objective might state that the nurse will be able to
diagnose and treat common ‘minor health problems and manage




* your decisions.

respondgnts checked (1).
.. Ist sumption that the nurse enters with suffictent knowledge of

32 .

common chronic illness. What is common? Obviously, thatdepends on
where you are and what sort of population you are dealing with, A
statistical review of cases seen in ambulatory care in your area can be
useful in determining your curriculum and can provide validation for
What about relatively rare but life-threatening illnesses? Do you
spend ‘as much time with them as you do with common iliness?
Probably not. Since such eonditions arealmost always managed by thie
physician. knowledge must be at the level of recognition of the serious
nature of the condition rather than at the management level. Analysis
of your questionnaire responses showed disagreement concerning
teaching about.rare conditions. but a review of the distribution of
responses shows that the disagreement is frequently between a

consultation with a physician and (2)—superficial knowledge, would.
always refer to a physician.

Another issue that has concerned many of us as we have struggled
with planning practitioner programs is the lack of understanding by
most practitioner students of the principles of physiology and
pathophysiology. Almost all nurses have had some sort of course
content in this field. but many, if not'most, have a very fuzzy and
impreaise grasp of it. The constraints of time in acertificate program,
and the frequent lack of continuity of teachers make thislack difficult
to remedy within the program. Could we identify appropriate
programmed learning materials for the use of candidates for these
programs. and require completion of programmed material and a*
pretest before admission. or if not before admission, before each
related unit? , o

Another component of nurse practitioner j?.raining deals with.
materials from the behavioral sciences—role perception, human
development, and family and community. Although your question-
naire responses showed reasonable agreement about the need to
include material on the*FNP role and on physical and psychosocial
development. opinions varied on the need for material on family and
the community. oron group dynamics. In each of these areas the
majority of the scores were: (3) i.e., the material is essential. The
remaining responses were mostly distributed between: (2) or non-
gssential. possibly elective. and (1) nurse expected to enter with
sufficient knowledge. These areas of family, community, and group
process were the only ones where a considerable* number of

_response of (3)—should be able to recognize but manage only in )

family and community a reasonable one? I think not. if the trainee isa
diploma or associate degree nurse. She may have wide subjective
experience, but be quite unable to look at problems of family and

«
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eommunity objectively.*Is this material essential? Yes, if the prac-
titioner is to extend-her nursing skills and be able to offer more than
the traditional medical modél of care. & .

Conferencessuch asthis will helpinidentifying the essential content

of an FNP program. Each faculty group will then havebociecideon the

- additional content they believe most importantand the time allotment
for each topic. - A ;
Time .

Time s of the essence inan FNP program. The range of topics is vast”
and it is impossible to do them all Justice. I have some concern that in
trying to cover too much, we may be producing a group of “wine-
tasters,” nurses who have had a sip of this and that but no real draft of
anything. . )

A review of the length of programs contacted for this conference
showed that the shortest curriculum was 3 months with ‘no precep-
torship; and the longest was 2 years. However. the 2-year programs
were, in graduate schools and led to the master's degree and,
presumably, included other content not strictly related to the purse
practitioner role. Preceptorship time varies from 9 to 12 months. In
view of the quality control problem of the preceptorship, serious
consideration should be given to the balance of time in the two phases
of the program. Should the didactic phase be lengthened and include
more controlled, program supervised clinical experience?

One possible solution to the time problem might be the development
of core content and elective modutes insuch fields as geriatrics. family
planning. pediatrics. or emergerncy care. )

There is another time-related issue, that is facuity time. Many of the
practitioner programs have piggyback classes. taking new students in

"~ assoon as others have gone out to their preceptorships. This would not
be so bad if the number of faculty in a program.were sufficient to
adequately cover both groups and allow leeway for planning, evalua-
tion and faculty development, and breath-catching. Failure to allow
time for such activities leadsto decrement in the quality of teaching,
but time is money. Should we be focusing on quality or quantity? This
is another philosophical issue which may underlie many of the
discussions at this conference. '

Testing . '

The last “T" is for Testing or in current jargon, Evaluation. There
could, of course, be a whole conference on that so I will deal withitin a
very narrow sense and restrict my comments to the question of self-
evaluation. I choose this because of a nagging concern that our
intensely goal-directed programs inhibit rather than foster what
Randolph Bourne called the “experimental life# This was, he said, “to

-
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stand with mind and soul alert, ceaselessly testing and criticizing,
taking and rejecting. poised for opportunity, and sensitive to all good-.
influences (9).” Some will argue that we do not want the nutrsé prac-
titioner questioning, testing, and criticizing. But do we want her to
simply follow 1976 protocols unquestlomng‘& without even a look at
the AJN, to say nothing of a médical journal? i
. Towhat extent are students prepared toquestion their own practice
and use self-evaluationas a guide to their own continued learning? Do
we assume that the nurse comes with this ability? Perhaps some do,
but I see remarkedly little evidence of self-directed learning in the
general nursing community. There is a great deal of attending
continuing education programs as long as attendance is on company
. time and CERPSs or CEUs are given. There is, however, very little |
evidence of journal reading or personal commitment to professional
learming. Have any of you considered teaching your students how to
audit their own practice? Developing the necessary criteria which
would expand on the medical protocols could be a useful exercise and
contribute to student development of a realistic role definition.

Do our course objectives limit, rather than expand, stude

whorizons? In an article entitled “Serendiptiy and Objectivity (10)”
published in Nursing Outlook 1ast May.Margretta Styles questioned
nursing’s current infatuation with behavioral objectives on the
grounds that by prescribing expected learned behaviors, they may
inhibit both serendipitous learning and the development of the
learner’s self-concept and may fail to foster the experimental way of
. life.

Your questionnaire responses to the ‘section on FNP Role showed
high agreement concerning the need for content on role development
and role relatxons‘mps [ think you would agree with me that it is

?/ssentlal that the FNP have a positive perceptionof herself asaperson
capable of dealing effectively with life circumstances. How do you
foster this? It may be a particular problem with the diploma or

" associate degree nurse whose previous.professional and educational
. experience may have emphasized conformlty and dependence on
medical directives. .

Styles, in the articl®just referred to, notes thatcxrcumstances which
narrow an individual’s perception of hirhself are: (1) “a high degree of
concentration, and (2) threat to self as perceived by the behaver. The
tunnel effect of extreme concentration may be desirable in some
situations and undesirable in others. While it is valudble in test-taking,
for example it might be inhibiting in a clmcncal setting in which the
person is.so eager to achieve a particular goal that he rashes blindly for
[itignoring other alternatives available tohim. Threat occurs when the
individual does not see himself as adequate to cope effectively with the
cn'cumstances confronting him. Then hls perceptual field narrows,,
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and this phenomenon complicates rather than facilitates the resolu-
tion of problems (11).” ’ .

It seems to me that if the certificate prograrns are to continue, and
accept nondegree nurses, and if the FNP role is to encompass the
breadth of practice implied in the definition of primary care, we must
find ways within the time limitations of the programs to educate as
well as to train. Are we providing a climate forlearning in which the

learner feels gao about herself and is assisted to explore her own
erceptions and ideas as she doggedly learns the medical content~
ential to her craft’ How ar values of self-evaluation, openness

criticism and personal responsibility for continued learning com-
nicated”? Are they ‘evident in our own behaviors? P
promised you ‘a paper full of questions and you now have them, at
east enough to work on. I want to thank you for your patience and for
he privilege of presenting these ideas to you.

: : a C
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REACTOR PANEL AND GROUP DISCUSSION

. ; ]
.FREDERIC T. KIRKHAM; JR., M.D. ~
. Clinical Professor of Medicine
Cornell University Medical College, and Codirector
Primex Family Nurse Practitioner, Program
'5 Cornell University

L. .

. First I should list my background biases: they include internal -
medical practice in cardiology, undergraduate teaching of .internal

medicine, occupational medicine, and 8 years of work.with nurse
practitioners, starting in a pilot project in 1968 as cotherapist and
preceptor withmy colleague Mrs.Wang, who ishere at theconferenge.
We were exploring the expanded role for nursing, and the endeavor
expanded me. ‘

Dr."'Nuckols has presented a very broad and provocative discussion.

" Ivalue the opportunity to read her paper, and Ttrust we all will have an

opportunity to read it many times. The questions posed afe abundant
and vital, and it is impossible not to react. To mention just a~few
things—in theareaof Tasks,1 think wé all have problemsin discussing
primary care, a title | have come tg detest,, largely because any
definjtion contains so many elements thatdiscussion over any period of
tim¥'is bound to result in communication failures. Aré we perhaps
{rying to prepare for “super-triage?” Nurses have been good at triage
for decades. Triage is best done with the most experienced skills

“available, but that's not the way it is done in any organization I have

ever worked in. Usually it is the low man on the tétem pole who does
triage. Are we trying to prepare for “super-episodic ‘care?” Using
protocols and collaborative practice, this is highly feasible with nurse
practitioners. Are we trying to prepare for the “su er-publicthealth or
commauntty nuy e?” Such skills have long been’é)ighly develgped in
€ trying to develop “super-personal health care
providers” over the long term? This, I think, i$ the most different rol®

+ weare considering and perhaps the most important in our ¢ifrriculum.

ButI think we must all agree that elements of all these functions are
desirable in the nurse practitioner. ’ '

The distinetive role is the provision of sophisticated and sensitive,

continuous and comprehensive’ personal health<care, including
preventive, therapeutic, and rehidbilitative care. We are not even sure
how to teach this effectively to medical students or.resident staff,
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though I think we are making progress with nurse practitioners. The
pedagogic problem goes far beyond nurse practitioner rograns,
however. It deals with the medical model, the internal medical ‘or
pediatric model of data gathering, diagnosis, therapy. [t isexhaustive, =
- exhausting, comprehensive, expensive. Time is unlimited, cost is no
problem. The model has great pedagogic value, [ think we must all
agree. The modgl can also deliver superb care. But it is not practical,
and for universal application we have to move from this model to a
form of practice which is more practical. ot
Still regarding Tasks, I would emphasize the importance of
teaching the nurse practitioners to communicate effectively with the
. ' Dphysician, verbally and in writing. This is essential for good com-
munication and teamwork, but it requires tremendous effort on the
part of the faculty of th® nurse practitioner program to attain this goal.
[ would emphasize also the relatively neglected task of teaching team
physicians theﬁ’fé’ngth of nursing in the joint enterprise. I don't thi k
any of us have addressed that enough, but it comes through as teams
work together. Physicians tend to be strong in etiolegy, pathology and
physiology and in the chemical or surgical intervention, decidedly less
strong on the disability, the person, the job, the family, and even tig
psyche. ' N\ .
Regarding the Teacher, our program has used codirectors from
medicine and nursing, joint planning, some.joint presentations of .
didactic material, and joint preceptorships, all of which I consider
. important. The~physician as teacher has some severe inadequacies
which we must attend to. At worst, he may verbalize the textbook of )
medicine and promote a physician assistant mentality. The super-
specialist physician may have a lot of class but fittlebffectiveness asa
teac};/er for' nurse practitioners. I agree that nurse faculty should@:
practice, but also physician{aculty should be active in jojnt practice if
they are to.take part in programs. o

Just a word regarding Topic: unless _attitg:qs and skills and
motivatidn for continuing education are provided, no topic list can be
adequate. The pathophysiology base is important and needs, I think, &
strong emphasig in programs. Extellent patient care exemplifies the
scientific method. To observe well, to form a, hypothesis about the
problem, to test the hypothesis, and to observe the effects with an
attitude of skepticism—this is really the scientific method and is what
we are trying to attain. Protocols are useful ,but they must be
existential. Their main value is to those who construct them. The .
- operational team itself should prepare them jointly. They should never )

be passed out as handouts. They should be printed on paper which will

self-destruct in 6 months. ~
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VIOLET H. BARKAUSKAS, RN., M.PH., C.NM. -
Assistant Professor, Collége of Nursing, and Coordinator
quily Nurse Practitioner Program, Um'versz'tg/ of Illinois .

1 also want to thank Dr. Nuckolls for sharing her paper with me. I
Tead it several times and enjoyed it each time. Her six Ts helped
tremendously in organizing my own comhents, I haveorganized them
in the samegeneral way that Dr. Kirkham did, beginning with Tasks.
The faculty of our Family Nurse Practitioner Program met yesterday
morring, and I asked them what questions they would like me to askof
the consultants [ wouldmeet at thiggathering. Their primary question
is: Is it possible to be a family nurse practitioner in an urban area?
Many of you are from rural settings where the congeptof family canbe

better or fnore easily practiced, perhaps, thanin anurbah areasuch as

Chicago. Also, what is the role of family in family nurse practitioner?
Are we approaching family from a generalist sense, or $rom the
psychosocial dimension, or both? Is our philosophical basis of practice
.the practice of community nursing, family nursing, or general
nursing? These are all weighty questions for us who are in_the process
of curriculum revision of our graduate program at the University of
Illinois. And other faculty members from other graduate programs
are asking these same questions. We're finding that there are
differences among us as nurse practitioners which we need to address
and to solve in relatian to'our curricula. .

In regard to continuity, which is.an issue that Dr. Nuckolls
addressed, our students enjoy continuity, they follow patients very
effectively. Our problem is in integrating faniily and continuing to
foilow families rather than continuing to follow individuals. Perhaps
some of you have raised those issues ir* terms of your own programs,
And from the point of view of a master's curriculum, faculty have
asked, “Where does this particular learning fit in a graduate
program?” We are departmentalized at the University of I1linois. The
Family Nurse Practitioner Program is in the Department of Public
Health Nursing. Is this where the nurse practitioner can evolve most
effectively, or are there other, more appropriate department homes?

In terms of Teacher, Dr. Nuckolls has described the issues concern-
ing nurse-preceptor versus physician-preceptor very-effectively and
I would concur with the issues that she identified. Another questiori
that we have for you as colléague consultants is this: have any of you
developed effective relationships with family practice units in your
areas? The family nurse practitioner, it would seem to me, is a logical
colleague of the family medical practitioner, but we are finding that
most of our medical supports evolve from pediatrics and from internal
medicine. This fosters the specialty concept in our students but
sometimes gets in the way%f the family concept as we attempt to
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develop it. I think the issue of nursing expertise is a real one: the only
effective way that we have found ta resolve thisissue is by development

. of jointappointments with practice settings, using as nurse-preceptors

nurse-educators who are simultaneously clinicians in the practice
agencies where students are learning. -

In terms of Trainee, we are finding that baccalaureate programsare
changing as Dr. Nuckolls identified in her paper: our baccalaureate
students are learning health assessment skills in their basic nursing
program. Also, we are finding that many of our applicants dre
graduates of certificate practitioner programs who now want to come
into a master’s program and are asking what a raster’s practltloner
program can give them beyond their certificate preparation. That's a
very heavy question. How can we build on the skllls of the certlflcate
program graduate? - - .

In terms of Topie, I need to share a personal bias. [ will artlculate it
here, though perhaps in practice | may compromise my own beliefs: I
don’t believe that we as nurses hold our colleagues accountable for
their previous nursmg education. We need to expect nurses to be

-professional people: and a part of being professmnal mvolves self- -

educatlon,\keepmg current with whatever is occurring in one’s field.

. Very ‘often we think that we need to do remedial preparation for

programs. We do not expect the nurse to take the time and effort to.
rev1ew. for example,” anatomy or physiology before star ting a
program.

Management is also changmg W hat we teach t&iay in practitioner

Jprogramssin terms of how t6 manage a particular kind of health

. problem or need will be different from hat the management will be

in,5 years. Content is very elusive. I think we needpel()iaps to teach
procegs, the process of identifying a problem and seeking solutions,
studying and reseagehing the problem irf ordeg tQ resolve it with a
patient, with a family, with a population of patients)

-There is never eqough Tipe, this'is probably the majo complamtof

" our st ‘gs ‘There isn't ough time fo do e\zerythmg he student

would wakttado i the program. In terms of program evaluatlon one
of the prlmaxngroblems our graduates are encounterlng is this: if the
employntgnt agency discavers- that the nurse%ﬁractxtlo er has a
master’s degree, thé,;endency is to involve the applicant in $pmething
other than praetice,It's very diffieult for th® master’s- prepared nurse
practitioner topractice only. Shegetsinvolvéd with ma,ny other things
as she moves into the role. . we arefindingthat some public health
agencies cannot afford to employ a master s;ﬁreparedﬁmrse prac-
titioner as a practitioner only, in fkrms of _]bﬁ lmes a,gd salary.

Member of the Audience: ¢ 0 y
, When I first started out, I thought it would, Be idealsto tram with a
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family practice, but I have changed my mind.[ wanttostay away from

family practice because they are training residents who are very .
anxious to have all the experience they can possibly get #nd it's

difficult to integrate*nursing into that at the preceptoréhip level. S
Maybeif we could have a different model of family practic with some ’
kind of interdisciplinary work together from'the beginning it would be

better, but I have almost gnen up tr:,mg to integrate nurse prac-

- titioner students into family practice as it is now. r .

Member of the Audience: v
> -1 don't want you togive up. Whether one starts from the point of view
of family practice or nurse practitioners, really what we are having
trouble with here is health care delivery. Nurses have come on the
scene and been able to give us some light, but if very early we do not
combine th8nurse and the doctor, in their training and educa,tlonal
programs, then we don't wind up w ith medical teams. We've talked
about the team for years, but welenever succeeded in making it work. :
> “1 want us to keep trying. however.

Julia Watkins: *
What you are saying, though, is that teamwork has to start very
cearly in the education of these people. .=

.

Member of the Audience:

[ have a hard time agreeing with vou. We're very much involved
with practitioners who have been in practice for eons of years, in
underserved areas. We have introduced family nurse practitioners in
29 rural sites where no one had ever worked with the doctor-except in

= the old ways. These doctors’ attitudes have changed over,time. The
private practitioners delegate a great deal of responsibility to joung
nurse practitioners, and they have a good team operation. The
dictating factor istime. When you're overworked and youdon't want to
abandon your patients and you need help badly enough. you'll sacrifice
money to get some time. .And in a family practice residency situation,
the individual are furthest along with their training. and the further
. they get down the pike in this training and begin thinking about
practice sites in underserved areas, the more they must think about
time-off. T think that it will make sense to them to us¢'FNPs and the
jont trammg can begin at that level. ,

Member of the Audience:

['ve worked in rural and suburban communities, and 1tseemﬂ/;) me
that regardless of how one looks atthe team model, we've had a notable
lack of success, even though we have tremendous rural health care
problems. It seems to me that the crucial issue is what is going to
happen with financing the FNP. Who is going to pay?

e 1
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Member of the Audience:, '

[ agree with what is bemg said about certain potential problems
with nurse practitioners in family practice settings, but [ think that
this is the central thing to keep striving for. I think what probably
needs to be done is to look very closely at the individual programs: in

* many university settings family practice is a threatened role. But if
you look at two or three of the community- -based famlly practice
r%@ency programs you find that for a variety of reasons these
residents seem less threatened and therefore are more comfortable
working with nurse practltloners e\J

»

L -

Julia Watkins:
What{'m hearing here is that where one isa threatto the other, then

ther&are problems. Where people are secure enough'tolearn together
there are not. . :

Member of the Audience:

I would like to make a comment in response to somethmg that Dr.
Nuckolls and many others have talked about and that is the emphasxs,
of thenurse practitioner on providing caring. concern, and coping. The
more I look at nurse- praétitioners the more I cannot distinguish .
between nurse practitioners and physicians—1I see us all Aasclinicians.
Whether in provxdmg chmcal care to patients, we are willing to
provide compassion or not, is more a matter of an individual’s function
as a human being. Certamly, some physicians are lacking in these
qualities, but as faculty in medical school. we are working very hard
with students to impyoye. I wonder it it's really a falrdlstmctlon tosay
nurses have an edge on these qualltles “

,
’

‘

Katherine Nuckolls:

e [ don’t think it is fair to say tha thatnurseshave an edge. I think thatone
of the advantages that perhaps anursing background brings to what is
sometimes called the midlevel health care giver (as oﬁposed tosay, the
P.A. and to some extent the physician) is that nursing training and
clinical education in a #ospital keeps}eu In contact with a patient 8
hours a day over repeated periods of time. So we get a different
perspective on what illness means. I think that certainly P.A.s have
limited éontact, more limited even than the contact physicians
sometimes get. The other point is that recently baccalaureat nursing
programs have been very heavily focused upon psychosocial care (to
the detriment, I think sometimes, of medical science),But I agree also

-, with what you are saying, that an awful lot is the individual human
being, and a lot is the extent to which the md1v1dual is cared for as
student, and later as a worker.

- “52, .
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- Member of the Audience: .
It’seems sometimes that as educators we get caughtup in aprogram
and what we are doing in the program.\We have put medical students
and nurse practitioner &tudents and re§idents together with varying
success over a period of years. What [ 'am wondering though is what is
' the critical iSsue in‘ terms of practice but in the community? Our
restarch is telling us that however well our students do in their - ‘
program, when they get out fo practice, quality changes. The quality ~
seems to be'related to the prac(ée setting they are in. We as educators
sometimes get closed in within our program and we don’t pay enoud%y
attention to thé practice setting. [ am very concerned about that; an
we really are going to have impact on the delivery of services then we
are going to have to change the settings. Physicians have often’come
out of medical school and residency programs wanting to give good
. care, and while feeling that way turned out to give lousy care in many
instances because of the way they were forced to practice. We have to .
pay a lot of attention to that with the nurse practitioner also. >

s 0

.

5
1

Katherine Nuckolls: B
" " There is another problem too. Depending on where the hurse
practitjoner works, but assuming that she works in a one-to-one
%elatig%ship with a physjcian or with a physician gropp. she is usually .
' their employee, which{i's different from being a partner ‘in the
enterprise, in the practice. As their employee she is forced intogthe
practice as they define it and is much less able to define the way the
practice goes than she would be if shemavere a partner. This is
something that really concerns me: as things go along, she is really
pretty helpless. The nurses who"are master’s-prepaned nwrse< have
moge going for them in some ways: they are more able to stand up and
direo¢ what they-will and won't do. but for the diploma nurse who has
alwag's been subservient to a physician, it is very easy to slip back jnto
that: . C ‘
o’ .

Ed

- ~ ’

Member of Auddence: 2
As the first young physician to go into practice in my area in 20
. years, [ faced the same kind of problem with the doctor Yoined that
~. you are talking about. [ think the issue'really is that of defiing new
roles, more clearly. I think faculties themselves would have difNculty
-. _defining what the nurse practitiener is really doing in the ffeld, st as
young physiciafis have had difficulty défining what theySare dofhg, A
well-defined role makes it more comfortable for both physicians and ‘
_ nurses to work together, and I think it would be very good for nurse
practitioners to enter into the field with physicians with well-defined
" protocols and welldefined roles. *

*
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Julia Watkins: . ‘

We need to make arrangements between nurse and physmlan and
encourage them to work on cooperation, collaboration, tonotalwaysbe

in the employer- -employee relationship, But the ultlmate questlon is
* where does the money come from?
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v CLINICAL EVALUATION: AN -

* EXAMINATION, OF THE STATE OF .

: THE ART AND ITS APPLICATION TO
o NURSE PRACTITIONERS” =~

C. GLENN PICKARD, JR., M.D.
Associate Professor,: Department of Medicine
and Medical Coordinator, Family.Nurde Piactitioner -
Program, University of North Carolina at Chapel Hill

Clmlcal evaluation, or more precisely stated, the evaluatlon of
clinical competence. is in my estimaté one of the most difficult
problems facing the health professions. This is true whether one is
talkmg of the field of mediciglgnursing, physncal therapy or any other
of .the health profession disciplines. There are several 1dent1f1able
reasons for this s{ate of affairs.
> > On the one hand there has been a rapid evolution of new techmques

and insights into the process of evaluatign of clmlcal competence.
These are probably beést-summarized by Hubbard in his. book
Measuring Medical ‘Education—The Tests and Procedures of the
National Board of Medical Examiners (1)1 The “art” of clinical
evdluation has clearly been revolutionized by the discipline of the
educational psychologists, and ve in clinical education are now forced
to develop new, scientifically valid “eriteria and techniques for
assessing clinical compétence. The .shaky art of the subjectlve
assessment of clinical competence through “inquisition, otherwnse
known as oral exams, is.rapidly vanishing.

On the other hand, however, s our technical capability for assessing
cliniczl competence has grown. the demand for this capability has
grown at aneven greater rate. First, thereis the sheer numbers game.
Society has dictated and we have responded with an outpouring of

»  health professionals 6f all types in ever increasing numbers. Devising
- appropriate techniques for, in effect, “mass producing” the assessment
tools for evaluating clinical competence is no small task"
Coupled with this has been an increasing demand by society that'we -
insure the competence of health professionals at regular intervals—.
not simply on a “once for a lifetime” basis. This has led to the rapid

prohferatlon of programs in recertlfmatlon and rehcensuré Thus\we
. /

A

— - >
'Numbers tn parentheses refer to references ¢ited, page 49
', ’
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have not only the numbers of new practitioners to be certified, but a
growing pool of previously certlfled practitioners who require recer-
tification.

As if this ‘were not enough, we have further compounded our

) problems by two other developments: (1) curricular tinkering and ('2)

development of new health, professnonal roles.

No longer are medical, nursmg or other educational programs
static or standardized. They come in all sizes and shapes,and assessmg
the end product represents ever new challenges; however, it is in the .
creation of new health roles that I feel we have created both our
greatest problems and. our greatest opportunities and this, obviously.
is the major focus of my rémarks here.

Nurse practitioner programs appeared on the scene in the m1d
1960s, almost a decade ago. The first problem obviously was the
definition of the role. In the brief span of years since mtroductlon a
general consensus as to the nature 0(%!8 role seems to have developed [
base this conclusion on_two, factors: (1) a continuing survey of the-

. literature describing rolesand function, and (2) the responses to,the

questlonna1res used in prepal'atlon for this conference. Granted, there
is stlll debate on many issues; however, a solid core of concurrence has
evolved, and thus, one of our major problems has been largely resolved.

‘We are left thén with the central problem, and, as I see.it, the
opportunity, of developing appropriate methods for assessing the
clinical competence of nurse practitioners. These methods, in turn,
will be applicable to the generic problem of assessing the clinical
competence of all health professionals.

What, then, are the available tools and techmques—-thelr assets and
liabilities? At one end of the speétrum are_those tools and techniques
designed prlmarlly to evaluate the role of the nurse practitioner rgther
than individuals. I am referring, of course, to such studies as the
pioneering work of Lewis and Resnick (2), Charney and Kitzman (3),
Chappel and Dragos (4), Machotka et al. (5), Duncan; Smith, and
Silver (6), Fine and Silver (7), Spitzer et al. (8) and other similar
studies (see Cohen’et al. (9) for a summary) in which a variety of

-" techniques are used to assess the nurse practitioner role. The majority

of these utilize techniques in which the care or process of care of the
nurse practitioner is compared to that of another health professional,
usyally a physician. Although essential to the development of the nirse
practitioner role, ' these methods are ill suited to the everyday
assessment of clinical competence of individuals, for several reasons.
For one thing, they are quite costly in terms of time and effort, Perhaps
more important, howevef, is the iact that these methodsare difficult if
not’ impossible to standardize in a manner such that they can be °
applied to large numbdrs of individuals.

At the other end of th spectrum of avallable tools and techniques is

g .56
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" the objective multiple-choice type of examination. The evolution and
development of this tool are well described by writers such as
McGuide (10), Miller (11), and Hubbard (1). Without belaboring the
point, [ think the limiations of multiple-choice exams are well known
to all of us. Although questions can be constructed that test higher
levels of skill, including problem solving and judgment. the method in
most cases tests recall and recognition. [ personally advocatg the
continued attempts to develop valid, reliable questions that indeed can
be.shown to measure problem solving and judgment; however, | feel
the method is intrinsically limited and we should not put all our eggs in
this basket. .

The problems of the traditional oral exam have been alluded to
earlier in this presentation. .\ humerous anecdote mightbest illustrate

one major variable that is difficultif not impossible to control—patient .

variability. The late Dick Weirierman allegedly told this story of his
Medical Board experience: The patient was an elderly wizened wisp of
a woman with a bewildering complex of symptoms and 51gns After
much effort he was obviously stumped and time was running out.
Sweat was pouring from his brow as the elderly woman ipvited him to
lean closef. Quietly she whlspered “You a good Jewish boy?” “Yes,”
Dick quickly affirmed. “Lupus.” she QUICle whispered.

The other side of the coin obviously is examiner v arlablhty Despite
these major problems, one should not completely discard the oral
exam method until one has explored efforts at standardizing the
method such asdescribed by Harden et al. (1). Theirs is the most recent
inaseries of efforts to control the two variables: however, I personally
despair of major success in the area and feel Hubbard's summary (1,

pp. 93-99) still accurately describes the method as wanting.

[t is obvious from reviewing the material you forw arded in advance
of this conference, that most of you are relving oh your clinical
preceptors to render some assessmeni of the clinical competence of the
nurse ‘practitioner students they precept. [t i is clear from reviewing
this material that many hours have been spent in attempting to
standardize the observations made by the clinical preceptor and to
facilitate his reportigg through the use of some form of clinical
evaluation protocol. ["hope you have had better success than we have
had! The same two problems that haunt oral exams of the traditional
variety-also plague our efforts to standardize this aspect of evaluation.
One might hope that the variability of the patients would “average out”

'over thecourse of a clinical rotation. This may happen, but unfortun- *

ately westill find a great deal of variability in the kinds of patients to
whom students are exposed The second variable—the variability of
the observed/preceptor-—defles standardxzatlon In our program, we
are fortunate, in havmg a relatively small pool of knowledgeable,

interested, involved preceptors whom one would think we could.
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program to give consistent responses of ¢linical evaluation protocols.
This has simply not proven to be the case. The two most common
response patterns are: (1) no response at all or (2)all “3s” qr whatever

. other code signifies a “good” performance

The one area where I feel we have made progress [ suspéctis shared
by several of you, based on the forms you submitted. We have
developed a protocol for teaching and then evaluating the students’
ability to technically perform a complete physical exam og- a
presumably healthy patient. Here, asopposedbothe“snck patient” type
of clinical encounter, the variables are fewer in number on both’
patient and observer sides of the street, and we feel confident we are
getting reliable data regarding our students’ performances. In areas
of actual clinical practice, however, our efforts simply have not paid
off in any demoristrable manner.

Let’s now turn to the area of endeavor that [ personally feel holds the
greatest promise for producing consistent, reliable, valid data with
regard to the assessment of clinical competence—the use of standar-
dized programmed patient management problemsor, aswe call them.
logic problems. Hubbard again provides the most cogent review of the
basic principles for the development of the patient man'a:gement
problem (1, pp. 40-50). He acknowledges the contributions of such early

-workers as Rimoldi (18) and McGuire (10). I am assuming that mostof

you have had some experience with the method and will not bore you
with the details of constructmg logic problems. We have now had 4
years of experience in developing. testing, and validating a pencﬂ.and
paper seties of clinical logic problems that seem to hold gr&at promise
for enabling us to reliably measure areas of problem-solving and
clinical judgment that are at'the crux of the evaluation of clinical
competence. The format we use involves a brief statement of the pre-
senting complaint followed by items of historical information, items
of a complete physical exam, and lab studies which would be found in
most primary care clinics. The items from whigh to select on the
physical exam and lab renmain the same for each problem; only the
answers change, thus eliminating some cueing. Once having gathered
data from these sections, the student must list the identified problems
and indicate which bits of data are related to each identified problem.
In a fairly simple format one then gets information on patternsof data
gathering: too much? too little? Does the student avoid unsafe

" practices or procedures, etc.? One gets a good indication of the

students’ ability to problem-solve by analyzing the problems they
identify and their abilitwto properly correlate appropriate data. They
then are’ asked to outline a plan of further investigation or manage-
‘ment which completes the cycle of clinical management.

What are the major problems of this method?-
1. 1t is difficult to standardlze th%dmg A majo? problem here is

. N $ 2
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. developing relevant norms for nurse practitioners, 4
2. The method involves data gathering by pencil and paperonly. One

cannot assess the student’s true ability to obtain a history from a

patient, detect and properly assess abnormalities on physicial

exam, or perform and interpret lab tests. .

I think that techniques exist for us to overcome both of these
problems. The first simply requires additional experience in
validating our norms. The second certainly is more complicated. Many
innovative approaches have been developed to move from pencil and
paper closer to actual patient simulation. Photographs of patients, X-
rays, lab specimens,-reproduction of electrocardiograms, etc..have
been extensively used by many workers in the field for this purpose
(1, 11). Use of the computer to present and simultaneously score the
problem has advantages, but I feel the added cost and loss of flexibility
outweigh the advantages. Recently there has been renewed interest in
the development of sophisticated manikins to facilitate the teaching
and evaluation of clinical competénce. Abrahamson (14) describes the
development of SIM I, which is oriented primarily to anesthesiology
skills. Gordon (15) describes an elaborate manikin that can stimulate
50 or more cardiac diseases with the synchronous presentation of
tactile (precordial impulse, arterial pulsation. ete.), visual and
auditory phenomena. He projects a “marriage” of the clinical logic
problem format with the manikin to_produce the ultimate standar-
dized objective clinical managerment problem. o

This to me begins to border on the Buck Rogers fantasy world.and |
wonder. is it all that complicated? Isn't there a simpler answer? My’
agonizing conclusion is No! :
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Probably my title should be Associate Professor of Ambiguity. Any
of you who have tried to prepare generalists from varied backgrounds
know full well the difficulties in evaluation that Dr. Pickard has
outlined. Many of our nursing leaders would agree that we have not
developed criteria or methods of clinical evaluation in general; thus,
it’s especially difficult for us in nurse practitionef programs todevelop
clinical evaluation tools when we have not been successful in doing this
in nursing. One of the exciting things about the nurse practitioner
movement is that we’re working with other professional groups, and
especially doctors, to develop methodology in clinical evaluation,
However, oneof my biggestcomplain'gs isthat quite frequently clinical
evaluation of nurse practitioners has been done largely by doctors,
lookintg mostly at the expanded role and without considering the total
spectrum of comprehensive health care. . .

[ agree in gencral with most of Dr. Pickard’s points and concur on
the difficulty of patient variability and observer variability in
evaluation. However, I feel that subjectivity is really not a bad thing

in eyaluation. Of course you have to know what you have to teach and_
you have to be able t9'Gsé that knowledge in observing: when we have -

done subjective evaluations in® gur program, we have frequently
writtefi down how we ranked these siudents, and we have found that,
by and large, the informal rankings of all the faculty agreed pretty

well with what we had arrived at with our other evaluation tools. The . .
fact that we all have some kind of built-in evaluation process in our,
¥ socialization enables us to determine “What is a good nurse,” and
.“What is not a good nurse.” And though I'm not saying [ think that is

the way we should go, I don’t think we should discredit the subjectivity
of the nurse.in the evaluation process.

On several points I disagree with Dr. Wckard. Inour experience the
oral examination seems to be a valuable fool, selectively used. Ittakesa

great deal of faculty time to do it well,.but I think it has some- .

advantages for both faculty and students. The oral evaluation allows

faculty to évaluate the depth of understanding of the student in any

particular area. [t forces students to verbalize their ideas and express
51
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them .clearly and completely. It allows faculty to evaluaffe the
effectiveness of their teaching. It points out errors in a student’s
approach to a problem and allows fasrlty to see how the stpdent

s

approaches a problem. One of our assumptions is ,that examinations
should provide learning as well as evaludtion, and wetry tomake each
evaluation experience serve also as a learning experience for the
student. We have used oral examinations several times. The first time
was a 2-day session in which nurse practitioner faculty and two doctors
sat and talked with the students about how they would handle five
selected emergency problems. We have also used oral exams in our
pathophys1ology course, with each faculty member preparmg an oral
examination in a particular subject, area. The students are then
,rotated through the evaluation areas, answering oral questions. We
,have extensive observational criteria for the answers (which took alot
f faculty time to write out) so that we can evaluate the students’ oral
,%mnses The criteria are then shared with the student.
.. This year.we developed pass/fail modules for each student. One 6f
my bnases’i{:;at clinical evaluation should be on a pass/fail basis. The
students go through each system or unit and, in order to determine
clinical competence in that system, we have aclinical examination at
theend,ona pass/fall basis. The student has to repeat ituntil he or she
is competent in that area. Faculty members have the choice of using
oral or written examinations at the end of each unit.
By processing students in. this way, with a particular interaction
. with the faculty, the faculty gain a very good idea of what difficulties
the student has in handling any groblem in this way. You never get
such definite information about a student from® multiple-choite
examinations or other kinds of situational experiences. [ tend to think
that at this stage of the art we should be thoroughly and deepty
immersed in observation of students in the real world. We can't
develop criterion references for evaluation untik we get out there and
look at the students and what they are doing, then wecan develop some
kinds of measurements through this imnrersion in actual observation.
[ don't think this is very easy, given the multiple demandson faculty. .
Perhaps that speaks to another point: probably truly seientific and
rigorous evaluation could only be done if you hired someone from
outside to do it, because the amount of time it takes to develop clinical
evaluation and meet the criterion of reliability is overwhelming.
One question that we have in our program is: where areour students
when they enter the program? I'm sure we're all faced with that,
because we. have a great deal of variability in all programs In
. Washington we have.tried to deal with that variability by using self-
reports of where the student is and a coghitive test built out of the
experiences of*various programs in the .Northwest—medics, con-
tmumgeducatlon, and nursing. We have used'these tests s diagnostic
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tools for our students. todlsc0ver where gach md1v1dual student is, and
to do program evaluation and personal diagnosis. The tools areshared
with quite a few schools in the Northwest and if anybody wants to use -
any of them, please write to the University ofWashmgton We'd like to
have more validation and improvement of these particular tools.

A second test that we have used in evaluation of our students is a
pass/fail test on physical diagnosis. All of our students have a detailed
behavioral guide to evaluation of the physical examination. and all
students have to pass thisevaluation. We have found thisa very helpful
tool in evaluating where thestudents are in behaviors that areapartof
the screening physical examination.

We have never had preceptors in the field participate in clinical
evaluation of the student: we use faculty to.do that particular type of
clinical evaluation. We feel that faculty are in the best position to be °

_consistent and to apply identical standards. Like Dr. Pickard if we use
any kind of form, we always get“excellent” to“superior” in the results.
We have a lot of complaints from students about patient variability
when they aredoing evaluations with patients: “l had a harder patient
to take care of than you did.” I don’t know any way to deal with that,
except to try and ook at what was going on in the clinical evaluation
that made it harder for some students than others. This year we had
both faculty and doctors do. independent ev aluations on the same
patient. Then we mdependentl) rated them and av erag%i our ratings
and shared the results with the students. And we think the more we
have multiple observers to evaluate clinical competence independent- -
_ly. probably the fairer the evaluation, or the fairer the student will feel
the evaluation is. Actually there wasn't much discrepancy even when
we did it independently.

We have expenmented with severil program modeis, and haxe
gained a lot by working ‘with other nurse-practitioner programs in
continuing education and in medics. The medics program has done a
good deal of independent clinical evaluation, using observers from
other schoolsor pther places foev aluate their students. The contmumg
education program in our university has developed tracer programsin
w hichaphysician panel and nurse panel determine criteria for certain
common conditions likg vaginitis and sore throat, and then establish
certain criteria that could be audited by anyone in the record. The
Regiohal Medical Program hired an evaluator to develop this
particular program, and it was very expensive. But criteria for a
tracer evaluation are very useful in developing more reliable
evaluations. We have, of course. played with evaluating patient
management problems and situational problems using slides andX-
rays; we have students come up with certain answers which have been
determined to be valid by a nurse jury. These kinds of evaluations are
very meaningful, but they arealsovery consuming of faculty time. The

'
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more we can develop and share valid tools, probably the moreefficient
we can be, .« - ‘

Once we get these tools together, perhaps we will be more able to
evaluate the product. I think the role change has forced all of us to look
" very closely at clinical evaluation. I-don’t know that we have any
answers in the area. We haven't arrived at the perfect package of
clinical evaluation for our sidents. but [ do think it'is an exciting and

challenging area, and working together, we're going to comeyp with
something that will be good. - % ] .
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ROBERT KOEWING, B.A, M. DIV, S.T.M.
Associate Director of Area Health Education Center Program '
. Associate Director for Instructiongl and Curriculum Evaluation .

Area Health Education Center
University of North Carolina at Chapel Hill ¢

Dr. Pickard, I'm amazed at the sensitivity of a physician to the
intricate issues in the evaluation of clinical competence. | am even
furthér amazed by an assessment of the literature which clearly
points out that literature’s major weaknesses. This paper has raised a
central, critical prior issue which gives us a way to look at the paper’s
content. A most important question in evaluating clinical competence
is the definition of clinical competence. A great deal of time has been
spent articulating the role and function pf the family nurse prac-
titioner. However, [ suspect that if we had 3 hours to spend together,
we'd get into a real hassle over the specific definition of FNP clinical
competence.

Let mesay that another way: a critical questionis “Whatisit that the
family nurse practitioner does?” Much of Dr. Pickard’s paper focuses
on the tools currently being used to evaluate “competente”: multiple-
choice questions, oral examinations, preceptor ratings, simulation /
models, paper and pencil games—all assuming that you have a mutual.
defintion of what it is that the family nurse practitioner does. I once
spent more than a year and a half with a Department of Pediatrics’
third-year tedching committee which was attempting fo answer the

"question, “What is it that a pediatrician does?” in order to develop -

" objectives for a learning experience for third-year medical students.
The committee became involved in lengthy debates over the role and
function of the pediatrician which exposed, at the same time, some
serious variance in their views with respect to this question. Now, you
find yourselves'in the midst of the same discussion. “How do you as a
family n %:a préctitjoner do what you do?” This question, suggest,
points to/t

therefore,\state of the art) so far as FNPs are concerned needs to be
addressed. | urge you to find ways together to do so. N

Let'stalk for a minute about some thfngs that are implied by this
approach: If you tried to define clinical competence by the tools you . -
have used to measure it, [ susfect that what you now call the “art” of
being a family nurse practitioner would be lost. [ don't believe that
multiple-choice questions, or logic problems, or simulation models, or
oralexaminations all together capture what it is, in fact, that the family
nurse practitioner does, no matter where she—or he—does it. One way
to avoid this trap of “objectivity” is to focus on “diagnosis” and
“management.” To assume that if the fafffly nurse practitioner can

" . recognize lupus, that such recognition is somehow a measur® of her
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clinical competence isj [ suspect, naive. I don't believe that the

"defintion of the family nurse practitioner is confined to the list of 287

diagnostic entities that the family nurse practitioner is competent to
recognize: Certainly you canit believe that either. However, much of
the evaluation strategy currently employed assumes that we can agree
together on the 200 or the 100 or the 15 dlagnostlc entities that the
family nurse practitioner is quallfled o recognize:

That leads me to suggest also that “Why evaluate?” is an 1mportant
question you need to address. That's 4 typical evaluator's strategy,
when confronted with a horrendous problem. But why are you
evaluating? Whose questions are you answering? Obviously, a series of
questions are involved—the faculty’s questions about their effec-
tiveness as teachers; program qu about success or lack of it in
the -articulation and students’ assimilation of a curriculum,with
cognitive; psychomotor and attitudinal components. And thgre are”
also society’s questions: is the family nuxge priactitioner safe, and what
does it mean if a family nurse practitioner'is€afe? That'salso a nursing
question. What does it mean if a family nurse practitigner can do what
itis that yousay the family nurse practitioner can do, if infactyouare,
not in agreement about what it is that you do as family nurse
practitioners? Does a score of 85 on a multiple-choice exam mean, if [
took it, that I'm safe? One of the problems with automated simulated
models is that after 3 years of use the students pass down by the oral
tradition all the mformatlon they need; they know exactly what mode?
is being used and the range of 82 functions it can display, and they can
make a good score on the examination. The same is also true of
multiple-choice examinations. The same is true of almost any of the
strategies you employ for the oral exam. The students quickly learn
(like mediecal students) to recogmze ifi those to whom they present
patients, who expects what and in what form. If you listen in the
hallweays of the services, you will hear the residents telling the students
how topresent to A and how to presenttoB:“...and he expects itin this
form, and he expects it in that form.” The students run back and
me“mor\ze that thing and present just Kke that.

Another question concerns the tools themselves. A man I respect
very much who, incidentally, conducted the wdtkshop at the Universi-
ty of North Carolina in which' logic problems were first introduced to
this campus, convinced ‘me several years ago that there’s nothing
objective about objective testing except the statistics used to analyze
them. If you think about that, it’s true. In fact, though, he failed to tell
me there is subjective bias in the statistics themselves. A nother seriotis
problem with clinical evaluation for FNPs is the problem of

'competency-based, rather than normative-based criteria. [ believe

there are representatives here of both sides of that argument. The tools
are designed to elicit data to answer questions. The definition or the
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content of suich questionsonly you can agree upon. Whatis competency
far family nurse practitioners? And do yoowwvant to develop a'strategy
for terminal evaluations that defines family nurse practitioner
competencies in relation to criteria? Hoiz can youdo that if you've not
answered the prior guestion of what it is that the family nurse

" practitioner can, in fact, de? Logic problems are an example. Most of

the literature Dr. Pickard referred to addresses itself to branching.

- format simulation problems. That literature is focused on the kind of

~ ~ format the National Board of Medical Examiners uses, or the patient

management problém. A logic ‘problem, on the other hand,.is linear.
Thiere is very little, if anything, published on theﬂli'ne'ar format. Little
,research has been done on the competencies that it purports to elicit.

Althougha great deal hasbeen dowe,privately among faculty peopjein . ‘
not .

establishing* face and construct validity, this experience has
translated itself into the literature.- - -

There is a myth about the expense of computer applications of
simulation technique. In fact, in computer terms, each of the logic
.problems is the software. What we lack is a fully capable prbgr:am,
such as that at the University df Illinois, Case. Case is a branching
format program which includes a routine for writing hew problems.
“It’s very inexpensive once installed. There is not a corresponding

. format in a linear mode. « - v . -
In conelusion, I find this paper extremely useful-as a look at where
* we are with the tools and an assessment of some of the weaknesses in
those

Is. Since I've been encouraging use of one particular tool -the”

A

ekinical logic problem or the~logic problem, let me add one more -

insight on‘that subject. If you take a multiple-choiceﬁquestion withfiye
alternative responses, in a test of 100 or 200 itéms{or in Brd tests or
tests-for certification of medical subspecialties—600 or 800 items)
what you accumulate is setondary evidence which enables youtamake
a reasonable guéss that a person who makes a given-level score knows
something about the field. What you don't know is, givén a stem and
fivealternative responsesfrom whifh [ have correctly selectgd thedest
* " answer, how [ got my selection. And | suggest that the way to begin
looking at answéts to the question of what is it that family nurse
practitioners do and how® you do it, is toarticulate together how you
go from recognizing stimuli in the stem of a multiple-choice question

. to selection of an 'al}pgrnative response. That, in fact, is where'the logic”

problem came frgm.It’s an attempt to define information gathering,
information procgssing. information utilization, in the formal termsof

-, prgblem solving. \ .
[ believe that will put you at the interface of a very sticky problem.
Yow'll find yourself discussing what it is thata physiciandoes arid how

he does it, and what it is that a family nurse practitioner does, and how

the praetjtioner does it. You will certainly discover similafr‘fties——jfnot
. -
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that very often it is 1dent1cal To d)fferent,mfe the family nurse .
practitioner from the physncian on the basis of those diagnoses that the
family nurse practmoner is competent to recogmze will make all of
you uncomfortable, nurse and physician alike., In fact, clinical
evaluation, or the clinical competence of the family nurse practitioner,
[ believe, rests in the family nurse prattitioner’s ability to replicate a
decision-making process that is common to all disciplines where the
work “clinical” js used and which uilize subjective and ob,)ectwe data
4o test alternative hypotheses in relation to 1de;t1f1ed problems andto
.+ «evaluate and alter various mterventlons toward specific ends. There is
“sométhing there that is 1ncred1bly 1mport5;mt to define and articulate.
In its sxmplest terms this is a description of the‘scnentlfxc method,’
whether it is the FNP or the physician who is using it. This observation
underscores the concern I have raised about “how go yoy do what you
do?” But further, it suggests an avenue of approach for the apswer. -

Member of the Audwnce :
In connectionr with comments about the simulator—not a computer
but afull body simulator—I recently had a chance to fly “‘an airline
51mulabor which reproduces even the wind noise as 1t swxshes around
“the plane. And though I knew it was bolted to the ground, it was so
realistic that when emerged from my crash I was literally quakingin .
my boots. The question thateccurs tomy mind is this: if just one airline
has 120f these and they cost between3and 6 million doilars apne‘ce and
every pilot—not just a few—every one must go through that simulator
every 6 months, what's wrong with a social policy that Insists on that
kind of training and expenditure for pilots. and not for clinicians who
have no less responsihility for human life? " o
Membe'r of the Audience: ’
Obviously, in regard toevaluation, we need a lot of work and we need
alot of help front the experts (I'm always a little inawe when [cometo
" UNC'and find the breadth and depth that exist here in somany areas).
But there’s a technique that we've just started to use which might be
promising for cher programsAWe do observations of our students, _
either by directly sitting in the room with them whenthey doavisitor. *
" by v1deotape or sometimes by audlotape And in order to be able to
.« counton us as faculty members to know what we mean by “elinical
.+ compefence,” we sat the faculty down and said, “ok, what in an 3,
observagion do we want to“have""/'l‘hen we bmke down tHe visiting to )
information-gather#ng, types of questions that were asked, the specific’
data elicited, and the manner in which the physical eéxamination was
N per(qmed We. includ®d the art of the visit. as well as the sciehtific
= part of the visit. Then,once we had agreed on what a good visit was—
= broken down into 1ts gomponents—we devised an observatlon formqt
. R ‘ ‘ E
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Next we wrote up a training manual for this observation format and -

trained our faculty by using videotapes of visits. It took a number of

sessions to get ihterobserver reliability, bu%),nce we got that, we had
It

some confidence that when we sent our faculty in tolook atstudents, or
to look at.graduates, we were getting comparable data l}ack.

This was & tremendous learning experience for the facu ty, because
". we redefined many things that we had thought we agreed on, and we

also then set up a format for doing the observations. Since most of us

are-doing these kinds of observations in our programs, we might pay
‘some attention to thisas a preliminary mechanism until we have help
from the experts with more erudite kinds of evaluations.
Member of the Audience: .
[ have a question for Dr. Pickard. In preparing clinical simulations,
. do you have any trouble getting physicians who will be in agreement,
isn’t the tool invalidated?

Glenn Pickard: ™~ A . \ _
Yes, we do have major problems, and théy have not been findlly

resolved. However, withour own particular clinical simulation model,

the approach we're using is ta reduce the logic problem to a multiple-
choice question, That is to say, we pick out the key factors, and say, “If
a patient,.a 23-year-old white femalé presented with the following
symptems, the following signs, what would you diagnose this as?"
These are then widely circulated, and there is reasonable concurrence,
Since as Bob Koewing said, all that a logic problem is'is a fanc

multiple-choice question, if\you just reduce it to that, and then you
circulate it, you can stanidardize it much more quickly than if you
passed the whole logic problem around. That would tgke forever. It’s
ultimately necessary, but the firststep is to say.“Do thése symptoms or
signs lead to this diagnosis?” The converse is alsb an approach- we're
using. That is to say, you're dealing with a logic problem: given this

diagnosis, what are the key symptoms and signs? Then we send that.

arbund. In this way you can quickly develop at least some validity
without having to go the route of testing logic problems per se—though
ultimately that’s the way we have to go. Thus we have a strategy that
makes sense, we use it quite a bit, but boy. it is tough! And there is no
question about it, when you get down-and start saying yes, no, shades of
gray—do you have a simulated normative value, a criterion measure?
For this logic problem do you have a range of scores that medn
anything? Yes, no—it’s tough. .

- ~

s

Robert Koéwing: :
That's the sticky thing-about that interface. Let me describe the
.nature of the problem. In trying to develop a problem format
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appropriate for medical- students, the question is, is; in fact, t}%

physician being taught, or the student bemg taught to appropr?ately )

rule out/rule in? My question is, is thq family nurse pz‘actltloner bemg

., ~taught to appropriately rule out/rule in?

% If so, in terms of standardlzmg the logic problem the process by
which the physician reviews—and the family nurse praetitioner
faculty reviews—is essential to defining what is absolutely minimum
acceptable behavior in terms of the process of ruling out, ruling in,
given the patient who presents. That's the difficulty of the problem.
And the difficulty is at that hairy interface between what is a
physician and what is a family nurse practitioner.

Member of the Audience: - T .
My question relates to our heavy emphasis on the medical compo-
" nent of testing skills. What are we going to do about the nursing
component? d see it as very important to expand this part, so that the
. * nurse practltloners are doing a different kind of-thing.

Glenn Pwkard ’

I was just about to say something on that befox‘e you asked the
question. Wedwell on thatalotin conversations and with instruetional
questions. In our experiénce, that's for some reason where it’s at. I
think part of it is that it's very difficult to define those things that are
nursing. Thé.'fs a very, very tough issue. We have tried in our logic’
problems to include those things that we believed were nursing. We
have tried to include problems that involved psychosocial issues. We
have tried to include problems where the key element was counseling,
teaching and so forth  and each time we did this we four/s that 1td1dn 't
work out. e
. I think it’s the substance of what ntrsing is that’s the issue; it’s
difficult to define, and it's difficult to discuss. But I wholehedrtedly
agree with you that that is the biggest single need in terms of the
" content of the kinds of things we're doing. Not the method, but the

. content. And [ am guilty: my colleagues will tell you that I keep

turning out generations of logic problems, and they are medlcally
neat, and all of them sound fascinating. But.all of a sudden you say,
P what are we domg to students?”  ~ )
. Julia Watkms : y *
- Would any nursing faculty who have een working on these
problems like to say something? _ .

~

Mem,ber of the Audience: .
. We've been ~working with case 'studies, and having the student
present one case study and. go into depth on a problematic health
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behavior or creative nurse management. That's a way of trying to get
around these difficulties—because we found we were doing the same -
things that you've mentioned. We're using the ANA.standards of
practice as our guidelines for writing the case study. [ don't know how
good this method is. As you say. it's a terribly difficult thing.

N

~4,. . ¢ . .
Rosemary Pittman: .

My main beef is that we have a whole group who wish to define the,
problem as health care. and not separate out nursing. Any time we try
to look at the nursing component. we get into an argument about “this
is health care and it's not nursing.” This goes on all the time: I don't
think it’s terribly productive. If you willlook at our exatuation tool, you

* will find that we did try to identify the nursing behaviors in the
assessment. Kvery time you bring this up for doctors, they say, “Oh, the
doctor does thist0o,” but I think the nurse does emphasize the comfort
of a patient, for axample, and try to define the parameters of the
relationship with the patient. and besure that the patient has hisorther
care and’comfort peeds taken care of. The nurse attempts to help tite
patient work out how these things are going to be done. The nurse
attempts to find out what the patient knows about the preblem. ['ve
been involved in some research, studies with nurses and doctors in
contrasting their care, and the doctors oy and large do a lot of telling.
This seems to be the common mode. This is not because doctors are
inferior to nurses; it's because they're at the top Mthe hierarchy. When
youwget in that position, that's seducti\;e-bein'g at the top. [ do believe
that there is an arrogance about the doctor who says, “We shall
evaluate the nurse B‘ractitioner,"‘and I tend to react somewhat to this. |
think evaluation should be a cooperative process. Granted that in
nursing there is a continuum on every behavior, and that people at
different stages—in an AD or any other program—can be at various
levels on that continuum., I still think we need to identify those areas
where nurses should emphasize their particular input into the health
care program. These are just as important as all the other areas. This
gets into the whole matter of patient compliance. and the fact is, it
doesn’t make any difference if you have the most skilled person give
the care, you may not have one bit better compliance. In looking at
clinical expertise. this.is ap area we need to focus on. What is it that
makes a difference in what the patient does” This is really a neglected
area of clinica! evaluation. . " (
Member of the Awdience:
We find among graduates of our progrdm that there are expec-
- tations in the practice setting in regard to record audit. quality
control, and utilization.of the practice—the kind of data that many
people are interested in, and that % individpal or individuals in the

A
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practice setting could be studying.and could be concerned about. It
seems appropriate that a part of the curriculum of the family nurse
practitioner program address some of these questions and issues in
order to prepare graduates with some of these skills. They are involved
and they are expected to be involved in thiskind of activity; and I'm not
sure that we have prepared our graduates adequately to assume this
kind of responsibility.

Member of the Audtence

Have any people here used the Joint Commission’s forms? [ realize
they are 51mply made for haspitals, but I'm interested in those formsin
which one is asked to calculate the percent of variance between what -,
outcomes were desired and whatoutcomes were found. I'm partlcular- :
ly interested in quality assessment where we get into the percent of

variance. .
7/

. /
Member of the Audience: .

We have just beguh using the Joint Commission forms. We have not
modified them greatly, except that we learned very quickly thatin the
outpatient department there are even more exceptions, and it’s
dealing with these exceptions that becomes critical. To do so you must
have an'adequate information system. In the outpatient department
we had an inadequate information System, but we went to California

. and we found there 3 method whereby you do not have to list the

*

exceptions time after time after time. You simply deal with:the fact
that we're not perfect, and so you decide from the beginning that a
certain audit will be acceptable 80% of the time (and that's just an
example) the criteria are met. Cglifornia, unfartunately, has not
dealt very much with patlent ou es. They're still dealing with
process audits, but they do i nave one thing down: they’ve been able to
take a large group of physmlans and nurses——ln a multldLsmphnary
approach—and come to agreement that there are about six minimal,
rather than optimal, criteria, on whichone can base assessment. Given
the inadequacy of our 1nformatnor?éystem inthe ambulatory care area,
given the problems that are innate to audit in health care specialtles
(yqu have to go to the sophomore médieal student to find someone who
accepts audit as an educational device), given all these llmltatlons [,
think they've really got a handle on somethlng [f you've got an
information system,, you/ can get at this and:start doing it; and only by

doing it are'we going to come up with somethmg better. And{d liketd”

say one more thing: as a physician I'm mte‘ﬁested in seeing you base
evaluation of your studentd—both as students and practitioners—on
patient care audit rather than multlple choice questions at the end of
your course. - o

&
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Member of the Audience: :
I just want to reinforce what was said earlier about clinical
evaluation. When we talk about multiple-choice exams, selecting a, b,
"¢, d, none of the above or all of the above, somehow students don't know
which side-of the patient to look at for none of the above or all of the
above. Really we're not teaching process, we're only teaching recall,
and we need to know at what level students areTunctioning. The kind
of multiple-choice questions and the kind of switches that we turn
when we examine the patient as a model really don't tell us at what
level students are functioning. I was very disappointed when I looked
over the contentof all of oursubject material, that very little was based
on the process itself. the manner in which.we store information$n the
problem, in the record. There are techniques that we can com-
municate, and communication has got to be based on the ways in which
westore information, ways in which we can audit it, and ways in which
the practicing practitioner gets out and utilizes her education for
continuing education. Somewhere in the curriculum this has to be*
addressﬁg not merely as something educators are worried about, but
a concern of practitioners—that is, how they will learn, how they
‘will'learn from their mistakes, how they can continue learning. [ think
- somewhere along the line the problem-orientéd record needs to be
added to our curriculum contentsrsame device for storing informa-
tion as an educational model fa Dners.
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the person is being'grepared. As the family nurse practitioner role'is
still in the formati¥e stages, curricula vary considerably. Since

» faculties from FNP programs had not met together previously, and

&

B —— . ‘o
!The'origmal curriculum outline is aviilable from the University of North

since thetime for meetiag wasseverely limited, the faculty at UNCdid
some groundwork to facNitate group discussiog,within theday allotted
to discuss' curriculum. Che UNG faculty “developed a proposed
curriculum outline! for the\reparation of a family nurse praétitioner
to provide primary health cade_ The UNC faculty recognized that the -
FNP and primary care may be defiged in various waysby educational
programs, and that curricula vary d¢pending on the philosophy of the
programs. It was felt, however, thaf definitions of both the FNP and
primary care, as well as an outling#f one curriculum, would prdvidea
springboard for discussion amofig participants. x\

The following operational definition of FNPs\as accepted by the
UNC faculty was utilized: family nurse pracitiohers are registered

‘nurses who have completed a formal program-of study which qualifies

them to function with a tombination of traditional nursing skills, such
as counseling and teaching, and newly acquired'medical skills, such as
diagnosis and treatment. They are prepared to provide primary health )
care to patients of all ages, chiefly. in- ambulatory settings, in
activities within established protocols of care. oo

The practice of family nurse practitioners is oriented to the needs
and concerns of consumers and includes preventive health
maintenance as well as medical management. They use knowledge of
the complex interplay of health, social, and economic factors to make
personal interventions on behalf of patients and families and to use
appropriate. community agencies. Their concerns extend to ‘the .
identification of the health needs of the entire community, and they
contribute to the develdpment of needed resources and programs.

Primary care was defined as what most people use most of the time
for most of their health problems. Primary care is majority care..It
describes’a range of services adequate for meeting the great majority
of dailxpersqnal health needs. Thismajority care includes the need for
preventive health maintenance and for the evaluation and manage-

°T A Lt , °

‘collakoration with designated physicians who supervise their medical

Carolina upon request.
- . . b
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ment on a continuing basis of general discomfort, early complaints,
symptoms, problems, and chronic jntractable aspects of disease 2

Curriculum Outline and Ratmg Scale:

The curriculum content was divided broadly into five categories:
adult medicine, pediatrics, obstetries and gynecology, family and
community, and role realignment. Rating scales were designed to
ascertain from conference participants their opinion concerning the
importance of items included in the proposed curriculum. The first
three, categories concerning chiefly ‘medical content, did not-seem to
lend themselves to the same type of rating scale as the last two.
Therefore, two different rating scales were designed. Both were
concerned with whether or not specific items should be included in the
curriculum, but those dealing with medical content also reflected the
level at which the graduates of an FNP program would beexpected to
manage the particular problem concerned. A four- -point scale dealing - -
with family-community and role reallg’nmentwas designed as follows:

Ratings which indicated inclugion in the currlculum

3-Essential . .
2;.,Not essentjal, possible elective . o o
Ratings which indicated noninclusion: Jr—

1-Expected to enter the program with sufficient knowledge
0-Not appropriate, too complex

A fine-point scale dealing with problems encountered in adult
medicine, pedlatrlcs and obstetrics and gynecology was de51gned as

" follows:
Ratings which indicate mclusron in curriculum: .
4~£NP would Jnanage within prescrlbgd protocols without con-ﬂ
““sulting physician
3-FNP would manage only in consultation with the physrcxan
2-FNP would never manage,"would always refer to a physician
Ratings which indicate noninclusion in curriculum:
1-FNP expected to enter program with sufficient knowledge and.
skill |
0°Beyond the scope of FNP practice «

The curriculum outline and ratmg scales weresent to those who had ’
committed therhselves to coming to the conference, with the request,
that they be returned for tabulation prior to the time of meeting.

Twenty-one nurse and fourteen physician faculty completed the
rating scale. To facilitate group discussion at the conference, the data

- were organized to show the extent of agreement among nurses and

among physicians concerning inclusion of items in the*curriculum.

'S Department of Health, Fducation. and Welfare. Public Health Service. Publication Number 2024, “A
= Conepptual Mode!l of Organjzed Primary Care and Comprehensive (ommunity Health Services.” 1970

v

’ - yoo

- )




’. ‘v

; % v 67

\ This was doné to énable the groups to spend their allotted tirqe in
discussing controversial items. A o
Conference participants were divided into five groups to deal with
the five categories of content. Physicians and nyrses were assigned to
each g"roup: There was considerable variation in the way inwhich each
group dealt with the subject matter, so that the final rating scales”
produged by the groups vary in format and meaning. For instance, the
ob/gyn group achanged the “code-key” slightly. The leader also .
included a report of a survey done on the opinions of a group of FNPs .
inactivepractice tocompare with those of faculty. The pediatric group
added a dimension to their report by indicating the level of understan-
. ding needed for diagnosis and management. The grodps discussing
family content and role realignment abandoned the scales in their
final report. The scale used by-each group therefore can be considered
only in relation to the report of a particular group. There was
-agreemeént among group leaders that, although the model curriculum.
and rating scale ‘served a purpose in directing participants to
consideration of specific content., in future discussions other ap-
proaches to deliberation oﬁcurrigulum content should be considered. -
The report of each group was prepared by the group leader. Each
leader utilized-written records arid tapedrecordingsin préparation of
- the report. The final report, however, represents the leaders’ inter-
pretation of the group discussion.
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" REPORT OF TME TASK GROUP
» ON ADULT MEDICINE

ANNEMARIE JUNCKER, M.D. -

< -Codirector of Continuing Education, :
Nurse Practitioner Program, Unive’rsiu of Rochester \_\/\

v

Participants -

Rodhey Balier,_M.D. ('Arkansas) -
Frank Gluck, M.D. (Vanderbilt)

.- Robert Hodge, M.D. (Virginia)
" Doris Holfn, R.N.,(UCLA)

Annemarie Juncker, M.D. (Rochester, group leader)
Ruth Ouimette, R.N. (UNC-CH) A
Mary Reynolds, R.N. (Western Reserve)

‘Mildred Roche, R.N. (Maine)

‘Carrie Schopf, M.D. (Illinois)

‘Steve Wagner, M.D. (Mountain AHEC) .° ‘
Mamie Wang, R.N. (Cornell) .

Anne Wasson, M.D. (Frontier Nursing Servicg)

The task set for the group session on Adult Medicine was as follows:
1." to evaluate the coded tables of some 240diseaseentitiesas worked
" -~ on by the conference participants prior to attending;

2. to delineate and clarify the areas wherg either nurses -or
physicians in. their peer group or one group’ versus the other
showed disagreement in how a cértain disease entity should be

. handled by thesnurse-physicign team:

3. tolist our ag’f"ﬁupon conclusions in such a way that they might

betranslated into priorities of curriculum contentata later date.

Summary of the Group Discussion .
All group members had familiarized themselvés with the question-
naire prior to coming to the conference, :

"All groupbmembers had personal experience of working as or with
the NP in primary care settings. Seven members were physicians, five
were nurses. -

The group started the discussion by voicing and clarifying certain

basic hesitations one might have as to the value of the task set before us.

L]
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In certain areas of practice it seemed almost impossible to identify *
common requirements of knowledge and skills when nurses are being
prepared for tasks as wide apartas working alongside physicians inan

. urban multispecialty health center or delivering geographically

isolated primary care in the-Kentucky mountains. Several par-
ticipants from programs with graduates almost exclusively in urban
settings stressed the need for in-depth education in certain tracks of-
medicine. This would enable the nurse to take care independently of a
larger group of patients presénting with frequently occurring
problems such as hypertension, diabetes, etc. For Qisease entities
outside the area of e¥pertise, consultation would be readily available.
The nurse working ina rural area however, will need éxperience inall
tracks of medicine and all emergency procedures, if necessary at th
cost of depth in areas -less apt to present with urgent need for
intervention. L. ’ i
The group members agreed that inspite of significant différencesin
team-practice settings and modalities, it would be of val identify
core requirements of common basic k'novu’l’edge and skiu' a nurse

. practitioner. This would seem especially important ad nurse prac-

titioners are moving nationwide, often seeking employment far away
and in settings different from their immediate area of education. The
group also stressed that while ggreeing on basic expeotations, nurses
with add¥ional education and éxperience in certain areas might work
more independéntly ini their specialty field. Our code should not be
regarded as a protocol restricting the nurse to a certain behavior |
inside the nurse-physician team. No such rule should ever be impesed

_for all settings and time periods. Reference was made to a-previous

speaker’s remarks on protocols: he stated that the greatest value of
protocols was to the care providers who develbped them for their own
individual setting and who were ready to update them at leddt every 6
montbhs. ) / ' -

Identifying basic requirements would also seem timely as natignal

_certification for nurse practitioners is being developed, Thé problem

of natiopal certification was touched on in our discussion as jtrelates to

. _ the task given to us. Our difficulty inidentifyingbasic core knowledge

and skills to bé required of all FNPs would make a national NP exam
for practice equally problematic. In spite of anticipated difficulties,
the group strongly welecomed national certificatior, butstressed that jt
should be for excellence and that it should not be task oriented. The

_nurse, in contrast to the PA, should be evaluated for her/his problem-

solving approach. All participants stressed strongly thatany task such
as ours or such as developing national certification for the nurse
practitioner should only be worked out in a forum gimilar toours, that
is, made up of interdisciplinary NP faculty of physicians and nurses.

.Several of the physicians lrad strong objections to using a list of

L I ‘
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diseases itn order to clarify curriculum content for FNPs. Tkeir
-objections stemmed from their experience with medical school
curricula, where the disease-oriented approach has proven detrimen-
* tal in many ways. \The) encourageéd. NP faculty to learn from the
medical school experience and stay away from a task-and disease-
oriented approach from the start. Nurses should be taught a broblem-
solving approach and learn where to go for more information. Our
coded list of some 240 items should by no means‘be a blueprint for the
type of lectures to be givenyin a nurse practitioner curriculum. \'early
all participants stressed the need for more pathophysiology in the
average NP curriculum. One participant pointed out that in school
the student will be exposed to a certain number of disorders but will
learn basically how to care for, most of them only after havmg first
"been exposed.to them during clinical e\pei'lence

The group came to the concluqlon that in spite of all objections
raised, the codeq list would ‘be a useful tool, ot so much as a
curriculum outline, but for evaluating our programs.

The next point of discussion had to do with the codmg system as it
was given to us. It Was felt that disagreements in coding disease .

. entitiesstemmed more from different interpretations of the codes than
from actual differences in approaching a certain problem situation. -

Mostof the 6 hours of our workshop w ere then spentinyery practical
and worthwhile discussiops on how'a patlent presenting with acertain
problem might best{ be _approachéd by a nurse-physician team. It
became obvious in our discussion that coneern for good care was the
guxdlng factor in trying to define role assignment .for nurses and
physicians alike. The discussion turned into a fruitful tlme of s-harmg
about very practlcal problems in primary care..

In the first group of disease entities on our list. the eves, ears, nose
and throat diseases, some disagreement of approach seemed to stem
from different practice séttings and varving availability of bpeclal st
consultation. This . would account for differences in coding between )
numbers 4°and 3. The differences between codes 3and 2 were related
to code definitions. In several, disease entities., such as iritis or
glaucoma, recognition seemed most.important. but in its full differen-
tial diagnosis beyond the r“esponblbl]lt\ of the NP or’the physician
primary‘care provider. Guidelines for the NP ‘might use a sy mptom-
oriented approach, e.g., the painful eye should always be referred to
the appropriate physman provider. The nurse would. accordmg to
code 2, have basic knowledge of some diseases this might represent.
but would not have to make the diagnosis on her own. .\ simple guide.
valid for physician as well as nurse practitioner, would read that
anything that does not look rightshould be referred, code 2. This
suggestlon was made in regard to mouth lesions, but it was felt to be
acceptable for many. other not readily diagnosable abnormalities. A
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physician mentioned the trend in medical schools’ to include more
EENT into their curriculum and urged NP faculty to also give this
area serious consideration and weight.

1n£18 field of cardiovascular disease it was ppinted out ‘that
differential diagnosis of valvular heart disease and diagnosis of ECG
tracings, if included. should not have priority at the expense of other
more urgent problems in the curriculum of the generalist NP,

On the issue.of management of hypertension. no agreement was
reached as to whether the nurse should be handling thé hypertensive
patient without individual physician input. as was done in several
recently published studies. However, for curriculum contentitdid not
seem vital to decide how independently the nurse would work. It was
unanimously agreed that pathophysiology of hypertension and
management and knowledge of the drugs used belonged in the
curriculum with considerable w‘elght

Oncological problems indifferent organ systems had beencoded as 2
by many participants. In an effort to stress the important supportive
role 0f the nurse with the terminally i}l patient, we decided tocode with
3 the'malignant lesions and other termmal diseases such as chronic
renal failure.

We also coded as 3 ali true medical emergencies. e.g cardiac : arrest
acute severe attack of asthma. The nurse would ‘1multaneously
summon help and institute initial medical intervention.

A last area of disease entities which prompted an extended
discussion were behavior and psychological disorders of short dura-
‘tion, and marital disorders. The nurses seemed to clearly want
physician consultation.-while the physlmans assumed that the nurse
would bring an adequate educational background to deal in-
dependently with psychosocxal problems of”the patlents

This brought our discussion to a last pomt The long list of almost
eae'cluswely medical problems turnped out to be coded mainly as 4and3 _
requiring significant understandmg of ‘the conditions Tisted. This
seemed an qverwhelmin mountof content to be stuffed into the short
time available to most’ programs We felt a need but.lacked the time to
translate our findings into priorities for curriculum content. Whileour
group had dealt'almost entirely with the medical aspects of patients’
problems, we wanted to stress the jmportance of the nurse’s
back'ground education in psychosocial aspects and human develop-
ment. Our discussion hardly touched on this aspect, because we
assumed it was adequately dealt with in other groups, especnally the
ones on “Role Change” and “Family.” -

The discussion ended on a note of appreciation for having had this
“‘chance of mterdlsc1plmary and nationwide sharing and exchange of
experience and thought. The firm® hope was expressed that slmllar

-
. -
. )

oJ  ~ .

“f




A, . - /
: > ‘ 73

*» conferences might be made possible againyn the futureto continue the

Summary .

The task group on Adult Medicine spent most of their 6-hour's work
in praetical djscussions onchow the main patient problems presenting
in primary care should ba be handled by a nurse-physiciah team
approach. , ‘ ’

[tWas clearly stated thatour coded\ ist should not beablueprintfor a
nurse practitioner teaching curriculum, but might be usefulin
evaldating the éxcellence ':J%Nurse practitioner program. Nurse
practitioner programs should use a problem-solving approach in
teaching. not the disease-oriented approach as might besuggested by
our coded list.

Great difficulties were encountered in defining common approaches
to disease in very different,practice settings such as rural and urban. < -
Thegroup agreed on the \Z{Iue of identifying basic coreknowledgeand °
skills which should be taight in every NP program. However it was
stressed that the coded list in the table (see table 3 at the end of this
discussion) should not restrict the nurse to a protocol or rule for all
practice situations. Individual practitioner®should always be free to
take more independent responsibility in areas where they have
acquired additional experience and expertise. . .

To educate the nurse so that she might function as outlined in our
coded list will require teaching an overwhelm\'{ng amount of material
in the short time available to most programs. ——

The group expressed the hope for further similar work\ing sessions
. to translate the material into priorities for curriculum and to discuss

|___hewapproaches of how it might be taught.

- All group “participants agreed that education of the nurse prac-
.titioner in pyschosocidl.aspects of disease. in human develtbment and
behavior and family interaction was of great importance.even though -
it was -only marginally touched in our discussion. Many codes 3,
meaning important managementinput by the nurse, were assigned to
chronic disease and terminal illness. thus expressing the group's
expectations of a true team approach by the nurse and the physician.

We also categorized each item using a matrix designed to describe
the depth "of knowledge regarding pathophysiology or psy-
_chodynamics required in the diagrlos‘is and management of each
condition. This eategorizing scale and matrix can be pictured in this
way: . . .

.
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i i S,ignifica’nt. patho- Limited patho-
° physiology/Bsycho- . physiology/psycho-
§ dynamics , - dynamics - .
- ~ Diagnosis | ,
Managemeént - e
» s w

lelted knowledge for diagnosis was chosen (by giving a value of 0) .
in those conditions in which in-depth knowledge of psychodynamicsor
pathophysiology is not necessary to make an approprlate diagnosis.
Significant knowledge was chosen (by giving a value of 1) when
significant knowledge ‘of basic disease mechanisms is required to
make an appropriate diagnosis and/or differential. -

The value of 0 for management was given wherLthere would be the
need for only limited management by the nurseyractltloner In these
circumstances the nurse practitioner would choose management
based on clear-cut established guidelines or protocols in regardqto‘

“whicH there are limited concerns about side effects or compljcations.
.» ifthe problem were anemotional one, the management wouldte based
‘ on a superficial knowledge of ‘theory or on general knowledge of

human behavxor and interaction. ) ¢

.
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“Table 3.—Content rating list of the task group on adult mediciné™.

¢
- .

Rating scale!
4 3 2 1 0
pral

N4

K} < .
/ DISEASES. BY ORGAN SYSTEM. IN CHILDREN
AND ADULTS: EYE, NOSE, AND THROAT

Eye oo P S

- Infections ’ . .
Comyunctivitis | \ : X
Hordeoleum =~ X

Ints ’

_ Trauma T v ™

-— Corneal abrasion
\ Foreign body embedded -~ o
Blowout fracture of orbit '

*
Eade

s
y

Rating key . ‘ B 2o * ¢ ' ~
Ratings which indicate inclusion in curriculum )
4-FNP would manage within prwnbed pratocols w ithout consulting physncnan
3-FNP Jould manage only m cqneultation with physician
2—FNF would never manage would always refer to phySician - '
~Ratings which mdlcaw nonincluston in ctirriculum
1—-FNP expected to enter program with sufficient knowledge znd sk)ll 3 . "
- 0— Be)oml the scope of FNP practice

4 4 B -
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.. Other - impacted cerumen ’ X :
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Table 3.—Content rdting list of the task group on adult medicine—continued

L3

. , . - ' Ratipg scale
< -

™"

E:

Other
*Glaucoma, acute X
Glaucoma, chronic X
Refractive errors X
Cataract . ) X
Pterygium if symptomatic X

.

ar - i f L
Otitis externa ) X y
Tympanic membrane . . .
Myringitis ’ - X ’
Perforation ’ X
Otitis Media L .
Acute suppurative . X
Acute ) X. .
Recurrent . . X
Serous . ’ . X

" Labyrinthitis L ) X

Nose
. Sinusitis '

-

Mastoiditis. ’ ' X

Cholesteatoma X .
‘Hearing'loss . Q X “
- Tinnitus ’ g X ) -

3 - R AN
F.pistaxis

Fore,)gn body embedded N
Allergic rhinitis i

Polyps. without symptpms . X .

Polyps. with symptoms ., X /

-

Mouth . - :

THROAT AND RHSPIBA’I"()RY TRACT DISEASE

[

ERIC "~ A

-

Oral Lesions . -
Thrush . X
Herpes gmglvostomatltls D X .
Leukoplakia and oral leSions X -

Caries L . X e

’ .

nfectious Diseases 2 . ' . .-
ORI o X ‘
Pharyngitis-tonsilitis > X

Epiglotitis ' . * : X

* Lymphadenopathy without easily, .

ldentmable cases . X -

Croup . . . X !
Bronchi/lms ’ ’ X

0~
)

e
i
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’ Table’ &—Content rating list of the task group on adult medlcine——contmued

- . .

Rating scale
4 3 2 1 0

.

— —
Laryngo-tracheo-bronchitis ,
Acute bronchitis ) X
Broncho pneumonia | o
Lobar pneumonia ) -
T.B.

.

P Pe

Chronic » R
Asthma
Cystic fibresis '

COPD . S

P Pe S, -

Other . . .

Lung Ca ° Xz
Pulmonary emboli '
Pleural effusion
Foreignbody ~
Chemical pneumonia: a
Aspiration pneumonia . . .
Acute asthma’attack ¢ ’ X ‘e

~(ther - “Emergency measures for

. above™ - . . X

fadt ool

'
i

, - . Emergencies -+~ ) .
tus asthmaticus X
eumothorax :
Spontaneous
Traumatic
Respiratory insufficiency. .
_failure X
. Anaphylaxic - ‘

e 4

»

CARD[()VA%CULA'R DISEASE

Yo

-

Co..gemtal lesnons
. Rhéumatic fever & RH dlsease
- Other acquired valvular diseases
. Functional murmurs’
Arrhythmias : .
RN Arteriosclerotic cardiovascular
.-t digease .
. Angina pectoric -
o Myocardial infarction .
Intermediate angina Syndtomes
Hypertension .o -
Congestive heart failure ’
. Left ventricular failure
Right vtentricular failure

-

’ - . s

i

PO R R

o —

t,ther 3 or 2 depending on stajre of iliness. 1 ¢ newly dcu'y versus stabilized management .
Q . ) S .

R F 4; C -
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Table 3.—Content rating list of the task kroup on adult medicine—continued

<

-

¥

Kating scale

3

2

1

0

. Peripheral vascular disease
Occlysive artenal disease
Venous disease

Acute thrombophleb‘itis

Gl DISEASES
Diseases of the ewphagus
Esophagitis
. Dysphagia and heartburn
» Ca
Motor disturbances
Achalasia
Diffuse esophageal spasm
Globus hystericus
L . Other - huphageal varices
x t:sophageal diverticulum

Diseases of stomach *© -
.- a\cid' peptic disease

Hiatal hernia ’

Gastric (e

Gastroenteritis

Other - Alcoholic gastritis

‘é .

Diseases of the bowel
Small b6wej disease,
. * Malabsorption dlsease
Refzronal enteritis
La.rge bowel disease
l)nertlcu”]osns .
diverticuhtis
(‘a of colon
Ulcerative colitis
)
Recta} bleeding
1 )i?st ruction
, = Intussusception -

Megacolons

. Constipatidn R

L. Irarrhea «
(‘ommon parasites

Other -
diarrhea. or parasites”

°

. Q ,;
FRIC

K4

N

" Chronic venous insufficiency

g

Hirschsprung'disease <

“Regurrent constipation.

Diseases of panereas-pancreatitis

S meaia

~e

F.xternal hemorrhoids wnthout bleedmg

T

He
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. " Table 3.—Content rating list of the task grélp on adult medicine—continued

Rating scale

o~ Diseases of gall bladder

Functional GI diseases
Aerophagia—distention
Irritable bowel sxndmme

v .

) . Abdominal masses. . o

-« Umbilical hernia .. ’
Granuloma”’ '
Omphalitis A
Wilms tumor .
Néuroblastoma K
Ovarian.tumor
Hernia ‘

a

EMergeéncies
Acute abdomen
Appendicitis .
- Peritonitis ° o
e « Perforated viscus
. " Dehydration
Gl hemerrhage
o Upper Gl .
lowerGI .
Other - “Penetrating wounds” o
“Blunt trduma”

GU DISEASES

-

First cystitis. female
Pyuria, male
Other - Asymptomatic hematuria

Prostate and scrotum
Prostatitis « v
BPH
Ca of prostate "
Undescended testes ' .
Testicular torsion
Epididymitig ) .
Hydrocele L

+ Other - testicular nodule

Kidney - ) b. ‘
Nephritis : s

. Nephrosis

1 Pyleonephritis . .

LS "

ERIC: coe

. .. !

I

..

“Diseases of liver . e

DA DE M De g e 4

‘

X
X
X.

.
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Table 3.—Content rating list of the task group on ddult medicine—continued . ~

X . Rating scale .
> . -4 3 & .1 0 .

Acute glomerulonephritis X
Kidney stones ~  * | o too X

>~ Renal failure, acute - X
Renal failure, chronic . . X
Obstruction : X

. ?

Vénereal diseézﬂ\
Gonorrhea ' , X . :
Syphilis - “ X .

Other . '
Adult enuresis’ . . ‘ X . X
Urinaryﬁt\ion X N
(J B .
BL()()D DISEASES ) N

Iron deficiency anermia.-, * - « , . . X

Pernicious anemia . . X '
Sickle cell anemia and disease ' "\\ X

Hemolytic anemia ' ’ '

Leukemia N !

Lymphoma . . ‘ , .

-

METABOLIC ENDOCRINE DISORDERS
N , ¢ [ 4
- Diabetes mellitus N
Thyroid diseases - . \ i
Hyperthyroidism
- 'Hypoth;v‘roidism ’ ‘7 ¢
"L Obesity - ¥ X
Hyperlipidemia’ N - i
NEURQLOGICAL PROBLEMS o~

.
)

¢ Migraineé™>. - ' k! X
. "Chronic tengion s X
Famting. P X
Seizures ' : -, X,
Coma - L - - X N i
Neuropathy o L X,
Paralysis B : 3 . « X
Diskases =~ ' ".
"Vasculags
T : o X
Cerebrﬁthrombosns t ) X . y ]
Cerebral hemorrhage ‘X
Subarchnoid hemorrhage . X

Q / -, , ‘
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Table}.—Coﬁtent rating list of the task group on adult medicine—continued
3 T ¥ -
N ’ Rating scale ,
. ] ‘ 103 2 1 0
Organic brain syn,%ome . X
> (ongenital
Cerebral palsy X
Retardation * X .
Meningtis i Toe . X
Subdural and epidural hematoma \ X
’ ‘Parkinsonism R X
Disc syndromes t\ : 4 . .
Cervical , ’ X . .
Lumbar % Xy -
[ow back pain X
MUSCULOSKELETAL DISORDERS . . AN e
. s . : . ’
Topticollis  » / : X
i\{t}\ritls . ' . % - , .
RHeumatoid arthritis e .. X )
(Osteoarthritis , L X "
€ *, Pyogenic arthritis : X
i s Gout o X
Costro-condritis ' o X .
Muscle and tendon disorders N . X h
‘. . > ) ‘
\ . Congenital deformities | . . ’ X o
. Trauma A . ,<’ :
¢ Strains ’ X .
. Sprains T X .
Fractures -; . b X .
Dislocations X .
. . ,
\" “SKIN DISEASES .
. A
. -Dermatitis N o ? v
Contact X
Poison ivy and oak - - * X -
. - Eczeéma Le . > X
Acne g : . - s e X
. Cancer P s X
Drug reactions ~ : X
Corns and callouses ~ X
o Scabies . K - X -
Pediculosis , . g = :
B Warts -« . : g - . X ,
. * ' Paronychia ' ! - . X.
§ Lt ! X )
- A X
R ’ . X - .
N ' o .
Q .? L : ‘
B : v ) DL L
R 8 T
= - ) T . ) N
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Table 3.—Content rating list of the task group on adult medicine—continued d

4
.

Rating scale ) '
3 2 1 0 '

-
£

Monilial -« - - :
Tinea versicolor

Tinea circinata v

Herpes zoster ’¢-
Tinea cruris P
Pitariasis rosea
Tinea pedis

e e T S 5

SBEHAVIORAL AND PSYCHOLOGICAL DISORDERS

s Mimmal brain dysfunction *

Hyperactivity . ©

Depression s .,

Anxiety .

Alcoholism -

Drug apuse

Marital problems

Psychosis

Neurosis

Psychopharmocology
0 ~ \

' TRAUMA AND SURGICAL EMERGENCIES R

“

T a o A S

-

]

Minor lacerations + .
Minor,burns )
Stings and bites
Soft tissue lnfectlons/ '
Foreign bedies. minof - !

2 Foreign. bodies. major *
Injury . * X ’

*  kxposure to .. S e e . - v

> Cold % ot R ‘

. Heat % . ' '
Readiation ﬁ‘ ) X

Electrical injuries X : -

Near drowning - ' X . .

I A

MEDICAL EMERGENCIES

Cardiac arrest’ X
Shock + o . X
Coma and unconscious states X
Acute alcoholism ’ X
Drug withdrai\:‘al' . . X
1fhgestions’ & X

N
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THE CHILD HEALTH CURRICULUM

FRANK LODA, M.D. .
Associate Professor; Department of Pediatrics
. School of Medicine, University of North Carolina at Chapel Hill

Participants
'S
Louis Hochheiser, M.D. (Yale) " R ‘
Mickey Knutson, R.N. (North Dakota)
Frank Loda, M.D. (UNC-CH), group leader . §o
Clara Milko, R.N, (UNC-CH) . * >
) " Betty Mosley, R.N. (Arkansas) . > @

Nancy Nelson, M.D. (Colorago) ot
Katherine Nuckolls, R.N. (Mountain AHEC)
. Joan Taylor, R.N. (Coforado) ‘
Edna Treuting, R.N. (Tulaney . - -
Michael Tristan, M.D. (Texas Woman'’s University
Mary Walker, R.N. (Yale) ‘
Cathryn Wechsler, M.D. (UCLA) oL
e child health work group attempted to select t?ém the general
rriculum list those topics dealing with health maintenance and
illness management which were pertinent tochildren. The group then
attempted to Qtegorize’ these topics on the basis of their importance to
the practicing nurse practitioney and the depth of knowlédge that was
needed about the didgnosis and-management of each condition. To do
thiswe used the suggested scale and took into dccount the ratings given.
each topic prior to the conference by.those participants who had
completed the rating scale. This rating scale was similar to that used
by othe?gx;oups and has already been, deseribed. We did modify the
™ definitidn of the second native (superficial knowledge: would
-alwgys refer to aphysician). W hen we classified an item as 2. we meant
. thatthe family nurse practitioner would be expeéted to have adequate
knowledge regarding both recognition and management of the
condition so that the patient would always be referred toa physician o
other professidnal for confirmatidvgof diagngsis and management.
Significant knowledge of pathophysiology or psychodynamics {in-
dicated by assigning a valueé” of 1) was chosen in cases where
_ management is based on knowledge of the interaction of disease and
3
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therapy, and when therapy has to be adapted frequently inggsponse to,

changes in status. A value of 1 was al? chosen if management needs to

be based on a specific knowledge 'of growth and development or
behavior, dr if therapy must respond approprlately to many varled
situations.

*Thechlld health group believed thismatrix was helpful inclarifying

the type and depth of instruction required in each area, and would

, emphasize that the needed knowledge of pathophysmlogy or psy-

chodynamics might be conveyed in a short period of time. There is not
. an implication, that an item with a rating of 1 for both diagnosis and

treatment requires extended discussion, only that the needed ,and

- known information should,be .conveyeq.

The conditions that wefrated and how wce ' rated them (table 4) are
listed at the énd of this discussion.

After the group ‘had reviewed and rated the md1v1dual items we
attempted to summarize some of our overall views concernmg
curriculum. There were several views on which there was reasonable
consensus and which we would like'to share. - .

’ 1. The child health group assumed that an essential part of the core
currlculum would invoive the learning of basic skillsof history-taking
and physxca1 diagnosis. We emphasize here the need to include
instruction in the upique aspects of pediatric hlstory-takmg and
physical assessment. It is also important that certain diagnostic and -
therapeutic techniques. such as behavior medification be taught as
-part of the course. ’

2. We emphasize the need for clmlcal experlence throughout the
didactic portion of the course. Reliance ,upon lectures,, without
smultaneously exposing the student to approgrlate clmxcal ex-,

" perience_ ‘is full of pitfalls. The clinhical experience is 1mportanta,;n
reinforcing the effect of the lecture materigh and should aid ip *
retention .of. ctinically important mformatlon There should be con-

. tinuous evaluation of the clinical abilities of nurse practitioners, as, -5
well ‘as of thein factual khowledge. o

3. Our group. like all the other groups. foun'd if dlfﬁcult to limit our

. discussion of curriculum to the child health section alone. There is a
*need for all five groups to meet together and develop a qoheswe total

program. -There were many in our group who felt there was

insufficient .attention to psychosocial factors in the child health

.curriculum. Our group assumed that thegroup discussing the needs of

the famlly addressed ny of these i 15\3§:s but we could not be sure of

this and were tongérned- about it. This type of concern- -could-be |
addressed only by, putting, all t e,pax; of the curritulum, together.’
This process »youlé undoubyedly Iéad to still further diseussion of the -
" relative importance of, vatiols items. There was subsg.ntlal dlsagr’ee-
"ment in our @roup about hO\v long it would take'to reach t ese

. P ""x
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"curriculum goals. It would be harder still to agree on the allocatjon of
time if all five groups were meeting together, because such issues as
the relative importance of well childcare and care of the chronicajlyill
adult would surely emerge. No matter how long, the total program,
questions of pridrity will emerge. Such a discussion of a comprehen-
sivecur;icu{um by the whole group would not be an easy one. bpt itisa-
necessary step to take. R S i

4. There emerged in nrany of our 'discussipns real sectional
differences in emphasis between progrég’ms serving more urban.
sophisticated areas and those serving more rural, less resourge-rich .
areas. Thi$ was particular)y clear in striking a baLance/hg’.ﬂécn well
child: care -and counseling. and sick child care. Programs serving
poorer, rural areas tended t6 emphasize meeting the iliness needs of
medically undetrserved populations. Prograns from urban areas

+ Dblaced much more emphasis on well child care and behavioral
counseling, - v P I

There also aere sectional differences in the, “commonness™ .of
common- complaints.- Certa‘in childhood. diseases tend to be moré -
prevalent in certain geographic areas.'Further there were differences
in subject matter based on the socioeconomic or et! nic background.of

,the ‘population fo be served. - Cot .

~Our group drew, two conclusions frém out, refiognition of these

. differences. ¥irst, the search for a common core-was both desjrable
and possible, but notaliays easy. The'sécond wad that a great deal of ¢ .
flexibgsty is required to meet Yegional and local needs. There should
also b&opportunity for nurse practitioners Who move o a new seétion

[}

to’hdve ac Y

‘nurge pragtitioner to méet local néeds. - . <.

5. THe, ratihg of individual items is "based on the amount -of

knowledge ~which we felt a nur® practitioner should have after the
- completion 6f the preceptor period. We believed a graduate at that »
point should be atlle'to completely perform what we putlined. Time
:alone will tell if the nurse practitidner can.maintain these skills in the
variety of settings in which the nursepractitioner is found. (ertainly
‘the more highly specialized settings or these with a restricted patient
population will test the ability of the F\.P to Maintain these broadly
based skills. T . T - .
{ " 6. The sﬁandarsis described h.a\:g(‘éssumed there will be a continuing
.

.

v

:line of c'oinmunication‘betwqen the nurse practitioner and physician,
""and that-this will be mutual learning gxperience. _}

" 1. There is;;z;‘nt/rfmehdous need' for organizing a meaningful

contituing educatién program. and this-must include self-education.

« Our'grqup really wondered if our programs encourage self-education.

~ *We werécongerned that thege is so much emphasi»on\eaching a large

‘M " mass of rmater‘fz}]'in.a short. period that .self-learnir. skills are not

T . v
".

« ¥ . . -+
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- developed. Our programs may be counterproductive in.this regard as
we hand out mére and more materials prepared-in various formats for
the student to absorb, with little attention to their ablhty to find
information for themsetves. - .

The main suggestion.from the child health group was that another
meeting be held during 1976-77. We had a long discussion about ®
whether the FNPs should meet separately or together with other
nurse practxtxoners We believed that FNPs have unique_probk
particularly in the areas of cuPriculum, and they need to me é
didcuss those problems. We also believed that there are—cértain
. problems common to all nurse practitioners. These tend to be i practical
problems like'sdlary, accreditation,/and relationship to physxcxans
We sugg%ted a joint meeting, but a joint meeting at which part of the
time is assigned to family nurse practitloners and part to pediatric
nurse, practitioners to discuss their unique problems. This was our
compromise solution to what we felt wasa real need for both combined
- and separate meetings. We knew as a grolip that famlly nurse prac-
" titioners have got to deal with their proble d they cannotJust take
the entire curriculum for child health f pedxatnc nurse prac-
. titighers. The FNP curriculum needs to meet a unique set of needs. .

g .
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Table 4.—Content rating list on pediatrics

3

o

Level of understanding! .

Classifi-

cation

Diag-
nosis

LAY

Manage- .

ment

WELL CHILD CARE AND SUPERVISION

Growth and development *
Physical growth
Normal growth patterns (mcludmg head) -
Abnormal patterns
Psychosocial development—stages —
Genetics ,
Pesitive health maintenance
Imimunizations
Prevention and anucﬁamry guidance
Speech
Hearing
Vision
Dental
~Dev elopmental creening
Child abuse and parenting °
Accident prevention
Nutrition and feedmg
. Environmental stimulatiorand play
Sex educgtion «
Discipline, e R
Eliminatian
School and day care
Sleep

LFHIL l)H()()[)Jll- ALTH PROBLEMS
General prmclples of management
Approach tothe sick child
Activity
. l)let : . -
" Medications and oral fluids .
Followup : § .
' (omghance ‘
y Fevar / “
" wApproach to the child : - N
with €hornic-iliness. Yo
Approachz{o the handlcapped cly{lf —

[V NN S

w W

— e

b—‘b—‘b—‘b—‘b—‘h‘h—tb—‘b—‘b—'b—'b—‘b—'#

-

—_ o O

et et bt et et et bt e e D O OO

.

r
"The first celumn “(Jassification” represents the scale Ratings which indicate inclusion in currlculum are
4—FNP would manage within prescribed protocol ¥!hou! consulting physlcnn

3-FNP ﬂ%uld manage only 11 consultation with
2—FNP would never manmagé. would always refe to p
i curriculumyare

- 1=F NP expected to enter program with sufﬁc:ery‘knowledge and skil
O—Beyond the scope of '\ P, practice

Symcnn
ysician

¥ The second and third colhm;‘ss\?mgnom and * ‘éhnuzemem represent

* 0—Limited.knowledge

1-Sigmficant knowledge “,

\ .
- '
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oTable 4.—Content rating list on pediatrics=continued

.

. e ¢ Level of understanding
N ‘ - (lassifi- Diag- Manage-
R . e . cation  nosis ment
Voo + Systemic infections
Viral syndromes (uncomplicated) . .
] Measles 4 1 1
. Rubella 4 1 1
Mumps 1 1 1
. Roseola 1 1 1
. Varicella 4 1 1
Fifth's disease 4 1 1
Infectious mono - 4 1 1
Other viral syndromes ¢ 4 1 1
Polio . . 2 1 0
Rickettsial diseases (RMSF)- .2 1 ]
acterial diseases . .
Scarlet fever N\(\ . 4 1 1
, Pertussis - 2 1 0
~ Diphtheria ) . . 2, 1 0
Tetanus ' ‘ 2 1 0
' DISEASES, BY ORGAN SYSTEM: EYE.NOSE, ANDTHROAT
s Eye
Infections  w
- Conjunctivitis ‘and blepharitis v . 4 1. 1
Sty 4 Bt 4 -1 i
4 . . Irtis . 2" 0 0
» Trauma | T -
Corneal ahrasion 3 1 1
' . Foreign body . C 3 1 0
Other ~ T, .
Glaucoma o ‘o 2 0 1
. v Refractive errors . 2 1- 0
N Cataract 2 1 0
Strabismus 3 1 0
i Amblyopia 2 1 0
Retinoblastoma * © 2 0 0
Blindness . . 2 0 0,
Obstructed.tear duct o 3, 1 0
) -\, Fhar ..
Otitis externa i . oo, 1 1 1
Tympanic membrane .
it Myningitis © . 4 & 1
S . _Perforation—acute . ! 1 e 1
*  Perforation—chrome - , 2 ) P 1
L] Otiis media .
\cute suppurative ' . ’ g 1 1
, » Chronic R T 1 1
. Serous—acute 4 -1 1
| . ‘ - . - .
(€ . - - L et
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Table 4.—Content rating Jist on pediatrics—continued
o, ‘ L.evel of understanding
© o =% TUlassifi- .Diag- Manage
! ° . ’ . ¢ation  nosis ment,
Mastoiditis ) . 2 1 0
Hearing loss 3 .1 0
Foreign bodg—uncomplicated ' - 1 S|
Nose . .
Sinusitis -
Nonbacterial « 7 N 1 1 .1
Bacterial 3 41 1

Epistaxis ' o 4 1 1

Foreign body 4 1 1

Allergic rhinitis 4 1 1

Polyps - N 2 0, 0

. S T .

Mouth ' - ¢
Oral lesions * h /y . .

Thrush A 4 1’ 1
()ingivoanamis' R 4 1 .1
(aries . , ) 2 0 0 -
Gum disease . 2 0. 0

THROAT AND RESPIRATORY TRACT DISEASE L \J

Infectious diseases ¢ ..

* URI , 4 1 "1
Pharyngtis-tonsilitis o 4 1 Jd »
Epiglotitis - 2 1 0o
Primary lymphadenitis -, - <3 1 1
Bronchiolitis v 3 1 1,
Laryngotracheobronchitis, - 3 1 1
Acute bronchitis o 4 1 i

f o
Pneumonia 3 1 1
T R. p : ™3 1 1
Influenze ' ‘o “4 1 1
Recurrent respiratory disease "3 1 1

Chronic - .

Asthma « . . - v
Uncorgplicated ¢ .. . 9 Ul !
Complicated - ’ 3 -1 1

Cystic fibresis 3 1 1

Other - qu, ,
Pleural effusion - 2, 1 ¢ 0
Foreig2 body s 2 L1 ‘0
Chemiéal pneumonia 2 1 ¢ 0
Aspiration pneumonia SR 2 . I -0

Emergencies : . . -

n , . . o

Pneumothorax - L R
Spontaneous . 3 1 A
'Trau'_matic . ' s ' 3 1« 1

- ° ’ ’
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Table 4.—Content rating list(dn pediatrics—continued®

. ¢ ~ Level of understanding
. - - Classifi- Diag- Manage-
v , - cation  nosis  ment
Respiratory insufficiency. failure 3 1 v 1.
Anaphylaxis , 3 1 1
CARDIOVASCULAR DISKASE ‘
[
Congenital lesions ‘ 3 1 1
Acute rheumatic fever . . 2 1 ]
RH disease - 3 1 1
Functiortal murmurs w 4 1 1
Arrhythmias . 2 1 @&
Hypertension . 3 1 - R 18
Congestive heart'fallute - pediatric 2 . 1 =%
Myocarditis . 2 1 0
\/ GI' DISEASES - o .
\ .. .
Diseases of the esophagus
Motor disturbances .
Achalasia . - 4. 1 (\1
Diseases of the stomach '
Acid peptic disease s 3 1 1
. Gastroenteritis ! 4 1. 1
N Colic =~ . . .4 1 -1
Diseases of the Bowel _ °_ ) ) ' .
Small bowel disease -
Malabsorption disease 3 1 1
Regional enteritis ' )3 1. 1,
Pyloric¢ stenois .2 1 0
Large bowel disease v .
Ulcerative colitis  + R 3 1 1
Hemorrhoids 4 .17 1 .
Intussuception 2 ! 0
- Hirschsprung's disease, 2 1 .1
Functional megacolon 3 1 1
Cynstipdtion . ’ 4 1 1
Diarrhea 4 ol 1
\ Uncomplicated . . 4 1 bl
Complicated ’4 ° 2 1 . 0
Anal fissure 2 .8 .4 1 1
> Nonemergency GI bleeding . .3 1 1
Diseases of the liver . "
Hepatitis 3 1 1
Neonatal jaundice v 3 1 1
. —_ . ~>
.‘ .
Ll |
' o 3 R ) ‘
v " "
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Table 4.—Content rating list on pediatrics—-contin‘ued

5

<
Level of understanding

. . Classifi- Diag- Manage-
' ) cation -, nosis ment’
- Functional GI diseases \ -
Obesity and,overeating w4’ q 1’
*Nonspecific abdominal pain " 4 1 1
Abdominal masses
Umbilical hernia 4 1 1

Granuloma _ . 4 1 1
Omphalitis N - ' 2 1 1
Abdominal tumors N 2 1 , 0
Hernia—inguinal 2 1 9

) ¥
Emergencies ‘
Acute abdomen .y .
Appendicitis 2 1 0
Peritonitis 2 1 0
Perforated viscus . . ' 2 1, 1)
- Dehydration | ) 3 1 1
Gl Hemorrhage—major . A
Upper Gl o 2 . 1 0
Lower G1 N 2- I-,4 0
4
GU DISEASES :
4
Conditions affectmg the bladder ,uretha - .

Lystitis * L%y : 3 1 1
Urethritis t. . 3 1 1
Phimosis B 2 3 0

Prostate and scrotom ‘
Undescended testes 2 1 0
Testicular torsion . 2 1 0
Epididymitis 2 1 0 -
Hydrocele 3 1 1
Kidney —
Nephritis and nephrosis
* Nephnitic syndrome 8 -1 1
Chronic nephropathy "8 1 1
Pylenephritis 3 1 1
Acute glomerulonephritis 3 1 1
Kidney stones and obstruction 2 1 , 0
Renal failure .
Acute 2 1 0
. Chronic ) . 3 1 0
" Idiopathic proteinuria 3 1 1
ldiopathic hematuria- ot 3 1 1
Venereal Disease
= Gonorrhea
Extragenital 3 | 1
Genital—uncomplicated 4 1 1> -

E

O
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e Table 4.—Content rating list on pediatrics—continued
A . Level of understarﬂing
° . ) . . Classifi- Diag- . Manage-
. / A catioi  'nosis - ment
. . - — T : )
Syphilis . . +. 4 1 1
Congenital syphilis . 2 1 1 .
Other . . : : - -
Enuresis - 4 1 1
« Urinary retention C . 2 1 ! 0
BLOOD DISEASES ‘
~ - ’
Iron deficiency anemia. * 4 1 1
Sickle cell anemia and disease . 3 1 1
Hemolytic anemia . ' 2 1 0
Lymphoma and leukemia 2 1 0
METABOLIC-ENDOCRINE DISORDERS ) A
Diabetes\mellitus . . N
Stable—uncomplicated ‘ . ¢t 3 1 1
(Complicated ! 2 1 1
Thyroid diseases—hypo and hyper . 3 1 . 1 *
R 4 )
NEUROLOGICAL PR()BLl-;MS KN
_Signs and syniptoms ) o
Headache . - .ot 3 1 1
* Fainting ' 3 1 LD N
Seizurgs. including febnle . . 3 1 11 ,
Neuropathy . ® , 2 1 «~0
Acuje paralysig v,2 1 0-
Cerebellar ataxia ~ N ) T2 1 i1
- Diseases . . 3 .
Vascular . - ! i
Subarachnoid hemorrhage 2 1 0o,
Congenital t _ . .
Cerebral palsy ] ' ° s 3 1 1
Retardation - n . . 3. 1 1
Meningitis | . <_/ 2 . 1, 0
Subdural and epidural herhatoma * ' 2 1 0
C e N . .
MUSCULOSKELETAL DISORDERS °
. . v - '
- Torticollis | . . 4 1 1 g
Arthritis o
Rheumatoid arthritis . -7 3 1 1
Pyogenic arthritis .2 1 0
~ Congenital deformNies- N oy
Congenital hip ’ . 3 1\ P
& . ’ -
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" Drug reactions
?Scabies

v

i
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.
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3 Table 4.—Content ratifg list on pediatric§—,continued

3 -

-

\

.

% Level of understzin.ding N

Classifi-
cation

Diag-- "Manage- -
nosis -

ment
4

* Trauma . ' ‘
" Strains v
Sprains
Fractures
Dislocations
Scoliosis : \

SKIN DISEASES .
«

Dermatitis . .
Contact ,
Poison ivy, and oak

Eczema.

. Acne

»

Pediculosis .
Warts

Paronychia
Seborrhea

Psoriasis '
Impetigo \
Moriilial (skin)

Tinea versicolor

Tinea circinata _ ’
Tinea cruris *

Pitariasis rosea

Tinea pedis

. ¥
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o .
BEHAVIORAL AND PSYCHOLOGICAL QIS()RDERS

Learning disorders
Minimal brain dysfunction
Autism <
Hyperactivity R
Depression

Anxiety h ~
Alcoholism

Drug abuse v
Psychosis

Neurosis ‘
Age specific disorders

«
.

TRAUMA AND SURGIGAL PROCE

Minor lacerations °
. . .~
Minor burns - '

ERIC
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Table 4.—Content rating liston pediatrics—continuéd

v

- . \

- v Level of unc\i'grstandihg
- \ Classifi- Diag- Manage-
. . \ cation nosis*  ment
S e ' . T < *
Stings and bites et - -
Nonpoigonous . 4 "1 1’
Poisonous - ‘ j 3 - M- 1
Soft tissue infections 4, 1 1
Foreign bodtes (soft tissue) « . 3 1 / 1,
Exposure {0? * / R S
‘Cold ~ - 3 - 1 "1
. Heat‘ . ; " 4 ."j “
Mild - L 3 14 1,
Strke : 2 41 0
Radiation oL 3 1 1~
Electrical injuries . 2 S0 "0
Near drowning ' . - ‘ 2 1 0
MEDICAL EMERGENCIES | . .-
Cardiac arrest . L 2 ! (.|
Shock . 2 1,1
Coma ang unconscioug states |’ oo 2 1 .1

- .
2~ ince the group did not have time to rate all content. thq reamuning items weré rated by thegroup leader with
y Iz P

7 consultation from faculty of the UNC-Chapel Hill Family Surse Practitioner Program.
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DETERMINANTS OF OB/GYN CURRICULU
_IN NURSE PRACTITIONER TRAINING,

. THERESE LAWLER, RN. ¢

Drrector of Nursing Education, Eastern AHEC
East Carolina University
Participants '
James Banta, M.D. (Tulane) , ‘ .
Harriet Carroll, R.N. (Bivision of Nursing) -
Charles Cooke, M.D. (Medical College of Virginigb
N Robert Eelkerpa, M.D. (North Dakota)’ i
Shirley Ettaro, R.N. (Pennsylvania State) - ..
Josephine Gibson, R.N. (AFizona) .
‘ElsiefMaier, R.N. (Frontier Nursing Service) -
< dane Halpern, M.D. (University oj Califorpta at-Davis)
Carolyn Holt, R.N. (Western Résérve) e

Leonard Keilson, M.D. (Pennsylyania State), ~. L
- Therese Lawler, R.N. (East Carolina University), group leader *
Margaret Wilkman, R.N. (UNQ) 't -
. i , o o
. Introduction ! .

£

There are inherent in thé discussion of nurse practitioner curricula -

many progtammatic pframeters other than mere content and
syllabus. Issues such as concomitant clinical ex riences, definition of
-the prodifet, and even educational philosophy copstantly enter into the
dialogue, Thus,,it is most. difficult to identify and select specific
éontent areas which belong in every training course for'all‘ nurse
__bpractitioners, : ' '

This is particularly true in a speciality area’sucly as obstetrics- -

gynecology, which has not only g rather discrete body of knowledge -

butalso peculiar gracticum needs.Wonet eless, if weare,4sweclaim,

* preparing similar produets with like s ills* and *parallel functions, -

then it is essential that their academic expostre and asgimilation of a
sound theoretical framework have a brgad common base. The
determination of that commonality doesTfot come easy. It takes 2
process of consensus, I believe, of bothwacademici?.n§ and practitioners.
which is tedious to develap. -* '
95 o St
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Curncqum Survey Methodolo '

Therefére, prior to the 0B/Gyn grﬁ\s work sessions at the national

conference, certam preliminaries were accomphshed‘ in order to
faciditate the process of curriculumdgfinition. In addition to the rating
scales culled by questignnaire from the physician and nurse faculty, a
survey of a_group of FNPs in North Carolina was alsp made. Only the
reaction to QB/Gyn curriculum was souéht. Subj%s were selected
from a mailing list of all graduates of the Un'vérsity of North
Carolina, Chapel Hill FNP Program from its inception in 1970. The
sole criterion for inclusion was the length of time in practice—that is,
more than 18 months. Practice s1tes it turned out, were quite diverse.
The identical content rating instrument was sent tothe FNPs aswas
sent to the prograth faculties with the explanatory hierarchical code

and a cover letter'that described the use to which the collected data .

would be-put. Of"the 44 FNPs who were surveyed, there were 22
respondents, or a return of 50 percent. Resultsof the compilation of the

‘returns were a bit surprising.

[
Results . L . ,

One might have hypotheslzed I ¢id, that the “practitioners
themselves would tend to be a bit more conservative in their assigning
a level of importance to cufriculum topics than the nursing-physician
faculty. Moreoever, the everyday experiences of the nitty gritty of
practice in a wide spectrum of'agencies and sites would certainly seem
to be contributory to their perceptidn of the proper plgcement of
specific theoretical items in a course syllabus. Their view would Be
more practical thanesoteric or academic. This indeed seems to be true;
the results, however, appear.to show that the FNPs are dojyng more
perhaps than we who tegg@ them generally expected them to do(see
table 5). They tended to Fate themselves higher (that is, capable of
accepting more responsibility and more complete management in
Ob/Gyn patient care) than either their physician or nurse counter-
parts did. Categorization was also more ‘explicit; there were fewer
shadow areas. - - = .-

On comparing the three groups, a few seemmgly consistent"

differences were found in their rating ‘categorizations. The nurse

N faculty put more_items in the “2” or “3” slots (areas that cannot be

managed collaboratlvely, but rather referredor in direct consultation
with the physician). The next group, that of the physieians, séemed a
bit moreliberal in their percepfions, and the third group—the FNPs—
were the consistently hlgher raters.

The fact that the FNP group appeared to bg more decisivé in their
ratmgs was further supported by the fact that there were fewer items
on.which the FNI}Z could not reach either high or substaptial

agreement. It, too, was indeed interesting to observe that about 20%of

-
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both the FNP sample and the nurse faculty sample felt that. such
- conditions as menopause, menarche, and the facets of patient educa-
" tion in both the prenatal and postpartum period were perhaps

unnecessary for an extended role curriculdm since they-belonged in-

the body of generic.nursing knowledge (rated 1), The physicians did

not acknowledge this. Moreover, approximately 5,t0 6 percent of both”

of the aurse groupsfelt that there were indeed items beyond the scope
of practice (rated 0), sueh as management of carcinoma of the breast,
toxemia, psyChiatric changes bregnancy, pelvic inflammatory

diseases and delayed postpartum hemorrhage. The physician sample.-
however, rated no entities in either of the categories of bgyond the

scope of FNPs’ anticipated practice (0) or previous sufficient nursing
knowledge (1), With a quasi-vacuum evident at both ends of the
spectrum it wéuld be amusing to speculate on the physician group
pervteptions of traditional versus extended nursing practice.

* There.seemed to be littte misinterpretation of the rating process by
the sample grougs, since there was very little narrative qualification
to any of their responses. Comments indsed were kept/tga very.bare
minimum. ’ : ' -

in as§e§sing the intergroup degree of disagreement, the problem
areas becamé clearly delineated. (Jf the 80 items, 32 certainly
appeared to need clarification beforethey could be coded. These items,
listed in table 5, are identified by asterisks. The results of the rating
process were returned to the faculty members of the participating
programs prior to the conference so that they might be perusedbefore
the group sessions. e . .
Ob/Gyn Conference Group Composition

The Ob/Gyn curriculum group consisted of 12 members, 7 of whom
were nurses—including 2midwives—and 5 of whom were physicians.
They represented a geographic spread from California to'New

Orleans, and of the 10 programs represented, 8 weré in acomparative-
ly rural setting, while 2. 1 in Richmond, Virginia, and 1 in New
Orleans, Louisiana, were in a primarily urban environment. Among
the physicians there were family practitioners, ]’nternists. and a

" specialist in epidemiology and community medicine who happened to
* M bea Dean. We'did not have a resident obstetrican in the group. Of the
4 nurse ducafors, four of the seven had been involved in teaching
obstetrical nursing either on a generic of advanced level, It was
‘evident from the start that the group would indeed yield a broad

. perspective.

/

Dynamics , !
The first piece of business attacked was to attempt to agree on the

tasks at hand (that is, to set up group objectives). This was no small’

?
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chore! The adage goes that “often frora chaos comes order” and a rather
chaotic rocky start there was. Cur group confessed from the outset that

_its members held divergent philosophies, different rogram strue-

, tures, and péculiar "objectives stémming from both individual
programmatic response to not only commupity health needs (that is,

N .~ the epidemiology of indigenous disease patterns) but also the regional

health care delivery system§ (exemplified by the ‘recurring refrain of

- rural versus.urban). The confession process was spirited rather than
laconic. But given all thebe variables, we still reached a prefatory
agreement on three goals. They were to (1) try to develop a common
Janguage with Ob/Gyrt curriculum referents; (2) rate the content
items of theeurriculum list ibyording to the code, and (3) clarify those
identified problem areas by _descriptive qualification. It was also
strgngly agreed that a common core .of didactic Ob/Gyn content -
belonged across the board inall FNP curricula of hxstitutions claiming '

»

. to prepare family or Ob/Gyn practice. This was stressed, reiterated
Y and, felt to be vital. . " -
+ Process of Accord . ) :

The rating process itself was accomplished rather swiftly and the .
final tally of content coding can be seen in'table’6. As is apparent, the
group felt that all the topics did indeed belong in the basic unit on
Ob/Gyn in any FNP program. Granted there woyld—be some ™
differences in depth based on the program purpose and definition of
the program product. While reaching this decision, a" common™ "
language seemed to be established as far as content items were
concerned by clarification of issues—eliminating many of the “what

. ifs,” “supposing,” and “that depends.” 2

- - °

Process of Coding - .~ _ :
The final rating ¢ode shows that some categéry collapsingwas done.
Jn a few instances separate topics were retained, but under a genre -
umbella; for instance, the pelvic tumors and vulva vaginal lesions
groyp was collapsed under pelvic masses, and the type‘of knowledge
needed was descri as recognition khowledge rather than super-
. ficial ot limited. Récognition knowledge, it was stipulatdd, can be’
- reached after student expdsure to various concepts and practical
pplication of the concepts. But perhaps thevi)athophysiologyn
and/psychodynamics involved w,ould vary and moreover might be
_ - co¥ered less than they would should management knowledge be
needed for aspecifc area. The items.which were categorized as level 2
were those which did assume recognition knowledge—sufficient
knowledge to recognize the condition but not to render a differential
diagnosis and/or determine therapeitic management.
Some of the health problems that were rated in c%egory 3 (that is,
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ollaborative manageme t) made the assumption that the nurse would

employ nonsurgical treatment modality in the management of the

copditjon. Rectoceles, cystocele, and Bartholin eysts would *be ex-"

amples of this. '

Fiminated fro e curriculum was managerr‘&nt of the intrapar-
eriod with ‘the exceptipn of the principles of fundamental
emergency childbirth. It was\strongly felt that family nurse prac-
~titiondrs, Ob/Gyn nurse associates, and family planning nurse prac-
titioneks are ‘certainly not midwives and should not be trained to
e deliveries.
The one hot potato which the group nobly struggled with was the

" issus of UD insertion. Although™the group agreed that the nurse

practitioner may appropriately run family planning cfinics, that may
not alwayy” include the insertion ‘of Antrauterine devices. Not so
ironically, this was the one case where we could not quite rid ourselves
of “that depends:” The decision to include the skills needed for [UD
insertion is tkuly dependent on the site and scope of practice of the
product of a nyurse practitioner training program, as well as regional
needs. Also the decision to include or exclude this particular skill is
influenced by programmatic time impingements and the amount of
clinicdl experience available. ) .

Discussion , .
Along with the Jiscussions of g‘l‘dactic elements flowed a common
concern for meaningful concomitant general clinical exp‘c;;ence.
Everyone shared the feeling that there are problems in provision of
practicums which are truly beneficial learhing experiences. The
"group further addressed the question of what proportion of time or
percent of time withjn the overall program sg‘\ould be devoted to
specialty areas such
that this would be ferti
the hope was voiced that with a fairly standardized curriculum for the
education of nurse practjtioners would come, the development of good
tedching tools.. such as\ models and texts, which would in turn
strengtheri learning metHodologies.

Ob/Gyn and pediatrics, ‘andthey concurred

y

Recommendations - .

Specjfic recommendatiohs which” have implications for further
dialogue were made by the group members. One basic premise
assented to was that coopeération yields strength. Voluntary and
relatively formal binding Yogether of the academic institutions
supporting nurse practiti
educational process itself an
standards.

Future topics that‘may well

4

:‘0\18“\;VQI‘thWhile to explore were listed
1 l‘(
. Vo BN .
w‘ 3 o
\“w\ 100 ' o
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ground to explore in more detail. In addition,

er programs would enhance the.
contribute to sétting those necessary - .
4 [} ' ‘ e
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_as (1) how to develop a* continuing éducation support system for

practicthg FNPs through the development and implementation of

- contufumg education ' events. (2) structuring valid ‘evgluation.

modalities, including possible source versus performance udit, both

concurrent and retrospective, (3) the possible inclusion of additional
curricular issues. in expanding role programs. such as traditional
preventive medicine which would seem-to lend itself well to the
expanded role of nursing practice. (4) pr1nc1ples of practice negotia-
tion, including economic factors, community politics, and FNP-PA
relationships. (5) methods of financing pmgrams—seekmg and | secur-

ing alternative sources of funds: ,

- A concluding ‘chord struck by group consensus was that- the .
conference of nurse practltloner\programs might be a viablé unit
and/or power b t,‘o articulate the geed for approved third party
. payment to nursgh as primary care agents. This, I belive. very well

,attested to the overall confidence in and dedication to the development

sand growth of the nurse practitioner movement. In fact. it was indeed a
bright note (looking to the future) to end the deliberations on
determmants of Ob/Gyn cuf‘rlculum in nurse practltlone{ program’s \

Table 5.—Nurse practitioner survey’

] . ~

Percent of NPs rating:
- 4 3 2 1 -0

.

MENSTRUATION/GYN AND BREAST DISEASE

Physiology of? CoL ) . .
Menarche - 68 b 23 4
Menopause 64+ 18 .14 4.
Abnormalities of: . ‘ o
. Dysmenorrhea A 59 41 _
Amenorrhea 27 13 .
Menorrhagia* o ‘ 23 M » .
Intamenstral bleeding Y . 27 .73 '
- ) CEEEES )
Pelvjc infections
Vulvo vaginitis . ) . . ’ -
Candidig#is . - 100
.~ Trichomoniasis

?Five percent undecided

NOTE Hems marked with asterisks are problem areas needing clan}lcatlon
Rating key' Hatings which indicate inclusion in curriculum
4—FNP would manage within prescribed protocols without consulting physician
3—FNP would manage only in consultation with the phy$¢ian ’
2—FNP would never manage, would always refer to a physician . ’ -
Ratings which indicate noninclusion 1n curriculum .
1=FNP expected to enfer program with sufficient knouledge and Skl" -
0—Beyond the scope of FNP practice  * . :

—’_—AJ_-
TN =22 :\Il,m active practice for at least 1 year . / “' t
(Ve

m
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. Table 5.—Nurse practitioner survey—continued v

o Percent of NP5 rating:
i 3 T+ 0.

Hemophilus vaginitis* . 91 <9
Condylompata acuminetas* 59 36,
Herpes type 112* , . 50 45
Atrophic vaginitis* . ) 82, 18
'(‘ervic'rtisz*\ . 68
Erosior, ectopy. eversion* . ‘ 41 59
" Nabothian cysts* 5 45
Barthohn cysts* . R 36 64
“Inguinal lymphggdenopathy?* - 27
. Patient education -
Physiology of conception
-an8 pregnancy? . 68
Psychologicdl changes . - & m
Preparation for labor and .
delivery . < g . 77
Sexual needs N ' -7
: Preparation fqr parenthood - 73
- Anemia in pregnamey* 52
Diabetes mvlhtus in pregnancy* 5
RH sensxtlvny and ABO - . *
incompatibility \
Toxemia* )
UTI .
Spatting
Common complaints of pregnancy
Abnormalities:
Abruptio placenta
Ectopic pregnancy
Hydatidiform mole
Hyperemesis gravidarum
Placenta previa
Polyhydramias
Fetal death %
Multiple gestation
"Threatened abortion

\

—

L LYWW LLew:w

Emergency' delivery* -

Postpartum care
Major anatomical & ‘physiological *
Chapges ° .

Puerperal infection .
Delayed postpartum hemorrhage 3
Subinvolytion
Hemorrhoids

Breast engorgement
Thrambophlebitis* — ,
UTIL,

Post;\)artum' exercises

-

-~

.
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\a Table 5.—Nurse praétitioner survey—continued
. ' p L .- Percent of NPs rating:
. ‘ t7 , T3 2 1
@ .  Hypertension* / 27 64 ]
- Infected episotomy* . ' 36 59 5
P . .
PID .
Acute with peritonitis®* i 5 32 59
Acute without peritonitis* - 2% 55 18
Chrghic with ovarian abscéss, * o - 36" 64
. Chronic without ovariag-abscess* fl —13 64 23

L]
Pelvic tumors

.- (varian tumors and cysts . 21 64
Uterine myomas* . , 5 8 50 5
Cervical and uterine polyps* 9
*9
5

Vulvo vaginal lesions*
Endometriosis* & endometritis

.

Problems of pelvic relaxation

Uterine Prolapse* - : B 5 41 54 ¢ N
Cystocele* .« 0™ 14 45 41
Rectocele® \ Y 14 45 41
. : Teu
' Breasts { Lo
- Carcinoma . . Cewm 32 64
Cystic disease* ’ v} 13 65 22
- Chronic mastitis* P . 13 62 25
. Benign tumors of the breast* Sl - S S
: PREGNANCY, I‘.\)',bLlVl- SRY. " POSTPARTUM
~ 7 . CAREANDC TRACE PT]()N v . L
'Prenatal care
AN < Didgnosis & dating of pregnancy? - 77 ~ 18
léial assessmentof the . : )
gnant woma ~ - T
‘ History ~ "\ . , 96 4
_Physical exam 8 ‘6 97 5
! . Laboratory test - o . 9% 5
Followup examinations _ \ 9% .5
Patient Education | . Rt .
Psychological changes o7 77 ‘T8 5
Preparation for parenthood * s 71 - 18 5
Breast feeding . € =9 5
Sexual needs in postpax‘tum
period . ’ 7 |18
Contraeeption . .
Oral contraceptives - 83 _1I7
IUD* . "\ . 46 33 13
-t Foam and condom’ . 90 5 : 5
Diaphragm/cream . e 8 14
Rhythm - 90 5 5
e . -

ERIC = . 109 | o
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Table 6.—Final coding tally made by group participants ’

~

Rating scale

. v -
[}

. : 4 3 2,1 0

. < ——
GYN ANR BREAST DISEASE 4
S .
Menstruétioﬁ;ﬁ.\;
Physiology of >
Menarche
Menopause .
Abnormalities of . p
Dysmenorrhea : « X
Amenorrhea * X
Menorrhagia X .
Intramenstral bleeding X

ool

Pelvic infections - ’
Vulvo vagnitis - ~
_Candidiasis .
Trichomoniasis ; i
Hemophilus vaginitis
Condylomata acuminata! e, W
Herpes type 11 X
< Atrophic vaginitis .
v Cervicitis . X
Erosion, ectopy. eversion /{1
Nabothian cysts o N X
Bartholin cysts X
Inguinal lymphadenopathyw,_,‘ » . X
RID e .
\Acute with peritonitis  * : )
Acute without peritonitis
Chronic with ovarian abscess
Chronic without ovarian abscess
Other—endometritis ‘

P4 papd D44
o

teRa Rk

¥
Pelvic Masses .
Ovarian tumors and cysts
Uterine myomas ot
Cervical and uterineg, polyps ~
Vulvo vaginal lesions
- Endometriosis

- N
NOTE: Rating key: ) .

Ratings which indicate inclusion in curriculum: . -
4—FNP wopfd manage within prescribed protocols without consulting physician h -
P | Y
)

Eala i

N v

3-FN d manage only 1n consultation with the physician
2~FNP/would never mamage. would always refer to a physician
Ratings which indieate noninclusion 1n curriculum.

1-FNP expected to enter program with sufficient knowledge and skill
0-+Beyond the scope of FNP practice

ERIC

.
Aruitoxt provided by Eic: f
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Table &—Finalcxaing taily made by group participants—continued

. * Rating scale

Problems of pelvic relaxation .
Uterine Prolapse . ’ . X

Cystocele! ‘ X
Rectocele! X,
Other—eterocele - X

Breasts

Masses : . .. X
Cystic disease’ X
Chronic mastitis * X

PREGNANCY. Dsuc\&g, POSTPARTUM
CE

CARE AND CONTRA

TON

Prenatal Care .

f Physiological . X

‘Diagnosis & dating of pregnancy X
Initial assessment of the °
pregnant woman '
History - " . X
. Physical exam ¢ X
Laboratory test — X
Followup exafhinations? . . X
Patient education -
Physiology of conception
and pregnancy a s X
Psychological changes X
~Preparation for labor and .
delivery ' X '
Sexua] heeds X
Preparation for parenthood +X
High risk category -
Anemia in pregnancy .

Dyscrasia o ’ X
Diabetes mellitus in pregnancy -

Gestational - -X

Pre-existent X
RH sonsitivity and AB0 >~
incompatibility ‘X .
Toxemia -

Pre-eclampsia X

Eclampsia ‘ . s X

- «UTI ~

Cystitis ) - X

* *Management without surgical intervention ‘ /

.

*Pelvic measurements excluded—\should be performed by mdmdual plannmg to do dellvery

’l)epends on practice and program parameters *
-

11:




Tanie 6.—Final coding tally made by group participants—contimfy

°

Rating scale

4

3

2

1

Nephrosis
Spotting
Common complaints of pregnancy
Prenatal abnormalities
" Abruptio placenta
Ectopic pregnancy
Hydatidiform mole
Hypéremesis gravidarum
Placenta previa
Polyhydramias
Fetal death
Multiple gestation :
Threatened abortion

Emergency deli\jgry -

Postpartum Care
Major anatomical & physiological
changes _ -
Puerperal infection,
’ Delayed postpartum hemorrhage
Subinvolution
Hemorrhoids
Breast engorgement
- Thrombophlebitis
UTI (Cystitis) v
" Postpartum exercises
Hypertension (essentiél)
Infected episotomy
Patient education
Ps;;chological changes
Preparation for parenthood
Breast feeding ¢
Sexual needs in postpartum
period
, »
Contraception
% Oral contraceptives
~ ~IUD 0
, Management of patient -
"with IUD
Insertion?
Foam and condoms
Diaphragm/cream
Rhythm

>4 4

>R

S L

ERIC v
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" REPORT OF THE FAMILY AND .
i " . .COMMUNITY GROUP .
, - SHIRLEY ROSS, R.N., M.S.
Directo'r,‘Fami@y Nurse Practitioner Program .
, Indianfz. Urfii'ersg'ty ‘at Indianapolis
Participants = »- ~ . .

Violet Barkauskas, R.N. ,(‘hlinois)
Virginia George, R.N. (V.anderbilt) i .
Leona Judson, R.N. (University.of California at Da\vis) .
Marjorie Keller, R.N. (Medical College of Virginia) !
Susan Lynch, R.N. (Virginia). -
Hettie Nagel, R.N: (Mountain AHEC) - -

. George Pauk, M.D. (Maine) .

" Maureen Piercey, M:D. (Washington)
Judy Roberts, R.N. (UNC-CH) : ‘
Shirley Ross, R™N. (Indiana), grotip leader . -
Margaret Sheehan, R.N. (Division of Nursing) « )

~

Participants of the group were ‘representative of g\adua;e
 certificate programs which prepare family nurse practitioners. The
group speﬁt considerable time sharing information \about .the
curricula of the programs represented by each of the participants)
The group then began their.discussion of curriculum content b
assessing the high level of disagreement among the ratings assigne
by physician and nurse resporidents in the area of family and\-
commurnity health. It was interesting to note that several nurse and
physician respdadents expected students to enter the program With

sufficient knowledge in family and community health. In addition, -\’

~

there Were many respondents who indicated that these same content IR
areas were essential and should be included in the curriculum. It was N

evident to the group that there was overlap between what students «
should know prior to entering @ program and what should be
considered essential content in the curriculum. When the content,
areas representing preprogram knowledge expectations were com- \

bined with the same categories which were rated as essential *, -

curriculum content, there was high agreement among réspondents.
The group decided that the rationale for assigning the ratings might
be related to the type of program, certificate or graduate, with which

107
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the respohdent was affiliated. There was group consensus that we °

o would not spend Jadditional time attempting to clarify areas of

disagreement. Alsq, we agreed to take the issue of depth and levels of * .

content. ! . \ B

The group then : ttempted to identify broad categories of content
which the members eonsidered essential for the areas of family and  %**
community. HoweE'er the group ‘found it difficult to limit the
discussion to the cumculum content identified for the family and
community section. There was general agreement that much of the

4 content identified for family and community could be integrated
within the sections on child health, adult medicine, or-Ob/Gyn.

The group identified several areas of emphasis and/or questions
regarding the content on family and community. These included the .
following: . ) : '

» »\.‘\
. ® There is a need for faculty to provide mechanisms for a551st1ng
" studeitfs w’lth‘the application and integration of knowledge in

. linjcal practice.

® The primary focus of this aspect of the, curriculunt should be the

« application of;knowledge to clinical practice and the FNP role.

® The populati to be served (i.e., urban vs. rural) should be

considered in designing the curriculum. 1
. ® Does the FNP work with an individual concerning the ways in

which his or her illness affeets the family and thé ways in which

the family affects the individual’s health state; or, does the FNP

work with famlly members 1nd1v1dually" Also, are FNPs working

with the family as a unit, a total‘constéllatlon. or prlmarlly with
. ot the individual? !

s ® Emphasis must be given to individual and family rights and both .

must be involved in decisions about the{(beélth care.

® The value system of the FN P must be asgéssed and appreciated as
such. N

® Given the nature of society today and. the roles and structure of
families, alternative groups 4s replacement for famllles must be

considered. . - -
® The concept of contract negotlatlons with the family and family
members is essential. y

® Contacts with families are frequently initiated as a result of the
FNPs m@atlonshlp with an individual family member. ’

® Problém-solving should be the emphasis’ throughout the *
curriculum.

® FNPs shoyld be prepared to provide preventlve supportive and
therapeutic interventions to individuals and families based upon

. kﬁowiedge of erisis, family structures and 1nteractlons. and Skl“S

in problem-solvmg and management

. LN - .
-

S
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The grou[/developed the following list of topics for inclusion in the
curriculum, ‘

, [ .

- . Topic Listing
Developmgntal theories, tasks and adjustments
Individyal (conception to death) ., ’
Eamily [as a socisl system ' N
Tradjtiepial : . .
. Alte na}ive : ' .

‘ ke

4 . By ¢ 5

Interactjonal oncepts \ .

. Role relationships ‘

./Communication patterns )
: Decigion. making ’? | *

‘Chpice -

Cohtrol™ , |
~ Campliance . )
* Adaptive mechanisms/oping - . ‘ .

Normative and djsfunctional crisis s
Conceptual framework
Maturational
~Sifuational ) < )
Recognition and definition of clinical manifestations ’ - L.
. of erisis’ .
U Anticipatory needs assessment : -
. Risk factors (epidemiology)
+ Somatic manifestations . . - ~ . ,
.~ Change of, or alteratiops in, behayfor patterns
- Development of a dn‘f?a base [ﬁ . \\‘
, Management intervenfions
Concepts of contract negotiations
FNP values and attitudes
Types of management ' . P .
Short term . . -
Long term - .
“{Techniques/strategies -
| Anticipatory guidance N
,  Counselling and interviewing ) :
| Referral resources |, o
N ' . g 14 : . .',;‘ -,
Community y . o
Healgh systems (urban/suburban/rural) ., L .
Structure and organization BN ) :
Hiealth care resources '

|

b ¢ ‘

.

|
|

!
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P

Analysis of influence on program ,pl;?nning.and
implementation . A
Assessnient criteria - / -

S e .

_ Health systems evaluation Je

“ * Practice analysis.(structure)

" "Process and outcome measures

-t

P

" ¢+ Peer review, audit, PSRO

POMR, standards of practice
Competency based criteria o
Economic/cost factors
- Managerhent practices and procedures -
Clinic/practice operations '
Personnel

g : \ 7 .
Summary = .

There was general consensus that the specific design and organiza-
tion of a curriculum will determine the arrangement of and emphasis

upon content. However, the conferees identified essential broad

content areas for family and community as follows: -
® Kriowledge of the famijgs asocial system, including alternatives
"",to the traditional family structure. L

® Knowledge of crisis and the impact of crisis upon the family. ~
- ® Knowledge of the significance of change as a precipitauﬁ of erisis
with the family. . ’ )
< ® Interventions utilized to assist the family with crisis definition
and resolution. N
® Knowledge of community and community organization.
® Knowledge of evaluative mechanisms available to assess the
. quality of health care delivered, including structure, process, and
outedme measures. - . AN
The participants agreed that the preliminary work of this“group
should be considered as general in nature and: scope. Thegroup believe,
that the ongoing development of relevant content for FNP programs in
the area of family and community will of necessity depend upon the
identification of behavioral objectives. These will resalt in more -
specific content appropriate for the level f the expected,behavior.
One crucial issue requiring attention and resolution is the extent to
which a product of an'FNP program will be expected to engage in
family nursing and/or far::}yr{centered nursing. One participant

expressed the opinion that graduate programs might wish to consider
the preparation of practitionefs for family nursing and that graduates
of certificate programs could be prepared With a family-centered
" nursing approach. ’ -

-

. , 11€




- Recommendations . .
. ® Plar for afipther meeting which would allow for rap ‘sessions

ERI

’ - S .1

between programs and time Jor certificate and graduate

¥ programs to meet-alone. a K

" '® Include in the agenda for a ‘subsequent meeting a discussion of

behavioral objectives, “determination of appropr"iate levels of
content. clinical performance evaluationsand teaching strategies.
® Consider the addition of content on the evaluative and manage-

ment aspects of practice settings, including process, structure,
and outdome mieasures. g
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. .. _TEACHING ROLE REALIGNMENT:

- THE PRES?ENT STATE OF THE ART .
X a

CYNTHIA FREUND, R.N., M,S.N.. g
Assoctate Ditector, Family Nurse I"rdctz't?o@r Program¥
University of North Caroling at Chapel Hill

o

Participants :
Dorothy Baket, R.N. (Montana)
Doris Bloch, R.N. (Division,of Nursing)
~Robert Garlson, M.D. (New Mexico)
Robert Chevalier, M.D. (Indiana)
Cynthia Freund, R.N. (UNC-CH), group leader
‘Darlene Jelinek, R.N:*(New Mexi g)
Frederick Kirkham,M.D,(Co nell)~ \ ) g .
Rosemary. Langston, R®.N. (Texas Woman’s University)
Dani€l Levinson, M.D. (Arizona) i .
-Glenn Pickard, M.D. {UNC-CH)
Rosemary Pittman, R.N, (Washington) _ P
\Donna?Scha}fer, R_.{\Ij (East Carolina University) ,

o

- Introduction - ) .

This repo'rt‘will atitémpt to summarize the proceedings of,the graup

-on role realignment. Based on the original Curriculum()uatgine Rating

" Scale completed by all participants before the confere e, and the
Summary of Agreement/Disagreement Amon Respondents to the
scale, a revised topig listing was arrived at by consentus during the
grou* session on rgle realignment. The revised list is incofporated ixi®
the body ofl this repogt. ' » -

This revised list was not mtended by the group to be projected as a
curriculum or course outliné in the strictest or traditional sense,
Rather, the list refledts the content and concepts deemed essential by .
the group to be included in a family nurse practitioner program. The
first part of this rephst-witt-focus an the discussions pursuant tp the
four.major headingsf—as delinated in the original curriculum rating
scale. The second part of the report will focus on the ‘general

discussions related to the Tre general-and complex issues surroun-

ding the FNP role. .
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The Group and Their Process Vo )

The group was composed of seven nurses and flve physmlans, two
group members represented master’s programs with the remammg
representing certificate programs. The members possessed varying
amounts of experlence with nurse practltloner programs—rdnging
from 1 year to 6 years. There was also a wid¢ geographic distribution
amongst group memBers—from coast to coast and north to sout

Unlike the other groups, the role realignment group did not have
difficulty getting started. For ane thing, the grodp did not have an
overwhelming amount of data before thern as compared to some of the

other groups who had seven or eight pages of mateérial to discuss and 4

digest. But probably more importantly; differences in the level of
programs (master’s fvs. certilicate} and the practice .settings of
“graduates (rural vs. d¥ban, generalized'vs. specialized, etc.) were not
expected tosignificantly affect the group’s consideration of its topic. It
was recognized that the major concern of the group, role realignment,
wns a conceptcommon toall programs regardless of heir differences.
However, the group was nat without its trials.<It'was antxc1pated
that, because of the lack of discreteness in the topics, the group would
have difficulty focusing its discussion, and such was the case. The
group also felt a needs to discuss more thanfust the task outlined.
Members expressed interest in dlscussmg both methods of dealmg
w@h role realignment and the general issues involved in the whole
process of role change. Given all the above, the group decided to first
complete its task and identify the content and concepts related to role
realignment essential for inclusion in curricula, and secondly, to
engage in a discussion regarding methodology and the process of role

~

change. Despite wandering and difficulty in focusing discussion, the
process was worthwhile and stimulating.

-~
-

Content and Concepts

As mentioned earlier, the following topig listing is not intended asa .

, course outline in the traditional sense. Nor are the topics listed in any

order of priority, sequence, etc. The listing is a delineation of those

topics essential for inclusion in nurse practitioner programs in spme
way, shape, or form.As Dr. Katherine Nuckolls.in her opening address
warned, and as reiterated during the group session, we must be careful
not to lea¥e important concepts to change, to be caught instead of
taught. Therefore, the followmg list is offered with the hope that such
topies will be dealt with in.curricula in some overt and conscious

manner.
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Trends affecting health c
National legislation
Health Planning Act

'Topic List'ing‘

Jre delwery and FNP role

~ PSRO . .
National health polqules _ ~
. State legislatidbn
- Conaépts of health anrj ‘fllness ‘\9

Professional organizations
Péer review/audit sy ems/quallty assurance

. Agency-commumty relations and consumer boards
‘Eeconomices )
Malpractice and lialility insurance

ot
S

Primary care delivery systems
Models of delivery gyst
Traditional systems
New emerging systems

¥

Practice management )
* Patient payment mechanisms
Compensation issues
Cominunications systems
Information systems
Job descripti7){1
Emerging health/roles

[S

Physician’s assistance/associates
Midwives~ |
Other nurse practitioners (PN.P, GNP, ete.)
Clinical pharr/namsts
Commumty health workers
- Clinical specialists and nurse chmc1ans
" Family nurse practmoner role
Nurse-patient re}atlonshlp
Nurse-nurse relationship
Nurse-physician relationship
Nurse-community rel4tionship
N urse-agency relatjonship -
Accountability and responsibility
Legal implications
Patient advocacy
Role of change agent

3
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Process of role change ° -
Philosophy of the role model -0
Role scope T -

The group Sp nt 3 hours deliberating and arriving at the above list >
and several thl? merit comment. Only one’ boplc from the original
curriculum ratipg scale was deleted and that was “professionalism.”
This topic catseéd a problem prlmarlly of definition. [ was also felt

that many of th cohcepts embodied in the ferm “professional” were ‘a
included elsewh e/nd it would thereforége redundanttoincludeitin
" the listing. Besic s, if it was included, it was a term that most likely

would have to be defined and the group « did not want to undertake that

Seve,ral' topics were added to the orlgmal Currnculum RatmgrScale.
as can be seen by a comparlson of the two lists. However, one area
received conside ble iscussion—economics.

Even though th rei growmg acceptancepf the concept of the nurse
practitioner role'r odel it was felt that, in order for the concept to
remain viable, th role must be economically feasible and realistic.
Because nursed! i general are somewhat daive about the etonomic J
facts of life mvolved in health care delivery, they need an opportunity
to learn about the leconomlc realities that will affect their practice.
This should include patient paymen$, mechanisms, compensation
issues, the dollars and cents of office management, etc. And, although
nurse practitioners may not be directly responsible for the economic-
management of their practice. they should be able to estimate and
define their own economic value. .

Given the whole morning’s discussion, there was one thing that the
group emphatigally agreed upon: that content, concepts and methods
of dealing with role realignment were essential. We were hot sure how
to do it, but we d1d agree that it was essential. :

13
. s ¢
General Issues L "

By the afternoon sessfon the gfoup was ready to struggle with Yhe
more complex issues of methodology and what we all meant by “role
realignment.” This dlscusslon\ook us along many paths and several
interesting side trips. For the most part however, our discussion took
us along threé main routes. The first dealt with the stress and anxiety
experienced by students during the educational’ process. The second
route brought us toa debate on process versus content. And the third
asked the question, What or who is the nurse practitioner?

Student’ Anxwty and Stress. Several part1c1pants descgibed the
methods used in their programs to deal with'student anxiety, stress
and revolt. Voluntary seminars to discuss problems and express 1
feelings, led by‘a group process person or clinical psychologlst were
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used by sevéral programs with somé limited success. Other programs
used the advisor system; in §till others. students sought their own help.
Some programs tried the above alternativegon aWandatory basis. But
although many of the above. ejther alone o# <in’ combination, had
brought some success, the group did not feel comfortable with these
methods as a solutiom to the problems of student stress and anxiety. A

The stress and anxiety experienced by nurse practitioner students _
are well doeugaented jn the literature and the group's experiences
reinforced what has been described. Many factors affecting the levels
of stress felt by &udents wer identified—resumption of the student

-role, a highly “inténsiy ucational expeFience. and the Students’
+~changing role in clinical situations. affecting both their relationship
with patients and with physicians. It was also suggesfed that sdme of
the anxteties are induced by fagulty. Faculty empHasize responsibility
and accountability but, provide students with limited amounts of
information. The experience of betng.close to the edge of the law was
‘also said to frighten students. Furthermore,the shortness of training
itself causes terrible anxiety. FN P studentsdo not. like other students,
have .the -opportunity to go over something~ several times. (One
participant seemed to summarize ‘the feelings- of the group. She
described & monograph about a nurse practitioner training program
she had read 3 or 4 years aigoe The monograph, she said, deSeribed
difficulties with student anxiety but the authors felt assured that the _
" problems would be resolved with the additionofa clinical psychologist
the following year. She added. “You know, 4 years later we're still
" talking about it.-and I'm sure they are too"”

Process vs. Content. There was considerable discussion among group
members on whether to teach process or content. The gr®up wondered
whether they were all teaching the same core content and whether
their expectations of graduates were gimilar. One participant's s,
program taught process, expecting the nurse to get content in her -
preceptorship. Another felt it was impossible to depend on osmosis;
people could go for years without seeing things. . .

The question was raised. is it an either/or matter?” The FNP is
prepared to fction in a primary care, ambulatory setting. Thatis a
kind of definition. In learning this process. she does need to know a
certain defined list (content) by which she practices this process.

What then is the process” The process is a problem-stlving process
taught as problem recognition leading to a course of action—in some
cases treating, in others referral. The basic process includes defining .
the problem by working thsough the history and physicalexamination
and coming to a problem definition which leads to a course.of action.

Most of the group felt that process and content were not mutually
exclusive:Process could not be tadght in a vacuum afid some content.
was necessary for a nurse practitiener to practice competently.
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However, it was em'phasned that werhust be careful hot to lose process )

in the teaching of content. The primary goal is to_teach a process
whereby the nuré2 practitioner cancontinue to grow and learn beyond
her basic preparation.

What is a Nurse Practitioner? The terms “problem recognition” and
“problem definition” led the group to ask, “Is thisdiagnosis?”and “Is it
medical diagnosis?” These questions led to “What is a nurse prac-
titioner?” We had spent nearly all day discussipg it, assuming we all
meant the samething. And, eventhough the vast majority of the group
held the same definition of the nurse practitioner, raising the question
was well worthwhile.

We reaffirmed our beliefs that the nurse practitioner will not only

increase the quantlty of care, she will alsoimprove the quality; that the

nurse practitioner'is not a doctor substitute, but in fact, a nurse
practitioner-physician teamgan provide better care than either alone.

And the group did agree that nurse practitioners do diagnose. The
group did not buy into the dichotomy of medical diagnosis, medical
treatment versus nursing assessment, nursing.intervention. To define
a problem is to diagnose, whether it is amedical diagnosisof leukemia
or a psychosocial diagnosis of grief. Defining a problem is more than
differentiating between normal-and abnormal. Defmmg the health
and developmental problem 1s diagnosis whether it is medlcal
psychosocial .or nursing.

One FNP summed up the feelings of several nurse practmoners in
the group: “I get very angry with all thisdivision between nursing and
medicine. I see myself as delivering health care.”And that depends on
the need I'm attempting to deal with.” And someone added 3 ‘the
patient’s need, not the doctor’s need, not t rse's need.”

Summary. The group did not make any formal recommendations—
we were into heavy discussion about debatable topics,and we were ot . .

ready. However, there was a general sense that we had worked in

isotation, in five groups, on curriculum, and we desperately needed a

perspective on'the whole. _
As a group, we did not have as many answers as we had questions.
The group felt there was more to discuss, that we were not finished but

. had just begun. One group member summarized his reaction to the

group session by saying: “I've been extremely interested, and it was a
super good thing for me to come and just listen to all the variability,
because when you’re in your own program, and it's as new as it is, and
most of the faculty are as new as they are, I think the best thing wecan
do is just talk about common problems and realize that everyone’s
sharing the same kind of anxieties.” We did share some solutlons and
successful approaches; we also raifed areas of concern. All this
represents.our collective view of the state of the art.
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SUMMARY OF RECOMMENDATiOWI\'IS‘ -

Recommendations for the future were obtained through (1) group
" reports, (2) discussion among participants as’a whole, (3) evaluation
forms distributed on the last day of the conference, and {4) a later
meeting of the directorsvand group leaders of the conference.
Implicit in the grqup reports are recommendations concerning
curriculum content for the preparation of FNPs. Although there was
some attempt to deal with the depth of content in relation to the
. “expected funftions of the practitioner, as in the report, from the
. pediatrics group, there was no opportunity for intergroup discussion
to find out if there were gaps-er overlays in recommendations or to
establish priorities for the total curriculum. Group reports reflect the
“frustration produced by the lack of opportunity for communication
between groups. Through all the feedback mechanisms provided,
there came a strong recomiiendation that another conference be
planned as a followup to this one. Unresolved issues of cirriculum
objectives and content and further exploration of clinical evaluation
were considéred of prime<suportance. ‘ .
" There was a broad spectrum of recommendations concerning
various emphases within the curriculum as well as topies for future
discussion. Many felt more émphasis should be placed on the problem-
~solving approach (rather than on speéific disease content),’on psy-
chosocial and behavioral aspects of care, and on preygntion and
promotion of health. A need for flexibility in the role of the practitioner
and consequently the curriculum was debated, since needs of
geographical areas (urban versus rural) or ethnic groups vary. Yet
there was consideration of the need for a common core to provide for
the mobility of the practitioner; Questions arose as to levels of
performance expected in relation to the type of academic preparation
of both the entering student (diploma, associate degree, baccalaureate
degree) and the product of the FNP program (certificate or master’s
degree). Recommendations were made that all of these isflies in
addition to other issues gZeTferic to all nurse practitioner programs,
such as principles of practice negotiation, financing and third party
payment, be addressed in a future meeting. -
Consideration was given to planning the next meeting with faculties
- from rurse practitioner ppograms in specialty areas such as
‘/”diftrics. ob/gyn, occupational health, etc\There was a general
consensus that generic issues are subjects for a conference involving
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all kinds of nurse practitioners. It was, hOWever the opmlon of many
participants, including the group leaders, that first a followup
conference is needed to continue the task of dealing with matters
peculiar to the preparatlon of FNPs and that for this purpose,
participants in the next conferenc@ should be confined to represen-
tati¥es from FNP programs plus full-time practicing FNPs.

More time was requested for informal contacts atd for opportunities
for similar programs to get together i.e., master’s programs or

- certificate programs.

” donslderlng the above sense of need, the directors and group leaders
at a meeting subsequent to the conference made the following
recommendations: '
® That a task force be estabhshed to: :
® organize the material produced by the five groups in some
way to facilitate consideration of priogities within the
curriculum (further use of the rating scale was not
recommended);
* plan two more conferences of three days each within two
years, with the emph331s to be placed on curriculum in the
first one and on evaluation in the second gne:
® That thf task force be representative of:
® the*five groups at the past conference; -
® nurses and physigcians; e
e master’s and certificate programs;
. ® programs preparing for both urban and rural areas; and
¢ a full-time practicing FNP. who would be added to the task
force for future planning;
© That funds be sought for the above purposes
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